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A psychologist’s reaction to the news that his/her work is being reviewed by a Peer Review Organization (PRO) sometimes results in understandable but unnecessary trepidation and apprehension. Traditionally, the therapeutic situation has been a private area of service, off-limits to outsiders, unless supervision is involved. Psychologists have been primarily accountable only to the patient. With the advent of managed care, however, psychologists and their work have become increasingly visible while accountability and outcome issues have surfaced dramatically. 

Prior to receiving my first reviews, I looked forward to peer reviewing as a professional challenge, assuming that there would be much stimulation in learning from colleagues in the field. It would be, I believed, an interesting break from other tasks. Having been peer-reviewed, I was in the advantageous position of having experienced both sides of the issue. However, from the first few cases that crossed my desk, a surprising pattern emerged. More often than not, the amount of time I invested in reviews surpassed my anticipations. This was not due to the complexity of the cases alone, but because of the unevenness of the quality of work performed and the vague, incomplete, confusing and sometimes deliberately misleading nature of the submitted (or omitted) materials.

The Peer Review Process

Peer reviewing is a scientifically based process in which one or more peers formally and critically reviews a fellow professional’s work. A psychological peer reviewer is a qualified professional who performs an objective, systematic analysis and investigation to render an expert opinion on questions posed by non-psychologists. Among those professions using the review process are psychiatry, psychology and medicine. The PRO offers reviewers the chance to decline the review before receiving the case. Cases are declined if reviewers have some personal involvement with the practitioner under review that could result in possible bias.

Anyone who has submitted an article for publication in a refereed journal is aware that as many as three peers will review their work. Peer reviews enable us to retain the integrity of our profession, provide valuable comments and an opportunity for learning, prevent fraudulent professional practices and help maintain an ethical and scientific basis useful to the profession. For example, I encountered a situation in which over $800 of services were billed at a patient’s first visit. After reviewing the bills and service codes, I discovered that not only had the psychologist double-billed and added extraneous, unjustified services, but that a basic assessment had not been done. Actions of this type justify insurer's suspicions and negatively affect all practitioners in the field.

I am called upon by the PRO as a matter of course to discuss my review with the provider and offer an opportunity to clarify and discuss issues. When explaining my orientation to the provider, I sometimes refer to the Single Case Study as an analogy. In studies of this type, authors make few assumptions about what the reader already knows, presenting salient and relevant patient characteristics, interventions, aims, goals, theory, method and outcome. Although not nearly as rigorous as a refereed journal (often involving 3 or more peers), there is some similarity to the professional communications required in peer reviews.  In both cases, a foundation of information is necessary, not only for possible review later, but also for a comprehensive outlook on the patient and the problems for which they were referred.

As an aid to those who have been--or will be—reviewed, I offer the following recommendations based upon my experience. Actual problems I have encountered and illustrations using extractions from reviews (inserting fictitious names) are presented in italics in the hope that they will be illustrative, instructive, and useful.

A Compendium of Recommendations
I. Credentials:

· Present your professional identity clearly and succinctly in your letterhead and signature.

A provider, who referred to himself as a "rehabilitation psychologist" in our telephone conversation, emphasized that he was not providing psychological services and, therefore, should not be reviewed as a psychologist. He billed his services, however, using psychiatric treatment codes. He did not cite his highest degree or title on his letterhead or signature. Although licensed, he did not identify this or state any psychological or vocational specialty.

· List your credentials, licensure and highest degree, followed by your field of practice (e.g., Clinical, Counseling, etc.).
 List any specialties for which you have had formal training or in which you hold certification (e.g., Pain Management, Forensic Examination, Weight Reduction, Rehabilitation, Behavioral Medicine). Although not mandatory, list one or more or your major professional affiliations (e.g., APA, PPA) or board approvals.

