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The Joint State Government Commission was created in 1937 as the primary and central non
partisan, bicameraksearch and policy development agency for taeeBal Assembly of Pennsylvartia.

A fourteenmember Executive Committee comprised of the leadership of both the House of
Representatives and the Senate oversees the Commission. The seven Executive€omamltiers from
the House of Representatives are the Speaker, the Majority and Minority Leaders, the Majority and Minority
Whips, and the Majority and Minority Caucus Chairs. The seven Executive Committee members from the
Senate are the President Pro Terep the Majority and Minority Leaders, the Majority and Minority
Whips, and the Majority and Minority Caucus Chairs. By statute, the Executive Committee selects a
chairman of the Commission from among the members of the General Assembly. Histofhieally, t
Executive Committee has also selected a Xdbeir or Treasurer, or both, for the Commission.

The studies conducted by the Commission are authorized by statute or by a simple or joint
resolution. In general, the Commission has the power to condestigations, study issues, and gather
information as directed by the General Assembly. The Commission provideptimresearch on a variety
of topics, crafts recommendations to improve public policy and statutory law, and works closely with
legislatorsand their staff.

A Commission study may involve the appointment of a legislative task force, composed of a
specified number of legislators from the House of Representatives or the Senate, or both, as set forth in the
enabling statute or resolution. Inditibn to following the progress of a particular study, the principal role
of a task force is to determine whether to authorize the publication of any report resulting from the study
and the introduction of any proposed legislation contained in the réfanever, task force authorization
does not necessarily reflect endorsement of all the findings and recommendations contained in a report.

Some studies involve an appointed advisory committee of professionals or interested parties from
across the Commavealth with expertise in a particular topic; others are managed exclusively by
Commission staff with the informal involvement of representatives of those entities that can provide insight
and information regarding the particular topic. When a study iegobn advisory committee, the
Commission seeks consensus among the merhbékshough an advisory committee member may
represent a particular department, agency, association, or group, such representation does not necessarily
reflect the endorsement of ghdepartment, agency, association, or group of all the findings and
recommendations contained in a study report.

L Act of July 1, 1937 (P.L.2460, N0.459); 46 P.S. §8@%

2 Consensus does not necessarily reflect unanimity among the advisory committee members on each individual policy
or legislative recommendation. At a minimum, it reflects the views of a substantialitynajothe advisory
committee, gained after lengthy review and discussion.
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Over the years, nearly one thousand individuals from across the Commonwealth have served as
members of the Commi s s i dteed & haneuassestedothe Conanission withiitsy ¢ o n
studies. Members of advisory committees bring a wide range of knowledge and experience to deliberations
involving a particular study. Individuals from countless backgrounds have contributed to the vk of t
Commission, such as attorneys, judges, professors and other educators, state and local officials, physicians
and other health care professionals, business and community leaders, service providers, administrators and
other professionals, law enforcem@etsonnel, and concerned citizens. In addition, members of advisory
committees donate their time to serve the public good; they are not compensated for their service as
members. Consequently, the Commonwealth receives the financial benefit of sucheridmmtalong
with their shared expertise in developing statutory language and public policy recommendations to improve
the law in Pennsylvania.

The Commission periodically reports its findings and recommendations, along with any proposed
legislation, tahe General Assembly. Certain studies have specific timelines for the publication of a report,
as in the case of a discrete or timely topic; other studies, given their complex or considerable nature, are
ongoing and involve the publication of periodicagg. Completion of a study, or a particular aspect of an
ongoing study, generally results in the publication of a report setting forth background material, policy
recommendations, and proposed legislation. However, the release of a report by the ©ardogssnot
necessarily reflect the endorsement by the members of the Executive Committee, or the ChalCloaivice
of the Commission, of all the findings, recommendations, or conclusions contained in the report. A report
containing proposed legislatiomay also contain official comments, which may be used to construe or
apply its provisions.

Since its inception, the Commission has published almost 400 reports on a sweeping range of
topics, including administrative law and procedure; agriculturdetiath and sports; banks and banking;
commerce and trade; the commercial code; crimes and offenses; decedents, estates, and fiduciaries;
detectives and private police; domestic relations; education; elections; eminent domain; environmental
resources; esches; fish; forests, waters, and state parks; game; health and safety; historical sites and
museums; insolvency and assignments; insurance; the judiciary and judicial procedure; labor; law and
justice; the |1 egisl atur e; hj mildanyoaffairs; mires and minings 6 | i e
municipalities; prisons and parole; procurement; dtatmsed professions and occupations; public utilities;
public welfare; real and personal property; state government; taxation and fiscal affairs; transportation;
vehicles; and workersé compensation.

Following the completion of a report, subsequent action on the part of the Commission may be
required, and, as necessary, the Commission will draft legislation and statutory amendments, update
research, track legisiah through the legislative process, attend hearings, and answer questions from
legislators, legislative staff, interest groups, and constituents.

31 Pa.C.S. §1939.
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To the Members of the General Assembly of Pennsylvania:

Pur suant to 2019 House ResoO
pleased to releas@ennsylvania Mental Health Care Workforce Shorta
Challenges and SolutionsHR193 directed the Commission to conduc
staff study of the shortage of mental health care professionals il
commonwealth. The report includes a comprehensive discussion ¢
different occupations that are parts of thekf@rce. It provides irdepth
examinations of the factors the led to the current shortages across €
these fields. The report presents recommendations for the Ge
Assembly to consider as potential solutions for the shortages.

This is the fourthreport that the Commission has released on he
care shortages in dAnsylvania. Professional Bedside Nursing
Pennsylvania The Physician Shortage in Pennsylvania, Pennsylv:
Health Care Workforce Needsnd this report are available on our web:s
at: http://jsg.legis.state.pa.us.

Respectfully submitted,

Glenn J. Pasewicz
Executive Director






TABLE OF CONTENT S

INTRODUGCTION ...ttt eeee e e e e st e e e e e e s amenrn e e e e e e e annnes 1
Summary of RecOmMmMENdatioNS..........oooiiiiiiieeee e ee e 2

DEFI NI NG PENNSYLVANI A6S MENTAL HEALTH. ZARE WO

CURRENT STATE OF PENNSYLVANI A0S

MENTAL HEALTH CARE WORKFORCE ... 13
NP2 TuTo] g =TI I =T o Vo USSR 13
Y £= 10T/ [0 LT I = o o PSS URUSRRRN 14
Mental Heath Professinal Shortage Areas................ciiiiiiiceeciiiiiiiiiie e 14
Specific Mental Health Professionals.............ccccoeoeiiiiieeeiii e, 21

FACTORS CONTRIBUTING TO THE SHORTAGE

OF MENTAL HEALTH CARE PROVIDERS IN PENNSYLVANIA i 59
Burnout in the Psychology and Psychiatry Professions...........ccccccvvvvieeeninnn, 59
Inadequate Enforcement of Menkégalth Parity Laws...........ccccvvvviiiiiiivieesiiiiiiiieee, 64
Restrictions on Maial Health Information Sharing................eeeveiiiiceciiiiiiieiiiieeeeen 72
Y (U0 [T o[ I T= Vg T 5 T o) 76
Lack of Faculty and Training OPPOrtuNIti@S.........ueeeeeiiiiiiiiiieenieeeeeeeee e 86

SOLUTIONS AND RECOMMENDATIONS ...iiiiiiiiiiiiiiiieeeiee et 93
Encourage the Use of Integrated Care Models..........oooooiiiiiiiicce e 93
Encourage th&se of Certified Registered Nurse Practitioners

and PhySICIAN ASSISTANTS........ciiiiiiiiii e ceeee e reeee e e e e e 97
Develop Additional Psychiatric Residency POSItIONS...........cccccveeiviiieeee v, 101

Increase Funding and Availability of Tuition Repayment Programs
and Consider Limitindncreases in Tuition at Basylvania State System

of Higher Education SChOOIS.............ooiiiiiiiiie e 104
Encourage Educational Institutions to Recruit Students

from Communities That Are Underserved...........coooeeoiiiiiieeeiiieeeeeeeeeeceeiiies 105

Encourage the Use of TelepsyChiatry...........c.uuoiiiiiiiiieemiiiiiec e eeeeme e 106

Five- and TERYEAr ProOJECHIONS. ......uuuiiiiiiiiiiiiiie ettt 111

F o = N[5 S SRRRRP 126

HOUSE RESOIULION 103 . et e e 128






INTRODUCTION

Within the Commonwealth and the entire nation, policy makers, professional
organizations, and health care providers are taking notice of a peculiar trend. Although the demand
for mental health treatmeis on an upward trajectory, there is an apparent paucity of mental health
care providers. This observation is backed by some worrying data.

According to data identified in House Resolution 193 of 2019 (HR 193), more than half of
adults suffering frona mental illness in the Commonwealth did not receive treatment as of 2017.
The Commonwealth has a bel@average number of mental health care providers per capita, and
given that a large percentage of its residents are 65 of age or older, the lackuatadeental
health care providers has impacted this group disproportionately, with roughilgitd® of older
adults in Pennsylvania not able to receampropriate treatment Further, this trends only
continuing as both the Co mnaadtheenehtal heéalth cgreowporkforeet i o n
increases in average ate.

In light of the circumstances identified above, HR 193 directed the Joint State Government
Commission (the Commission) to prepare a report, that at minimum:

(1) Identifies the factors behind éhmental health care provider shortage within the
Commonwealth;

(2) Makes projections on the number of mental health care providers in Pennsylvania in
five and ten years;

(3) Determines how telemedicine can be used to extend the mental health care workforce
in rural communities;

(4) Determines how state government entities can encourage more individuals to enter and
remain in the mental health care workforce; and

(5) Makes recommendations regarding the disparity in the number of mental health care
providers in ruratounties compared to urban and suburban counties, along with any
other recommendations to address the mental health care provider shortage in the
Commonwealth.

4 House Resolution 193 of 2019.
51d.



In response to the directives of House Resolution 193, the Commission has prepared this
repat, which begins by identifying those professionals who fall within the scope of the
Commonweal thdéds fAment al health care workforce.
this workforce, utilizing data from the Health Resms and Services Admsiration and the
Bureau of Labor Statistias federal agencies which collect data on the health care worldorce
as well asother source. The Commission also analyzddta from these sources to project
employment in certain professions within the Commeravl t héds ment al heal th ¢
and ten years from calendar year 2020.

The report als@addresses the issueslieved by researchers, academics, and clinicians to
be behind the shortage of mental health care professionals. These includpattteointurnout
experienced by mental health care professionals, student loan debt as a barrier to new entrants in
the health care professions (particularly in psychiatry and psychology), a lack of training sites and
faculty necessary to increase the numblemental health care professionals in the workforce,
lower rates of reimbursement and a lack of parity of insurance coverage for mental health issues
(which may drive practitioners away from their field), and restrictive regulatiopsdingthe
sharingof clinical information between health care providers.

In addition, the report also discusses solutions and proposes recommendations to stop,
reverse, or otherwise mitigate the shortage of mental health care professionals in the
Commonwealth. These smions include creating new psychiatric residency programs and
positions, increasing the use of psychiatric advance practice nurses and psychiatric physician
assistants, including undertaking reforms to support raesgaged health centers and designate
more facilities as federally certified Rural Health Clinics. Furthis reportrecommendeasing
the burden of student loan debt on new graduates in psychiatry, psychology, and allied health fields
by increasing awar ds mad entloandepayment pregra®@ asswelo n we a
as holding down tuition at statevned and stateelated universities and collegeBhe reporialso
recommendundertaking reforms to allow wider use of telemedicine and telepsychiatry.

Summary of Recommendations

Thef ol | owing is a brief summati on of the C
detailed explanation of thesecommendations can be foundJolutions and Recommendations,
beginning on pag®83.

Encourage the Use of Integrated Care Models

Integrated cares essentially having mental health care practitioners providing care in the
same setting as primary care physicians, such that a patient can consult both practitioners in one
visit. Integrated care models are an ideal way to increase access to méthiaaneaas primary
care settings are often the first place people seek help for mental health problems.



Integrated care models have been shown to be effective at increasing access to mental
health services, but a stumbling block to wider adaptatfontegrated care models has been
financial reimbursement. Providers need predictable ways to coveustand operational costs,
as well as technical and institutional support that helps their practices change how the health care
providers work.

The General Assembly should considaoviding tax incentives to any health system,
provider, or insurance company which begins providing (or begins reimbursing for) integrated
medical and mental health services. Additionally, because many of those whdewoelid most
from an integrated care model are Medicaid or Medicare recipients, the General Assembly should
direct the Department of Human Services to study participation in the federal Centers for Medicaid
and Medicare Services Health Homes Model.

Encourge the Use of Certified Registered Nurse Practitioners and Physician Assistants

Building on the Commi ssi onosPenmsyvanmiealthd at i o |
Care Workforce Need® give greater autonomy to the health care teams employing nurse
practitioners and physician assistants to determine the scope of their practice, the Commission
recommends that regulations which may restrict the use of PAs or NPs be either eliminated or
amended to better facilitate the provision of care.

tisrecommaded that to encourage bet tmamaged se of
health clinics, and to promote the inclusion of nurse practitioners and physician assistants on health
care delivery teams more general |l y,anytwilieg Gener
providero | egislation. Such | egislation gen
membership within their provider network and have been used by other states to expand private
insurance reimbursement to providers such as nursetijorzets and physician assistants.

Further, the General Assembly should consider allowing PsychiMéital Health nurse
practitioners to conduct psychiatric evaluations of patients on Medical Assisantee
Commonweal t hés & solangad tieercolldderation@agreerdent with a supervising
psychiatrist allows it and the supervising psychiatrist reviews the evaluation. Currently, applicable
regulations state that only psychiatrists may conduct an evaluation of a patient receiving Medical
Asgstance.

Additionally, to make better use of available federal resources, the Department of Health
should consider working with providers to determine whether they would benefit from becoming
federally certified as a Rural Health Clinic.

Develop Additioal Psychiatric Residency Positions

I n the Commi s s Pemmsylvania HealthoCare @prkfarce Needswas
recommended that the Pennsylvania Department of Health and other governmental bodies of the
Commonwealth should make a concerted effogxpand residencies within Pennsylvania. The
Commission reiterates that recommendation here as it relates to psychiatric residencies. Although
the number of psychiatric residencies both in the Commonwealth and nationally have increased in



the past decadeone of the impediments to obtaining psychiatric care is the geographical

di stribution of psychiatrists across the Comma
clustered in five geographic areas and the future employment of the psychsidienteis usually

linked to those geographic areas once they complete their training.

In order to better provide psychiatric care to underserved areasd particularly rural
areas where there may be few providérst may be necessary to establishrenpsychiatric
residencies in these communities. To that end, it is recommendetthéh@eneral Assembly
should direct the Department of Health to invest in psychiatric residencies in rural areas by
providing the upfront costs of starting a residencyogram to facilities willing and able to
accommodate such a program.

Increase Funding and Availability of Tuition Repayment Programs and Consider Limiting
Increases in Tuition at Pennsylvania State System of Higher Education Schools

Another recommendaton f r om t he Co mmenssgivamianHeath Qa1 9 r e
Workforce Needseiterated here is to increase the number of awards made under the
Commonweal thdéds Primary Care Loan Repayment Pr
each award in order tccount for the recent and rapid rise in tuition.

Further, it is recommended that the General Assembly implement policies to hold down
tuition at the fourteen state owned and operated institutions of higher education that compose the
Pennsylvania Stat&ystem of Higher Education (PASSHE). This should be done via an
amendment to Article X>a of the Public School Code of 1948n amendment to this provision
could provide, for instance, that future tuition increases be limited to an increase in tBargds.
of Labor Statisticbébs Consumer Price Index (CP
additionally) condition any future funding increases from the state budget on tuition freezes or
rollbacks.

Encourage Educational Institutions to Recr8ttidents from Communities That Are Underserved
Researchrs who have studied the issue of geographic maldistribution in health care

systemshave generally concluded that students who are drawn from rural or urban underserved
communities are more likelptreturn to those communities once they finish their education and

enter the health care workforc& ui | di ng on a recommendation fr
repotPennsyl vani adés He al,itis rec@dmmeadeditoat thefCommoraeveakthe e d s
implemetamor e f or mal statewide fApipelineodo prograt

these underserved communities to educational opportunities leading to careers in the medical
profession.

Whether it is done through a formal stafonsored pipeline pgoam, increased grant
funding to existing programs, or other policies, the Commonwealth should incentivize educational
institutions to recruit from both rural and urban underserved populations.



Encourage the Use of Telepsychiatry

Telemedicine has thability to improve access toehlth care in the Commonwealbh
especially in rural regiond because it eliminates many of the common access barriers found in
underserved areag\n impediment to wider adoption of telepsychiatry is the reluctance of iresure
to pay the same rate for telepsychiatry services as fpernson services. It is therefore
recommended that the General Assembly prohibiekwtusion of a health care service provided
through telemedicine if the insurer reimburses the same patitigjgaovider for the same service
through an imperson encounter Further, the rate paid for -person consultations and
telepsychiatry consultations should be equivalent. Providing parity of payment for telepsychiatry
servicedas the potential to engmage skilled mental health practitioners to provide telepsychiatry
services in the Commonwealths it wouldprovide confidence that they will receivibe same
compensatiofior telepsychiatry services as they would receive fgrarson visits.






DEFI NI NG PENNSYLVANI
MENTAL HEALTH CARE WORKFORCE

Before addressing the issues that have resulted in a shortage of mental health care
professionals, it is first necessary to determine which professionals angrpfessionals
constitute the Commonwel t h6s ment al heal th care wor kfor ce
the starting point for this definition, identifying psychiatrists, psychologists, marriage and family
therapists, licensed clinical social workers, and professional counselors as neatitalcare
professions to address. However, the Resolution is not limited to those professions. To better
identify other roles within the mental health care workforce, Commission staff consulted a number
of other federal and state resources to furtteefd ne t he scope of Pennsyl
care workforce.

U.S. Department of Labor, Bureau of Labor Statistics

Among other econometric responsibilities, the U.S. Bureau of Labor Statistics (BLS)
collects, analyzes, organizes, and publishes irdtion on various occupations and their requisite
education as well as their compensation and projected outlook. This information is published
online in the BLS® Oc wihich breaksrdawn sp@aifit dcaupakionsH a n d b
into various occupatiomgroups. Several mental health care occupations are featured in the
AHeal t hcared occupation group. These occupat
nurse practitioners, registered nurses, pharmacists, physician assistants, and physicians and
surgeon. However, sever al ot her ment al health occ
Serviced group or the #ALiIfe, Phys imerdidned and
occupations are not further broken down by specialty. For instance, gsigtsi which are a
specialty subcategory of Aphysi ci aHoweves,thed sur g
BLS does count psychiatrists separately in its Occupational Employment Statistics.

U.S. Department of Health and Human Services

The Hedth Resources and Services Administration (HRSA), an agency of the U.S.
Department of Health and Human Services, conducts analyses of the mental health and substance
abuse disorder workforce. The HRSA also conducts natlemal workforce projections fahe
mental health care workforce for addiction counselors, marriage and family therapists, mental
health and school counselors, psychiatric technicians and aides, psychiatric nurse practitioners and

fU. S. Department of Labor, Gaupaienal Odlédok Haadbomk St at i sti c s,
https://www.bls.gov/ooh/

U. S. Department of Labor, B u @ceupationa OutldolaHawodbookSt at i st i c s,
https://www.bls.gov/ooh/healthcare/home.htm



psychiatric physician assistants, psychiatrists, psydistls, and social workefsin the view of
the HRSA, these are the professions which con

Pennsylvania Department of State

The Pennsylvania Department of State (DOS) is responsible for providing stlatine,
logistical, and legal support to the various professional and occupational licensing boards and
commissions within the Commonwealth. It oversees the licensure of nurses (including nurse
practitioners), psychiatrists fthugh both the Board of Micine and the Board of Osteopathic
Medicine), pharmacists, psychologists, licensed clinical social workers, marriage and family
therapists, and professional counsefomslthough the DOS does not provide a definition of the
Ament al heal t bratteapt ® categorize teaaincpmfe@ssions as belonging to the
mental health care workforce, through its regulation and licensing of some mental health care
providers it shapes and delimits the scope of each role, and is discusseaten dgtail inthe
section discussing the current st aldegnnimgbn Penns
pagel3.

National Alliance on Mental lliness

The National Alliance on Mental lliness (NAMI) is a nationwide grassroots mental health
advocacy organizain that works to raise awareness of mental health issues, educate the public
regarding mental health, and advocate for those suffering from mental Hfind#évil considers
the following to be mental health care professionals: psychologists; licensedspoéd
counselors; licensed marriage and family therapists; licensed clinical alcohol and drug abuse
counselors; psychiatrists; psychiatric nurse practitioners; primary care physicians; family nurse
practitioners; psychiatric pharmacists; certified pgwecglists; social workers; and pastoral
counselors?

NAMI 6s categorization includes practitione
do not work primarily or exclusively with mental health issues. For instance, a primary care
physician or famy medicine physician may have patients who have mental health diagnoses, but
he or she would typically see patients for their general health concerns. These professionals
include family physicians, family nurse practitioners, and social workers. NAMIiattudes
more informal resources such as peer counselors and priests or fastors.

8U. S. Department of Health and Human ServicesHeatheal t h R
Wor kf or c e hBtips/phevdrsa.govinsativorkforceanalysis/research/projections/behavidraalth
workforceprojections

°SeePennsyl vania Department of State, ABoards & Commi ssi
https://www.dos.pa.gov/ProfessionalLicensingdBitsCommissions/Pages/default.aspx

National Alliance on Muapst/vamv.nami.orgieosdNAMI. A About NAMI . 0
INational Alliance on Mental I1llness, ATypes of Ment al
https://www.nami.org/LearMore/TreatmetiMentatHealth-CareProfessionals

2d.



Mental Health America

Ment al Heal t h Amer i c-hased NoHphofit dedisatéd addressongimu n i t
the needs of those living with menilthess and to promota the overall mental health of
alAmer i £a MHA defines the mental health workforce as including psychiatrists,
psychologists, licensed clinical social workers, counselors, marriage and family therapists, and
advanced practice nurses specializing ental health care. It includes mental health providers
that treat alcohol and drug abuse in its definitibnAs its source, MHA cite€ounty Health
Rankings a website run by the neprofit Robert Wood Johnson Foundation, which in turn cites
data collead by the Centers for Medicare and Medicaid Services.

World Health Organization

The World Health Organization (WHO), an agency of the United Nations working on
international public health, categorizes the mental heatitkfarce by working environment
rather than job title, duties, or function within the mental health care system. One environment is
mental health services which are integrated into the general health system, which can be broadly
described as those professionals in primary care andajdmspitalst®> The services offered in
these settings includes those provided by general practitioners, nurses, and other staff in primary
care clinicst®

The second environment identified by the WHO are formal and informal community
mental health servis, which include rehabilitation services, hospital diversion programs, mobile
crisis teams, and therapeutic and residential services. These services work best when they are
closely linked to primary care services, general hospitals, and mental ho<pitale last
environment identified is HAinstitutional me nt
would traditionally be viewed as core mental health providers, including outpatient clinics,
inpatient mental facilities, antedicatednental hospita which provide londermresidence®

Other Sources

The Probate, Estates, and Fiduciaries Code contains a provision statutorily defining
Ament al health care providero as fA[a] person
the laws of thiommonwealth to administer or providentalhealthcare in the ordinary course
of business or p % This defirgtioncdntenmplatgs ra odrrewersscopenfor 0
Ament al health care provider o by ebprovimerswhang t hi
render mental health care as part of their ordinary course of practice, as opposed to family
physicians or general practitioners, EMT staff, or emergency room staff.

BMent al Heal th Ame httpst//aww.nieméihealthateerica.nedwiva-are

“Ment al Health America,jGhitMesany &edl Cht ani dmer dca
https://www.mentalhealthamerica.net/issuemitathealthamericaglossaryandcitations

“Worl d Health Organization, @AOrganization of Services f
https://www.who.int/mental_health/policy/services/4_organisation%20services WEB _.07.pdf

161d.

71d. at p. 3.

B1d. at p. 4.

1920 Pa. C.S.A. § 5802.



The Probate, Estates, and Fi duealthareatmerd Code
professional 6 as A a] |l i censed physician who
psychiatry or a person trained and licensed in social work, psychology or nursing who has a
graduate degree and clinical experience in mentdl hel .Tlis term is narrower than, and

encompassed within, the description of a fimen
The Probat e, Estates, and Fiduciaries Code
providero and Ament al hbecauket di pravisions in rhe rstatutep r o f €

governing mental health care powers of attorney and mental fisadthrations in documents
governing trusts and estates

The mental health care workforce includes many specialty espetialty roles within
other halth care occupations. Examples of these include psychiatric registered nurses, psychiatric
nurse practitioners, psychiatric physician assistants, and-betified psychiatric pharmacists.
Psychiatrists are a specialty type of physician, and witherfitdd of psychiatry there are sub
specialties such as child and adolescent psychiatry and geriatric psychiatry. The Probate, Estates,
and Fiduciaries Codeds definition of fimental
of health care delived to patients and recognizes the specialty nature of the mental health care
workforce.

The federal government also provides a definition of the mental health care workforce.
Within regulations governing the Doetadhealthment 1
practiti on eflamenialheakherofessi@al whe,sby virtue of education, credentials,
and experience, is permitted by law to evaluate and care for patients within the scope of his or her
prof essi ofinlthis gefindtion tthe mentaldealth care workforce consists of any health
care workers who are permitted and able to diagnose or treat mental health conditians.
definition is not limited to the HHS, as it is also found in the federal regulations governing
standardgor providing health care iadult prisons and jaifs.

Scope of fAMent al Health Care Workforcedo For P

Although there is not one definitive list thfe professionghatconstitute the mental health
care workforce, the definitiofound in the Probate, Estates, and Fiduciaries Code is the most
fitting, as it defines the mental health workforce by reference to whether the health care
professional provides mental health care as a regular part of their practice. Other health care
professionals, who may from time to time render mental health care or have patients presenting
with mental illness but are nonetheless not exclusively or predominately treating mental health
issues, are outside the scope of this report. While their contmisuto healthcare in the
Commonwealth are undeniable, such practitioners are outside of the core of what constitutes the
mental health care workforce. Where appropriate, their role within certain aspects of the mental
health care field will be touched upthroughout this report.

21d.
2145 CFR § 411.5.
2228 CFR § 115.5.

-10-



The professions thatill be consideredhs part of the Commonweal t|
workforce are:
Psychiatrists
Psychologists
Social Workers
o Licensed Social Worker
o Licensed Clinical Social Worker
0 Licensed Bachelor SodisVorkers
1 Counselors
o Marriage and Family Therapists
o Licensed Professional Counselors
o School Counselors
1 Nurses
o0 Psychiatric Registered Nurses
o Psychiatric Advanced Practice Nurses (Nurse Practitioners)
1 Pharmacists

o BoardCertified Psychiatric Pharmacists

-11-






CURRENT STATE OF PENNSYL
MENTAL HEALTH CARE WORKFORCE

National Trend

An alarming trend has rapidly made its way actbgsAmerican health landscafe the
rise in demand for mental health care services in the midst of a largely static,smmge cases,
diminishing mental health provider workforce. Reinforcing the existence of the rise in demand
for mental health services is the fact that nearly one in five U.S. adults age@rs8and older
(roughly 46.6 million individuals) live with anental illnesg® This figure is an increase from a
2015U.S. Substance Abuse and Mental Health Services Administration (SAMetSif)ate of
434 million adults** Inadequate supply of mental health professionals to meet this rise in demand
is evidenced byational projectionérom 2016 indicating that the supply of workers in selected
behavioral health professions could be approximately 250,000 workers short of the 2025 projected
demand for such servicés.A dearth in the supply of mental health profesais could signal
trouble aheadconsidering thathe Journal of the American Medical Associati@ported in 2015
that the disease burden (the impact of a health problem as measured by financial cost, death rates,
disability, and other measures) of mertahlth and substance use disorders was higher than that
of any other health condition in the U’S.

The rising shortage of mental health profe:
A 2018 study found that about 27 percent of metropolitamites lacked a single psychiatrist,
compared with 65 percent of nometropolitan countie€. Moreover, the same study found that
about 19 percent of metropolitan counties lacked a psychologist, compared with 47 percent of non

Z2National Institute of Mental Health (NAMI), AMental 11
https://www.nimh.nih.gov/health/statistics/menrithiess.shtml#part_154785

24 U.S. Department oflealth and Human Services, Substance Abuse and Mental Health Services Administration,
Center for Behavioral Heal th Statistics and Quality, A
States: Results from the 2015 National Survey on Dbige and Heal th, 0 HHS49%®ubl i cat i
NSDUH Series Fbl, (Sept. 2016), p. 2https://www.samhsa.gov/data/sites/default/files/NSDEFRL
2015/NSDUHFFR1-2015/NSDUHFFR1-2015.pdf

®David Levine, fdAWhatoés the Ahs@ar et ®U.8.WNend 8Wal@Repagte of Me
(May 25, 2018titing U.S. Department of Health and Human Services, Health Resources and Services Administration,
iNati onal Projections of Supply and Dem2®@8, Do( NBel eDac¢
pp. 1920, https://bhw.hrsa.gov/sites/default/files/bhw/healtbrkforce-analysis/research/projections/behavieral
health20122025.pdf This figure appears to include professions such as school counselors, substance abuse
counselors, andosial workers in addition to mental health practitioners in psychiatry, psychology, and nursing.
%Cynthia Cox and Bradley Sawyer, fdAWhat Do We Know about
Kaiser Health System Tracker, (May 22, 204it)ps://wwwhealthsystemtracker.org/chamllection/know
burdendiseaseu-s/#itemstart

27 C. Holly A. Andrilla, MS,et al , iGeographic Variation in the Supply o
American Journal of Preventive Medicjr@ no. 6 S3, (Jun. 28} S1997 S207, at S200.
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metropolitan countie€ Further, 42 percent of metropolitan counties lacked a psychiatric nurse
practitioner, compared to 81 percent of matropolitan countie® The study used U.S. Census
Bureau definitions of metpwlitanand noametrgoolitanarea.

Statewide Trend

In 2015, it was estimated that more than one million ledin Pennsylvania had
experienced serioupsychological distress within the pa%P-month period® Data from
SAMHSA havesuggestedhat 17.98 percent of Pennsylvanians 18 years of age andhalder
experenced some form of mental illness in arh@nth period! Of those individuals, only 16.39
percent received any mental health services within the year prior to being sut¥eyed.

Pursuant to federal regulatiom order to be considered as having a slyertaf
psychiatristsanarea must hava populatiofio-psychiatristratio of or exceeding0,000 to one.
According to Health Resources and Services Administration (HR®&ja from 2019,
Pennsylvanidnas131such areas containing 1.7 million people, arad these areas designated as
Health Professional Shortage AreB?GA9 were only meeting 38.42ercent othe demandor
psychiatric care under the populatitsapsychiatrist ratio formul&® This is a deterioration from
2015, whenPennsylvania s  H P&t Adstween 50.51 to 64.11 percent ofthe demand for
psychiatrists under the same rub¥ic

Mental Health Professional Shortage Areas

A Health Professional Shortage Area (HPS&kignation indicates théte U.S. Health
Resources and Services Adminisoa (HRSA), an agency within the Department of Health and

Human Serviceshasdesignatecafigeogr aphi c ar ea, popul ati on,
28|d.

22d.

30Hanke Heurlohnsongetal , A The Cost of Mental |1l 1l ness: Pennsyl var

for Health Policy & Economics, (Feb. 2017), p. 9.

31 U.S. Department of Health and Human Services, Snbstébuse and Mental Health Services Administration,
Center for Behavioral Heal th Statistics and -B@eal ity,
Prevalence Estimates (50 States and the District of Columbia)2@1é 7, 0 n. d., Table 28 p. 57
https://www.samhsa.gov/data/sites/default/files/cbhsq
reports/INSDUHsaePercentsExcelCSVs2017/NSDUHsaePercents2017.pdf

21d. at p. 59. iMent al health serviceso for the purpos
treatment/counselingr having used prescription medication for problems with emotions, nerves, or mental health.
Respondents in the survey were not to include treatment for drug or alcohol use.

B¥Kaiser Family Foundation, fAMental He@HRPRBAL]are Heaptt.h
https://www.kff.org/other/statendicator/mentahealthcarehealthprofessionakhortageareas
hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22all%22:%7B%7D%7D,%22wrapups%22
:%7B%22united
states%22:%7B%7D%7D%7D&dModel=%7B%22colld%22:%22Location%22,%22s0rt%22:%22asc%22%7D

34 NationalCouncil for BehavicalHe al t h, fiThe P:isycQdwmsead carsd282algupteli7ons, 0 (
https://www.thenationalcouncil.org/wgontent/uploads/2017/03/Psychiat8tortage_NationaCouncit.pdf.
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primary care, dental, or bagddngenerahdesaghatiomcripenao v i d e
ard additional criteria specific to the particular type of designafiohhe HRSA designates three

different types of HPSAs primary care, dental, and mental health. HPSA designations may be
applied to any ofhe following:

(1) Populationgroups - a shortageof providers for a specific population
group(s) within a defined geographic area such as low income
individuals, migrant wrkers, and other

(2) Geographic eeas - a shortage of providers for the entire population
within a defined geographic arex

(3) Fadlities - public or nonprofit private medical facilities serving a
population or geographic area designated as an HPSA with a shortage
of health providers, state or county hospitals with a shortage of
psychiatric progssionals, and other facilitié%

The calculations involved in dggnating HPSAs can beomplicated Calculation
methodology and thresholds fgualification as an HPSg@analsovary depending on the basis for
the designation Mental health designations may qualify for HPSA designationdoarethe
population to psychiatrist ratio, the populationfitmre mental health provide({psychiatrists,
clinical psychologists, clinical social workers, psychiatric nurse specialists, and marriage and
familygtherapists) ratio, or the population to bgibychiatrist and core mental health provider
ratios®’

For mental health geographic area designations based on the ratio of population to
psychiatriss, thegeographic aremustmeet or exceed ratio of 30,00Q@0 1. For mental health
population group esignations or geographic area designations in regionsivwitm u shiga | | vy
needs) the threshla ratio becomes 20,000 to 1. For mental health geographic area designations
based on the ratio of population to core mental health providers, the designatetusrdave a
ratio of 9,000 to 1, while fomental healtlpopulation designations or geographic designations in
areas withii u n u s high heledg the threshold ratio becomes 6,000 to Hor mental health
geographic designations based on the ratios tf population to psychiatrist and population to
core mental health providers, the designation mmeet or exceedatios of 20,000 to 1
(psychiatrists) and 6,000 to (core mental health providers). Furthermomggntal health
population designations or ggraphic degjnations in areas with u n u s high heleds have
threshold ratios 015,000 to 1 (psychiatrists) and 4,500 to 1 (core mental health proviglers).

¥U.S. Department of Health and Human Services, Health
Shortage Area (HPSA) Ap phttgs:fbhw.lirsa.gov/shortdgeSonaiionihpsgrocéss oce s s, 0
36 U.S. Department of Health and Human Servittsalth Resources and Services Administratiurgau of Health

Wor kforce, AHeal t h Prof es,gi dniealy2019)hhttps:t/bhvghesa.gbwskodagie ( HP S A .
designation/hpsas

37U.S. Department of Heditand Human ServiceBlealth Resources and Services Administratiurgau of Health

Wor kforce, AiDesignated Heal t hThird Qudrterdiscal ¥@an2019,Iesignated g e Ar
HPSA Quarterly Summary, o (Jun. 30, 2019), p. 14 fon 6 .
381d.

-15-



For facilities, such as state mental hospitals, the calculasied to determine the existen
of an HPSAis based on workload unitgithin the facility. Workload units arefanction of the
average daily inpatient census and the number and type of admidsansorrectional facilities
and state mental hospitals, psychiatrists thie only povider type HRSA countg making its
designation determinatiod® While mental healttHPSA designations can include core mental
health provides in adlition to psychiatristsmost mental health HPSA designations are based
solelyon theratio of psychiatists to populatioms is the case with facilitidgsased designations at
correctional facilities and state mental hospitéls

Once Mental Health HPSAs are designat¢dSA scores them on a scaleGfo 25 (with
higher scores indicating the greater negd)Below in Figure 1 is a broad overview HRSA
provides to illustrate the seven components it utilizes in its Mental Health HPSA scoring:

Figure 1
Mental Health HPSA Scoring Scale

Population-to- Percent of Population Elderly Ratio Youth Ratio
Provider Ratio + below 100% FPL
[7 points max] 5 points max] [3 points max] [3 points max]
Alcohol Abuse Substance Abuse Travel Time to NSC HPSA Score
Prevalence + Prevalence + S
Out of 25
[1 point max] [1 point max] [5 points max]

Soure@: Health Resources and Services AdministratBureau of Health Workforcédi He al t h Pr of essi onal
Area (HPSA) Applicati on ahtip:/bBw losa.gon/shoridgesignatienthpsgrocéss.un. 201

391d.

“Henry J. Kaiser Family Foundation, AMental Health Car e
https://www.kff.org/other/statendicator/mentahealthcarehealthprofessionakhortageareas
hpsas/?activeTab=map&currentTimefram&sélectedDistributions=populatienf-designated
hpsas&selectedRows=%7B%22wrapups%22:%7B%22united
states%22:%7B%7D%7D%7D&sortModel=%7B%22colld%22:%22Location%22,%22s0rt%22:%22asc%22%7D

41 U.S. Department of Health and Human Servittsalth Resources argkrvices AdministratiorBureau of Health

Workforce ifHe afle hisi Pma | Shortage Ar ea (HPSA) Application
https://bhw.hrsa.gov/shortagiesignation/hpsarocess
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As of February 2020the U.S. had a total 6{522Mental Health Care HPSAwationwide
coveringa population of approximately 11million individuals®?* According to theHRSA, it
would take araddiional 6,357practitioners teeliminate all designated shortage ar&as

Like many other states, Pennsylvania has a significant shortageenfal health
practitioners, especially within its rural communitieg.i r t ual | y al | ménal Co mmo
health geographicalareaand populationgroup HPSAdesignaibns were located ints rural
countiesas show in Map 1 below. Facility designatioas were morevenlydispersed throughout
Pennsylvania as shown Map 2.

Map 1

Mental Health HPSAs 2018
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Source: Created by Pennsylvania Department of Health from data compilétkalgh Resources and Services rAhistration,

Dat a Warehoda$GeogiMemti &l or Popul ation HPSAs as of July 2018, 0
https://www.health.pa.gov/topics/Documents/Health%20Planning/Mental%20Ge0%200r%20Pop%20and%20Facility%20HPSA
%20Map.pdf.

42U.S. Department of Health and Human Services, HealtbuRess and Services Administration, Bureau of Health
Wor kf orce, fAShortage Areas, 0 access e-workford'shortdg@reas.2 020, h
43d.
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Map 2

Mental Health Facility HSPAs 2018
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As of December2019 Pennsylvania has31 Mental Health Care HPSA designatidiis.

Table 1 illustrateshowPennsyl vani ads
supplies.

statesb®o

supply

of ment al

Table 1
Mental Health Care Professional Shortage Areas, by State, asiBécember 312019
Population Practitioners
: Total . Percent Needed
State/National . : of Designated
Designations of Need Met to Remove
HPSAs : :
Designations
U.S. 6,117 116,555,174 27 6,335
Alabama 63 2,927,845 24 156
Alaska 269 276,673 22 10
Arizona 212 2,862,704 11 181
Arkansas 48 1,257,964 33 61
California 545 8,019,970 29 407
Colorado 77 2,574,969 31 123
Connecticut 34 1,120,922 14 61
Delaware 9 88,697 19 15
Florida 210 6,737,545 16 407
Georgia 96 4,910,050 39 192
Hawaii 28 524,343 21 25
Idaho 65 1,274,325 24 55
lllinois 173 4,873,491 23 219
Indiana 93 4,236,967 31 188
lowa 116 1,739,098 39 55
Kansas 132 1,393,455 32 54
Kentucky 131 2,149,202 30 114
Louisiana 153 3,431,039 25 161
Maine 60 260,862 33 29
Maryland 41 1,051,515 34 46
Massachusetts 57 273,138 32 17
Michigan 299 4,226,604 23 207
Minnesota 107 1,992,941 33 75
Mississippi 84 2,375,345 26 269
Missouri 266 1,871,798 3 143
Montana 113 573,311 12 71
Nebraska 101 1,037,974 51 26
Nevada 60 2,445,591 35 111

“fAHeal th

PSharthgeAsr sei ampraanl 36
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Table 1

Mental Health Care Professional Shortage Areas, by State, asDécember 312019

Population Practitioners
. Total . Percent Needed
State/National : : of Designated
Designations of Need Met to Remove
HPSAs : -
Designations
New Hampshire 22 92,600 45 3
New Jersey 35 39,712 69 13
New Mexico 85 1,383,791 12 79
New York 173 4,102,718 21 315
North Carolina 187 2,886,009 14 157
North Dakota 85 372,793 15 24
Ohio 115 2,340,301 39 107
Oklahoma 150 1,513,597 28 72
Oregon 123 1,416,803 21 74
Pennsylvania 131 1,710,580 38 101
Rhode Island 12 424,008 69 9
South Carolina 71 2,244,211 35 108
South Dakota 71 425,450 11 35
Tennessee 84 3,557,661 11 367
Texas 431 14,036,080 36 604
Utah 55 2,708,763 46 87
Vermont 20 N/A N/A N/A
Virginia 76 2,202,533 42 107
Washington 187 2,836,438 12 150
West Virginia 109 708,078 17 122
Wisconsin 148 2,230,231 32 107
Wyoming 30 561,187 31 25

Source: Compiled by the Canission from data provided lte U.S. Department of Health and Humamnvi®es

Health Resources dnServices AdministratigrBureau of Health Workforcéd De si gnat ed H
Shortage Areas StatistidSiyst Quarter of Fiscal Year 2080 ( D e2019), (p11113.

e

Al t hough

t he

Commonweal t hds
in the U.S., it is severe enough to impact approximately 1,710,580 individuals and warrant the
need for 101 additional actitioners to eliminate its31 mental health HPSAs
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Specific Mental Health Professionals

Psychiatrists

Pennsylvania isamong the 43 states struggling witla shortage of psychiatrists.
Psychatrists are medical doctors trainedassess and treat mental, emotional, and befavi
illnesses through a combination of psychotherapy, psychoanalysis, hospitalization, and
medicatiorf’® Psychiatrists are the only professional that speciiizmental health and can also
prescribe medicatiorfé. To become a psychiatrist, omeust conplete a fouyear residency
program after medical schoBl. Some psychiatrists also complete additional specialized
fellowship training in sutspecialties such as child and adolescent psychiatry, gepayaiatry,
and forensigsychiatry?® In Pennsylania, psychiatrists are licensed through the Pennsylvania
State Board of Medicine or through the State Board of Osteopathic Medicine within the
Pennsylvania Department of Statkepending onwhether they graduated from atiopathicor
osteopathischool é medicine, respectivel§’

According to the U.S. Bureau of Labor StatistiBLS) there were over 25,000
psychatrists nationwide as of 201&e bulk of whom were employed in physician offices,
psychiatric and substance abuse hospitals, and generalainaait surgical hospitafs. As of
2018t he | atest year for which BLSO0s occupation
New York, California, andrloridawere the tates with thanostpsychiatrists.Pennsylvania had
1,140 psychiatrist¥

Based or2017survey data cited by the National Council for Behavioral Health (NCBH)
on the population identifying a treatment need, the demand for psydhittieyU.S may outstrip
supply byanywhere from6,090 to 15,600 psychiatrists in 2025In 2018,the HRS\ repoted
that under one of its model scenarios assuming workforce equilibtin@rpsychiatrist shortfall
could increase to 17,990 by 2030, while another madebunting for unmet needslicated the
shortfall could increase to 21,150 by the same Yfeakccording toa 2018 HRSA supply and

4 The Psychiatric ShortageaGses and Solutions, supra n.a@4. 15.

%Y. S. Department of Health and Human Services, Health R
Workforce Projections, 2018 0 3 0 : Psychiatrists (Adult) . ,8,Child and Ad:
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projections/psychia@@di8. pdf.

471d.

48 Accreditation Council for Graduate Medical Education, ACGME Program Requirements for Graduate

Medi c al Education in Psychiatry,o (2017), p. 1,
https://www.&gme.org/Portals/0/PFAssets/ProgramRequirements/400_psychiatry02017pdf.

® American Psychiatric Association, iAwWhat -1is Psychi s
families/whatis-psychiatry.

%Pennsyl vania Departmentdiofn&tatée20ig)ate Board of Me
https://www.dos.pa.gov/ProfessionalLicensing/BoardsCommissions/Medicine/Pages/default.aspx.

Slu. s. Depart ment of Labor, Bureau of Labor Statistic:
Empl oyment and Wa ghvww.blsavpes/GutrentBoesaolded.htnp s : /
521d.

53 The Psychiatric Shortage: Causes and Solutgnzan. 34at p. 15.
54 Behavioral Health Workforce Projections, 202@830: Psychiatrists (Adult), Child and Adolescent
Psychiatristssupran. 46
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demand model37 states wereurrently experiencing a shortage of psychiatristth three states
(Texas, Florida, and Michigan) having estimated shortages of more than 7@ éudiquivalents
(FTEs)>® Another HRSAmodelused in thatame studyestimated that a total of 40 states have
estimated shortages, with five states (Texas, Florida, Michigan, Ohio, and Indiana) having
shortages of more than 7FE psychiatrists® Under these same models, Pennsylvania is
estimated to havl@ada shortagen 20160f 230 psychiatrists under one model and a shortage of
380 under the othér.

According tothe HRSAS 2030 projections formulated under the same two models, the
Commonwealth could be looking at an estimated increatfeeipsychiatrist shortfall of 580 in
one model and an estimated shortfall of 730 in the dtheBoth HRSA model scenarios for
Pennsylvania are charted beloWote thatheHRS A6s esti mate of practic
Commonwealth for 2016isradid | y di fferent from the U.S. De |
2018, and the HRSAG6s 2030 projection of a nAde
500 psychiatrists more than are currently practicing in Pennsylvania according to the U.S.
Depat ment of Labordéds figures.

Demand Adequacy of Supply
Supply i ; ;
Scenario Scenario Scenario Scenario Two
One Two One
2,040 2,270 2,420 (230) (380)

Source: U.S. Department of Health and HumanviSes,Health Resources and Service AdministratiBareau of
Health Workforcefi S t-leevekProjections of Supply and Demand for Behavioral Health Occupations:22018 0 , 0
Table 1: Total Psychiatrist Supply and Demand, 2016 by $&e, 2018), p. 7.

%yu.s. Department of Health and Human Services, Health Resources and Services Administration, Bureau of Health

Wor k f or clevel Pfojgdticng of Supply and Demand for Behavioral Health Occupations-220180, 6 ( Sep .
2018), p. 7. For details on HRSA Supplgd»emand Models concerning scenarios one and two, see U.S. Department

of Health and Human Services, Heal th Resources and Se
HRSA6s Health Workforce Simulation Model ,h 0
https://bhw.hrsa.gov/sites/defauligfs/bhw/nchwa/projections/hwstachnicaireportto-dea. pdf

561d.

571d.

%81d. at p. 8.
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Pennsylvania Psychiatrist Supply and Demand Projections for 2030

Demand Adequacy of Supply
Supply
Scenario One | Scenario Two| Scenario One Scenario Two
1,600 2,180 2,330 (580) (730)

Source: U.S. Department of Health and Human Servideslth Resources and Service AdministratiBareau of
Heal t h Wo r kiLewelPwojectionsoSSumply &d Demand for Behavioral Health Occupations:22018 0 , ©
Table 2: Total Psychiatrist Supply and Demand, 2030 by $&de, 2018), p. 8.

A numbe of factors have contributed to the shortagepsychiatrists across the U.S.
although one major factor in particular is the difficulty in attracting individuals to join the field of
mental health in large part because mental health providers are figqeénbursed at lower
rates than physical health providers and are more frequently employed by institutions struggling
to cover salarie®’ Psychiatristalso face high levels of burnout within their figitlich the NCBH
has attributed primarily to thelfowing administrative burdens:

1 Regulatory restrictions on sharing information that can better coordinate care.

1 Limited time with patients to explain their conditions, assess the impacts of psychiatric
medications, and support the patient and family.

1 Increased requirementtsr documentation and data entry into the electronic medical
record (EMR).

1 Minimal support resources to organize medical records, conduct routine medical
assessments, arrange for scheduling and complete required documentation.

1 Schedles that do natllow for collegial sharing, supervision of staff and consultation
with colleague$?

59 The Psychiatric Shortage: Causes Sotltions,supran. 34at p. 19
501d. at p. 18.
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The NCBH has also indicated thiite aging of the current psychiatrist workforce is
partially responsible for the overall decline of psychiatrists withe U.S°* Psychiatry is the third
oldest health specialty in the U%with approximately 60 percent of its total actively practicing
physicians aged 55 years and older according to data provided by the Association of American
Medical Colleges in 201%:

Psychologists

Psychologists are trained mental health professionals that help people learn to cope more
effectively with life events and mental health problém&hrough their training, psychologists
eval uate a persono6s rhdimcal mtervidws, psychdiogicallevaloatiandy, t h e
and testing® The most common method of treatment used by psycholdgiterapy (often
referred to as psycitherapy or talk therapyther types of therapy administered by psychologists
to treat patiats include cognitive, behavioral, cognitilehavioral, interpersonal, humanistic,
psychalynamic, or even a combinationroiiltiple therapy type® While there are varioustyles
of therapy, psychologisthoosethetype hat b e st ad dproblensaadsbestfisthe pat i e
p at i obaractéristics and preferencé&sychologists also have the authority to make diagnoses
and provide individual and group theray.

Licensed pychologistgyenerallyhold a doctoral degree in clinical psychology nother
specialty such as counseling or educaffoAccording to the American Psychological Association
(APA), adoctoral degree to practigesychology requires at least four to gears of fulltime
study after completing an undergraduate defte@ourseworkincludes subjectsuch as ethics,
statistics, individual differences and the biological, cognitiffective and sadal bases of
behavior. Students hoping to become psychologists must also olfific training in
psychological assessment andrémg.©

Psychologists receive their licensure to practhrough the licensing boaaod the staten
which they choose to practiceln Pennsylvaniathe State Board of Psychology regulates the
practice and licensure ofspchologists® Furthermore, theBo ar d revi ews an a
gualifications and fitness for licensure and ultimately has the authiordetermine whether to

611d. at p. 5.

62 Adam M. Brenneret al, APsychiatry Wor kdmouicttmemtd: PsTwhi ant gr Rwi |
Academic Psychiatryt1 no. 2, (Apr. 2017): 26206.

%Association of American Medical Coll eges, AActive Phy
2015), https://www.aamc.org/data/workforce/repottsB494/14-chart.html The AAMC excluded 1,981 active

physicians whose age was unknown.

American Psychological Association, AWhat do Practici:H
https://www.apa.org/helpcenter/abgugychologists

65 National AllianceonM nt a | 'l ness, ATypes of Ment al Heal th Profe
https://www.nami.org/LearMore/Treatment/MentaHealth CareProfessionals

56 1d.

87 What Do Practicing Psychologists De®jpran. 64
8 Types of Mental Health Professionadsipran. 65
89 What Do Practicing Psychologists De®jpran. 64
Old.

7149 Pa. Code § 414t seq
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issue deny, suspend, revoke, restrict, or renew licenses for psychol@gidise Board also
promulgates an ethics code for wtipsychologists must adhere to if practicing within the
Commonwealti?® In order to qualify for licensure as a psychologRennsylvania requires an
applicant tosatisfy the following requirements:

(1) Complete the educational requirements for liceesunde Section 6 of the
Professional Psychologists Practidet (PPPA) 63 P.S. 8 1206, which requsra
doctoral degree in psychology or a field related to psychology as defined by Chapter
41 of the Pennsylvania Code;

(2) Complete the experience requirements uigkztion 6 of th&€PPAwhich require the
completion of one year of acceptable postdoctoral supervised experience;

(3) Obtain a passing score on the Examination for Professional Practice in Psychology and
the Pennsylvania Psychology Law Examination;

(4) Submit b the Boardsealed envelope, signed by the primary supervisors on the
envdope flap, verification of postloctoral experience form, quarterly
evaluations/progress reports, which include objectives, prepared during the course of
supervision, and a letterglec r i bi ng t he supervisory inte.
judgment of the applican6 s pot enti al as a psychol ogi st

(5) Submit to the Board aopdated criminal history records information report unless
submitted within 90 days of the application for licensumeler § 41.11(a)(3) (relating
to licenses)and

(6) Submit to the Boardpdated Child Abuse History Clearance unless submitted within
90 days of the application for licensure under 8§ 41.11(&)(3).

According to the BLShere were 166,600 psychologisationwideas of 2016with some
working independentlgonducting research, consulting with clients, or working with patténts.
Some psychologists were also employed as part of a heafth team, collaborating with
physicians and social workers, or in scheettingsworking with students, teachers, parents, and
other educator€ Approximately 147,500 psychologists were employed as clinical, counseling,
and school psychologists, while approximately 1,700 were employed as indmigaaizational
psychologist'”” There were roughly 17, 4®I10l pstylcdrod ogmslt

?Pennsyl vania Department of State, fiState Board of Psy«
https://www.dos.pa.gov/ProfessionalLicensing/BoardsCommissions/Psychology/Pages/default.aspx

349 Pa. Code § 41.61.

7449 Pa. Code 841.30.

“U.S. Department of Labor, Bur @caupatiandl Outl@okHandbodirm.1d, st i ¢ s,
2019),https://www.bls.gov/ooh/lifgphysicatandsociatscience/psychologists.htm

®1d.

"U.S.Depar ment of Labor, Bureau oifWol&b &m vS Deoupatisnal@atlebk A Psy c |
Handbook (Apr. 12, 2019)https://www.bls.gov/ooh/lifgphysicatand sociatscience/psychologists.htm#t&b
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settingsd a category established by the BI®The largest employers of psychologists in 2016
were as follows:

Largest Employers of Psychologists in 2016
Employers Percentage
Elementary and secondary schools; state, local, and private 27%
Selfemployed workers 24%
Ambulatory healthcare services 18%
Government 10%
Hospitals; state, local, and private 7%

Source: Date compiled by the Commission from U.S. Bureau of lalboa t i st i cs,iWirRPRsychol ogi st s
Environment @®ccupational Outlook HandbopkApr. 12, 2019)https://www.bls.gov/ooh/lifphysicatand sociat
science/psychologists.htttab 3.

The APAOGs Cent er titedra difféoentndtional ol @iS/thalabiste s
than the BLS. Accodi ng t o t hBDemoymphiossofher UeSp Rsychology Workforce
as of 2016there were approximately 94,0@@tive psychologists nationwide, which the APA
defined asii ndi vi dual s i n the wobpskhomgist @ad who held aan 0«
doctor al or pr of es s i’®oTha APA aateg that ¢herd \were alaon8yl00f i e |
psychologists who were retired, and 7,400 who were-setined®®* The APAGsSs report b
figures on the results of the U.S.r'Ce u s B R0d6Amanid@ars Community Survey (ACS).