A provider with an M.Ed. referred to himself as a psychologist, but did not mention being State-licensed or cite specializations, certifications or professional affiliations. He supervised a Master’s-level Social Worker who described himself as a “Biofeedback Therapist.”  Neither supervisor nor supervisee offered a citation of licensing, certification or training in this specialized area of behavioral treatment.

II. Initial Psychological Consultation
· Obtain some documentation that a case was referred to you by a referral source and the reason (or symptoms) for which the referral was made.

"I did not find in Drs. Young and White's [medical] reports or notes a stated need for psychological intervention or observations leading to the referral."

· Perform a complete diagnostic assessment at the first interview if possible. If immediate intervention is necessary, document the reason why this was necessary and return to the assessment as soon as possible.

"Although billed for, Dr. Smith [psychologist] did not perform an initial diagnostic procedure."

Avoid redundancy of service: "Dr.Jones' initial report is largely a reiteration of earlier reports, does not provide a full diagnostic assessment and offers little more than [the psychiatrist associated with him] has already provided. The patient’s coping style, psychogenic attitudes and psychosomatic correlates were not evaluated at the initial consultation or later."

"In her contacts with Dr. Martin there is no evidence that an initial evaluation took place…There is no mental status. Instead, most sessions deal with familial and interpersonal matters, not the accident injuries [for which she was referred] as the primary focus."

· Include the following in the initial consultation:

1. Clear descriptions of the patient’s stated problem(s) or reason(s) for referral and the reasons cited by the physician or other referring source.

2. Present mental health and medical histories. Cite the documents you reviewed before meeting patient. Reference medical and psychiatric data or any prior treatments.

3. A Mental Status Examination (MSE):

"The mental status is overly sketchy. Clinical impressions, typical and expected in an initial psychological consultation, are missing."

"The initial consultation lacks a mental status examination: 'The MSE is the part of the clinical assessment that describes the sum total of the examiner's observations and impressions of the psychiatric patient at the time of the interview. Whereas the patient's history remains stable, the patient's mental status can change from day to day or hour to hour. The MSE is the description of the patient’s appearance, speech, actions, and thoughts during the interview. Even when a patient is mute or incoherent or refuses to answer questions, one can obtain a wealth of information through careful observation. Although practitioners' organizational formats for writing up the MSE vary slightly, formats must contain certain categories of information'.” 

· Present a multiaxial assessment. Medical information should be clear, with specific, diagnosed physical conditions listed on Axis III (indicate that these are not your diagnoses, but were reported by a physician, citing your reference). 

"In the telephone conversation of 4-7-97 (10:57-11:20 AM) I reviewed with Dr. Jones my reservations regarding his interventions. I indicated that information and specificity were major problems encountered in his materials. I explained that he provided no mental status or DSM IV multiaxial assessment. Regarding the latter, he said that this was sometimes not accepted well by referring physicians, an interesting response to its omission. In 25 years of clinical and vocational practice, this is the reverse of what I have found to be true and acknowledges that the diagnostic procedure had not been completed." 

· A brief screening test may be an extremely helpful complement by confirming clinical impressions and supporting the therapeutic work to be done. The National Psychologist states that “An estimate of the number of psychologists doing testing is somewhere around 10% (p. 1). 

"Reviewing Dr.Brown's notes, MMPI results are entered but not integrated with the initial consultation or stand separately as a psychological evaluation. While this is not a serious error, he makes many references to 'these individuals,' alluding to some unspecified criterion group, without identifying to whom he is referring."

· Use appropriate diagnostic codes.

The ”rehabilitation psychologist" mentioned earlier presented the following on Axis I in the same format as shown here:  

“Chronic pain syndrome. Organic brain syndrome. Post-traumatic stress disorder (chronic).  Psychological factors affecting physical condition. Major depressive episodes.” 

Essentially, he blankets the patient with many Axis I diagnoses, one of which did not even exist as a pathognomic entity. This only confounds the situation. Further, although pain disorders are found in the DSM-IV, specific codings are necessary to differentiate among them.

· Axis V reports the clinician’s evaluation and judgment of the individual’s overall level of functioning. This information is useful in planning treatment, measuring progress, and predicting outcome.

One provider rated a patient as “5-poor” on Axis V. This is the lowest functioning group in which, according to the DSM IV, there is a “Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent inability to maintain minimal personal hygiene OR serious suicidal act with clear expectation of death.”  Classification at this level mandates the highest priority of mental heal involvement and management, including psychiatric intervention, treatment by an inpatient or partial hospital program and, possibly, medication considerably more powerful than those the patient was already taking. This rating was apparently inaccurate--as the patient was easily treatable in an outpatient setting-- and unsupported by other, collateral professional reports.

Another provider, after learning of the value of the multiaxial assessment during the reconsideration of his review, faxed one with requested raw test materials without notifying me. My response was: "The low GAF score that Dr. Griggins supplies on the last-minute multiaxial assessment is incongruous with observations of the patient in physicians' reports, the patient's leaving treatment, and her return to work.

 The GAF score of 35 he gives is described by the DSM IV as: "40-31 Some impairment in reality testing or communication (e.g., speech is at times illogical, obscure, or irrelevant) OR major impairment in several areas, such as work or school, family relations, judgment, thinking, or mood (e.g., depressed man avoids friends, neglects family, and is unable to work; child frequently beats up younger children, is defiant at home, and is failing at school)." 

Evidently, the patient was either functioning at a substantially higher level than Dr. Griggins' estimate suggests or rebounded in such an astounding fashion that she could leave treatment and return to work."

· Disposition & Recommendations

1 As treatment proceeds from diagnosis, integrate diagnostic information (with the consideration of medical information) to develop a grounded, rational treatment approach. Specific recommendations should be made and treatment(s) should be specified along with rationales.

If behavioral intervention in the form of biofeedback is suggested, it would be helpful to cite the reason this treatment modality was selected, the number of sessions expected to accomplish the goal and, if possible, a citation of research or text supporting that approach. If, for example, a patient presents with phobic reactions associated with trauma that are not consciously mediated, insight-oriented therapy would be less the treatment of choice than cognitive-behavioral intervention.
 

2 Develop realistic goals with the patient, keeping in mind the limits set by the insurer or managed care company.

A worker recovering from injury on the job was treated for pain and/or depression while experiencing marital discord due to his inability to perform his ordinary chores in the home. While it is appropriate to consult with his spouse to reduce marital stresses directly connected with the injury, the provider's intensive involvement in other non- relevant marital problems may not be considered reasonable or necessary intervention.

3 Recommend communication with other professionals or family when necessary.

4 Supplementary services may be necessary before treatment begins or while it is being given. If psychological testing is required, the type(s) should be stated as well as the reasons for their administration. Other diagnostic work, such as neurological, psychiatric and neuropsychological examinations should also be considered and entered.

A hypnotherapist (clinical psychologist) stated that his patient’s depression was so severe that he called the referral source—another clinical psychologist (redundancy of service?) about hospitalization. The patient was not hospitalized immediately or brought to a psychiatrist on an urgent basis. Both psychologists delayed in seeing the patient for at least a full week after the crisis. Although described as a "critical period" in which the patient was so unstable that hospitalization was considered, he was seen by neither therapist during that time. This suggests to a reviewer that the patient was overdramatizing symptoms, or found support through a resource other than his therapists or that the therapist’s perception of patient’s status was questionable.

5 Estimate the period of time over which progress is expected.

6 Do not overstep the limits of your area of expertise. 

A psychologist made a direct referral for a physical exercise and referred a patient for vocational rehabilitation training without fully appraising the patient's psychological state. Rehabilitative decisions of this type typically involve a consultation with the treating physician. In this case, the therapist bypassed the primary physician—a physical medicine specialist​​​​ –who stated in an earlier report that the patient was completely disabled and unable to perform any type of work.