In its report, the APA acknowledgdidat the estimated tothhsed othe ACS surveylata
Ai's an undercount of the entire psychol ogy wo
(withdocb r al / professional degrees) who a6%Thé dent i
ACS survey didnot include doctoralevel psychologists coded in occupationscsh as fip o st
secondary teach@rs or fis ur v éyTha APA repont alsh reotedsibbeétween 2007 and
2016the number of activg practicingpsychologists within the U.S. has increased by 24 percent
despite an 88 percent increase in the number of retired psychofdgists.e BLS6s Occupa

®1d.

" uona Lin, Karen Stamm, Peggy Chrisii s, fiDemographics of the U.S. Psychol
200616 American Community Survey, o0 American Psychol ogica
2018), p. 3https://www.apa.org/workforce/publicationsfti®@mographics/repapdf.

801d.

811d. at fn. 2.

821d.

831d. at pp. 28.
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Outlook Handbook projects a continued gtiow the psychologist workforce of about 14 percent
between 2016 and 2036.

In 2016, the HRSA estimated that there were approximately 92,990 active psychologists
in the U.S. workforc& Furthermore, the HRSA projectadh at by 2030, it he
psychdogists is expected to increase by approximately 13 percent given the number of
psychologists entering, P anaderiomgRSAanodel scehagson gi n g
assuming supply and demand were in equilibrite demand for psychologistsexpeded to
increase by sevapercent to 99,090 FTHs/ 2030. TheHRSA attributedhe increase in demand
to population growth and an aging populatfénHowever, mder the same scenario, the HRSA
projectedthat the supply of psychologistwill grow faster tharthe demand, resulting in an
estimated surplus of 5,530 FTE psychologists by 2830nder a second HRSA model scenario,
which adjusts for current and projected demand based on estimates of unmet need from recent
studies Which reported 20 percent unmeteed due to barriers in receiving care), demand for
psychologists is projected to increase by approximately seven percent to 118,920 FTEs, which
would produce an estimated shortage of 14,300 FTE psychologists b§°2030.

The psychologist supply withiRennglvania in 2016 was estimated by the HRSA to be
approximately 4,800, which under both HRSA scenario models indicated a surplus of
psychologistsUnder the first model (assuming equilibrium), the surplus tagfipsychologists.
Under thesecondHRSA s@nario model dccounting for unmet neggdshe HRSA counte@0
surplus psychologisf® Under the same two modstenarios thélRSA projected that by 2030
Pennsylvania would have a surplus of 1,190 and 410 psychojagistectively’! Both HRSA
model scaarios for Pennsylvania are charted below.

84U.S. Department of Labor, Bureau of Labor Statistics, Psychologigisan. 75

85U.S. Department of Health and Human Services, Health Resaurces Ser vi ces Admi ni strati on
Workforce Projections, 2018 0 3 0 : Clinical, Counseling and School Psy
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projections/psychole2fidi®.pdf The model used for HRSA

supply and demand -simuatbraapproach wifere supy isgrojetied ased on the simulation

of career choices of individual health workers. Demand for health care services is simulated for a representative
sample of the <current and future U . phic ang eopieetoacimic o n bas
characteristics, health behavior, and health risk fac
information on its Health Workforce Simulation Model (HWSM) data and methods, HRSA recommends a review of

the following: https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projections/htesinnicaireportto-dea.pdf

861d. at p. 3.

871d. at p. 2.

8d.

81d.

9 StateLevel Projections of Supply and Demand Behavioral Health Occupations: 262630, supran. 55at p.

27.

9l|d. at p. 28.
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4,800 3,980 4,780 +820 +20

Source: U.S. Department of Herand Human Services, Bureau of Health Workforce, National Center for Health
Wor kf or c e A nLaVelyrjedaigns ofi Suppéy tared Demand for Behavioral Health Occupati2g@%6
2030, 0 Table 11: Psychol ogi st20Byp®717 y and Demand, 2016

5,090 3,900 4,680 +1,190 +410

Source: U.S. Department of Health and Human SesyiBareau of Health Workforce, National Center for Health
Wor kf or c e A nLaVelyrjedaigns ofi Suppsy tared Demand for Behavioral Health Occupations:- 2016
2 0 3 Taple 12 Psytologist Supply and Demand, 2089 State, (Sep. 2018), p. 28.

Accading tot he APAGs Cent er PROiGrepoNdPerndyleania lead St u d i
between 3,000 and 4,000 active psychologists working within the Commonweditie study
reported that thetates with the highest number of active psychologists for that ssanengluded
California (15,300), New York (10,500), lllinois (5,200), Florida (4,400), and Texas (£200).
Map 3 illustrates how Pennsylvania measures up to other states regardsugpty of active
psychologists according to the study.

92 Demographics of the U.S. Psychology Workforsggran. 79at p. 4
%1d.
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Map 3

Distribution of Active Psychologists by State 2016

P

<

Mdﬁ i\% T ”s:>{>

Number of Active
Psychologists

< 1000
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Il > 4000

Source: Luona Lin, Karen Stamm, and Peggy Christidis,
fromthe2071 6 Ameri can Communi ty SulrAsseciatod CeAtenfor Workfarce SRdieg,c hol o g
(May 2018), p 4.

Licensed Clinical Social Workers

Clinical social workis a specialty practice areathin the largersocial workfield which
focuses primarily on the assessment, diagnosis, treatment, anchtjonevef mental iliness,
emotional, and other behavioral disturbantes\ licensed clinical social worker is a licensed
professional qualified to diagnose and treat mental, behavioral, and emotionalidaweition,

“National Association of So cditpalwwWwsociakverkess,org/Ar&tice/@linialal So ¢ i
SociatWork.

9% U.S. Department of Labor, Blaeu of Labor St at i Qctupatianal Ouliddl HandadoklWor ker s,
18, 2019) https://www.bls.gov/ooh/communitgnd sociatservice/socialvorkers.htm
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these professionals are also dfied to prepare forensic reports in legal cases, determine whether
a patient is a danger to self or others requiring involuntary treatment, and madsy¢hosocial
assessments of patiedtsClinical social workers do not prescribe psychptc medicatn, but

often work closely with physicians and nurse practitioners when medication is needed in
combination with psychotherapy serviéé<Clinical social workerperform services in numerous
different worksettings including private practice, hospitalsmenunity mental health, primary
care, and agencié®

In Pennsylvania, clinical social workers are licensed bytage Board of Social Workers,
Marriage and Family Therapistand Professional CounseldPsTo be qualified for a license to
be a clinicalsocial worker in Pennsylvania, an applicant must submit proof ®dhed that:

(1) The applicant is of good moral character.
(2) The applicant has successfully met both of the following requirements:

a. Ho | ds @& degraesirt secialovork or social welfarea doctoral degree in
social work from an accredited school of social work as recognized by the
board.

b. Is licensed under the Social Workers, Marriage and Family Therapists and
Professional Counselors Act (SWMFTPCay a social worker.

(3) The applicant hasompleted at least 3,000 hours of supervised clinical experience or
holds an Academy of Certified Social Workers certificate issued prior to January 1,
2001, by the National Association of Social Workers or otherwise meets the
supervision expectation in fashion acceptable to the board as determined by
regulation after completion of the master's degree in social work.

(4) The applicant has passed a clinical social work examination adopted by the board.
(5) The applicant has submitted an application accompdnyi¢de application fee.

(6) The applicant has not been convicted of a felony under The Controlled Substance,
Drug, Device and Cosmetic Act or of an offense under the laws of another jurisdiction
which, if committed in this Commonwealth, would be a felony urides Controlled
Substance, Drug, Device and Cosmetic Act unless:

a. Atleast ten years have elapsed from the date of conviction;

b. The applicant satisfactorily demonstrated to the board that the applicant has
made significant progress in personal rehabititasince the conviction such

9% StateLevel Projections of Supply and Demand for Behavioral He@ttbupations: 2012030,supran. 55at p.
42,

1d.

98 Clinical Social Worksupran. 94

9 Act of July 9, 1987 (P.L. 220, No. 39, § 6); 63 P.S. § 1906.
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that licensure of the applicant should not be expected to create a substantial risk
of harm to the health and safety of clients or the public or a substantial risk of
further criminal violations; and

c. The applicant otherwiseasisfies the qualifications conted in or authorized
by the SWMFTPCA®

In 2016, the BLS estimated that therere more than 680,08@cial workers employed in
the U.S'¥! Like its projections for psychiatrists and psychologists, the HRSA prepared simoply
demand projection®r social workers based on ttvvo model scenariosientioned previously in
this report (one modeidcenaricassuming equilibriumyvhile the other considerathmet needs).
According to the first HRSA modstenariga total of 32 stas had an estimated shortage of social
workersas of 2016with three states having stages of more than 2,000 FTES. These states
were Texas with 8,080 FTEs, Florida with 4,700 FTEs, and Georgia wBA02FTES!®®
Alternatively, the same scenario mbdstimated that as of 2016, seven states had more than 2,000
FTEsin surplus, including New York with2,860 FTEs and Massachusetts with 4,220 F¥Es.
Pennsylvania was estimated to have a surplus of 390 FTEs as of°20Ibe results of the
H R S Asecondnodel scenario showed that a201.6, a total of 38 states hestimated shortages
of social workers, with ten states having shortages of more than 2,008% TEsler this scenario
model, the Commonwealth was estimated to have a shortfall of 1,630vgodiars®’

By 2030, the HRSAestimateghat due to faster growth in supply than in demand, the
projected supply of social workers will be largiean the demand for both model scenatig-or
instance, under its first scenario model, all states excédgaindas would have a surplus of social
workers, with the largest surplirs New York with 36,030 FTEY?® Under this model & HRSA
projected Pennsylvania witlave a surplus of 10,880 FTES. Under the second modstenario
all states would still be projesd as having surpluses except Arkarldd® e nnsyl vani ads p
surplus by 2030 wasstimated a8,720 FTES!? Both HRSA model scenarios for Pennsylvania
are charted below.

100 Act of July 9, 1987 (P.L. 220, No. 39, § 7); 63 P.S. § 1907(d).

Wiy, sS. Department of Labor | aBu We@chupatidnal QuldoloHandSopkdun.i st i c s,
18, 2019) https://www.bls.gov/ooh/communitgnd sociatservice/socialvorkers.htm

102 StateLevel Projections of Supply and Demand for Behavioral Health Occupations:22@&D6supran. 55at p.

42.
103|d.

104 Id

1051d. at p. 43.
1061d. at p. 42.
071d. at p. 43.
1081d, at p. 42.
109 |d

101d. at p. 44.
11d, at p. 43.
121d, at p. 44.
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10,490 10,100 12,120 +390 (1,630

Source: U.S. Department of Health and Human Services, Bureau of Health Workforce, National Center for Health
Wor kf or c e A nLavelyséctions ofiSBpplg and Demand for Behavioral Health Occupations: -2016
2 0 3 Taple 19: Social Worker Supply and Demand, 2016 by State, (Sep. 2018), p. 43

21,660 10,780 12,940 +10,880 +8,720

Source: U.S. Department of Health and Human Services, Bureau of Health Workforce, National Center for Health
Wor kf or c e A nLaVelyrjeaigns ofi ®plyaandeDemand for Behavioral Health Occupations: 2016
2 0 3 Taple 20: Social Worker Supply and Demand, 2030 by State, (Sep. 2018), p. 44

It should be noted thauéto limitations in data, both HRSA model scenan@se utilized
fifor all socialwakers t r ai ned at t he o mareates scdpe thdn st mdntalor h i
health and substance abuse social workers a@fdne.

A 2015 studyanalyzedagebasedorojected changes in population araine to a radically
different conclusionthan that of the HRSA regarding social worker supplyné demand
projections. The study concludgtat the continued growth of social worker supply will be unable
to keep pace with the anticipated demand by 2&8Gpecifically, this study foundhat by 2030
approximatéy 30 states are likely to have a shortfall of social worletts a total national shortfall

131d. at p. 42.
4vernon W, Lin, Joyce Lin, and Xiaoming Zhang, AU. S.
NationwideS h o r t Sogia Worlé1, no. 1 (Jan. 2016): pp:15. doi: 10.1093/sw/swv047.

-32-



of over 195,003° The authors of the study established a grading séaleto F for each state

based on the studya@dxordngtmthe sidoya | Mg rhcej erootsito nsse.v e r
occur in the southern and western states, and the states in those aegourg for the majority

(15 out of 19) of t he ¥ waughthe studygave Pemnsydvdngas ( D
a fABO gr ade myvania feceied A £+ gradesbased on 20@Qections which

indicateda shortfall of an estimated 4,798 social workéfs.

The study concluded that its projections
local levels to ameliorate the impendiagh o r £ The stuily also noted that the increasing
senior populations, along with the increasesacial diversity within then a t $ populdtion is
increasing the demand for social workefs Other issues that may aggravate the need for social
workersaccording to the studgre the obstacles in preparing a sufficient workforce to meet the
growing demand, such as budget cuts, low wages, and higher caseloads leading td‘3urnout.
However, one limitation of this study is that it wesaminingall social wakers, notthe much
narrower field ofclinical social workers in the mental health fiéfd.

Marriage and Family Therapists

Marriage and family therapis(dFTs) are health professionals who diagnose and treat
mental and emotional disordesdthin a maital or familial settingt?> MFTs work with patients
to address issues such as low-ssleem, stress, substance abuse, eating disorders, and chronic
illness that lead to marital and family distré§5.MFTs are employed in mental health centers,
substancabuse treatment centers, hospitals, colleges, private practices, and employee assistance
programs?* In Pennsylvania, the Social Workers, Marriage and Family Therapists and

Professional Counselors ABWMFTPCA)definesin | i censed marri ageoaad f
Aan individual who engages in or offers to en
and who holdsa current licenge .0'>® The act further defines fAmar

assessmento as:

[tlhe professional application of psychethpeutic and family
systems theories and techniqués evaluate and identify
psychosocial and behavioral problems in the context of significant
interpersonal relationships between individuals, couples, families
and groups for the purpose of treatment. #ren includes, but is

1151d. at p. 9.
116 Id.

1171d. at p. 10.
1181d. at p. 9.

191d. at p. 7.
120]g,

121 Id

122 stateLevel Projections of Supply and Demand for Behavioral He@ttbupations: 20:2030,supra n. 53at p.
46.

123 |d

124 Id.

125 Act of July 9, 1987 (P.L. 220, No. 39, § 83 P.S. § 1903
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not limited to, a mental health examination and psychological

history126

As is the case wittP e n n s y | kmEal soeid workers the licensing of MFTs is
overseen by the State Board of Social Workers, Marriage and Family Mgl Professional
Counselors under the Bureau of Professional and Occupational Affanly. individuals who
have successfully obtaindidenses a MFTsmay style themselves as licensed MFargl use the
l etters AL. M. F. T. 0 dirheifindne$’ Sbmetexceptionsctatimisrinelede i on
persons employed as school marriage and family therapists in a public or private school in the
Commonwealth and person working to meet the supervised experience requirement to become
an MFT and whose duseare supervised by a licensed MBiT other licensed mental health
professional, as long as the person does not represent himself or herself as a licensed marriage and
family therapist:?®

To be qualified to obtain a Pennsylvania MFT license, an applioast submit proof
satisfactory to the State Board all of the following:

(1) The applicant is of good moral character.

(2) The applicant has suczfully met certaireducational rguirements under the Section
1907(e)(2) of th&WMFTPCA.

(3) The applicant has comptlevith the experience requirement as follows:

a. An individual meeting the educational requirements of paragraph (2)(i) or (ii)
must have completed at least 3,000 hours of supervised clinical experience,
acceptable to the board as determined by regulatibtained after being
granted a master's degree.

b. An individual meeting the educational requirements of paragraph (2)(iii)) must
have completed at least 2,400 hours of supervised clinical experience,
acceptable to the board as determined by regulation, bh@@8 of which was
obtained subsequent to the granting of the doctoral degree.

(4) The applicant has passed an examination adopted by the board.
(5) The application has been accompanied by the application fee.

(6) The applicant has not been convicted of a felordeuThe Controlled Substance,
Drug, Device and Cosmetic Act or of an offense under the laws of another
jurisdiction which if committed in this Commonwealth would be a felony under the
Controlled Substance, Drug, Device and Cosmetic Act unless:

126|d'
127 Act of July 9, 1987 (P.L. 220, No. 39, § 16.2); 63 P.S. § 1916.2(a).
128 Act of July 9, 1987 (P.L. 220, No. 39, § 16.2); 63 P.S. § 1916.2(b).
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a. Atleast te years have elapsed from the date of conviction;

b. The applicant satisfactorily demonstrates to the board that the applicant has
made significant progress in personal rehabilitation since the conviction such
that licensure of the applicant should not bpested to create a substantial risk
of harm to the health and safety of clients or the public or a substantial risk of
further criminal violation; and

c. The applicant otherwise satisfies the qualifications contained in or authorized
by this act?°

Accordingto the HRSA, an estimated 52,860 MRWsre practicing nationwide in 2016
with the Commonwealth having an estimatedrkforce of 2,510 MFTs'*° Underthe HRSA
model scenariassuming equilibriuma total of 24tates had an estated shortage of MFTas of
2016,with two states having shortages of more than 500 FTEs (Texas with 770 FTEs and Florida
with 580 FTEsS)-3! New York was the only state reported to have a surplus of more than 500
FTEs. This modetcenario estimateennsylvaia to have a surplus @80 FTE 132 Under the
other HRSA model scenario accounting for unmet needs, a total of 34 states were reported to have
estima3t3ed shortages of MFTs in 2016, with Pennsylvania hanngstimated shortfall of 230
FTEs!?

For 2030, the first HRSA model scemmaprojected that a total of ten states would have
estimated shortages of MFTs, with Wisconsin having the largest shortfall at 2103 THsder
this model scenario, Pennsylvania was projected to have a surplus of 890 FTEs B3? 2030.
HRSAOGs s e c ocenatio proealed that a total of 21 states will have MFT shortages by
2030, with the largegirojectedshortagebeingin Texas with 1,020 FTES® Pennsylvania was
projected to have a surplus of 400 MFTs by 2030 under this model scEhario.

129129 Act of duly 9, 1987 (P.L. 220, No. 39, § B3 P.S. 81907(e)

130 StateLevel Projections of Supply and Demand for Behavioral Health Occupafi6@8:2030,supran. 55at p.
47.

1311d. at p. 46.

1321d. at p. 47.

1381d. at pp. 4647.

341d. at p. 46.

1351d. at p. 48.

1361d. at p. 46.

B7\d. at p. 48.
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2,510 2,280 2,740 +230 (230

Source: U.S. Department of Health and Human Services, Bureau ofi Mé¢ailkforce, National Center for Health
Wor kf or ce A nLavelyPmjectians ofi Suppdy tared Demand for Behavioral Health Occupations:- 2016
2 0 3 Taple 21: Marriage & Family Therapist Supply and Demand, 2016 by State, (Sep. 2018), p. 47

3,310 2,420 2,910 +890 +400

Source: U.S. Department of Health and Human Services, Bofedealth Workforce, National Center for Health
Wor kf or c e A nLaVelyrjedaigns ofi Suppsy tared Demand for Behavioral Health Occupations:- 2016
2 0 3 Taple 22: Marriage & Family Therapist Supply and Demand, 2030 by State, (Sep. 2018), p. 48

The BLS estimated that as of May 20li8ee were 48,520 MFTs nationwidé&
According to the BLS, industries with the highest levef employment of MFTs include
individual and family services, offices of other health practitioners, outpageatcaters, state
government(excluding schoolsaand hospitaly, and residential intellectual and developmental
disability, mental health, and substance abuse facititfehe BLS reported that Pennsylvania
had the fourth highest employment of MFTs in 2018 \&ithO0, behind Cdibrnia, New Jersey,
and Floridat*°

B8y.Ss. Department of Labor, Bureau of Labor Statistics,
Therapists, o (May 2018), https://www. bls.gov/oes/ curr el
1394,
140|d.
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Counselors

With a role similar in scope to marriage and family therapists and social workers,
counselors are also an i mportant component of
Like mariage and family therapists and social workers, counselors must be licensed by the State
Board of Social Workers, Marriage and Family Therapists, and Professional Coutféeldiise
Professions and Occupations Code r defaisneosn ea wh
Afengages in or advertises to engage in the pr
under [the ProfessioRXRFhandpODactupati ohsp€Coflebs
further defined as:

(1) The application of principke and practices of counseling, mental health and human
development to evaluate and facilitate human growth and adjustment throughout the
life span and to prevent and treat mental, emotional or behavioral disorders and
associated stresses which interferthvmental health and normal human growth and
development.

(2) The evaluation, assessment, diagnosis and treatment of normal and abnormal mental,
emotional, social, educational, vocational, family and behavioral functioning
throughout the life span; individyajroup, family counseling and psychotherapy; crisis
intervention, career counseling and educational and vocational counseling; functional
assessment of persons with disabilities; and professional consulting.

(3) Professional counselors' utilization of verbahd nonverbal approaches and
specialization in the use of afftased therapeutic approaches, such as art, dance, music
or drama, to accomplish treatment objectit/8s.

To be eligible to become licensed as a professional counselor in Pennsylvania, amiayppist:

(1) Satisfy the General Conditions of Licensure, including being of good moral character
and not having committed a felony under The Controlled Substance, Drug, Device and
Cosmetic Act within the previous 10 years (with certain exceptions).

(2) Pass ae of the seven listed examinations provided in the Pennsylvania‘©ode.

(3) Meet one of the following education requirements:

a. Have successfully completed a planned program of 60 semester hours or 90

qguarter hours of graduate coursework in counseling ofcadiesely related to
the practice of professional counseling, including:

141 Act of July 9, 1987 (P.L220, No. 39, § 6); 63 P.S. § 1906.

192 pct of July 9, 1987 (P.L. 220, No. 39, § 3); 63 P.S. § 1903.
143|d_

144 See49 Pa. Code § 49.11.
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i. A masterds degree granted on or be
counseling or in a field closely related to the practice of professional
counseling from an accredited educasibnstitution; or

i. A48 semester hour or 72 quarter hi
counseling or a field closely related to the practice of professional
counseling from an accredited educational institution.

b. Hold a doctoral degree in counselingadiield closely related to the practice of
professional counseling from an accredited educational institution.

(4) Meet one of the following experience requirements:

a.3,000 hours of supervised clinical exp
or

b. 2,400 fours of supervised clinical experience for those with a doctoral degree,
1,200 of which was obtained subsequent to the granting of the doctoral
degree®®

Additionally, an applicant for licensure as a professional counselor must have taken
coursework in humn growth and development, social and cultural foundations, helping
relationships, group work, career and lifestyle development, appraisal, research and program
evaluation, professional orientation, and clinical instructfén.

Neither the Public Schodaitatutenor the Professions and Occupatiatastuteexplicitly
define what a fAschool cthe uegudatohsogoveérning scboolstipa s s e s .

Pennsylvania Codd t he Commonweal thoés official optubl i ca
appearstita fischool counselorso are a profession t
The required devel opment al services to be pro
and Apsychol ogi cal services, 0 whihagrhacademie t o 7
behavioral health, perso¥al and social develo

The regulations governing schools in tikennsylvania Code gives the Pennsylvania
Department of Education (PDE) the responsibility to designate professional titles for school
personnef*® Pursuant to thisesponsibility the PDE has described the role of a school counselor
as a professional who counsels all students in gradds tré&2 in the areas of academics, career
planning, and personabcial developmerttt® Further, theCommonwealth Court has determined

14549 Pa. Code § 49.13.

14649 Pa. Code § 49.2.

14722 Pa. Code § 12.41(b)(1).

14822 Pa. Code § 49.13(b)(2).

“pennsylvaha Department of -Ekmeotary and Secondarg ScRael Caudselor-{PK) , 0
Staffing Guidelines, (Oct. 1, 2019),
https://www.education.pa.gov/Educators/Certification/Staffing%20Guidelines/Pages/CSPG76.aspx
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that fischool counseloro can encompass psychol
from professional counselots?

Because fAschool C 0 U n snentabheaith careelatedidutiespthip or at €
report w | | focus on ment al heal t hLicensad iP®feskianal s , w h
Counselors by the Commonweal t h o6 sstafdte Adwithspsychatists, and C
psychiatric nurse practitioners, psychiatric physi@asistantssocial worlers, and marriage and
family therapists, the Health Resources and Services Administration (HR&4ublished a
projection of supply and demand for mental health counselors as part of its 2018 study on mental
health workforce needs.

As with the otheristed professions, when calculating its supply and demand projections
for 2030 the HRSA utilized two distinct methodologés under the first scenario, the baseline
demand for a professional was assumed to be in equilibrium with supply in 2016, whil¢hende
second scenario, the HRSA assumed an unmet need as df201& HRSA applied its model
to both national and statevel workforces.

The HRSA calculated that, nationwide, there were 140,400 mental health counselors in
2016 with an estimated unnmetedd or shortagé of 28,090 under the second methodol&dy.
The first methodology assumes an equilibrium between supply and demand in 2016. However, by
2030, the HRSA estimates that there will be 159,320 mental health counselors nationwide, with a
projected shortfall of 6,870 mental health counselors under scenario one and 40,140 under scenario
two 153

National Mental Health Counselor Supply and Demand for 2030

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
159320 166,190 199,460 (6,870) (40,140)

Source: U.S. Department of Health and Human Services, Health Resources and Services AdmirSsatatievel
Supply and Demand for Behavioral Health Occupations: 206

10McCoy v. Lincoln IntermediatenitNo. 12 391 A. 2d 1119 (Pa. Cmwlth. 1978)
of Aschool counseloro under the Public School Code).
151 StateLevel Projections of Supply and Demand for Behavioral He@ithupations: 201:2030,supran. 55at p.

5.

152|d. a p. 36.

1531d. at p. 37.
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The HRSA estimates that, as of 2016niy/lvania had 13,250 mental health counselors
and had a surplus of 5,630 under its model assuming unmet¥ieBoe HRSA predicts that by
2030 the number of mental health counselors in the Commonwealth will decline to 10,810, leaving
a surplus of 3,810 wer scenario one (assuming equilibrium) or 2,410 under scenario two
(assuming unmet needsy.

Pennsylvania Mental Health Counselor Supply and Demand for 2030

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
10,810 7,000 8,400 +3,810 +2,410

Source: U.S. Department of Health and Human Services, Health Resources and Services AdmirStatetienel
Supply and Demand for Behavioral Health Occupations:

The U. S. Depart ment o ftistitsadiimnated that tBeverame a totalo f L
of 139,820 mental health counselors in the U.S. as of #81Bennsylvania is estimated to have
13,020, the secondighest number of mental health counselors after California and the third
highest per capita afterilginia and Montana® As can be seen in thggures above, when
compared to the rest of the country, Pennsylvania is in a better than average position, with a
projected 2030 supply in excess of demand, as compared to a projected 2030 supply shortfall for
the rest of the country.

The HRSA estimate of projected trends in the mental health counselor workforce is the
only assessment available. Unfortunately, there is a lack of good sources of data regarding the
licensed professional counselor workforcehe Commonwealth and elsewhere. Part of the lack
of data involves determining which roles con:¢
states use different terms for the role occupied by the licensed professional counselor in the
Commonwealth. Some jurisdictions differ in the scope of practice given to counselors. For
instance, Pennsylvania allows licensed professional counselors to make diagnoses. Further, some
datasets include substance and alcohol abuse counselors or school counselovighatorgtal
heal th counsel ors. The U. S. Depart ment of L a

541d. at p. 35.
1551d. at p. 36.
B6y. S. Department of Labor -1Bulr4e aMe notfa | L aHoeocdtctifationst oi usntsiecl so

Employment and Wage¥ay, 2016, https://www.bls.gov/oes/2016/may/oes211014.htm
157 Id.
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Abuse, Behavi or al Di sorder , and Ment al Heal t h
outlook handbook, for instanée?