7 Interview information and patient history may reveal that additional reports should be requisitioned. These should be listed.

An injured man was reported by a therapist to be actively suicidal. However, over the course of 6 years of treatment by the therapist, the patient was never referred for a psychiatric consultation or second opinion.  Although the patient saw two psychiatrists for consults through other resources, the therapist never requested copies of their findings for her information and records.

8 If a patient is referred for a specific reason by the referral source, such as  "psychological/ vocational evaluation,” be certain that this is addressed and completed; do not move into other areas unless a medical or emotional crisis arises.

9 If you have any questions about services you deem necessary, communicate with the physician about this and, should it be necessary, with the insurance adjuster or case manager. Do not assume that, because you see a need, that others will agree and it will be compensated.

III. Diagnostic Testing
· Use psychological testing judiciously and targeted to the patient's needs. 

In a recent case, after a skimpy initial consultation, a patient with soft tissue injuries from a motor vehicle accident was given $1200 of intelligence and projective testing at the next meeting without sufficient justification. The first reviewer refused this. In the reconsideration process, my reaction was:

"Dr.Jones describes this as psychological testing. He includes a clinical interview among the services although this was supposedly performed during the first meeting on 9/26/96. Nothing additional of consequence is added in this report of an interview nature that would justify referring to the contact on that date as a clinical interview. 

Dr. Jones bills for 12 hours, when administration of the WAIS-R and the other tests, take no longer than 2-2.5 hours. Adding an additional 2 hours for scoring, interpretation and dictation, the maximum time would be less than half the 12 hours.

An even more significant issue is the choice of tests to validate clinical impressions. The WAIS-R is primarily a measure of intellect, does not appear to be particularly appropriate and is costly in the time involved and expense. Rorschach administration is also questionable, as no objective personality/symptom test was administered. (Although Dr. Jones justifies the inkblots as not being easily manipulated, both the inkblots and House-Tree-Person tend to detect problems of a longer duration than those [e.g., Millon] measuring concurrent Axis I symptoms. In addition, there is greater variation among interpretations found in projective testing, affecting reliability.) Consequently, although the intent to test is appropriate, the choices are highly questionable in their relevancy. 

In addition, Dr. Jones omits reporting WAIS-R subtest scores, a standard reporting item, and the profile. Raw tests, although not requisite, could have been provided. Dr. Jones apparently aimed towards performing a form of neuropsychological assessment, although the need for this was not established by the referring physician or radiology reports.

In light of all the information gathered, Dr.Jones does not present a systematic presentation of the patient’s problems. There is no multiaxial assessment provided, even after a lengthy testing."

· Use only validated objective, personality and symptom tests that are standardized and accepted in the field. If you are unsure, check The Mental Measurements Yearbook: Buros Institute of Mental Measurements. Supplement these with projective tests if you wish and you are qualified by training to administer them.

A "holistic" therapist gave a patient a test for depression taken from a popular magazine. This is not a validated empirical tool and reflects a naivete and lack of sophistication.

· Be aware of the “bandwidth” of your tests. 
 If, for example, a patient is referred for panic disorder and you give a specific test (e.g., the Beck Anxiety Inventory) you may have narrowed the focus and eliminated other, related factors that contribute to the disorder beyond anxiety alone. Brief, specific tests of narrow “bandwidth” are more valuable only after a diagnostic is completed and specific Axis I problems are isolated and validated. A brief, focused measure may then be administered to gauge and document progress.

· If your work is reviewed, always send the complete test results.

I once received only an MMPI answer sheet and not the actual computer printout results of the test. After I mentioned this to the therapist, the whole matter was dropped, causing me to wonder if the test had actually been given or scored.

· Axial diagnostics—particularly Axis V—may change with the addition of further testing or with progress or deterioration of the patient. Enter this in office notes.

· If treating pain or injury patients, research has demonstrated that preexisting personality traits determine to some extent whether patients experience pain, how they tolerate pain and how they relate their experience. 
 This supports the need for full assessment and testing in dealing with pain patients. Keep your conceptual options flexible by considering patient complaints as being possibly (a) erroneous, (b) exaggerated due to secondary gain, (c) due to other, unrelated factors, (d) related to psychogenic attitudes and psychosomatic correlates or (e) consistent with other pain patients.

· Psychological test results, if not written as a separate report, should be entered into the record and integrated by explaining how information confirms, denies or modifies information gathered in other ways. 

IV. Treatment and Progress Reports
· It is advisable to cite the reason for the referral as an opening statement in formal psychotherapy progress reports. This informs insurers and reviewers of the reason(s) for referral and reminds the therapist of the primary, specific reason(s) for which the patient was referred.

· Consider supplementing treatment sessions with a brief questionnaire or test (as suggested above), noting patient satisfaction or dissatisfaction, their subjective rating of improvement, etc. A brief, focused measure of anxiety or depression—if these are identified in the assessment—could also be used to document progress.

· A logical, thought-out treatment plan should be in the record, with clear, focused goals for treatment.

· Biofeedback is only one of many modalities. According to Jeffery Cram, Ph.D.,
 an expert on biofeedback treatment, not all patients are appropriate candidates for biofeedback training. 
  Without appropriate interviews and diagnostics, it becomes only speculation that the patient is appropriate. Dr. Cram states that, in interpreting data, it is important to assess the dynamics of the patient relative to areas beyond the immediate complaints including family dynamics that would maintain a patients level of pain and disability.  In situations of this type, Dr. Cram recommends dealing with the factors supporting pain rather than biofeedback therapy.

Objective, psychometric testing using standardized tools that are widely accepted in the field was not done. As no clinical impressions were provided and no mental status performed, the need for testing was very important here. However, Dr. Marvin presents only physiological data 6 weeks after the accident with no context for understanding the patient, the circumstances for the treatment delay or other factors that may be influencing her symptom presentation. This leaves the reviewer with only Dr. Marvin's EMG data and not the opportunity to independently assess test materials or a complete mental status and impressions. Not all patients are appropriate for biofeedback training. Without appropriate interviewing and diagnostics, it becomes only speculation on Dr. Marvin’s part that the patient is appropriate. Focus (or focuses) and goal(s) for treatment relative to [the patient's] rehabilitation are unclear and aimed only towards pain and physiological arousal reduction. This is muddied by the fact that this is an unmarried, pregnant high school student who may be dealing with many other pressures contributing to her arousal level.

· If biofeedback is used, practitioners should justify treatment according to the suggestions listed above, (a) identify equipment used, (b) present quantified data (e.g., microvolt levels, GSR levels, temperatures), (c) present norms and deviations from the norms during assessment and treatment and (d) interpretations of the data in regard to the presenting problem (s) Electrode placement sites should be identified with anatomical accuracy and specificity and the reason(s) for choosing these sites elucidated. 

A provider offered no reasoning for placing EMG electrodes on the cervical region alone and referred to the “right and left neck” without mentioning whether it involved the capitus longus, paraspinals or scalenus. He did not state whether he was using a wide or narrow filter and did not provide norms for EMG and temperature measurements, or did he inform the reader whether obtained readings were beyond the normal range.

Another provider bypassed the initial consultation and produced a wonderful biofeedback report, but did not provide the necessary intake data or diagnostics to justify the work as necessary.
· If you are performing biofeedback under supervision, your name should appear as a cosignature on the report.

"Further, a report on the EMG biofeedback muscle scan of 4/2/96 is signed by Norman Smith, M.D. As Dr. Smith is a psychiatrist, this report is misleading because, unless Dr. Smith personally performed the study, [which he did not] the name of the certified (or licensed) person should also appear on the report."