Board CertifiedPsychiatric Pharmacists

One mental health care profession tpaterallyreceives less attention is that of the board
certified psychiatric pharmacist (BCPP). A BCPP is a pharmacist who focuses on
pharmacotherapy for psychiatric patients. The speai#din of psychiatric pharmacy began in the
early 1970s with meetings of fAment al heal th p
group on mental health pharmacy within the American Society of H8gktem Pharmacists
(ASHP). The first psychikric pharmacy residency program was created in 1972. In 1980, the
ASHP began accrediting psychiatric pharmacy residency programs. By 1992, psychiatric
pharmacy was recognized as a specialty by the Board of Pharmacy Spéeéfalfies.College of
Psychiaric and Neurologic Pharmacists (CPNP) was founded in 1998 and had a membership of
2,057 as of 2016, with 70 percent of those members being BEPRscording to the Board of
Pharmacy Specialties, there are 1,186 BCPPs nationwide as of°2018.

Regarding parmacists in general, Pennsylvania has a total employment of 14,610 spread
throughout the state according to the U.S. Bureau of Labor Statistics. This makes the
Commonwealth fifth in terms of total number of employed pharmaéstslowever, due to the
small number of specialty pharmacists, it is not known how many BCPPs are employed in
Pennsylvania.

Although pharmacists are licensed and regulated by the State Board of Pharmacy, a private
organization, the Board of Pharmacy Specialties, establishemedarfor and grants certification
to pharmacists in recognized pharmacy practice specifitieds of 2019, there are thirteen
specialties including psychiatric pharma€y.

To become licensed as a pharmacist in the Commonwealth, an applicant must have
graduated with a B.S. degree or an advanced degree in pharmacy granted by an Accreditation
Council for Pharmacy Educatieatcredited school or college, submit affidavits of internship
experience gained prior to submitting the application, and pass thie Almerican Pharmacist

y. s. Department of Labor Bureau of Labor Statistics,
Co u n s eOcoupatignal Outlook HandbopKSept. 4, 2019)https://www.bls.gov/ooh/communitgndsocial
service/substaneabusebehavioraldisorderandmentathealthcounselors.htm#tath.

Gl en L. Sti mmel , APaigac JourraltofHeattSyBtdmaPhamaa& (Feb. 15, 2013): 366
367.
¥ The College of Psychiatric and Neur ol ogic Yhar maci

https://cpnp.org/_docs/ed/meeting/2017/supporter/prospectus.pdf

¥lBoard of Pharmacy Specialists, ABPS Board Certified P
¥2y. sS. Department of Labor, Bureau of Whagasd)May2083t28061 st i cs,
P h a r ma ©ccupdtianal Bmployment Statistidsttps://www.bls.gov/oes/current/oes291051.htm

¥Board of Pharmacy Specialties, i Whsa/tvww\heswelarg/abouta c c e s s ¢
bps/whatwe-do/.

164 Board of Phamacy Specialties, ABPS Sp e ditpawiwiv.lepswelnorg/bps c e s s e d
specialties/
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Licensure Examination (NAPLEX) and the Multistate Pharmacy Jurisprudence Examination
(MPJE)% In Pennsylvania, pharmacists must renew their license bientfi&lly.

Pharmacists can undertake residencies much like physicians do, hatvevenot a
requirement to complete residency training in order to obtain a license to practice pharmacy.
Pharmacy residencies are two years in duration, with the first year offering more generalized
training and the second year emphasizing a spec#i aof training, such as psychiatfy. The
only medical facility offering psychiatric pharmacy residencies in the Commonwealth is the
UPMC Western Psychiatric Hospital in Pittsburgh, which offers three residency po&itions.

For psychiatric pharmacistsplaboration is a hallmark of their profession. Medication
management is an important component of treatment for those being treated for mental illness, and
the medications that are used to help treat psychiatric patients are varied with oftentimes comple
drug regimens®® The chronic nature of mental illness and the fact that its treatment often relies
on pharmaceuticals necessitates a close working relationship between the BCPP and other
members of the mental health care team. BCPPs also provide mhtesit care, including
treatment assessment and medication management activities, although they do not interact with
patients to the extent that counselors, psychologists, or psychiatristst fight.

In 2012, the National Alliance on Mental lliness (NAM&n advocacy group for people
affected by mental illness, in collaboration with the CPNP, conducted a survey to gauge the
attitudes and perspectives of individuals with mental health conditions about the services they
receive from and the relationshigsey have with their pharmacist. The survey asked survey
respondents to rate on a scale of one to fiwv
always, 0 the extent to which their educati one
pharmacist’* The survey was not exclusive to BCPPs, but rather whichever pharmacist the
survey respondents frequented to fulfill their prescriptions.

The survey results indicated that many people with mental health medication have an
overall positive experience thi their pharmacist. For instance, approximately 75 percent of
respondents indicated that they get information about their medication from their pharmacist at
least sometimes, nearly 70 percent receive general assistance with medication issues at least
sametimes, and about 66 percent receive information regarding medication costs and generic
options at least sometimé&g.

16549 Pa. Code § 27.21.
16649 Pa. Code § 27.31.

¥"American College of Clinical Pharmacy, #fAWhat is a Res
https://www.accp.com/stunet/compassidency.aspx#pg¥.
¥College of Psychiatric and Neurologic PhRemmasyilswasni ai,P

accessed August 30, 2018tps://cpnp.org/career/residencies

¥American Pharmacists Assoaiyatlisqgqn Whiawh afe My, ¢ hainadt rHocw PR
Student Pharmacist Magazid® no. 4 (Mar. 18, 2014).

l70|d'

"INational Alliance on Ment al I'll ness, fACharacterizing
Conditions and Community Pharmasist 06 ( D e https://véMv.ha2n).org/AbouNAMI/Publications
Reports/Surveyreports/namcpnpsurveyreport2012.pdf

1721d. at p. 6.
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However, respondents also gave some negative feedback to the survey. According to the
survey, only roughly 53 percent of individual&itey mental health medications have a strong
professional relationship with their pharmacist, while 43 percent responded that they did not have
such a relationship/® Further, amajority 8 52 percentd responded that their need for
monitoring medicationéfect i veness i s finever o met by their
responded that such a need is met by“sdeeir pl
Table 2below.

Table 2

Percent of Respondents Expressing the Degree to which Need is
Met Through Their Pharmacist

60

52.2

50

40

30

24.1
20
10.3
10 6.1 7.3
: N

Monitoring Medication Effectiveness

m Almost Always m Often m Sometimes m Seldom m Never

Similar replies were given for whethéne respondents thought their pharmacist was
meeting their need for monitoring the side effects of medication.

1731d. at p. 8.
1741d. at p. 9.
l75|d.
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Table 3

Percent of Respondents Expressing the Degree to which Need is
Met Through Their Pharmacist

60

50

48.9
40
30
24.3
20
9.4 10.7
10 6.7

Monitoring Medication Side Effects

m Almost Always m Often Sometimes ® Seldom mNever

The overall results of this survey indicate that while mental health patients receiving
medications are gerally comfortable with their pharmacists, they do not utilize the pharmacist
in the active management of their medication or condition. In the view of the patients surveyed,
the pharmacist simply dispenses the drugs.

There were several obstacles &iter medication management by pharmacists identified
by the patients. One hindrance was the difficulty of accessing the pharmacist at a retail location,
as store design and construction has the pharmacist workspace at a higher level than the customer
area. Other obstacles identified included the fact that pharmacy technicians are the primary
interface for prescription pielp, a lack of private space to discuss medication issues, and the
pharmacist being too busy to interrupt. Survey respondents #tsdated a lack of confidence
about their pharmacistés knowledge about ment
with a mental health conditior®

1781d. at p. 910.
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According to NAMI, the survey results suggest that pharmacists can be a better utilized
part of the health system, as they are on the front lines of meditatsaa treatment for mental
illness. The pharmacist is in a good position to identify issues with medication management for
further discussion wit h isshesresolairt adwemneobtcomgs.hBys i c i
directly interacting with patients or their family members and providing information about their
medications, the pharmacist can serve as an active partner in managing patient ttéatment.

Mental Health Nursing

Psychiatricmental health nursing encompasses both psychiatric mental health registered
nurses (PMH RNs) as well as advanced practice nurses who specialize in mental health.

Psychiatric and ment al heal th nur ssingpraciteas bee
committed to promoting mental health through the assessment, diagnosis, and treatment of human
responses to ment al heal th problems and psyc

nursing, psychosocial, and neurobiological theories aeselarch evidencé®

The PMH RN may engage in direct care, management, and communication tasks such as
designingand implementing treatment pkarfor patients, organizing, accessing, negotiating,
coordinating, and integrating services and benefits faviohahls and families, and managing the
effects of mental illness through teaching and counséllthgThe Center for Mental Health
Services, a part of the Substance Abuse and Mental Health Services Administration within the
Department of Health and Humamr8ices, has recognized psychiatric nursing as one of the five
core mental health discipliné¥,

Psychiatriemental health nursésboth RNs and advanced practice nursegork in a
variety of settings, including psychiatric facilities, community mentalthecenters, psychiatric
units in general hospitals, residential facilities, and private practice, as well as primary care clinics,
schools, prisons, managed care facilities, emergency departments, nursing homes, hospices, and
shelterst®?  According to theAmerican Psychiatric Nurses Association (APNA), PMH RNs
specifically provide services such as:

1 Health promotion and maintenance;
1 Intake screening, evaluation, and triage;
1 Case management;
1 Teaching selcare activities;
1 Administration and monitoring of gshobiological treatment regimens;
1 Crisis intervention and stabilization efforts;
1 Psychiatric rehabilitation and intervention;
1 Educating patients, families, and communities; and
Y71d. at p. 11.
178 Gail Wiscarz StuartPrinciples and Practie of Psychiatric Nursin¢St. Louis: Mosby, 2013), p. 6.
791d. at p. 7.
1801d. atp. 6.
8l|d. at p. 9.
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f Coordinating caré?

However, the role of the PMH RN in any psychiatric or rakhealth setting depends on
the philosophy, mission, values, and goals of the treatment setting, along with the definitions of
mental health and mental iliness that prevail at the setting, needs of the patients of the particular
service provider, availality of resources, organizational structure of the service provider, and
reporting relationship®®

Before someone can become a psychistdntal health nurse, they must receive some
form of education, which can range from a formal hosilitaled diplom@rogram to a Masters
level degree depending on their specific role. In Pennsylvania, the State Board of Nursing sets
and oversees their training requirements.

To become an RN, an applicant for licensure must have graduated from an educational
program @proved by the State Board of Nursing. The required program can be either a diploma
granting progr am, an associatebs degree progr
2019, there were 25 associateods ¢ angibdiplonmr ogr a
programs approved in Pennsylvatia.An applicant must then take and pass an examin&tion.

Advanced practice nurses in Pennsylvania are known as either Certified Registered Nurse
Practitioners (CRNP or NP) or Clinical Nurse SpecialiStd$). A CRNP is a professional nurse
who is certified by the State Board of Nursing in a specialty and who performs acts of medical
diagnosis or prescription of medical therapeutic or corrective measures in collaboration with a
physiciant&

ACRNPMusppossess a maasdteerd&s olrepyewlstdegr-ee fro
accredited prograrf’ As with the approved RN programs, the Pennsylvania Department of State
maintains a list of approved CRNP programs. As of March 2019, there are 87 approved CRNP
educational programs which span multiple nursing specialties and instittitfofikere are seven
CRNP masterevelorpostma st er 6 s pr ogr ams -mdntalhealthawsingason ps
well as two separate BSN tooBxor of Nursing Practice (DNP)programs (Robert Morris
University and University of Pholting&Wsdorogtdina, whi

BAmerican Psychiatric Nurses Association, fAExpanding M
of PsychiatrieMe nt a | He a Agr.l2019),prds es, 0 (
https://www.apna.org/files/public/Resources/Workforce_Development_Report_Final_Draft_6. 25.pdf

183 principles and Practice of PsychiatNarsing,supran. 178atp. 9.

Bpennsyl vania Department of StPatoeg,r afintst, aot ¢ Maoar &2 00lf9 )Nur
https://www.dos.pa.gov/ProfessionalLicensing/BoardsCommissions/Nursing/Documents/Applications%20and%20F
orms/RN%20Programs.pdf

18549 Pa. Code § 21.21.

18649 Pa. Code § 21.251.

18749 Pa. Code § 21.271.

188 pennsylvania Departmenfo St at e, fABoard Approved Certified Regi st
2019),
https://www.dos.pa.gov/ProfessionallLicensing/BoardsCommissions/Nursing/Documents/Applications%20and%20F
orms/CRNP%20Programs.pdf
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doctorate in nursing with a focus on mental hedith.
According to the APNA, psychiatric or mentaldfita NPs perform duties such as:

Educating patients and families;

Providing psychotherapy;

Prescribing medication;

Diagnosing, treating, and managing acute and chronic iliness;
Making referrals; and

Providing care coordinatiof?

= =4 -4 -4 4 -9

According toBLS data there were 148,520 RNs employed imRgylvania as of May
20181 Nationwide, the BLS estimates that approximately 39,000 RNs are employed in
psychiatric and substance abuse hospitalsiowever, the BLS does not estimate how many RNs
are employed in psychiatric and substance abuse hospithisi the Commonwealth. The
National Council of State Boards of Nursing (NCSBN) estimates that there are 227,327 active RN
licenses in Pennsylvant& However, this data is likely to include nurses who have retired or are
otherwise not working as an RNitowho still hold a license to practice. The NCSBN did not
include further information about the RNs it surveyed.

PsychiatrieMental Health RNs are not considered to be a separate profession from other
RNs (unlike Clinical Nurse Specialists and NPs)ec&8ming a PMH RN does not require any
formal educational training, unlike NPs who are required to undertake formal graduate education.
However, the American Nurses Credentialing Center (ANCC) offers a Psychvianial Health
nursing certification for RE. This certification is accredited by the Accreditation Board for
Specialty Nursing Certification (ABSNC) and is comprised of a competieasgd examination
that provides a valid and reliable assessment of the-lvie) clinical knowledge and skills of
RNs in the psychiatrimental health specialty?

To be eligible to be certified by the ABSNC as a PMH RN, an applicant must hold an active
|l icense to practice nursing in at | east one |
an RN, have aninimum of 2,000 hours of clinical practice in psychiatmental health nursing
within the last 3 years, and have completed 30 hours of continuing education in psycieatat
health nursing within the last 3 years. Nurses who successfully cont@sterequirements are
awarded the cB@Xd®eTha State|Boam fof Nir&ny does not require obtaining
certification as a psychiatAmental health RN as a prerequisite to working as a psychméital

189|d.
190The Pivotal Role of Psychiat MentalHealth Nursessupran. 182atp. 5.
¥y, sS. Department of Labor, Bureau of Labor St-4a4i sti cs,

Regi st er edcupdtiomasEenplgyraent Statistitdtps://www.bls.gov/oes/current/oes291 ttin.

192|d_

WNational Counci l of State Boards of Nursing, ANumber
https://www.ncsbn.org/Aggregaf@RNActiveLicensesTable.pdf

¥Aamerican Nurses Cr ed e rventahHealth jursidgGtfication,(RNBREY y ©ohi at r i ¢
https://www.nursingworld.org/oteertifications/psychiatrienentathealthnursingcertification!/

¥Id. The title stanidBodrod Gaeretgii fsiteed.ed Nur se
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health RN

Because the PMH RN can eith®e an RN with or without certification or work within or
outside of a psychiatric setting, the PMH RN workforce may be defined in a number of ways.
These definitions would include:

1 RNs who provide mental health care in fuychiatric settings, such asa primary
care office;

1 RNs who work in a psychiatric setting but provide /m@ntal health services;

1 RNs who seHidentify as PMH RNs, including those who may not work in a psychiatric
setting but who belong to a professional organization such asiNé Aand

1 RNs who have received formal certification as PMH RNs

Naturally, the variety of ways to define the PMH RN workforce has led to difficulty in
obtaining standardized data about this workforce. Government agencies, academics, health
systems, anthe nursing profession itself may all use different definitions of who is a PMH RN
and thereby impede accurate workforce data collection. Further, much of the data on this facet of
the mental health workforce is unpublished, and conclusions drawn bredtfources diverge
based not only on how the PMH RN workforce is defined but also on sampling methods and on
the biases inherent in using licensing or certification data to represent the PMH RN population.

A 2019studyattempts to define and descrile tPMH RN workforce as those providing
care for persons with mental health and substance abuse disorders by evaluating multiple sources
of relevant data, much of which is unpublished. These sources include:

1 The National Council of State Boards of Nursargd the National Forum of Nursing
Workforce Centers 2013 and 2015 National Nursing Workforce Survey data on a
representative sample of nationwide RNs who reported working in a psychiatric,
mental health, or substance abuse setting;

1 The American Nurses €dentialing Center data on persons who have obtained
certification at the RN or APRN level; and

' Membership figures for the American Psychiatric Nurses Association (APNA).

According to the data gathered by this study, there have been 10,346 nursesyevho ha
received the RMBC certification from the ANCC. Although this figure includes some RNs who
went on to become APRNSs, it is indicative of the nationwide PMH RN workforce as those nurses
who hold the RNBC certification are a group that has demonstratel@éa commitment to the
mental health field within nursing?®

196 See49 Pa. Code § 214t seq The only nursing specialty requigircertification is nurse anesthetist.

¥"Bet hany J. Phoeni x, AiThe Current Psyc hiJeutnal iofcthe Ment al
American Psychiatric Nurses Associat@® no. 1 (Jan./Feb. 2019):-38.
1981d. at p. 39.
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The 2013 National Nursing Workforce Survey estimated that four percent of all RNs
nationwide worked in a psychiatric, mental health, or substance abus® rélee 2015 National
Nursing WorKorce Survey estimated that approximately 134,000 RN licenses were held by
persons identifying psychiatric, mental health, or substance abuse environments as their primary
work setting?®® However, this data includes some individuals who hold multiple $ieen As a
result, it is estimated that the actual number of PMH RNSs is closer to between 120,000 and
125,0002*

One limitation of the data generated from the 2013 and 2015 National Nursing Workforce
Surveys is that it is an estimation of RNs working #pdly in those settings. As noted earlier,
not all PMH RNs work in a psychiatric, mental health, or substance abuse settidgot all are
certified as PMH RNs holding the RBIC designation. Thus, the 2013 and 2015 surveys may be
underinclusive inthat they do not count PMH RNs working outside of those settings.

Although PMH RNs may not all work in a mental health settagg,ording to data from
the ANCCof the PMH RNs who are certified the overwhelming majority work in mental health
settings suclas hospitals, mental health facilities, military or Veterans Administration hospitals,
long-term care, and managedre organizations. Eight percent work in community health settings
such as private and group practice. Only one percent work in gepatidl bare settings such as
emergency departments or urgent care centers, and an additional one percent work in schools of

nursing?°2

ANCC datacited in the 201%tudy also included demographic information of the current
PMH RN workforce. These data reV#aat twothirds of PMH RNs are over 45 years of age, with
21 percent aged 46 to 55, 31 percent aged 56 to 65, and 13 percent over 65 yeaf$of age.
Although it would appear from the above data that this nursing workforce is aging quickly, there
is evidence indicating that it will not simply retire out of existence. As discussed in more depth in
Commi ssi onds APRennsylvani2 Health CareeWorkforce Needgrsing program
graduates have more than doubled from roughly 70,000 in 2001 to apatelit55,000 in 2013,
and by 2017 there were nearly 160,000 t¢@ucated firstime NCLEX takers (which is a good
approximation of future nursing workforce entrarff8) This would indicate tha®ennsylvania is
well-positioned for a stable supply of nusdeeading into the next decade, as it currently has the
fifth-highest number of RNs of any st¥fand, by one estimate, may have an oversupply of RNs.
However, as discussed in more detailHannsylvania Health Care Workforce Needsher
researches havandicated that the Commonwealth may experience a shortage °RNs.

199 The National Couricl of St ate Boards of Nursing, @AThe 2013 Nati
N u r sJownal®f Nursing Regulatiof, no. 2 Supplement (July 2013):-S85 at S35.

200 phoenix,supran. 197at p. 40.
2011q,

202 Id

203d, at p. 41.

204Joint StatecGover nment Commi ssion, fAPennsylvania Health Care
205Qccupational Employment StatisticRegisteredNursessupran. 16. As of May 2018, 148,520 RNs are employed

in the Commonwealth.

206 pennsylvania Health Caworkforce Neds,supran. 204at p. 20.
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Psychiatriemental health advanced practice nurses (PMH APRNs or PMH NPs) are more
easily classifiable, as advanced practice nursing has more demarcation between nursing specialties.
There are an estimated 17,534 psychiatiental health APRNs nationwid®. Like PMH RNSs,
there is a certification that PMH NPs can obtain from the ANCC. To be eligible for this
designation, an NP must have a masters, postgraduate, or doctoral degreepfyrhiaric
mental health nurse practitioner program accredited by the Commission on Collegiate Nursing
Education (CCNE) or the Accreditation Commission for Education in Nursing (AGEN)nlike
with education for registered nurses, the education of advaractice nurses can be, and often is,
compartmentalized into specialties. This makes those who want to practice in a certain field (such
as mental health) sedelectingd they do not attend a general NP program but ratbpecialized
PMH NP program.

However, as with PMH RNs, there are still conflicting definitions for this particular
workforce. The Health Resources and Services Administration (HRSA), in its 2016 report refers
to ABehavioral Heal t h Nur se Prdby othet imstitutians s, 0 a
engaged in researching the ment al heal th wor k:
heal th nurse practitioners as NPs who Adiagno
healthrelated illness, independently ars part of a br 0%2dTéis brdace al t h
definition encompasses NPs who work with patients who have behaviorattetatéd illnesses,
including outside of a behavioral health setting such as in the office as a primary care provider.

Although gener al health care practitioners wh
i mportant role, the HRSAOGs definition is broac
workforce difficult by obscuring exactly which practitioners are deliee as having mental health
care workforce roles. Nonetheless, the HRSA has made projections about the behavioral health
NP workforce into 2025

Under iits fibaselinedo scenari o, whi ch assun
2013, the HRSA estimes that there will be a nationwide glut of roughly 4,800 behavioral health
NPs by 2025, with 12,960 trained for such a role but only 8,120 demanded by pgatidsmsler
its Aalternativeod scenari o, t he HRSAPswIt i mat e
be a mere 2,800, representing 12,960 supplied for that position and 10,160 dethianded.

207 Phoenix supran. 197at p.39.

American Nurses Cr ed e nNental IHealthgNur€ePmactiiongr (Aérd3s thiecLifaspan) r i ¢
Certification (PMHNRPB C ) httgs://www.nursingworld.org/oteertifications/psychiatc-mentathealthnurse

practitioner/

209 National Projections of Supply and Demand for Selected Behavioral Health Practitioner@025]Supran. 25

at pp. 2627.

2101d, at p. 18, Exhibit 10.

211d. at p. 19, Exhibit 11.
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National Behavioral Health NP Supply and Demand for 2025

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
12,960 8,120 10,160 +4,800 +2,800

Source: U.S. Department of Health and Human Services, Health Resources and Services Administration, National
Projections of Supply and Demand for Selected Behavioral Health Practitioners2@28.3

In a later projection bytheRISA (referred to as the A2018 pr
a nationallevel supply and demand projection for PMH NPs from 2016 through 2030. In this

projection, the HRSA narrowed the scope of th
A e aadvanced degrees in psychiatmental health nursing, and apply the nursing process to treat

individuals with psychiatric disorders. o Th
bal ance using two different s csumeedthabsspplyanddnder

demand for PMH NPs was in equilibrium in 2016
current and projected demand based on estimates of unmet need from current*$tudies.

I n AScenari o Oneodo of t he te? thaté&ergpwoold be 49400 n , t
PMH NPs in 2030, representing a 65 percent increase in supply, and a projected demand of 12,100
PMH NPs in 2030, representing an 18 percent increase in demand, with the result being an
oversupply of 4, 84100 PMMo N® st he | mr dijSeceetnead s upp
16,940, but the projected demand is greater, with 14,500 PMH NPs demanded by 2030. This
projection results in an excess of 2,440 PMH NPs by 230.

212y s. Department of Healthahtlu man Ser vi ces, Heath Resources and Ser vi

Workforce Projections, 2018 0 3 O : Psychiatric Nurse Practitioners, P s
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projectiopshuatric-nursepractitionersphysicianassistants

2018.pdf

213|d_
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National PMH NP Supply and Demand for 2030

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
16,940 12,100 14,500 +4,840 +2,240

Source: U.S. Department of Health and Human Services, Health Resources and Services AdmirBstnati@mral
Health Workforce Projections, 26-2030: Psychiatric Nurse Practitioners, Psychiatric Physician Assistants

The HRSA has also published stéeel projections for PMH NP supply and demand for the

year 2030. Much like the nationwide 2016 and 2018 projections, thdestatgrojectiom covers

two different scenarios one scenario assumes equilibrium between supply and demand in the
base year of 2016, and the other assumes that there was unmet need in the base year. Under both
scenarios, Pennsylvania is expected to have 590 PMH NPsler Wihe assumed equilibrium
scenario, the Commonwealth is projected to need 540 of these practitioners, leaving Pennsylvania

with a surplus of 50 PMH NPs.

projected to have a demand of 650 PMH NBsulting in a deficit of 60 practitionet:

PennsylvaniaPMH NP Supply and Demand for 2030

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
590 540 650 +50 (60)

Source: U.S. Department of Health and Human Sesyiklealth Resources and Services AdministraBtateLevel

Supply and Demand for Behavioral Health Occupations: 206

A4y. S.

Depart ment
Supply and Demand for Behavioral Health Occupations: 20063 0 , 0

of Heal t h
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p.,(S2p 2018),abl e 8
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projectionsigatd-estimategeport2018. pdf

However, under the unmet needs scenario, Pennsylvania is
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't should be reiterated that the HRSAOs naf
a definition of mental health advampractice nursing that includes those NPs who are not formally
certified as PMH APRNSs. Thus, the data in the two tables above reflect a narrower definition of
Ament al health NP. O Additionally, thiofesti m
NPs across states, 0 meaning the HRSA simply
proportion of norpsychiatric NPs practicing in each state. Further, there is a great deal of
uncertainty present in any attempt to predict how many mental heatiwiNBe needed, however
defined, because such a role can be interchangeable with other mental health care profissionals

particularly physician assistants but also psychiatrists, psychologists, and counselors.

What is more predictable is the numb&éP&H APRNs who will be trained in the future
0 the supplyd as these data are readily available from professional organizations and academics.
These data show that the PMH NP profession is quickly growing. According to data from the
American Associationf Colleges of Nursing (AACN), there were 6,377 students enrolled in PMH
NP programs in 2017, a 63 percent increase over the 3,039 enrolled in such programs in 2014. In
2016, roughly 1,500 students graduated from a PMH NP program, a 56 percent inczea6é 4.
New PMH NP certifications stood at 1,563 in 2017, representing a 12 percent increase over the
previous year. Growth in the number of available PMH NP programs has also been strong.
Betv;/een 2015 and 2018, 29 new programs have opened acrassititey, bringing the total to
150215

This strong growth in PMH NPs entering the workforce has led an academic researcher
studying the issue to conclude that this particular profession within the mental health care
workforce will increase in the coming . To account for projected future retirements, the
researcher calculated the number of current PMH NPs who were 60 years of age or older. This
figure is currently 21 percent of the current workforce, or approximately 6,400 people. This is the
numberof people who would be likely to retire within the next five years. However, the researcher
concluded that this loss would be offset by an increase of 1,500 new PMH NPs per year, or 7,500
over five years, leading to an overall increase in the nationwitté RP workforce?!®

As was discussed i n t PensghvamaneattsCGare Warldorce ar | i
Needs NPs have the potential to fill the gaps left by shortages of other providers, and this is no
less true in the field of mental health than foisprimary care and other specialtfé.There are
roughly 13,700 CRNPs in the Commonwealth according to the Pennsylvania Coalition of Nurse
Practitioner€!® The Kaiser Family Foundation estimates that there are 7,003 NPs in Pennsylvania
as of March 2018'°® The Pennsylvania Psychological Association estimates that there are 386

2’%Kat hl een R. Delaney and Dawn Vander hoef, fiThe Psychi a
Workforce: Charting the Futr elquiinal of the American Psychiatric Nurses Associa@lbmo. 1 (Jan./Feb 2019):

11-18, at 12.

2161d. at p. 13.

217 pennsylvania Health Caworkforce Needssupran. 204at p 93.

28Pennsylvania Coalition of NuedBeb.1lR 20a0utpsi/vtwwpacmporg/, @[ Ho me
2°Kaiser Family Foundation, fATotal Number of Nurse Prac
https://www.kff.org/other/statndicator/totainumberof-nurse
practitioners/?activeTab=map&currentTimeframe=0&selectswibutions=total&selectedRows=%7B%22states%
22:%7B%22all%22:%7B%7D%7D,%22wrapups%22:%7B%?22united
states%22:%7B%7D%7D%7D&sortModel=%7B%22colld%22:%22Location%22,%22s0rt%22:%22asc%22%7D
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psychiatric NPs in Pennsylvarii&. Neither Pennsylvania Department of Health nor the
Pennsylvania Department of Statppear tdkeep or publisidata on the number of PMH NPs
licensed or practicing in the Commonwealth.

Nationally, PMH NPs are clustered in the Northeast along-#%ecbrridor, south Florida,
the Pacific Northwest, and a few other urban areas (as shown treMap 4).2%*

(PMH-APRNs ) i n t h ePsydhmatri¢ Sedice®tNa. t12(Bec.@011): 1506609, doi:
10.1176/appi.ps.000532011
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220 pennsylvania Psychological Association communication with Commissidf, Feb 28, 2020.
2lDebarchana Ghosh et al ., @ Geos pAdvanceaPRractiGet RegisteredMurseBs y ¢ hi



The researchers who conducted the study showinglalseering of PMH NPs concluded
that there was a shortage of these professiéffalslowever, it had also been suggested by one
researcher that a maldistribution rather than a shortage is the real issue and that an increase of
PMH NPs in practice will natlter the lack of such professionals in rural areas, as any new PMH
NPs will gravitate toward the more densely populated and more affluent coasts and major urban
areas where PMH NPs are already overrepresent
underserved areas where recruitment and retention of mental health practitioners is a challenge,
provision of training to existing primary care practitioners, consultation via telemedicine, and
introduction of incentives for mental health specialists ofbaltkgrounds would be far more
effeddtive. o

Psychiatric Physician Assistants

One role that is becoming more common both in the mental health care field and in the
health care field more generally is the physician assistant (PA). Created by Dr. EugtaadA
of the Duke University Medical Center in 1965, the physician assistant role was developed to
relieve a shortage of physicians at the time. For his first class of PAs, Dr. Stead selected four Navy
Corpsmen who had received medical training durihgirt military careers and based the
curriculum of his PA program on the training that was used fotrfask doctors during the Second
World War??4

Al t hough there were only four former Navy (
today there arapproximately 131,000 PAs nationwide. Pennsylvania is ahead of thé tnetid
8,818 PAs as of 2018, the Commonwealth is third behind only New York and California in the
total number of PAs and second after Alaska in the ratio of PAs per €Rpithis represents an
increase of 7.7 percent over the 8,184 practicing PAs in the Commonwealth iff2017.

Generally, PAs have graduate degrees. To be eligible to be licensed as a PA in

Pennsylvania, an applicant must have graduated from a PA program recdyreziber the State

Board of Medicine or the State Board of Ostec
Boardso), depending on which b?% dyeState Boardaft es t
Medi cineds regul at i oprograms ecrediediby the ARdicae Madicah t i o n
Associationos Commi ttee on Al l i ed Heal t h Ed
Commission on Accreditation of Allied Health Education Programs (CAAHEP), Accreditation
Review Commission on Education for the Bicjan Assistant (AR@A), or a successor

222|d_

222Mi chael Bernstein, i S hRsychiairig Services3 Mba 3 (Miars 2012): 228t doio n ? , 0
10.1176/appi.ps.20120p293b

2*American Association of Physician Assistants, fiHistor
https://www.aapa.org/about/hisydr

2National Commission on Certification of Physician As
Assistants, o p. 8, Apr. 2019,
http://prodcmsstoragesa.blob.core.windows.net/uploads/files/2018Statistical P@ditEtedPhysiciaAssistas. pdf
26National Commi ssion on Certification of Physician As
Assistants, o0 p. 8,

https://prodcmsstoragesa.blob.core.windows.net/uploads/files/2017 StatisticalProfileofCertifiedPhysicianAssistants%
206.27.pdf

22749 Pa. Code § 18.141 (State Board of Medicine); 49 Pa. Code § 25.161 (State Board of Osteopathic Medicine).
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organizatiort?® However, the State Board of Osteopathic Medicine regulations only recognize
PA educational programs accredited by the CAHEA.

The current accrediting body for the Boards is ARE, because it is #hsuccessor
organization to CAAHEP and because only graduates of-RR@ccredited programs are eligible
to sit for the national PA certification examination known as the Physician Assistant National
Certifying Exam, or PANCE. The State Board of Ostedpattedicine has specifically required
that PA license applicants take and pass the PANCE, while the regulations of the State Board of
Medicine simply state that an applicant for
examin?tion. o

Pursuant to tate statute, PAs must be supervised by a physician and have a written
agreement with each supervising physician outlining the manner in which the PA will be assisting
each supervising physician as well as describing the nature and degree of supeidigataon
each supervising physician will provide to the BAThe written agreement must be provided to
and approved by the Board of Medicine and stipulate that the supervising physician must
countersign patientso regtheRA$ within ten days

Although a plurality of PAs work in primary care, they can and do specialize into certain
areas of practice, much like physicians. According to the National Commission on Certification
of Physician Assistants (NCCPA), psychiatric PAs accoufwednly 1,470 of the total PA
workforce as of 2018. This equates to roughly 1.5 percent of all PAs throughout the United
States*® However, this number may not accurately reflect the number of PAs working in
psychiatric care, as it is not a requiremehany governing body for a PA to formally specialize
in a field before working in it.

However, if a PA wanted to formally specialize in psychiatric practice, he or she must
obtain a Certificate of Added Qualifications (CAQ) from the NCCPA, the sameipagjan that
administers the PANCE exam. In the six years preceding the exam to obtain the CAQ, a PA must
earn 150 hours of Continuing Medical Education (CME) credits focused on psychiatry, with 50 of
those hours earned within the two years prior to takie exant*

Additionally, PAs seeking the psychiatry CAQ must have gained at least 2,000 hours of
experience working as a PA in that specialty within the same six year period. They must have
documentation substantiating their work experience. Attestadi required from a supervising
physician who works in the specialty and is f
that the applicant is able to apply the appropriate knowledge and skills needed for practice in

22849 Pa. Code § 18.131.

22949 Pa. Code § 25.151. The CAHEA has since merged with the CAAIEBARC-P A, #APMRCHIi story, o
http://www.arcpa.org/about/arpahistoryl/.

230 pennsylvania Health Care Workforce Neexlgran. 204 at p. 104, (Apr. 2019).

231 Act of December 20, 1985, (P.L. 457 No. 112, § 13); 63 P.S. § 422.13(f).

23249 Pa. Code § 18.142.

2332018 Statistical Profile of Cefiiedd PhysiciamAssistantssupran. 225at p. 14.

2*National Commission on Certifi cCAtQG.mwn of Physician Ass
https://www.nccpa.net/psychiatry
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psychiatry. The psychiati@AQ applicant must also take an ex&th.The Commonwealth does
not have any statutory or regulatory requirements for licensed PAs who work in a specialty field
of practice.

The average rate of psychiatric PAs to the general population is 0.4 psychiespeP
100,000 people. Compared with other states, Pennsylvania has anaabmage rate of
psychiatric PAs to the general populatféh As of 2018, Pennsylvania had a total of 91 psychiatric
PAs, the third highest total number after Texas and Northli@ard’

As for future supply and demand, the HRSA has published its estimation on what the
psychiatric PA workforce will look like in 2030, as well as projected future demand for their
services. The HRSA calculated two different projectionse assunmg an equilibrium between
supply and demand for psychiatric PAs as of 2016, and one assuming an unmet need for psychiatric
PAs. Under the assumed equilibrium scenario, by 2030 there will be 2,560 psychiatric PAs across
the country, with a demand of 1,53@aving a surplus of 1,030 psychiatric PAs. Under the unmet
need scenario, the HRSA projects a supply of 2,560 psychiatric PAs but a demand of 1,920,
narrowing the anticipated surplus to 649.

National Psychiatric PA Supply and Demand for 2030

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
2,560 1,530 1,030 +1,920 +640

Source:U.S. Department of Health and Human Services, Health Resoard Service AdministratioBehavioral
Health Workforce Projections, 269030: Psychiatric Nurse PractitionersyBhiatric Physician Assistants

235 Id

2®National Commission on CertificaReponrof oPpysildiban Ass
https://prodcmsstoragesa.blob.core.windows.net/uploads/files/2017 StatisticalProfilebySpecialty. pdf

Z"Angela J. Beck et al., fdAMapping Supply of the U.S. P
Public Health, Behavioral Hédth Workforce Research Center (Oct. 2018).
http://www.behavioralhealthworkforce.org/vgontent/uploads/2019/01/¥BA1l-P2-PsychMappingFull-Report
with-Appendix.pdf

238.S. Department of Health and Human Services, Health Resources and Service Aalministrn, A Behavi or al
Workforce Projections, 2018 0 3 O : Psychiatric Nurse Practitioners, P s
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projections/psychiatrigepractitionersphysicianassistants

2018pdf.
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The HRSA has also projected psychiatric PA supply and demand in 2030 by state. The
HRSA utilized the same twscenario approach to calculating future supply and demand on the
state level as it did on the national level. Using this method, the HRSA estimates that there will
be 130 psychiatric PAs working in the Commonwealth by 2030, with a projected demand of 60
and 80 under the assumed equilibrium and unmet needs scenariestivegp This would result
in a surplus of 70 and 50 under the different scenatfos.

Pennsylvania Psychiatric PA Supply and Demand for 2030

Demand Adequacy of Supply
Supply
Scenario Scenario Scenario Scenario
One Two One Two
130 60 80 +70 +50

Source: U.S. Department of Health and Human Services, Health Rescamd Service AdministratioBehavioral
Health Workforce Projections, 204®30: Psychiatric Nurse PractitionersyBhiatric Physician Assistants

Although they make up a small portion thie mental health workforce both within the
Commonwealth and throughout the country, they have the potential to fill needed gaps in mental
health care, particularly in underserved areas. Nationwide, roughly 37 percent of psychiatric PAs
accepted Medicajd25 percent accepted Medicare, and 10 percent rendered uncompensated
care?® This is a much greater ratio than psychiatrists, \ate more likely toaccept private
insurance or cash payment only.

2°y. S. Department of Health and Human Servicelevel Heal th
Supply and Demand for Behavioral Health Occupations: 20063 0, 6 p. 24, Table 10, (Sept
https://bhw.hrsa.gov/sites/default/files/bimathwa/projections/statevel-estimategeport2018.pdf

2402017 SpecialtyReport,supran. 236at p 118.
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FACTORS CONTRIBUTI NG TO THE
SHORTAGE OF MENTAL HEALTH CARE
PROVIDERS IN PENNSYLVANIA

The supply of mental health care providers within the Commonwealth is failing to keep
pace with the rising demand of mental health services. Before solutions to this failure can be
proposed, it is important to firstnpoint the factors responsible for producing the shortage.

Burnout in the Psychology and Psychiatry Professions

One key factor commonly found throughout literature analyzing the mental health provider
shortage has been the prevalence of burnout atmathgosychiatrists and psychologists. While a
phenomena like burnout is not solely responsible for the undersupply of mental health
professionals, many mental health stakeholders, including the National Council of Behavioral
Health (NCBH) believe that has had a negative influence on those currently practicing within
the mental health workforce, and those potentially considering careers in mentaffealth.

Defining Burnout

While the definition of the ter nurafithoir nout ¢
researchers tend to favor the definition initially developed by University of Califoideakeley
professor Christina Maslach and Rutgers University professor Susan E. J4ék&ooording to
Masl ach and Jackson, t Aipsyehmon digiuacanloud vn dred mee
prolonged response to c¢hr or Prolonget mspgnses wnden a | S
this definition include overwhelming exhaustion, feelings of cynicism and detachment from the
job, a sense of ineffectiveas and lack of accomplishment or any combination thétédthese
three responses are viewed as reliable measur ¢
stress experience within a social c onfalExt and
o t h é*% Brondthis definition came the Maslach Burnout Inventory (MBI) and the Maslach
Burnout Inventoryi Human Service Scale (MBASS), two of the most commonlsed

241 The Psychiatric Shortage: Causes and Solutmnm;an. 34.

221 an J. Deary, Raymond M. Agi us, Andr enw Pasdylcehri,at iPs
International Journal of Social Psychiatr#2 No. 2, (Jun. 1996https://doi.org/10.1177/002076409604200205
Christina Maslach and Michael P. Leiter, AiUnder stand
Implications for Pg ¢ h i aMortd YPsychiatry 15 No. 2, (Jun. 2016): pp. 103 1.

244|d_

245|d_
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instruments to measure levels of burnout among employed indivitfbaBnth scaks have been
utilized in 31 percent and 34.5 percent respectively of available studies on Fdfnout.

Effects of Burnout

By-andl ar ge, burnout irel adtesli dreerndedal a hiewad it h O
often linked with episodes of anxiety and depi@s?*® While burnout can have a profound impact

on oneds personal ment al stat e, it can al so s
exhaustion, somatization, social withdrawal, and the inability to regulate the expression of
emotion®*® Theses y mpt oms can adversely affect an indi

in the workplace. For instance, exhaustion and social withdrawal can lead to absenteeism, lowered
morale, and reduced efficiency and job perform&ntehe aforementioned physicsymptoms

can be extremely harmful when exhibited by psychiatrists and psycholbgists/iduals often

charged with the professional responsibility of tending to a vulnerable population. For instance,

At he depersonal i zati on ad tonleenenotonal distédncindg andn o u t
di sengagement of a ps%chologist from their cl

Prevalence of Burnout among Psychiatrists and Psychologists

Burnout among health professionals in general has become an emergent concern across the
U.S. and withinhe Commonwealth. A 2015 report on a study of physicians experiencing burnout
in 2011 and 2014 found an identifiable increase in burnout from 40 percent in 2011 to 48 percent
in 2014, which was coupled with a reduction in work satisfaction from 58 pdé6tpercent
respectively’>? According to a 2018 update, burnout levels slightly improved by 2017, with an
average of approximately 43 percent physicians reporting burnout, with a modest increase in job
satisfaction for the same year when compared to.2®aWwever, physician job satisfaction was
still lower than 2011 levels reported in the original repott.

Burnout levels have been found to be significantly high among mental health providers.
Several U.S. studies have indicated that 21 to 67 pesteméntal health workers nationally may
be experiencing burnout in their job$. A study in Northern California surveyed 151 community
mental health workers and found that 54 percent had significant levels of burnout resulting from
high emotional exhausitn, while 38 percent reported feelings of burnout attributable to high

246 Hannah M. McCormicket al AiThe Prevalence and Cause(s) of Burnc
Sy st emat i RrontRrs wn Psgahglogyd, No. 1897, (Oct. 16, 2018p. 2, doi: 10.3389/fpsyg.2018.01897.

247 |d
248 Id

249 Id
250 Id
251 Id

22 Tait D. Shanafeletal, fAChanges in Bur nout-Life Badancsia Physcfass @andithe n ~ wi t h
General U.S. Working Pop uawClinioProckeding\iDee 20152011 and 2014,
253 Tait D. Shanafeletal, A Changes in Bur nout-Lifa Badancs ia Physciars andithe n  wi t F
Gener al U.S. Working Pop uaywClinioProckedingCxte20182 011 and 2017, «
https://doi.org/10.1016/j.mayocp.28.10.023.

254 Gary Morseet al, AiBurnout in Mental Heal th Services: A Re\
Administrative Policy Mental Healtt89 No. 5, (Sep. 2012): pp. 3852, doi: 10.1007/s1048%11-03521.
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depersonalization raté®> A study surveying 29 directors of community mental health centers in
lowa found that over twihirds of the surveyed directors reported having high burncaresult
of emotional exhaustion and low personal accomplishiiént.

Similarly, international studies have consistently found that psychiatrists experience high
levels of burnout®” For instance, several studies within the United Kingdom reported aoénge
21 percent to 48 percent of psychiatrists having a high level of burnout attributable to emotional
exhaustiort>® Another study performed in Italy found that psychiatrists generally experience
burnout at a higher level than other physici&isvioreover higher levels of emotional exhaustion
and severe depression were found among psychiatrists than other physicians practicing in
Scotland, while psychiatric nurses experienced higher levels ofmstated exhaustion than other
nurses in Swedeft® It is important to note that the psychiatrists in the Scotland study did not
report more overall workelated stress than physicians and surgédns.

A 1988 study analyzing burnout in psychologists found that prevalence of burnout can vary
depending on age andpetience of the providéf? The study found that younger psychologists
reported burnout at higher levels than their older p&&r3he study opined that such a finding
may be attributable to the notion that with age, psychologists have developed thetabilit
conserve their emotional energy so that it is not depffedhe correlatiorbetweenage and
burnout level was further supported ansubsequent 1999 study which concluded that age
accounted for 8.4 percent of reports of emotional exhaustion arEef&dnt of the variance in
depersonalization in counseling psychologi§tsMoreover,a 2013 study went even further and
concluded that age appeared to be the only demograghicthat could distinguish between high
and bw burnout among psychologists.

255 Id
256 Id

257Hector A. Garciztal., fABur nout among Psychiatri st 8urioutResdaregh Vet er a
2, No. 4, (Dec2015): pp. 108114, https://doi.org/10.1016/j.burn.2015.10.001

258 Gary Morsesupran. 254

29C. Bressietal, fABurnout among Psychi at r i Pdychiatric Servidesd0 Na 7, A Mul
(Jul. 2009): 98:88.

260 Jan J. Deary, Raymond M. Agius, Andrew Sadlé&rPer sonal ity and Stress in Co
International Journal of Social Psychiair$2 No. 2, (Jun. 1996): pp. 1123,

https://doi.org/10.1177/002076409604200205. Thomsenet al, AfFeelings of Professi on;
ExhaustioninM nt al Heal th Personnel: The | mpor Pgahatherapg f Or ga

and Psychosomatic68 No. 3, (1999): pp. 15¥64,https://doi.org/10.1159/000012325
261 personality and Stress in Consultant Psychiatssig;an. 260.
262G, Ackerleyetal, A Bur nout among LPrafessiosabR$yctlsgReséach amdjFrasticdd, o

No. 624, (1988), doi: 10.1037/07-3928.19.6.624.
263

264 Id

5L, Vredenburgh, A. Carlozzi, L. St eiohPRractiteBSettingandt i n C
Pertinent Deounsefjng BsydnalogyR015): pp. 293802, doi: 10.1080/095150799082540.

%6p . Hardi man, J. G. SBenmoq,dsBuriBeutridmndal TMedhma in Couns
Mental Health, Religpn, and Culture No. 16, pp. 1044055, doi: 10.1080/13674676.2012.732560.
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Sources of Burnout in Psychiatry and Psychology

The sources generally attributable to the dimensional responses linked to burnout often
include one or more of the following: extreme workload (too much work, without enough
resources; control (micromagement, lack of influence, and/or accountability without power);
lack of reward (not enough pay, acknowledgement, or satisfaction); community (isolation, conflict,
disrespect); fairness (discrimination, favoritism); and values (ethical conflicts, messingl
tasks)?®’ Sources of burnout are not strictly limited to the above list, as burnout can also result
from situati onad mMmiagsmarshshehwasnithe ind¥vidual

While there are many sources of burnout in the waydd generally, some reports have
honed in on some very specific causes of burnout within the psychiatry and psychology
professions. @ 2017 report the NCBH pinpointed a host of specific administrative burdens on
psychiatrists working in public commuyibehavioral health centers that often lead to burffut.
According to the NCBH, these burdens include the following:

1 Regulatory restrictions on sharing information that can better coordinate care.

1 Limited time with patients to explain their conditioassess the impacts of psychiatric
medications, and support the patient and family.

1 Increased requirements for documentation and data entry into the electronic medical
record (EMR).

1 Minimal support resources to organize medical records, conduct routdeah
assessments, arrange for scheduling and complete required documentation.

1 Schedules that do not allow for collegial sharing, supervision of staff, and consultation
with colleagueg/®

According to the NCBH report, the specific burdens listed abowe l@ntributed
significantly to decreased feelings of personal accomplishment, emotional exhaustion, and a
feeling of extreme workload among psychiatrféis An example of increased requirements for
documentation found in the report was the fact that payredts in highvolume outpatient settings
are experiencing increased demands for documentation and collateral activities involving
medi cati on prescription that of ten fiidfpedes
Another study reported that nedocumentation requirements have also increased emotional
exhaustion and decreased personal accomplishment among psychéidgists.

267 personality and Stress in ConsultBsiychiatristssupran. 260
268|d_
%°fFThe Psychiatric Shorsuprane3datp. Wauses and Solutions, 0

210|d. at pp. 1718.
271 |d

212d. at p. 20.
23Hannah M. McCormiclet al, supran. 246at p. 12.
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Studies have also found that Al p] sychol og
through putting others needs before tleivn and despite the knowledge that social support can
buffer against the negative effects of burnout, many psychologists themselves are reluctant to seek
their own pr?26finensug cases,&ibgh levedslofiburmout among psychologists have
been attributable to emotional exhaustion resulting from high work demands and a lack of
autonomy?’® A prime example of this was revealed in a study surveying school psychologists in
the public sector. The study concluded that burnout from extreme worklo&arwase prevalent
among school psychologists who served multiple schools versus those who served only one school.
Consequently, psychologists with higher patieolumes, longer work hours, and a lack of
autonomy tend to experience higher levels of émnal exhaustion that contribute to burndfit.

In addition, psychologists working in the private sector, where they tended to exert more
control and flexibility over clients, hours worked, and case variability (as opposed to working in
the public sectdike many school psychologists), have reported lower levels of burnout than those
working in the public sectd’.” An example of this privatpublic sector difference was found in
a report that analyzed both psychiatrists and psychologists who workedtiviirS. Department
of Veterans Affairs (VA), which oversees the largest integrated mental health care system in the
U.S. and psychiatrists make up a significant portion its mental health workforoee than 3,000
psychiatrists according to 2014 dafé. A 2015 study of psychiatrists within the VA found
extremely high levels of occupational burnout, with 86 percent of psychiatrists reporting high
exhaustion and 90 percent reporting high cynid&mMilitary mental health providers reported
that providersvho had a greater number of patients per week experienced decreased feelings of
personal accomplishmefft.

Impact on the Mental Health Workforce Shortage

Given its profound effects, employee burnout has been linked to frequent absenteeism and
evenjobta nover . Studies have found that high | e\
related to mental and behavioral disorders, as well as diseases of the circulatory, respiratory, and
muscul os kel 2 tFarther, stydees rmvedoundl thatinthee nt al heal t h f i e
absences and turnover are correlated with reduced fidelity to evidased practices and increase
the costs of recruiting an d® Whilatheneed fpr boreowt st af
prevention and interventiorier mental health providers has been acknowledged by researchers
for quite some time, an insufficient amount of attention has been directed at addressing the need.
Without appropriate efforts to reduce its prevalence and eliminate its sources, burhout wi
continue to a contributing factor fueling the growing shortage of mental health care providers
within the Commonwealth.

2141d. at p. 13.

2151d. at p. 12.
276 |d

277 Id

2’8 Hector A. Garciget al, supran. 257
279 |d

280 Id

281 Gary Morsesupran. 254.
282 Id.
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Inadequate Enforcement of Mental Health Parity Laws

Another factor that appears to be aggravating the mental health providegshooth on
a national level and within the Commonwealth is the inadequate enforcement of the laws and
regulations governing mental healttsuranceparity. While mental healtinsuranceparity is
mandated under federal and state law, Pennsylvania cestitougrapple with the disparate
treatment of mental healtoverage by insurance carrier§he consequence of this disparate
treatment is lower insurance reimbursement to mental health providers and oftentimes fewer
individuals seeking needed mental hieareatment. Both of these consequences often deter
individuals from pursuing a career in the mental health field accordemgQt7 National Council
for Behaviorl Health repor£®®

Traditional Treatment of Coverage

The concept of mental healittsuranceparity has been discussed since the early 19860s.
It is the notion that mental health conditions and substance use disorders be treated equally within
health insurance pla® In other words, insurance companies must provide the same level of
benefts for mental illness or substance abuse as it does for other physical disorders and diseases.
Equal application of benefits would include visit limits, deductibles, copayments, as well as
lifetime and annual limits.

Insurers and employers have traati@lly covered treatment for mental health conditions
differently than treatment for physical conditions. For instance, mental health care coverage had
its own (usually higher) costharing structure, higher restrictions limiting the number of inpatient
days and outpatient visits permitted, separate annual and lifetime caps on coverage, and different
prior authorization requirements than coverage for other medicaP®€ar&hese restrictive
coverage rules had the ef f e cstantialyflessgererious thanme nt a
benefits for phy#®ical health conditions. 0

Federal Legislative Efforts

Recognizing the unequal treatment of mental health conditions over the years, both
Congress and a number of presidential administrations sought sstatiomgh federal legislation
and policies According to the U.S. Department of Health and Human Services (HHS), President
John F. Kennedy first sought to implement a parity policy within the Civil Service Commission
(now known today as the Office of Penmel Management). However, this policy had been scaled
back in the miel970s. During the 1970s, many individual states began enacting parity laws,
mostly limited to small group health plans, while others applied to certain individual policies.

283The Psychiatric Shortage: Causes Sotltions supran. 34 atp. 37.

2y, S. Depart ment of Health and Human Services, APar i
https://www.hhs.gov/about/agencies/advisogmmittees/mentatealthparity/taskforce/resources/index.html.

28 National AllianceonMentaliless, AWhat i s Mental Heal t-duppdttdivingt y?20 ht
with-a-mentathealthcondition/understandinpealthinsurance/whais-mentathealthparity.

%6s5arah Goodell, fAHealth PoHealth A&ffaid (Apr.e8f2014), Ment al Heal th P
https://www.healthaffairs.org/do/10.1377/hpb20140403.871424/full/.
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Some stees established minimum benefit level requirements for both mental health and substance
use disorder&®

In 1992, Senators Pete Domenici and John Danforth introduced the first federal parity
legislation in Congress known as the Equitable Health Care feer&éviental llinesses Act
(S.2696)%8° This proposed legislation was referred to the Committee of Labor and Human
Resources on May 12, 1992. However, the bill never becam@law.

In 1996, theMental Health Parity Act (MHPA)championed by Senators PauéNgtone
and Pete Domenicivas enactedo prohibit large group health plans from imposing annual or
lifetime dollar limits on mental health benefits that are less favorable than those limits imposed on
other medical osurgical benefits. The MHPA appliedo fully insured group health plans and
selfinsured group health plans. The law contained an exemption that permitted group health plans
to waive some of its key requirements if the plans were able to demonstrate that compliance would
result in cost ineases of at least one percent. The MHPA did not outright mandate coverage for
mental health treatment. Instead, its parity requirements only applied to group health plans that
provided mental health coveragfé.