· Hypnotherapy should refer to use of a standardized measure of hypnotic susceptibility, stages of hypnosis, the methods applied and an explanation and/or measure of the outcome.

· If a patient is acutely depressed, agitated and possibly dangerous to themselves or others, request a psychiatric consultation immediately as s/he may need more intensive psychiatric intervention as found in an outpatient partial hospital program.

· Regularly assess the patient’s progress. Has treatment progressed? Has the patient reached some of the self-defined goals? Do they report feeling better? If not, are they sabotaging therapy? Is secondary gain operating?

· If the patient has not progressed and become more unstable or is sinking into more serious depression, Atwood and Chester recommend further psychiatric involvement: “If you feel the client is expressing suicidal ideation, it is crucial that s/he be referred for psychiatric evaluation. At this time also involuntary hospitalization should be considered (p.18).” 

· Do not hesitate to recommend a referral for other, supportive diagnostics or treatment, but discuss this with the primary physician, adjuster or managed care company. Be prepared to justify your recommendation.

A head injury patient was diagnosed with a concussion by her physician and later treated by a provider for depression, anxiety and panic attacks alleged to have arisen from a motor vehicle accident. After reviewing medical and psychological records, it was apparent that, although having suffered a head injury and offering numerous "soft" signs, no one considered referring her for a neurological or neuropsychiatric examination.

·  If sufficient gains are not made within 3-6 months of treatment onset, consider re-evaluating the case or refer to another therapist for a second opinion.

· If you believe that psychotropic medication would be helpful, discuss this with the primary physician, providing an update on the patient’s progress or lack of it to support your position.

· Closing reports should summarize the diagnostic and treatment, providing an overview of the progress the patient made or obstacles encountered along the way.

· If a patient suddenly ends treatment, supplement your records with a note, indicating whether you agree or disagree with the action and their status at that time relative to the reason(s) for referral.

· Reports should be typewritten, particularly initial consultations, psychological testing reports and closing summaries. Treatment notes may be handwritten if clear enough to be understood by others. My practice is to take notes during sessions (as unobtrusively as possible) and dictate a formal report later, incorporating this information. You risk being misunderstood when you submit handwritten materials because these will be copied for a review and tend to lose legibility.

Managing Reviewer Errors

Contrary to some popularly held beliefs, reviewers are neither “paid assassins” for insurance companies nor infallible. They are dedicated, trained professionals in yet another aspect of psychological service. In one of my own reviewed cases, a reviewer made incorrect statements (which I addressed in a rebuttal) and drew conclusions that were medical and not psychological, inappropriately dealing with the issue of causality. These  criticisms drew an appropriate challenge from me. Consequently, a reconsideration was performed; a more thorough review led to a modification of the insurer’s position relative to the first review.

If you have met most of the criteria listed above and believe a reviewer is incorrect in his/her determination, I recommend the following steps:

1. Do not react to a total or partial rejection as a personal attack. 

Dr. Lee accused his first reviewer of gross distortions, errors, and misinterpretations. He accused me--the second reviewer-- of  "fabricating" information. This unprofessional behavior extended beyond ordinary professional disagreement to become personally libelous and subject to litigation.

2. Have a colleague review the reviewer's report and confirm your impression of errors. 

3. If you wish a reconsideration, prepare a clearly written, organized rebuttal, supplementing it with appropriate references.

4. Before submitting it, have a colleague review it for clarity, organization, objectivity, and use of verifying resources and tone.

5. It is a serious mistake to suddenly "find" and submit materials that were not submitted earlier, not requested, or unmentioned in submitted notes. This is illustrated in the final example in which the same "Dr. Lee" mentioned above suddenly and without invitation produces a diagnosis that did not exist in earlier notes:

"Before the review and reconsideration, letters were sent by Smith Rehabilitation Services, Inc. requesting all treatment/progress reports and consult reports. This would most certainly include a multiaxial assessment, if one had been done.