With the promise of making both mentaldith and substance abuse treatment just as
accessible as care for other physical health conditions, the U.S. enacted the federal law formally
known as the Mental Health Parity and Addiction Equity Act of 2008 (MHPA&A)n general,
the MHPAEA waslesignedo prevent group health plans and health insurance issuers that provide
mental health or substance use disorder benefits from imposing less favorable benefit limitations
on those benefits than ather medical osurgical benefits. The MHPAEA essentigtiseserves
the already irfplace MHPA protections and addsgynificart new protections, most notably
extending the parity requirements to substance use diséféers.

Initially the MHPAEA only applied to group health plans and group health insurance
covera@, butit was later amaded by the Affordable Care Act and aghinthe Health Care and
Education Reconciliation Act of 2010 (catterely referred to as the ACAY apply to individual
health insurance coverag#.did so by adding mental health and dabse use disorder services
to the ten Essential Health Benefit categories that all new small group and individual market plans
are required to cover by 20%%.

288 parity Policy and Implementatiosypran. 284

289|d.

Congress. GioEvgq,uitSb26e96Heal th Care for Severe Mental |
1992, https://www.congress.gov/bill/102rmbngress/senatsill/2696.

291.S. H.R. 4058 (108Congress, ? Sess.), Sept. 11, 1996.

292 The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act ofe?@@8ed

on October 3, 2008 as sewis 511 and 512 of the Tax Extenders and Alternative Minimum Tax Relief Act

of 2008 (Division C of Pub. L. 11843);29 U.S.C. §1185a

293 Centers for Medicare and Medicaid Services, Center for Consumer Information & Insurance Oversight,

AThe MentPaalr iHeyalatnhd Addi ct i o nhttpE/gwnv.ecmg.govaiio/prggiiisP AEA) , 0

andinitiatives/othefinsuranceprotections/mhpaea_factsheet.html
294 Id.
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The following Tableis a comprehensive list of federal parity policies and legislation that
hawe been implemented since 1961.

Table 4

Timeline of Federal Parity Policies from 1961 2016

Year Policy Event

President John F. Kennedy directed the Civil Service Commis
1961 (now known as the Office of Personnel Management) to
implement parity

The first federal parity legislation (S.2696) was introduced in

1992 Congress by U.S. Senators Pete Domenici and John Danforth

Congress enacted the Mental Health Parity Act, which require
comparable annual and lifetime dollar limits on mentaltheand
medical coverage in large group health plans including emplo
sponsored group health plans.

President Bill Clinton directed the Office of Personnel Manager,
1999 to implement parity in the Federal Employee Health Benefit
(FEHBP).

President George W. Bushoés a
Freedom Commission on Mental Health which included a
recommendati on regarding par
Report.

Congress enacted the Paul Wellstone and Pete Domenici Me
Health Paty and Addiction Equity Act (MHPAEA), which
applied to large group health plans including emplegamsored
plans and was effective for most plans starting in 2010.
Congress enacted the Chil dr ¢
Reauthorization Act whichequired parity within CHIP plans. In
2009 the same year, CMS released a State Official letter providing
additional guidance regardif
CHIP.

Interim final rules were issued to implement the MHPAEA
effective for most policie and plans in 2011.

1996

2003

2008

2010

Final rules were issued to implement the MHPAE&ffective for
most policies and plans in 20115.

2013 Final rules on Essential Health Benefit (EHB) Plans were issu
implementing mental health and substanse disorder as a
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category of EHB and extending MHPAEA final rule parity
requirements to small group insurance and individual insurang
plans starting in 2015.

Final rules on Alternative Benefit Plans were issued providing
2013 further guidance regarding MHPAEGO s appl i cat i
continued this Medicaid program.

Medicaid State Health Officials letter was published providing
guidance on the application of MHPAEA requirements to
Medicaid managed care organizations, Medicaid Alternative
Benefits Plans, and CHIP.

TRICARE (formerly known as the Civilian Health and Medical
Program of the Uniformed Services (CHAMPUS)) issued a
proposed rule that levels cost sharing between meslicgical
and behavioral health care and eliminates treatment limits for
mental healtland substance use disorder care.

2016

Final regulations issued on parity in Medical managed care
organizations, Medical Alternative Benefits Plans, and CHIP.
Source: Data Timeline adapted by the Commission fdomS . Depart ment of Hearityt h and H

Policy and | mpupeatedect 23,12018),ritps://wiviv.lths.gov/about/agencies/advisory
committees/mentahealthparity/taskforce/resources/index.html.

State Legislative Efforts

Individual states began enacting laws intending hieae mental healtmsuranceparity
inthe 1970ssMany of these statesd | aws variefad to so
small goup health plans, while otherspied to individual policies.Employersponsored group
health plans havgenerallybeenexemped under state established parity |&Ws

Numerous states have enacted purely equal coverage laws while essentially expanding the
definition of mental health care. These types of laws vary throughout the U.S., ranging from
limited (requiringcoverage of only a few specific mental illnesses) to comprehensive (requiring
broad coverage for all mental ilinesses) which under certain state laws includes substance abuse
disorders’®® Parity ofcovered benefits under these laws often incligtation or frequency of
coverage, dollar amount of coveragedbeneficiary financial requirement$Some of the states
with equal coverage parity laws includekansas’®” Connecticut®® Delaware?®® and New
Jersey®

National Conference of State Legislatures, ,idMe(nDead. He
30, 20155 updated May 30, 201 Mttp://www.ncsl.org/research/health/mertalalthbenefitsstatemandates.aspx

296|d'

2971997 Ark. Legis. Serv. 1020; Ark. Code Ann. §23501et seq

2% Conn. Gen. Stat. Ann. § 3&i 4.

29 Del. Code Ann. Tit18 § 3343.

3002019 N.J. Laws Ch. 58, No. 2031; N.J. Stat. Ann. 1-Bv3
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Otherstateshaveestablished minimum benefgvel requirements for mental health and
substance use disorder§hese laws require that there be some minimum level of coverage for
mental illnesses or substance use disorders if coverage for those types of conditions is being
provided. An example of &se minimum benefits would be equal copayments and deductibles up
to the required level of benefits provided by the caffieiCurrently Pennsylvania has minimum
mandated benefits requi r &ndeharstatesfvithcurréntylermd hol o1
minimum mandated benefits requirements inclatieska®® California3®* and Maine®*®

Mandated offering laws generally require that an insurance carrier provide an option of
coverage for mental iliness, serious mental illnggsstance abuser a combintdon theeof. The
insured individual careither accept or reject the option. Morequbese laws alstypically
require that if metal health coverage benefits are offetieely must be equab nonmental health
benefits Alabam& s me nt al ldwdsaohet ekampleaof a mayndated offering law that
requires all group health benefilans offer to provide, at a minimum, additioma¢ntal health
benefits for a person receiving medical treatmentctatainmental illnesses diagnosed by an
appropriatey licensed providet%®

In an effort to promote greater transparency and accountability, some states have enacted
parity laws requiring annual reporting from insurance carriers to ensure mental health parity
compliance ando strengthen overall enforcemerenerally, reportingequirementsdirect
insurance providersof i | e an annual report with the st a
containing a description of the process used to develop or select the medical necessity criteria for
mental illness, drugnd alcohol dependency benefits, and medical and surgical benefits, along
with other processes utilized by thesurance provideto comply with the MHPAEAC’
Jurisdictionswith annualreporting requirements includ@oloradg3®® Delaware®® District of
Columba?' Illinois, ! New Jersey*? and New York3® The Pennsylvania Department of
Insurance isalso working on developing regulationfor attestation and documentation
requirementdor health insurerghat arerequired to comply withexisting mental health and
substance use disorder parity lais.

301 NCSL Mental Health Benefits: State Laws MandatingRegulating supran. 2%.
302 Act of Dec. 22, 1989 (P.L. 755, No. 106, § 8); 40 P.S. §8190808-8.

303 Alaska Stat. § 21.55.110.

304Cal. Ins. Code § 10112.27.

S0SME. Rev. Stat. tit24-A § 4234A.

306 Ala. Code § 2754-4.

307 SeeDelaware S.B. 230, 149%General Assembly (2017018); 18 Del. C. § 3343.
308 Colo. Rev. Stat. Anr§ 10-16-147.

309Del. Code Ann. Tit. 1& 3343(qg)

310D.C. Codes§ 31-3175.03

3112151Il. Comp. Stat5/370c.1(k).

3122019 N.J. Laws Ch. 58, No. 2031.

S13N.Y. Ins. Law§ 343.

314Proposed Rulemaking, Insurance Department, Mental Health Parity Analysis Documentation, 50 Pa. B. 798 (Feb.
8, 2020).
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Ineffective Enforcement

Despite the enactment of federal and state legislative measures mentioned above, many
states, including Pennsylvania, are failing to achieve true mental health parity. Furthermore, states
are only just starting to enact laws to strengthen enforcement of parity, such as annual reporting
requirements. One of the key reasons that true mental health party has continued to evade
Pennsylvania, along with many other states, is lack of effectiveraamhent tools. To fully
understand the issue of enforcement as it relates to mental health parity, it is critical to understand
the interplay between federal parity requirements and the role of the states.

While mental health parity is mandated unastdral law (the MHPAEA), states agwen
primary enforcement authority for health plans entered into within their jurisdiction (individual
and small group health plans, fully insured large group health plans, and Medicaid plans), while
the federal governent through the Department of Labor enforces parity amongnseifed
employer plans known as ERISA plaii3. State enforcement of the MHPAEA is usually
admi ni st er ed resgectiv@nsgdncealepartments er&tate banking agencies

Under thdfinal rulesof the MHPAEA ,any processes, strategies, evidentiary standards, and
other factors uselly an insurance carriér managing mental health and substance abuse benefits
must be comparable to, and applied no more stringently than, those usedaginmgather
medical orsurgical benefitd!® This also includes medical management standards, prescription
drug formulary design, network adequacy, provider fee levels, and step éserapiong other
processes. Thesgandards and processes are knowteurthe MHPAEA as nequantitative
treatment limitations (NQTLsS)’ State insurance departments ofteave to examinehese
NQTLsto determine compliance with the MHPAEA by conducting a careful qualitative review of
a plandés or he alnadgementlpmtacols. Hgedoghe domplaxity of the NQATLS,
competent clinical and legal professionals must conduct these ré¥fewsfortunately, studies
have revealed that state review of NQTLs has not paved the way for parity.

According toa report comnssioned by the Mental Health Treatment and Research
Institute there are still identifiable disparities in both -@fdnetwork utilization and
reimbursement rates fother medical osurgical providersvhen comparetb mentalhealth care
providers. For xample the report highlighted that between 2013 and 2015, the proportion of
inpatient facility services famentalhealth care that were provided @ftnetwork was 2.8 to 4.2
times higher than foother medical osurgical services. Moreover, the progpam of outof-

315 indsey Vuolo, Robyn Oster El | en Weber, f@AEvaluating the Promise an
Anni v e Health Affairs@log), (Oct. 10, 2018), doi: 10.1377/hblog20181009.356245.

318 Final Rules under the Paul Wellstone and Pete Domenici Mental Health Pargdiction Equity Act

of 2008; Technical Amendment to External Review for M8liate Plan Program, Fed. Reg. 68240, (Nov.

13, 2013) (to be codified at 45 C.F.R. Parts 146 and 147), https://www.gpo.gov/fdsysHakd/&Rl1-

13/pdf/201327086.pdf.

317 Stephen PMeleket al, MilimanRe s ear ch Report, AAddictioethand Ment al
Analyzing Disparities in Network Use and Provider Reimbursement R s, 6 Ment al Heal th Treat
Research Institute LLC, (Dec. 201p),1,

http://www.millimancom/uploadedFiles/insight/2017/NQTLDisparityAnalysis.pdf

388Ment al Heal t AdviRamydtimeusdn s , EqGui ty in Pennsylvania, o (i
https://www.mentalhealthpartnerships.org/insuraeguity-pa/.
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network outpatient facility services famentalhealth care was 3.0 to 5.8 times higher than for
other medical osurgical servicesandthe proportion ofout-of-network mental health cacdfice
visits was 4.8 to 5.1 times higher than dtiier medical osurgical primary care office visifd?

Regarding reimbursement rates, tteport ascertainedhat between 2013 and 2015,
primary care providers were paid 20.7 percent to 22 percehemhigtes for office visits than
mental health care pviders, while medical ansurgical specialty care providers were paid 17.1
percent to 19.1 percent higitrates forotheroffice visits than werenental health cangroviders®2°
Further evidence supporting the notion ttred current rates offered hiypsuance providersre
below the actual market value of the mentalltiecare services provides that 40 percent of
psychiatrists across the country have opted to run-aalghpracticesn orderto avoid the low
insurance reimbursemettt.

It should be mphasized thatarity of provider reimbursement rates for mental hezdtie
services is not required under the MHPAEA. However, the MHPAEA does require process parity
in the establishment of reimbursement rat@ganing thatthe process by which the paye
establishes the reimbursement rates for mental health services must be comparable to that of the
process foother medical osurgical reimbursement rat&. The large disparities illustrated in
the statistics above between mental heedtteservices ad other medical osurgical services
leaves open the questionwhether insurance companies are complying with the MHPAEA, and
further, whether state e v e | i nsurance departments are adeqg!

State insurance regulatavio are directed to enforce parity for stegégulated commercial
plans often Arely on traditional tool s, such
reactive and insufficient for parity enforcer
ineffective way of enforcing parity laws because patients may be unaware of the MHPAEA or its
state law equivalent, may not understand the intricacies of the law or what constitutions a violation,
and may not be aware of any rights they afford or the patlessary to enforce those rights.
Essentially, many A[c]onsumers are generally
and confusing compl aint process in the midst
enforcement at the state lévehich has the effect of making even strong parity laws tootfféss.

The unequal patterns of coverage foental health care are often the result of poorly
enforced parity laws. This unequal reimbursement pattanleast partiallyesponsible fortte
lower salaries of psychiatristghen compared to other medical specialtidd.least one study in
the literature found higher wages for mental health care providers in areas where mental health
parity is enforced?* A lack of effective enforcement, hawer,has precipitated a steady stream

319 Milliman Research Reporsuga n. 317 at pp. 2.

320d. at p. 2.
321 The Psychiatric Shortage: Causes and Solutgnsan. 34
22TimClementetal. , A T-BeepBi Par ity Co mpudltativecTeeatr@eutiLithimtioh or No n

( NQTL) Re q Kénnedyrrerunt Issye®rigiSept. 2017), p. 86,
https://www.dol.gov/sites/default/files/ebsa/laawsdregulations/rulesandregulations/publie
comments/faeB8/00018.pdf.

323 Evaluating the Promise and Potential of the Parity &apran. 315.

24E. Gol ber st ei n an daltlSnsiance Parity and Provitidfte gnetdayinal of Mental Health
Policy and Economic20 no. 2 (Jun. 2017): 782.
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of psychiatric unit closures due to an inability to recruit and retain psychidtfistantinued low

reimbursement rates and mental health facility closures will likely aggravate the shortage of mental

health profegsnals within the Commonwealth. This downward spiral of negative outcomes is
represented ifrigure 2.

Lack of Parity in Mental
Health Care Coverage

Fewer Mental Health
Care Providers

Figure 2

Decreased

Compensation for

Mental Health Care
Providers

Facilities Close or Limit
Number of Patients
Because of Lack of
Providers

Theillustration aboves representative of the effect a lack of parity in mental health care
coverage has on other asgecf the mental health care system. It is not intended to represent all
factors contributing to facility closures or a shortage of mental health care providers, as there are

other factors affecting these occurrences.

One study surveying the perspeetof primary care physicians (PCPs) on the barriers that

patients

was

j ust as

encounter

common

i n
a

gaining
barrier t o

access

t o ment a

outpatient n

c o v e r(aa59 pedcent of PCPs so reporting). The data further indicated that PCPs in states with
parity laws were more likely than PCPs in states with no parity laws to report problems due to a
shortage of providers. This would indicate that parity laws magerkate problems with provider
shortages if parity law§ or more effective enforcement of such lad/shave the effect of
increasing demand for services and there is no concurrent rise in the number of pt&viders.

325 Milliman Resarch Reporgupran. 317 at p. 19.
J. Cunningham,

%peter

fi Bey o Perspettivesion Access®r Menat g1 CHeal Phy
Health Affairs28 no. 3 (Apr. 14, 2009), doi: 10.1377/hlthaff.28.3.w490. The survey took place in 2008, before the
implementation of the feder®HPAEA.
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This study also found that PCPs iatss with mandatory parity were 8 percent less likely
to report access problems due to health plan barriers and five percent less likely to report problems
arising from inadequate coverage. Overall, more effective enforcement parity laws benefits
patientsand providers and may be part of the solution in easing a mental health care provider
shortage’?’

Restrictions on Mental Health Information Sharing

Anot her factor contributing to concerning
mental health care wkiorce is the regulatory restrictionplacedon information sharing?®
According to the NCBH, confidentiality regulations regarding psychiatric information (related to
both mental health and substance use disorders) have created substantial barrierssto acce
psychiatric services and have impeded the ability for practitioners to share inforfdatwhile

mai ntaining the confidentiality of a patiento
important, stateegulationsaiming to safeguard such oriation from disclosure have been seen
by many practitioners as overbroad. Such conf

to obtain and exchange critical information expeditiously with other mental health care
professionals. The resulgtirustrations among mental health care professionals can contribute to
burnoutamong professionals already within the field and can stir second thoughts among those
prospectively exploring careers in mental health.

Federal Regulations

Regulatory bargrs on psychiatric information sharing are found at both the federal and
state levels. Atthe federal level, the Health Insurance Portability and Accountability Act (HIPAA)
prescribes the minimum standard f otectedntealtmt ai ni
information3*° HIPAA included administrative simplification provisions that required the U.S.
Department of Health and Human Services (HHS) to issue the provisions for what known
as t he AP rwhichddely pulbtishédan Diecemb2000 and subsequently modified in
August 2002. This rulesets national standards for protecting identifiable health information of
individuals and sets limits and conditions on its use and disclosures without patient authorization
by three types of covereentities: health plans, health care clearinghouses, and health care
providers who conduct standard health care transactions electrofitallfie regulations also
expressly state t hat Al w] her e provided, t he
spei fications adopted under this subch®&pter ap

327 Id

328 The Psychiatric Bortage: Causes ablutions supran. 34at pp.17-18.

3291d. at p. 39.

330 Health Insurance Portability and Accountability Act of 1996, PL-104, 110 Stat 1936.

¥IHHS. gov, #AHIPAA for Professionals, o United States Dep
https://www.hhs.gov/hipaa/fgurofessionals/indektml; HHS.goy AHeal th I nformation Priva
States Department of Health and Human Servitgiss://www.hhs.gov/hipaa/fer

professionals/privacy/index.htmd5 C.F.R. Part 166t seq.

33245 C.F.R. § 160.102(a)d}), (b).
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The Privacy Rule protects all Aindi vidual
transmitted by a covered entity or its business associate, in any formiar vwieether electronic,
paper, or orat®® Individually Identifiable Health Information according to HIPAA regulations is
information that is a subset of health informafi&tincluding demographic information collected
from an individual, and:

(1) Is created preceived by a health care provider, health plan, employer, or health care
clearinghouse; and

(2) Relates to the past, present, or future physical or mental health or condition of an
individual; the provision of health care to an individual; or the passepteor future
payment for the provision of health care to an individual; and

(3) Identifies the individual; or

(4) With respect to which there is a reasonable basis to believe the information can be used
to identify the individuaP3®

However, HIPAA permits dicl osur e of ment al heal th i nf
consent if the covered entity is disclosing the information for the following purpdisesure
to the individual (unless required for access or accounting of discloslisesdsurdor treatmaet,
payment, and health care operations; disclosure pursuant to an agredisw@osurefor ary
reasorincident to an otherwise permitted use and discloslisetlosurdor the public interest and
benefit activities; andisclosurdor limited data set fothe purposes of research, public heaith
health care operatiof¥

Another set of federal regulations regarding the protection of indilichental health
information pertairs specifically to confidentiality of substance use disorder patient regdrds.
This set of regulations sets a relatively high standard for the protection of substance use disorder
information and is intended to prohibit the disclosure and use of such patientsregdthrolut
patient consent excephder certain circumstances whicitlude medical emergencies, research,
and certain audits and evaluatiéi%.The protections provided under these regulations apply to
federally assistedPart 2 programso whi ch i ncludes a majority of

3B¥HHS. gHealthInfarmat i on Pri vacy Summary of the HIPAA Privacy
and Human Servicehttps://www.hhs.gov/hipaa/feprofessionals/privacy/lawegulations/index.html

¥ Health I nformation is defi ned mationdiecluding §enet.irforntion, A160. 1
whether oral or recorded in any form or medium, that: (1) is created or received by a health care provider, health plan,
public health authority, employer, life insurer, school or university, or health care cleargggland (2) relates to the

past, present, or future physical or mental health or condition of an individual; the provision of health care to an
individual; or the past, present, or future payment for the provision of health care to an individual.

33545 CF.R.§160.103.

45CFR8164.502(a)(1); U.S. Department of Health and Hun
26, 2013) https://www.hhs.gov/hipaa/feprofessionals/privacy/lawegulations/index.html

33742 C.F.R. Part 2.

33842 C.F.R8822(b), 2.51,2.52,2.535eealsd ohn Petrila, AClIinical Practice a
State Confidentiality Laws and Other Legal | ssues, 0 (D
http://www.pacenterofexcellence.pitt.edu/documents/HIPAA%20Harrisburg%20Presentdtion.pd
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treatment center8® Excegions to these covered programs are the U.S. Department of Veterans
Affairs and the U.S. Armed Forcé¥.
State Regulations

While federal laws like those listed above set the minimum standards for mental health
information confidentiality, states are free pass daws that are more restrictivState laws
generally tend to be more restrictive than HIPAA regulatiom@neral but are rarelgtricterthan
the disclosure restrictiorfer substancese disorderd*

With respect to mental health records, ental Health Procedures Act (MHPB)ovides
that all documents regarding individuals in treatment shall be confidential and, without the
individual 6s written c @oostents tisclosethioanyoret However,r e | e .
there are exceptien whi ch all ow disclosure of treatment
treat ment f %7 r Regulhtiens jmplemerded puysuant to the MHPA also allow a
Pennsyl vania practitioner to disclose tpati ent
At hose actively engaged in treating the indiwv
person is being referred to the facility and a summary or portion of the record is necessary to
provide for continuity 3%f Altlpough ghe rMHPAaanckits and
accompanying regulations only apply to inpatient facilities and involuntary outpatient treatment,
its regulations regarding confidentiality have been incorporated by reference into the licensing
regulations for outpatient psychiatglinics and partial hospitalization prografs.

Pennsylvania has strictdisclosure restrictions regarding drug and alcohol abuse health
information tharfor mental health information, and these restrictions are also more stringent than
the correspondig federal provisions.The Pennsylvania Drug and Alcohol Abuse Control Act
(PDAACA) requires that:

All patient records (including all records relating to any

commi t ment proceeding) €& shall remain c
disclosed only with the patieséconsent and only (i) to medical

personnel exclusively for purposes of diagnosis and treatment of the

patient or (ii) to government or other officials exclusively for the

purpose of obtaining benefits due the patient as a result of his drug

or alcohol abus or drug or alcohol dependence except that in

emergency meds | situations swikesgm t he pati en
immediate jeopardy, patient records nizgy released without the

p at B @mséenbdto proper medical authorities solely for the purpose

of providing nedical treatment to the patient. Disclosure may be

made for purposes unrelated to such treatment or benefits only upon

33942 C.F.R. § 2.11.

34042 C.F.R82.12.

341 Clinical Practice and InformatioBharing,supran. 338

32 pct of July 9, 1976 (P.L. 817, No. 143, § 111); 50 P.S. § 7111(a)(1).
3355 Pa. Code § 5100.32(a)(1).

34455 Pa. Code §8 5200.41(c) and 5210.56.
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an order of a court of common pleas after appheeshowing good
cause therefot®

Unlike the federal regulations regarding drug armblabl abuse health information, the
PDAACA essentially requires a patientds conse
disclosure without patient consent in an emergencyenadi s i t uat i o rslifevibier e t he
immediate jeopardy. Asideom this scenario, a psychiatrist would have to obtain a court order
permitting disclosure, which can kema psychiatrist few optionshen attempting to coordinate
carewi t h a pat i e n¥%dTkis cantbaceme apisswewhetea psychiatristaging
a patient with substance use disorder.

According to the 2017 NCBH report, confidentiality regulations that are more restrictive
for psychiatric information than for general medical information can have a harmful impact on
psychiatrists and thework environment. Specifically, the report concluded that such restrictions
make it less likely that general medical providers will have access to psychiatric assessments and
recommendations regarding a patient, which can lead to duplicafemals 6r additionaland
potentiallyunnecessary psychiatric assessmésisequently, health care providers are left with
a substantial disincentive to add psychi atric

Confidentiality regulations can alsompede a psychiatristdés ab
information about a patient in a timely manner, which could havehisatening consequences
for psychiatric patients. Becausepsychiatrists often spend a great deal of time building
relationships withtheir patients, the inability to properly treat and help their patient due to
regulatory barriers such as strict confidentiality regulations can and often does negatively impact
their desire to stay within their area of practice.

The NCBH recommended nsing state confidentiality regulations so that restrictions on
mental healttand substance use disorder records like the ones found in these stataligseae
more equally with HIPAA and the regulations governing substance use disorder information unde
federal regulation®*® The lessening of restrictions @amformation sharingt the state level will
also help reduce the barriers the regulations create to a timely exchange of electronic health
records, which is critical for effective interventions aallaborations with other¥® Revising
P e n n s y | headtm infarmbasion confidentiality laws, including the PDAACA, to be enor
aligned with HIPAA and federal regulations on substance abuse infornatidd eliminate
barriers to efficient coordinated carehile still maintaining a reasonable level of patient
confidentiality.

However, loosening the regulations governing confidentiality of mental health and
substance use disorder patients is not universally supported. One argument is that allowing more
easily sharable mental health and substance use disorder records will discourage those who avoid
seeking treatment out of concern about stigma and the possibility of their private medical

3571 PS. § 1690.108(b).
346|d'

347 The Psychiatric Bortage: Causes ar8blutions,supran. 34at p. 39
348 |d

3491d. at p. 33.
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information being leaked or otherwise improperly accessed. SAMH$Agdtance, agrees that
whil e fibehavior al heal th information shoul d I
support i mproved care coordination, o0 practit
patientsd sensitive adndmmendahealtb informatidd Axehdrges ori n s t
networks, and provides examples of pilot projects that facilitate pretoegmovider
communication while complying with existing federal law regarding privaty.

Currently, the Mental Health Procedures fdHPA) allows a Pennsylvania practitioner
to disclose patientsd ment al heal th i nformat.i
treating the individual, or to persons at oth
facility and asummary or portion of the record is necessary to provide for continuity of proper
car e and %% RFurharttme dMRIRA albows exceptions to the confidentiality of treatment
records for fAthose engaged % AlthqughberMHPA angjitst r e a t
accompanying regulations only apply to inpatient facilities and involuntary outpatient treatment,
its regulations regarding confidentiality have been incorporated by reference into the licensing
regulations for outpatient psychiatric clisiand partial hospitalization prografis.

Student Loan Debt

Il n the Commi s s Penmsyvania HéaltlBare Werkfarae tNeedst was
recommended that the Commonwealth expand its programs for student loan repayment for certain
health care prafssionals who agree to work in underserved areas. Specifically, it was
recommended that the number of recent graduates receiving aid under the program be increased,
as well as the amount provided for repayment. Further, it was recommended to incrieaggithe
of time required to work in an underserved community in exchange for the loan repayment in order
to incentivize health care professionals to practice in underserved areas and remain there once their
loan forgiveness commitment period is o¥r.

As of November 2019, the aggregate outstanding student loan debt across the country was
$1.5 trillion and surpassed all other forms of outstanding debt with the exception of mottgages.
Debt from loans undertaken to pursue education is still an issuerajfdat health care workforce,
and the subset of professionals making up the mental health care workforce are no less impacted.
The mental health care workforce is more affected by student loan debt than most other sectors of
the workforce, as manyrolese qui re some form of graduate edu
a doctoral degree, or a medical degree.

350 U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration,
AThe Current Beélhaei orfalShtagdalntgh I nformation in Health
https://www.integration.samhsa.gov/operatiaasninistration/HIE_paper_FINAL.pdf

35155 Pa. Code § 5100.32(a)(1).

352 Act of July 9, 1976 (P.L. 817, No. 143, § 111); 50 P.S. 8.7d)(1).

35355 Pa. Code 8§ 5200.41(c) and 5210.56.

354 Pennsylvania Health Care Workforce Neeslgran. 204at p. 51.

355 Federal Reserve Bank of New York, Center for Microecondnict a , fiQuarterly Report on
Credit 2019 Q3,0 (Nov. 2019),
https://www.newyorkfed.org/medialibrary/interactives/householdcredit/data/pdf/HHDC_2019Q3.pdf
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Physician Assistants

Although PAs are a small part of the mental health care workforce, the rapid growth in this
profession within the last deaadnakes them an important contributor to the overall health care
workforce. These professionals are primed to take on a bigger role in the mental health care field,
as they have prescribing privileges in Pennsylvania (under supervision by a physibigigiaR
assistants who graduated from their PA programs in 8018e last year for which such data are
availabled have an average of $114,488 in student debt, including undergraduaf&®debt.
Interestingly, this is down from the 2017 figure reportethiet C o m m iPesnssyh@maiHealth
Care Workforce Needsvhich was $127,18%’ Although the average amount of debt held by
graduating PAs has fallen, there has been a drop in the number of graduates reporting no student
debt and an increase in graduaggsorting student debt of $200,000 or more, which now includes
nearly 10 percent of graduates. Sedble Sbelow for a comparison.

Table 5

Physician Assistant Graduates by Debt, 2017 and 2018

18.00%
16.00%
14.00%

12.00%

10.00%
8.00%
6.00%
4.00%
2.00%
0.00%

None Less than $50,000 - $75,000 - $100,000 - $125,000 - $150,000 - $175,000 -$200,000 or
$50k $74,999  $99,999 $124,999 $149,999 $174,999 $199,999  more

m 2017 m2018

Source: Compiled by Commission Staff from National Commission on Certification of Physician Assistants 2017 and
2018 Statistical Profiles @ertified Physician Assistants I8pecialty

%6National Commission on Certification of Physician Ass
https://prodcmsstoragesa.blob.core.windows.net/uploads/fitt8&atisticalProfileofCertifiedPAsbySpecialty1.pdf
357 pennsylvania Health Care Workforiseeds supran. 204at p. 42
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Nurses and Nurse Practitioners

There is no data differentiating the student loan debt of nurses and nurse practitioners who
work in the mental health care field from those wark in primary care or other specialties. As
was discussed in the section on mental health nurses and mental health nurse practitioners, the line
between a nurse working in primary care and a nurse working with mental health can sometimes
be blurred.

According to data from the September 2017 National Student Nurse Association New RN
Graduate Survey, the average student loan debt incurred by newly graduated nurses was $29,000.
In Pennsylvania, the average amount was $38@00lationwide, most recemtur ses o st ud
loan debts fall into the $20,000 to $40,000 range. Approximately one in five have student debt in
the $40,001 to $80,000 range, and a further five percent have debt in the $80,001 to $120,000
range. A small number even have educatioeat th excess of $120,000. However, the largest
range of student loan debt held by new nursing graduates is in the $0 to $5,000 range, with nearly
onethird holding this smaller level of indebtednéss.

For nurse practitioners, who must complete graslealucation to practice in their field,
average student loan debt is greater. According to survey data collected in 2016 by the American
Association of Colleges of Nursing, 74 percent of all nurse practitioners have undertaken some
amount of student loadebt. The median amount anticipated to be borrowed upon program
completion was between $40,000 and $54,999. The survey respondents were still in school during
the survey, so the borrowed amount 1is téhe st u:
conclusion of their educatiof{®

Pharmacists

Although there is a very small number of boasttified psychiatric pharmacists in the
Commonwealth and across the country, pharmacists in general are an important component of the
mental health care sgsn, as they are on the frontlines of dispensing medications necessary to
treat many mental health issues. In 2004, the average pharmacy graduate left school with $42,600
in student debt. By 2014, that amount had swelled to $108°407.

A 2019 study arigzing the responses of doctor of pharmacy students to a survey about
their finances, debt, and career decigioaking found that the average amount of student debt
held by survey respondents was $162, 7 #&éd. Fur
debt pressure and influence predicted their intention to enter direct practice (as opposed to

%yeronica Feeg and Diane J. Mancino, National Student |
Plans: Debt, Employer, and Educ able amo6 10 Noslf8snmes 2018),
https://www.ajj.com/sites/default/files/services/publishing/deansnotes/summer2018.pdf

%®Veronica Feeg and Diane J. Mancino, NationalesilBtudent
Nursing: How Employment Post Graduati obeamndsBitNotiest L o:
(Summer 2019https://www.ajj.com/sites/default/files/services/publishing/deansnotes/summer2019.pdf

360 American Association of Colleges dfur si ng, A The Numbers Behind the Degr
Educati on, dttpg/@ev.aacniu@idgbig/Portals/42/Policy/PDF/Debt_Report.pdf

¥lAmerican Association of Colleges of Phar npag2015),i2014 N
p. 71,https://www.aacp.org/sites/default/files/finalreportofthenationalpharmacistworkforcestudy2014.pdf

-78-



undergoing postgraduate training) and to work for a chain pharmacy (as opposed to a hospital
pharmacy)*®?

The issues of student loan debt is particulaciyta within the pharmacist profession. As
was addressed i n t h&enGsylaneaHeath Gamre B/erkfo2cé Negitisree p o r t
has been a rapid growth in pharmacy schools and pharmacy graduates in the last two decades, with
the number of new pharacy graduates increasing faster than the number of available pharmacist

positions. Additionally, the U.S. Depart ment
that between 2016 and 2026, the pharmacy profession will grow slower than alliprsfess
well as all #fAhealth diagnosi®hg and treating p

Another 2019 study on the pharmacist workforce noted that the consolidation of chain retail
pharmacies has also put pressure on the sigghand balance of newly licensedaphacists,
threatening the workforce with a supply of pharmacists that greatly exceeds d&fmand.

Psychiatrists

Amongst all physician specialties, psychiatrists have the highestaeiziome ratio,
carrying higher levels of student debt and earning/tlesn their colleagues in other specialties. In
2016, the median medical school debt held by medical school graduates who go on to specialize
in psychiatry was $190,000 with an interquartile range of $126,500 to $250,000. This was the
seconehighest men medical educational debt among all specialties after emergency medicine,
which had a reported median medical school debt of $200,000. This is markedly different from
data collected in 2010, which indicated that psychiatrists (median medical schaoobfdeb
$164,850) were similarly situated to other primary care specialties in terms of medical school debt
such as internal medicine ($164,850) and pediatrics ($164850).

Psychologists

The burden of student loan debt weighs heavily on psychology grastudents. In the
1970s, nearly 30 percent of clinical psychology doctoral students funded their training though
federal grants. By the 2000s, federal grants supported the education of fewer than four percent of
full-time psychology graduate studentsy B007, nearly 80 percent of psychology doctorate
students had some level of debt related to their graduate tréthing.

Data on graduate student loans in the late 2000s was collected in 2009 by the American
Psychological Association. For the surveyed 2608ort, the median debt for clinical Doctor of

%2Ni chol as E. Hagemeier, et al., fiStudent Phar maci stsb®d
Graduation, and Care®ecisionma k i Argeriaan Journal of Pharmaceutical EducatiB8 no. 4 (May 2019):

580-586.

363 pennsylvania Health Care Workforiseedssupran. 204at pp 160-161.

% Lisa Lebovitz and Natalie D. Eddi ngt onacyid TEc®wadast iionn,
American Journal of Pharmaceutical Educati®® no. 1 (Feb. 2019)-41.

%% Justin Grischkan et al ., ADistribut i20n AMA Intdread i ¢ a | E ¢
Medicinel77 no. 10 (2017):1532535,doi:10.1001/jamainteimed.2017.4023.
%Jenni fer M. Doran et al., @AGraduat draifng bartd Educatiois y c ho |l o

Professional Psychologh0 no. 1 (2016): 33.
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Psychology (PsyD) students was $120,000 (withtbire having in excess of $150,000 in debt)

and $68,000 for clinical PhD students. The PhD students pursuing a reseafeidshad
markedly lower levels fodebt, with the median being $38,500. Nearly 60 percent of PsyD
graduates owed more than $100,000 compared to less than 17 percent 8¢’ PBRsients
studying for a Doctor of Psychology degree typically enter clinical psychology practice, whereas
PhD (o Doctor of Philosophy) students are more likely to pursue academic and research positions
(although there are many clinicians with PhDs). Those who pursue a PhD arkytjyncked by

their institutionand pay no tuitiof®®

A newer study conducted B016 surveyed theaurrent psychology graduate students as
well as early career psychologists (ECPs) about their educational debt. The data collected in this
survey revealed that 73.7 percent of all respondents took out student loans to finance thee grad
education. Average current debt for students actively enrolled was roughly $100,000, with an
anticipated final debt level of $130,000. ECPs fared only slightly better, with an average graduate
school debt load of approximately $99,000. To be clbase figures reflect only educational debt
related to the respondentsdéd graduate educati ¢
undergraduate as well as graduate school) averaged $141,000 fenrstikéd psychology
graduate students and $10®)dor ECPS®°

A further breakdown of this data reveals that doctor of psychology students had the highest

anticipated debt | oad, with an average of $17:
service psychology doctorble v e | s t u cenage sf$136y00Q and aanedian of $120,000
i n debt .-orienie® dostwah e v le | studentso had an average

$73,000 in student debt. These figures are for graduate delstonly.

These figures represent a significant @age in student loan debt. In just seven years,
doctor of psychology students added $40,000 to their median debt for graduate school. Total
educational debt related to pursing a graduate degree in psychology, including undergraduate
study, commonly runmto the six figure range. Although the psychology profession can often be
financially rewarding, the deltb-i ncome rati o of new graduates
financial wviability of pursuing a dsbecstofdheal de
survey dat&’*

When accounting for salaries, recergiyaduated psychologists can expect to spend
between 16 and 30 percent of their pretax monthly income on paying back student loan debt absent
enrollment in a loan forgiveness program.uBlaly 69 percent of graduate students surveyed did
not expect to enroll in a loan forgiveness or repayment programs. Given the financial burden of
loan repayment, it is perhaps not surprising that 32 percent of surveyed students and 36 percent of

¥"Dani al Mi chal ski, Jessica Kohout, tMaralten e mpil olyamveski ,S
American Psychological Association, APA Center for Workforce Studies, (Jun. 2011),
https://www.apa.org/workforce/publicationsfdgc-empl/.

%Jonathan Golding and Anne Lippert, ACOomnsiPRhghol@et ween :
Today (Mar. 2, 2016) https://www.psychologytoday.com/us/blog/careierpsych/201603/choosiAgetweerphd
andpsydsomefactorsconsider

369 Graduate Debt in Psychology:@uantitative Analysissupran. 366at p. 8.

3701d at p. 9.

311d. at p. 10.
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ECPs indcated that they would not, or were not sure if they would, choose psychology as a career

again3’?

Marriage and Family Therapists, Counselors, and Social Workers

The professions of marriage and family therapist, counselor, and social worker are less
well-studied and there is less data regarding student debt for those entering these professions.
However, with a median salary of $38, 440 in Pe
soci al 3Wand %58,408 for marriage and family therapi®fsind degree programs that
can cost up to six figures, it would not be unreasonable to conclude that marriage and family
therapists and social workers are also facing a burdensome amount of student loan debt.

A paper investigating the effect of stude@ns on marriage and family therapists gathered
data by interviewing five practicing marriage and family therapists in Riverside County,
California. Those who were interviewed attempted to avoid student loans by loading up on credits
during each semestagoing to the least expensive school they were accepted into, taking time off
from school to work, working while attending school, and using scholarships or grants. One
practicing marriage and family therapist mentioned that $558 of her $600 montidytstoan
payment goes toward interest. These educated professionals were aware that student loans present
a nearly insurmountable barrier to their own fiscal solvency, and recommended living with parents
after graduation and taking advantage of governmegayment plans which allow borrowers to
pay a portion of their income every month for a set number of years rather than the full amount
owed3"®

One survey of 260 masters in social work (MSW) students indicated that the average
amount of debt for thosendertaking federal student loans was $25,000 and rose to $30,000 for
those who had also borrowed from private sources. More thaguameer will have at least
$40,000 in student loan debt upon completion of their MSW. These amounts reflect debt
underdiken to pursue the MSW degree, and do not include undergraduate degree debt.
Approximately 30 percent of the respondents had borrowed at least $30,000 for their
undergraduate education in addition to their M&Wted debt/®

When it comes to professisguch as marriage and family therapists, counselors, and social
workers, the burden of student loan debt must also be considered in the context of salary and other
compensation. With high deld-income ratios, these professions are susceptible to dussou
well as incentivized by student loan forgiveness programs. One study investigating how
compensation affects job satisfaction and turnover for social workers noted that recent graduates
in the sample were carrying substantial student loan debt whepaced to the salaries they

372|d. at pp. 8 and 10.

SBU. S. Department of Labor ,-1028 Mentahhealthoahd Suizstance AbiBé¢ Botial st i ¢ s
Wo r k eOcaupational Employment and Wag@day 2018) https://www.bls.gov/oes/current/oes211023.htm

S“U. S. Department of Labor-10B38r &au rofaglallandccHlatimtal gyt iThe r

Employment and Wage@ay 2018) https://www.bls.gov/oes/current/oes211013.htm

SAnt hony Cook, fdAPercepti ons o firdingahe Alleviatpe of GradliateFSahwal | y T h e
Stress, 0 dissertation, (2016) .

%l nt ae Yoon, fiDebt Burdens Amo-8gc MBWn @duma of 8catiglgvork A Na't i

Education48 no. 1 (Winter 2012): 10525, doi:10.5175/JSWE.2012.201000058
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received. The researchers went on to find that, while monetary gain was not a primary motivator
for individuals who become social workers, inadequate compensation strongly contributed to job
dissatisfaction and burnotft! A seprate studgxamining the role of student loan forgiveness on
turnover among social workers in Massaditssuggested that student loan forgiveness programs
were associated with lower turnové?.

Federal and State Student Loan Debt Relief Programs

Both the federal government and the Commonwealth offer programs which provide
indebted health care professionals the opportunity to have their loans repaid or forgiven by the
government. Most of these programs tie the offer of loan forgiveness or stagjmeepdo
commitments by the health care professional to work in a certain area or with certain patients for
a predetermined amount of time. The available programs and their requirements are listed below.

Pennsylvania Primary Care Loan Repayment Program(LRP). This program, run by the
Pennsylvania Department of Health, provides loan repayment as an incentive for primary care
providers to commit to practicing in a federally designated HPSA within the Commonwealth. The
program offers fultime and haktime twoyear contracts. For physicians, the repayment offered

is up to $100,000 for fulime and $50,000 for hatfme, and $60,000 and $30,000 for ftithe

and parttime nonphysicians, respectively. The mental health care professions which are eligible
for the program are:

Allopathic (MD) and Osteopathic (DO) Physicians (including psychiatrists);
Certified Registered Nurse Practitioners;

Physician Assistants;

Licensed Clinical Social Workers;

Licensed Professional Counselors;

Marriage and Family Thepésts; and

Psychologist¥®

= =4 =4 -8 _48_9_-°

As was discussed in further Pemdylaanid Health t he
Care Workforce Needshis program is highly competitive. In 2017, the Pennsylvania Primary
Care Loan Repayment Program received 264 appiichnt made only 37 awardfs.

Federal Perkins Loan Cancellation The Department of Education allows certain professionals,
such as teachers, public defenders, firefighters, and nurses, to cancel the federal Perkins student
loan. Nurses are eligible tave their federal Perkins loans cancelled after five years of eligible
service. The government will cancel 15 percent of the original principal loan amount for each of

S"Don Schweitzer, Terry Chianello, Brian Kothari, @&Comp
Sustai nabl Admmistatforis Sotiad WqQrRd no. 2 (Apr. 1, 2013): 13757, doi:

10.1080/03643107.2012.669335.

S8SB Fakunmojand RC Kersting, f@dAPerceived Effects of Student
Soci al Wor ker s SocialWilebs soadqdcu 2086): 3383390DOI: 10.1093/sw/sww051

S®Pennsyl vania Department ofr eHelalatnh ,R efpPaggynmesnyt! vPar moigar aPw i(nm
https://www.health.pa.gov/topics/HealfHanning/Pages/LoaRepayment.aspx

380 pennsylvania Health Caworkforce Needssupran. 204at pp 4849.
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the first and second years of qualifying ftithe service, 20 percent of the origimaincipal loan

amount for each of the third and fourth years, and the remaining 30 percent in the fifth year. It
does not cancel, repay, or discharge accrued interest. The application for cancellation must be
made to the school that disbursedtheloanot 0 t he school & Per kins | c

Federal Nurse Corps Loan Repayment Program Administered by the Bureau of Health
Workforce of theU.S. Department of Health and Human Services, this program will pay up to 60
percent of a nagedgscational loandalamde ingxcramhge foryaifesr service
commitment at a Critical Shortage Facility within an HPSA. These facilities include Critical
Access Hospitals, Disproportionate Share Hospitals, public hospitals, privapeaiibmospitals,

and Certified Community Behavioral Health Clinics, among others. There also exists an option

for the nurse to extend the commitment an additional year in exchange for an additional 25 percent
of the nurseds qualif%ing educational | oan ba

The quéifying loans are government and private loans with existing balances and exclude
Parent PLUS loans, Nurse Faculty Loan Program loans that are subject to cancellation, and Perkins
Loans. Only RNs and APRNSs are eligible to participate and loans obtainediifang in
vocational or practical nursing do not qualify.

National Health Service Corps Loan Repayment ProgramThis program, offered by the
HRSA, allows practitioners of primary care medicine, dental care, and behavioral and mental
health care to meive funds to repay outstanding qualifying educational loans. The mental health
care disciplines which are eligible for the repayment program are psychiatrists, health service
psychologists, licensed clinical social workers, psychiatric nurse specialetisage and family
therapists, licensed professional counselors, and nurse practitioners and physician assistants who
work in mental health and psychiatry.

The eligible participants may receive up to $50,000 for ayear commitment at a site
with an HPSA score of 14 or greater (up to $25,000 if working-thal€), or up to $30,000 for a
two-year commitment at a site with an HPSA score of 13 or less (up to $15,000 if working half
time). Once a practitioner completes the initial iyear service conact, they may become
eligible to apply for additional loan repayment funds through-yaa continuation service
contracts. However, there is no guarantee that a continuation contract will be available. Not
everyone who applies will be accepted intoltan repayment progradi?

Federal Public Service Loan ForgivenessThis program allows a debtor to have certain federal
student loans forgiven after making 120 payments toward their student debt under a qualified plan
while working fulttime for a quafied employer. Qualified employers are rprofits or the

#¥ly.S. Department of EducansBohpaRef€enakl| Baudent aAddpDi BE
23, 2019 https://studentaid.gov/manatmans/forgivenessancellation/perkins

%y.s. Department of Health and Human Services, HRSA NI
Fiscal Year 2019 Apptiat i on and Program Guidance, 0 (Feb. 2019),
https://bhw.hrsa.gov/sites/default/files/bhw/nursecdmpguidance.pdf

383|d'

384U.S. Department of Health and Human Services, Health Resources and Services Administration, National Health
Service Coop%, RéeNkdS$SGeht Pr ogr amhttps://ehschrsassgevodn Dec. 26, 20
repayment/nhstanrepaymemprogram.html
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governmen® those employed by feprofit hospitals or health care facilities are not eligible. The
eligible loans are those received under the Federal Direct Loan Program, and loans from the
Feceral Family Education Loan Program and the Perkins Loan Program are not eligible for
forgiveness. However, they may become eligible if a participant consolidates them into a federal
Direct Consolidation Loan. In that case, only loans made in servite @itect Consolidation

Loan will count toward the 120 payments needed for loan forgivéfress.

Income-Driven Repayment Plans These plans are designed to
more manageable. They are not forgiveness, repayment, or scholaogngms. Incomé®riven

Repayment plans are intended for borrowers who cannot afford to make payments toward their
student loans under a normal repayment schedule, who do not qualify for Public Service Loan
Forgiveness, and who have a high debihcome rab.

There are four different Incorrigriven Repayment plans currently offered by the U.S.
Department of Educatio® Revised Pay As You Earn, Pay as You Earn, Inc8ased
Repayment, and Incorrf@ontingent Repayment. Each requires that the borrowea aytain
percentage of his disposable incotnébetween 10 and 20 percent depending on the specific plan
0 every month. Not every loan is eligible for an incednen repayment plan, and each plan
covers different federal loans. For instance, only tiiesteral loans are eligible for inclusion in
the Revised Pay As You Earn plan, while Ince@antingent Repayment allows for inclusion of
Parent PLUS loans if they are first consolidated into a Direct Consolidatior?t%an.

Overall, studies have found association between financial factors (such as debt or
incentive programs) with practicing in an underserved or rural*&fed/hile such programs are
helpfulfor encouraging and incentivizing some students to pursue careers in geographic areas with
shortayes of health care professionals, they do not address the root cause of high student loan debt
0 the high cost of education. The Federal Reserve Bank of Kansas City, one of the twelve regional
reserve banks which comprise the Federal Reserve Systenge hasgni zed t hat A[ a]
factor in the recent climb in stude#t | oan de

There is some evidence that subsidiesuch as federal student loahdead to an increase
in tuition over the long run. Accordinto one economist, this is because schools compete in a
zerosum game for students and prestige. The availability of aid in the form of federal student
loans allows schools to raise tuition, which in turn is used to invest in new buildings, more faculty
and administrators, smaller class sizes, expanded majors and course offerings, and nicer amenities.

¥yYy.S. Department of Education, f@APublic Service Loan Fo
https://studentaid.gov/managmangforgivenesscancellation/publieservice

%Y. S. Department oeDfr iBvdeurc aReipoany, mefnitn c(olnkeR) Pl an Request, ¢
https://studentaid.gov/app/ibrinstructions.action

TA., Goodfellow et al ., 0 PRan Brdciice toocatiom indhderserved rdebanyor Roralr e P h
Areas in the United St at e AcadeAic Medidgn®kenn® (Sept. 2016):t1B2t ur e Re
doi: 10.1097/ACM.0000000000001203.

388 Kelly D. Edmiston, Lara Brooks, Steven ShepelwicheThFeder al Reserve Bank of Kans
Overview and RessacckWorkindRapepr.e2013)0p. 12,
https://www.kansascityfed.org/publicat/reswkpap/pdf/rwp%20%df
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These new investments raise the overall cost
increases??

Another researcher has noted that béraV responses to government programs can
undermine their intended effects. Examining the institutional price response to federal student aid,
it was discovered that instead of raising tuition for all students, the studied institutions engaged in
strategc price discrimination by giving more institutional scholarship funds to more competitive
students.The consequenaeasthatsome studengsaidmore than others as the institutions became
more selective with their own aid awards.

In some cases, it the schools themselves that are tackling the student loan issue. In 2018,
New York University School of Medicine announced that for its graduating class of 2022 and for
all classes thereafter, the medical school would be tuitefor all student®? In an interview
with the Wall Street JournalDr. Robert I. Grossman, the dean of the medical school, explained
the reasoning behind eliminating tuition for New York University medical students:

Thereds a significant t Thatcoudng peri od af

be three years and then beyond. I n t hi
relatively small sum of mone&y $50,000 to $70,000 a year and,

you ar e, i n mo st cases, -hwwor ki ng very
wor kweek. Then 1 tds a verrpwnl ong path un

practice. Those are formative years where a lot of people are starting
families, having partnerships. There are tremendous opportunity
costs39?

In Pennsylvania, Geisingetealth Systenwill offer free tuition for 40 medical students in
each class ats Geisinger Commonwealth School of Medicine. The students who accept the
tuition-free offer must commit to work in primary care with Geisinger after graduZtion.

The high cost of education for mental health care professionals, who usually possess
advanced degrees, has led to a marked increase in the student loan debt for these professionals.
Carrying a high debt load has been observed to affect the career choices of medical students, with
a lower debt load being associated with a higher likelihoguaafticing primary care medicirfét

389 Andrew Gillen, Center for College AffordabiltyandP ducti vi ty, Al ntroducing Benn:¢
2012),https://files.eric.ed.gov/fulltext/ED536151.pdf
3Nick Turner, TfiWho Benefits from SiBaderdt FAIde?T aTheSthEde

working paper, University of CaliforaiSan Diego, (Oct. 20, 2010),
https://escholarship.org/content/qt7g0888m;j/qt7g0888mj.pdf

®INYU Langone Health, #@ANYU -ButibndSchblarghips tovd Meiw & Current Mtlidale r s F u |
Students, 0O press r ehttpe:/npulangné.drgingws/nydcBootme@idndofers;full -tuition-
scholarshipsall-newcurrentmedicatstudents

sarah Toy, fAWhy NYU i s Ma-Fr eWallBttest JoMeafOctc30,12018)c hoo!|l Tui t
3B¥Al i a Paavola, fGeisingeTuittoi oOnf ffeorr F4Beck&dMMesdieahResevopoer Y e
(Nov. 6, 2019) https://www.beckershospitalreview.com/hospitllysicianrelationships/geisingeree-medschoot
tuition-aimsto-curb-primary-carephysicianshortage.html

394 JP Phillips, SM Pettr son, AW Bazemore, RL Phillips, AA Retrospe
Medi c al Student Debt and Pr i manngls o€Ramiy Mdlicisd? hoi &(Hov.i n t he
2014): 542549, doi: 10.1370/afm.1697.
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Possessing a greater amount of student debt relative to peers has been associated with choosing
specialties offering higher average annual incotfres.

For some professionals, such as social workers, marriage and theigpists, and
counselors, the amount of debt undertaken can be difficult to repay given tHe-oheloime ratio
of such professions. For psychiatrists, a high educational cost is offset by a high salary when
compared to other mental health professisnbutpsychiatristshave one of the worst detu-
income ratios of all physicians. Many mental health care professionals may rely on loan repayment
programs or incomedriven repayment plans in order to afford repaying the government for their

student loa s , depending on each individual s <circ
increasing indebtedness of the Commonweal t hd
considered.

Lack of Faculty and Training Opportunities

When discussing the shag&of mental health care professionals, the solution of educating
and training more such professionals is usually at the forefront. However, the process of educating
and training mental health professionals can itself present challenges. One of thesgeshis
that institutional capacity to educate and train can be constrained by an inability to find faculty or
clinical training sites. The lack of clinical training opportunities has particularly affected
psychologists. An inability to attract facylhas also affected nursing schoaiich isrelevant
to this study because of the ability of nurse practitioners to prescribe psychotropic medication and
who can be a valuable bulwark against a shortage of mental health care professionals.

Clinical Training Sites for Psychologists

To become a practicing psychologist, a doctoral psychology graduate must complete one
year of postdoctoral supervised experiett€eAlthough there is no regulatory requirement that
the postdoctoral supervised experience bea dacility accredited by any organization, the
American Psychol ogi cal Associationbés Commi ssi
doctoral, internship, and postdoctoral #Aresi de¢
programs are typicallfellowships focused on training and mentorship to allow the new graduate
to accrue supervised experierice There are three APA COA accredited postdoctoral fellowship
programs in Pennsylvania, according to the A#A.