In the telephone conversation of 4-7-97 [10:57-11:20 AM] I reviewed with Dr. Lee my reservations regarding his interventions. I indicated that information and specificity were major problems encountered in his materials. I explained that he provided no mental status or DSM IV multiaxial assessment…Oddly, however, in his recent reaction to the reconsideration Dr. Lee claims (p. 4) that the DSM IV makes no requirement that information be presented in this form. Why, then, does he suddenly produce one after stating it had not been done? 

Even more confusing is that, although he faxed a multiaxial diagnosis, he follows this with a DSM IV citation excusing himself from its use: 'In some settings or situations, clinicians may prefer not to use the multiaxial system. For this reason, guidelines for reporting the results of a DSM-IV assessment without applying the formal multiaxial system are provided at the end of this section.' Referring to 'some settings' is far from definitive; in fact, it is more typical that the system is used under ordinary conditions in clinical settings."

Closing Comments: Professionalism, Accountability and Ethics

Addressing some of the problems I have described in this writing, Lynn D. Johnson (1995), recognizes the need for accountability. In approaching this need, he recommends that psychological testing and a session checklist be used; the former establishes need and level of functioning while the second maintains a focus of treatment and provides a means of evaluating progress.  Johnson asserts that reviews and the review process require specificity, clarity and goal setting, but “some counselors are either unwilling or unable to write coherent, precise definitions of outcome... When a reviewer is charged with assuring quality of service, that charge becomes impossible with such vague goals. The accountable therapist should be able to write quite specific outcome statements after the initial one to three sessions” (pp. 49-50, italics added).

An important psychological role often overlooked by providers is that of case management. In the majority of cases I review, psychologists operate autonomously when they have access to a broader view of the patient than many other providers do. Often, providers are in the position of presenting to the referral source--usually a physician--a more comprehensive behavioral outlook that can positively impact the patient or bringing to bear other resources to aid in the patient's recovery or rehabilitation.

In treating a motor vehicle accident victim referred for anxiety and depression, I learned that she had been brutally assaulted and mutilated by her now-imprisoned husband only a year before. Evidence of PTSD was observed in the interview and confirmed by targeted testing. Neuropsychological testing indicated possible cerebral dysfunctioning due to a head injury sustained in the MVA (verified by medical reports); this was confirmed by EEG. It was necessary, however, to differentiate between the MVA effects and those of the physical assault as the latter were not relevant to the reason for referral.

Due to the complexity of the situation and the obvious need for intensive intervention beyond the limits of the situation, I produced a comprehensive, integrated report with history and presented recommendations for treatment. Over three supportive psychotherapy sessions we focused largely on ameliorating effects of her soft tissue injuries while I prepared her for a referral for continued treatment elsewhere for problems unrelated to the MVA.

Another case involved a dockworker injured in an occupational accident. Depressed, tense, in pain and unprepared for vocational rehabilitation, over the course of treatment--and after he showed high grade levels on an achievement test--I urged him to take the placement examination for his GED. He passed all areas on his first try. After seeking and receiving approval to provide vocational testing, I referred him for vocational training where he completed his certification in electronics. During this time, he was involved in psychotherapy directed towards the symptoms for which he was referred and I maintained contact with his insurer, providing status reports, and seeking approval for any steps I proposed.

As professional psychologists, the peer review process is not very different from that which we all encountered (and endured) while in graduate school, in training or internship programs. Along with unfavorable reactions I have received in my mandated telephone calls to providers, some have expressed thanks for the information I provided, requested further elaboration and said that they had profited from the feedback. This is a rare, but gratifying response.

It is my belief that the majority of psychological professionals strive to provide the best services possible. In this era of managed care, these circumstances do not necessarily prohibit us from producing quality work but, in many ways, challenge us to become more creative and productive in our interventions and effective in our communications.
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