3%J, Rohlfingeth . , AMedi cal Student Debt and Médidal&Education OdineChoi ¢ e s
11 no. 19 (Nov. 2014): 25603, doi: 10.3402/meo0.v19.25603 (electronically published).

3%649 Pa. Code § 41.32.

¥patty Kuo, fAFour Wdoyitsron Rsychologyldl./Aag. b2k 76d o ¢, 0
https://www.apa.org/monitor/2012/@8/postdoc

¥ American Psychol ogical Association Commi ssion on Acgc
Training in Health 8tps/wmvwapariespocraddation/grggramsiposid8ctomal.pdf
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The Association of Psychology Postdioral and Internship Centers (APPIC) also provides
an organized, centralized system for applying to postdoctoral fellowships. APPIC operates more
like the National Resident Matching Prograén the organization responsible for matching
medical school stuhts with posgraduate residency positiondhrough APPIC psychology
doctoral graduatespply to programs, interview, and receoféers within a specific time period.
As of October 2019, there were 42 such fellowships available in the Commont#alth.

Many positions, however, are more informal and are operated by bhaadtbrganizations
which employfully-licensed psychologistsTher e i s no national Amat c
positions for new psychologists to obtain supervised experience. @btgdestdoctoral
supervised experience is more akin to finding a first job out of school. The APA advises recent or
soonto-be psychology doctoral graduates to join listservs, network with professional contacts,
professors, and at conferences (as manydposral training positions are never formally

advertised), and utilize Internet sour¢®s suct

A search of the APA6s job Ilisting site, h
Pennsylvaniafoiii nt ernshi po or fdentry | eve'l'dGogogldbs, t w
search for Apsychol ogy postdoctor al residenc

psychologists who are not yet licensed and need supervised experience in order to obtain
licensure!©?

In addition to the need to secure a postdoctoral position offering supervised experience,
psychology doctoral students need to complete a-lgegr internship during their doctoral
coursework and training. This has been a significant hiregrto training for psychology doctoral
students this decad@ver time the number of internships available were exceeded by the number
of students who needed an internshifhis imbalance has been correcting itself more recently,
but this is due largglto a smaller number of psychology students who need an internship.
Effectively, there has been a disparity in the ratio of internship applicants to available internships.

To illustrate, in 2014there were 4,335 applicants who applied to 3,501 positions
meaning that only 81 percent of applicants were able to obtain an internship thaDyeaB00
students were left without an internship position. Further, only 60 percent of applicants were
placed in an internship accredited by the APA, which igired for employmenin place such as
the Department of Veterans Affairs and most correctional facilities. According to APPIC data

¥Association of Psychology Postdoctoral and I ndernship
Pennsyl vani ahttps://win@appic.orglPostd@cs/UniversdychologyPostdoctoral

Directory/SearchResults

400 Kuo, Four Ways to Find a Postdaipran. 397

401 American Psychological AssociatioPsycCareers fiJobs i nd Pemmg ylewal aor | nterns
Nov. 1, 2019,
https://www.psyccareers.com/index.php?action=advarssatch&page=search&keywords=Psychologist&industry
=&country=United+States&state%5B%5D=Pennsylvania&city=&zip=&zip_radius=&position_type=&min_salary=
&max_salary=&salary type=&experience_level%5B%5D=Internship&experience_level%5B%5D=Entry+Level

02 GooglPes,ychiol ogy Postdoctor al Residency Progr ams in
https://www.google.com/search?client=firefbxl-
d&g=Psychology+Postdoctoral+Residency+Programs+in+Pennsylvania&ibp=htl;jobs&sa=X&ved=2ahUKEwixrtD
IrNHIAhUJO1kKHZf0B6kQiYsCKAB6BAgHEAM#fpstate=tldetail&htidocid=uEpe5LXySNTys3_pAAAAAA%3
D%3D&htivrt=jobs.
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from 2014, while both the number of psychology graduate students needing an internship
placement and the number of intermghhas been growing in the preceding 15 years, the growth
in applicants has outpaced the growth in placements avatféble.

The impact of a student being unable to secure an internship position cannot be understated
in its impact on both the student and tdwerall psychologist workforce. Perhaps most poignant
is that graduation and entry into the workforce are delayed by at least one year if a student cannot
obtain an internship. On a more personal level, unmatched students must pay for an additional
yearof tuition, may need to obtain alternative employment, may postpone marriage and family
formation, and some may even question their career tfjals.

What makes this phenomeneren more concerning is that many psychology doctoral
students obtain their pbgraduate employment through their internships, and fewer internships
could translate into fewer entigvel positions for newhminted psychologists who must be
supervised before becoming licensed.

In recent years the number of unmatched studentssathe U.S. has been declining.
During the 2015 application cycle, 436 students were unmaf€hdd. 2016, there were more
internship positions available than there were applicants. However, 274 psychology students
eligible to take an internship withdrew did not submit an application for one. Had they all done
so, there would have still been a deficit of 199 internship positions. Further, in 2016, there were
3,999 applicants, down from 4,435 in 2042.

In 2018, there were 3,906 internship slot@2gpercent increase over 2012. Of the 3,779
students who applied for an internship, 3,163 received one after an initial period of application.
At the timethesedatawere published, graduate psychology students were still in the process of
finalizing their internship plans, and it was predicted that those who were unmatched for an
internship position would receive one. In 2018, only 184 applicants either withdrew or did not
submit an application for an internship. It should be noted that the improventle@ number of
applicants finding internships was due partially to a reduction in the number of applicants.
However, this is still a move in the right direction, as both the overall number of applicants and
proportion of applications obtaining an imship increased in 2018 relative to 2d12.

One of the largest providers of internship and postdoctoral fellowships is the U.S.
Department of Veterans Affairs (VA). As of 2018, the VA provided 711 psychology internship
positions across 133 internshippgrams and had a presence in every state. The VA also provided
450 postdoctoral fellowship positions at 145 VA medical centers, allowing new psychologists to

BMi ke C. Parent et al., fAdé6Worst Experience oJounsly Lifed
of Clinical Psychology'2 no. 7 (2016): 71:Z42, at 715.

%“Rebecca L. Brock et al., fAAddressing the Psychology In
Community, 60-4dn.d. , at pp. 3

https://www.academia.edu/21640044/Addressing_the Psychology_Internship_Crisis_Converging_Perspectives_of _
the_Psybology Community

4051d, at p. 3.

Kim I . Mills, fAMor e gradPSYEH Magdwinep.<l (2016)apn6. | nt er ns, 0
“WRebecca A. Clay, AMore Go MahitoNoa Rsychdlog¢9 nol 5(20&8):24s hi p Seeke
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obtain the supervised experience to become licensed. The number of these training positions at
the VA has nearly tripled in the past decétfe.

Anecdotally, it has been reported that To
program has ended. The internship once provided psychology students with training in conducting
competency to stand ttiavaluations, among other things. The primary reason that it ended was
because the facility could not find qualified professionals to run the program and supervise
interns?%® Torrance State Hospital is a mental hospital operated by the Pennsylvanitri2epar
of Human Services and is located in Westmoreland County.

Nursing Faculty

Initially, one would not think that a difficulty in recruiting nursing faculty would have an
impact on the overall mental health care workforce. However, mental healds raumd nurse
practitioners are drawn from the general population of nursing school graduates, so a lack of
faculty, preceptors, or other educational opportunities could also be considered an impediment to
the growth of the overall mental health care workfo e . Il n t he @Cennsyiargas i ono s
Health Care Workforce Needpublished in 2019, it was noted that in 2016 baccalaureate and
graduate nursing progranmecross the countryurned away approximately 64,000 qualified
applicants due in part to eckaof faculty and preceptof$® However, since that time the problem
hasbeenexacerbated, with roughly 75,000 qualified applicants having been turned away from
baccalaureate and graduate nursing programs in 2018 due to an insufficient number of faculty,
clinical sites, classroom space, clinical preceptors, and budget constraints.

According to a survey prepared by the American Association of Colleges of Nursing, there
were 1,637 filtime vacancies for nursing faculty for the 2e@20 academic year. délitionally,
475 of the surveyed nursing schools had a vacantified faculty position open, representing
approximately 53 percent of all institutions responding to the survey. A further 134 (or 15 percent)
of schools surveyed reported that while theyndt have vacant futime faculty positions they
are in need of additional faculty. The remaining 284 schools reported that they do not have vacant
full-time positions and do not need additional factfitySeeTable 6 below for a yeaby-year
comparison

BAmMy Novotney, rii HMopgoodnhRsychslogdd no. 9 (Oct. 2018): 64.

409 | etter from the Pennsylvani@sychological Association to Joint State Government Commission Staff, (Oct. 8
2019).

410 pennsylvania Health Care Workforce Neezlgran. 204at p. 22

41 American Assoi ati on of Colleges of Nursing, AFact Sheet :
https://www.aacnnursing.org/Portals/42/News/Factsheets/Fa8htitageFactsheet. pdf
“2jJenny Keyt, Yan Li, Di Fang, f@ASpeci anic YSan20¢R @2 ®b,n0 Vaca

American Association of Colleges of Nursiagcessed Nov. 12, 2019,
https://www.aacnnursing.org/Portals/42/News/Survegsa/Vacancyl19.pdf
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Table 6

Nursing Schools with Reported Rdllme Vacancies, Nationally,
20142020

Full-Time Vacancie

0 200 400 600 800 1,000 1,200 1,400 1,600 1,800 2,000

m2014-2015 m2015-2016 m2016-2017 m2017-2018 m2018-2019 m2019-2020

Source: Compiled by JSGC Staff from data taken from the American Association of Colleges of Nursing Research
and Data Center, Special Surveys on Vacant Faculty Positions for Academic yea2)281#rough 201:2020.
https//www.aacnnursing.org/Newsformation/Researcbata.

Table 7

Total Filled FullTime Nursing Instructor Positions, Nationally,
20142020

Total Filled Positions

0 5,000 10,000 15,000 20,000 25,000

m2014-2015 m2015-2016 m2016-2017 m2017-2018 m2018-2019 m2019-2020

Source: Data ampiled by JSGC Staff from the American Association of Colleges of Nursing Research and Data
Center, Special Surveys on Vacant Faculty Positions for Acadgeacs 20142015 through 201:2020.
https://www.aacnnursing.org/Nevisformation/Researcbata
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The most commonly reported issues with faculty recruitment for the-2020 academic
year are the noncompetitive salary of such positions (61.2 percentvafysrespondents), an
inability to find faculty with the right specialty (58.3 percent), and a limited potdaflty with
doctoral degreets3.5 percent}!® Other issues regarding the difficulty of attracting faculty that
were noted by the nursing sc®acluded challenging geographic area (such as rural location or
high cost of living), institutional budget cuts, and culturatft.

As can be seen in the tables above, the number of vacantilled faculty positions has
risen every year since th@24-2015 academic year. The only exception is a decline in the number
of vacant positions in academic year 22020 from 2018019. However, the number of filled
full-time nursing faculty positions has also increased during that time period, growengi30
percent. Although the overall increase in nurse faculty is a bright spot, the inability to fill nurse
faculty positions is becoming a significant barrier in the production of ceidgeated nurses.
This is further evidenced by the amount ofilled positions as a percentage of filled positions,
which has increased since the 2215 academic year as is shown in the chart below.

Table 8

Vacant Nurse Faculty Positions as a Percent of Filled Positions,
Nationally, 20142020

Vacant Positions, Percentag
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m2014-2015 m2015-2016 m2016-2017 m2017-2018 m2018-2019 m2019-2020

Source: Data @mpiled by JSGC Staff from the American Association of Colleges of Nursing Researctatend D
Center, Special Surveys on Vacant Faculty Positions for Academic years2@034through 2012020.
https://www.aacnnursing.org/Nevisformation/Researcbata.

4131d. at p. 14.
441d. at p. 16.
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In Pennsylvania, RN faculty are required to possess a graduate degree in nursingea lice
to practice nursing in Pennsylvania, and have expertise in their area of instftic#henRN with
a bachelords degree may teach as a dfaculty
member as long as he or she possesses a license to prac8o®y in Pennsylvania. A
baccalaureateducated RN may teach as a faculty assistant for a maximum cumulative period of
five years*'®

The Pennsylvania Department of Health conducted a study of the nursing workforce in
2014 which also addressed nursiaguity within the Commonwealth. In 2014, there were 4,342
RN faculty members, of whom 4,340 (or 99.9 percent) met the faculty requirements or were
working towards completing the requiremetits.

There has been tremendous growth in the number of ndesinlgy in the Commonwealth.
According to data from the Pennsylvania Department of Health, in 2003, there were 977 faculty
member s teachi ng i-grantRiNprograncsh Byl 2014,dhere deeed?2/53%0e In
2003, there were 335 faculty teachinly Riploma programs. By 2014, there were 364. In 2003,
there were 649 facul ty -grenang progrags. ByRO1lR btheravwesro c i a |
1,388 faculty members teaching in such progréhs.

Although a lack of nursing faculty is a nationwide o bl em, t he Commonwea
programs appear to struggle more with securin
degreegranting RN programs reported that they only admitted 49 percent of their qualified
applicants into their progms, and limited clinical capacity was the most frequently reported
reason for not admitting all qualified applicafts.

Of the 21 responding baccalaureate nursing programs, 15 (or 71 percent) indicated that
clinical capacity was the reason for not adimg all qualified applicants.However, 10 (or 48
percent) also cited being at faculty capacity as a reason for not admitting all qualified applicants.
A further 13 (or 62 percent) indicated that physical capacity prevented the program from admitting
more students. Responding programs could select for than one reason why their program was
unable to admit all qualified applicarffs.

41549 Pa. Code § 21.71(c)(1).

41649 Pa. Code § 21.71(c)(2)

“YPennsylvania Department of Health, Bureau of ®#&ealth P
Data From 2014 Nursing Education Program Annual Report
https://www.health.pa.gov/topics/Documents/Programs/Workforce%20R&@it4%20Nursing%20Education%20

Report.pdf

481d, at p. 12.

491d, at p. 14.

420d, at p. 15.
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SOLUTIONS AND RECOMMENDA TIONS

Although issues like ensuring mental health parity of insurance coverage, studeletdiban
andalleviating burnout in the medical professions seem like insurmountable issues, there are some
policies tha the General Assemblycould pursue which wouldhelp ease the strain on the
Commonweal thds ment al heal t hproviderse system caus

Encourage the Use of Integrated Care Models

One of the solutions to a shortage of providers is to develop new models for delivering care
with the goal oimaking more efficient use @ixisting resources. An example of this is the nurse
managed health clinics discussed beldwa model to increase the availability of health care using
nurse practitionerthat could be better supported and expanded throughout the Commonwealth.
Another example is the integrated care model.

Integratedcare s t he At he systematic coordination
In practice, this generally means having mental health care practitioners providing care in the same
setting as primary care physicians, such that a patient can consult boitlopeastin one visit.
This can be accomplished through tebased care or through telephonic or Intesrabled
consultations (i.e. telepsychiatry). Primary care settings are often the first place people seek help
for mental health problems, making theegration of mental health care with primary care an ideal
way to increase the availability of mental health care to patiéhts.

There have been numerous studies investigating integrated care models, with these studies
generally showing the effectivese of these models in improving mental health care access and
mental health outcomes as compared to usual primary*@ar&he volume of randomized
controlled trials and other studies is so great that literature reviews may provide better examples
of the baefits of integrated care. One review of the existing literature looked at whether integrated
behavioral health and primary care for children and adolescents improved behavioral health
outcomes as compared to usual models of care. The study authotsdomad t hat A[ b] er
integrated medicabehavioral treatment were observed for interventions that target diverse mental
heal th problems (depression, anxiety, and beh
randomly selected youth would hagebetter outcome after receiving integrated care than a
randomly selected youth receiving usual care. The authors came to this conclusion after reviewing

421.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration,

A Wha't i s | nthitgs:riveaviv.entégratioaambsa.gov/abouis/whatis-integratedcare accessed Feb. 7,
2020.
“2?Wayne Katon, Jurgen Unutzer, Kenneth Wells, Loretta J«

and Ways to Enhance Di s sGemeialiHadpitaldPeyuatryn38 noS5u(SeptaQctn2d10): | i t y, O
456-464, doi:10.1016/j.genhosppsych.2010.04.001
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31 studies and engaging in their own statistical analysis. According to the authors, thigss the fi
known metaanalysis of the effects of integrated behavioral and primary care in the adolescent
population???

Anotherstudyexamined data from 79 randomized controlled trials of integrated care for
patients with depression or anxiety. The data andlgpasisted of 24,308 patients in total. The
researchers discovered fAsignificantly greater
depression treated with the collaborative care model inthetshent m €é 4@ med m,L on@s we
as 0 s i ggraateriimpmwvermndnt in anxiety outcomes for adults with anxiety treated with the
collaborative care model inthe shorte r m é -me d mu é -& e d*#hindhis gtudythe

aut hor s u sollaborative cateér whiich i s ef f eicriitievgerl ayt ead scya
However, the National I nstitute of Meafdrm | He al
of integrated care which Aadds two new types
care management and consultations withen t a | healf’th specialist.o

Studies typically used a qualitative metric, such as the-BKHX® question survey given
to patients to measure the presence and severity of depressi@auge the effectiveness of
integrated care modet&® For instancea study of an integrated model where mental and medical
heal th car e needs-losating aBehavioral Hedlih Ganguléaat (BBIG) withio
a primary care settingo concluded that the mc
disordered ptients. This was determined by giving Pi9Qlepression screening surveys to
existing primary care patients before and after the introduction of the integrated carénodel.

Another study, evaluating the cesffectiveness of a collaborative treatmenbgram as
compared to usual primary care for outpatients with depression and poorly controlled diabetes
mellitus or coronary heart disease, found that the patients treated in the collaborative treatment
program had lower mean outpatient costs and maykegiroved qualityadjusted lifeyears than
patients treated with usual primary care. The study followed 214 adults over a period of 24 months
and evaluated depressive symptoms, systolic blood pressurdefwity lipoprotein cholesterol,
and hemoglobir1c levels at 12 and 24 month interv&s.

“22Joan Rosenbaum Asar no w-;Behavioralaare Comgatech With tsua Priendry Gae doi ¢ a |
Child and Adolescent Behavioral Health, A M&an a | yJANMASPediatrics169 no. 10 (Oct. 2015): 92937, doi:
10.1001/jamapediatrics.2015.1141.

22)Janine Archer, et al., #fColl abor at The €ochtanea Batabhseof Depr e
Systematic Review®ct. 17 2012).
425U.S. Department of Healtmad Hu man Services, National Institute of |

Feb. 10, 2020https://www.nimh.nih.gov/health/topics/integrateare/index.shtml
426 The PHQ9 is a patient questionnaire used for screening, diagnosing, monitoring,eaisdniy the severity of

depression. Center for Quality Assessment and | mprove
(PHQ9 ) , 6 ac c e s s ehttp:/idvpw.cgainth.0org/pd2tabl2 phq9.pdf
27Bi Il 1l McFeatur e and afy GCaverBahaviokdl Hedkh Gomsgltation RédRices Depression Levels

among MooeDi s or d e r e Jburfdlaot HeatmDisparities Research and Praciceo. 2 (Summer 2012): 36
44,

“2Wayne Kat on-Efedtiversess.of a Milt@anditton Collabonai Care Interventiod A Randomized
Cont r ol |Aectdivesof General Psychiatf9 no. 5 (May 2012): 56614, doi:
10.1001/archgenpsychiatry.2011.1548.
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The Medicaid Health Home model is another example of integrated care. Established by
the Affordable Care Act of 2010, Heal t h Homes
states to establish Health Hemto coordinate care for people with Medicaid who have chronic
condi ¥%Pemosp.lee who have one fAserious and persis
to participate in a Medicaid Health Home, and participating states can target the Health Home
model to particular geographic areas. Health Home services include:

Comprehensive care management;

Care coordination;

Health promotion;

Comprehensive transitional care/follay;
Patient andamily support; and

Referral to community ansbcial support seices

= =4 =48 -4 -8 -9

States that participate in the Medicaid Health Home option receive a 90 percent enhanced
Federal Medical Assistance Percentage for the Health Home services provided, although the match
does not apply to the underlying Medicaid services also provaedople enrolled in a Health
Homef‘33O As of fiscal year 2019, Pennsylvania does not participate in the Medicaid Health Home
option#3!

Integrated care models are not new, and they are being implemented by some pdoviders
with reportedly successful outcesd ar ound the Commonweal t h. Fo
Hospital of Philadelphia (CHOP) docates its primary care and behavioral care practitioners
within one practice setting. Currently, six offices have been integrated this way. According to
CHOP,ths i ntegratedocwaeri emodeforisfa@mf® ies and re

Additionally, CHOP offers a calh center for primary care physicians to consult with a

psychiatrist. Known as the Telephonic Psychiatric Consultation Service Program, orhEPS, t

cal l center is staffed by psychiatrists and o
TiPS gives pediatricians and other primary care providers access to expertise which allows them

to handle their pati ent snédicaienrmarademdnte b hdditontoar e
providing i mmediate Atroubl eshootingo for pat
behavioral health concerns, it helps primary care providers feel more comfortable handling their
patient s o6 bisduesontheir cavh. Chriergtly, TiPS is available to physicians treating

2 Centers for Medicare and Medicaid Services, fiHealth H
https://vmww.medicaid.gov/medicaid/lorgerm-servicessupports/healtthomes/index.html

430|d_

“lKaiser Family Foundati on, iStates ThablRepPenmsy |Hear

https://www.kff.org/medicaid/statendicator/stateshatreportedhealthrhomesin-
place/?currentTimeframe=0&sortModel=%7B%22colld%22:%22Location%22,%22s0rt%22:%22asc%22%7D

2Chil drenés Hospital of Philadelphia, #Alnnovative Sol
Car e, 0 ( J uhttps://wiw8.chop2dd/de®s)innovativsolutionschopareremovingbarriersmentathealth

care
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Medicaid patients from the fiveounty Philadelphia region, which encompasses 400,000

children#33

Impediments to wider adoption of integrated care models are generally nat dgive
guestions surrounding its clinical efficacy but rather practical concerns about its implementation
and financial reimbursement for services. In the words of one study researching organized efforts
to disseminate i nt egr atpredctaldeavays to covel @dgram stgptupo v i d
and operational costso as well as technical
change how the health care providers wiifkin an effort to support implementation of integrated
care models by pwiders, several regional and national purchasing and quality improvement
collaboratives have been organized. These include the Pittsburgh Regional Health Initiative,
Il nstitute for Clinical Systems | mprovemment K T
Health Project, and the John A. Hartford Foundatin.

The Department of Veterans Affairs (VA) has been utilizing an integrated care model for
over a decade, adding several hundred staff to transition to collaborative care for depression in its
primary care clinics throughout the VA system. Kaiser Permanente has been able to successfully
implement integrated behavioral care into its primary care system for patients with cardiovascular
and other chronic medical conditions in southern California. é¥ew researchers have conceded
that smaller providers who bill a large number of different health insurance plans ifoa-fee
service model have had a more difficult time with the integrated care model and that this model of
care works best in large céqtied health care organizations like the VA or Kaiser Permafiénte.

Pennsylvania has already been proactive in supporting alternative models to increase the
efficiency, expand access to, and lower the cost of health care. For instance, the Peansylvani
Rur al Heal t h Model p & @ lumpdsens of Manéy dobcaver allpirpatieme nt s 0
and hospitabased outpatient services for certain patiént® service providers at participating
rural hospital$3” Although the Pennsylvania Rural Health Modeh CMSsponsored program,
it demonstrates a willingness to pursue alternative health care models ateriomgpals.

To encourage large health systems, smaller providers, and insurance companies alike to
adopt integrated care models, the GenerakeAwly should provide tax incentives to any health
system, provider, or insurance compankich begins providing (or begingimbursing for)
integrated medical and mental health services. For instance, an incentive could take the form of a
tax deductiondr the initial costs of integrating care or developing payment structures.

4331d. Note that there are five TiPS centers across the Commonwealth which are divided by region. See Pennsylvania
Department of Humas er vi ces, i Tel ep hotion Servide £rogrami (BRS), access€doFebs 12| t a
2020, https://www.dhs.pa.gov/providers/Providers/Pages/TiPS.aspx.

434Katon et al., Collaborative Depression Cagpran. 428
435 |d

436 Id

¥Centers for Medicare and Meldi tleiadt BeMoideds 0 QfReums el
https://innovation.cms.gov/initiatives/paralhealthmodel/
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Additionally or alternatively, because many of the patients who would benefit most from
integrating medical and mental health care are receiving Medicare or Medicaid, thel Genera
Assembly should consider directing the Department of Humans Services to investigate whether it
would be feasible and cestf f ect i ve for the Commonweal th to |
option.

Further, the General Assembly should consider direthiad®’ennsylvania Department of
Human Services to coordinate with CMS on devising an approved model for delivering integrated
care to Medicare and Medicaid beneficiaries. Kaiser Permanente of Southern California,
mentioned above, was the recipient of $1i8iom in funds from CMS to provide integrated care
to Medicare and Medicaid recipiedfS. If CMS-sponsored integrated health care models can be
implemented in southern California, they can also be implemented in Pennsylvania.

Encourage the Use of
Certified Registered Nurse Practitioners and Physician Assistants

I n the Commi s s iPenmsylgania2Hedlth CareeVgodkiorce Needse
addressed the academic literature covering nurse practitioners and physician assistants, discussed
the growth of tlese professions and their potahtio be part of the solution iaddressing the
primary careneeds of the Commonwealth. The Commissitade a recommendation to give
greater autonomy to the health care teams employing them to determine the scopecefgfracti
the nurse practitioner or physician assistant rather than trying to define by way of regulation the
contours of the advanced practice professiphgisicianpatient relationshif®® For instance, PAs
are required to have their physician supervisioe@ments approved by the Board of Medidéitfe.

The Commissiomecommended that this, and other regulations which may restrict the use of PAs
or NPs, be either eliminated or amended to better facilitate the provision dfcaire.this
example, PAs could sipty be required to file their physician supervision agreements with the
Board, instead of needing to have them be approvéd.this report we are additionally
recommending that the Commonwealth facilitate better use of-masaged health clinics and
federally-certified Rural Health Clinics, as is discussed below.

NurseManaged Health Clinics

I n the Commi ssi o-méanage@hedtioclinice(fMHCS) werermentiened
as one modality of delivering health care to underserved popul&igerémaiily in urban areas,
but also in rural areas. The NMHC model predates the passage of the Affordable Care Act of
2010, but that law federally funded NMHCs with grants provided by the HRSA. However, the

¥Sara Klein and Martha Hostetter, fAln Focus: Integratir
Fund, (Aug. 28, 2014), https://www.conmonwealthfund.org/publications/newslettaticle/2014/aug/focus
integratingbehavioralhealthandprimary-care.

439 Pennsylvania Health Care Workforce Neelgran. 204at pp. 93109.

44049 Pa. Code § 18.142.

441 pennsylvania Health Care Workforce Neemlgran. 204at pp. 108109.
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grant program ended in 204%. There are 32 NMHCs inhe Commonwealth, with a large
concentration in Philadelphia and its suburbs. York, Monroe, Greene, Centre, and Columbia
counties also have NMHC#3

Although the core focus of NMHCs is to provide primary care to underserved populations,
behavioral hedh services are also sometimes offered as well. For example, the SHeBtrekt
Family Health Services Center in Philadelphia provides behavioral health care as well as primary
care service$* The Center wutili zes #ianessesthefiglraagedfve ap
physical, emotional, mental, social, spiritua
heal® h. o

From an organizational perspective, there is nothing preventing an NMHC offering mental
health care services in addmi to preventative primary care services. Further, there is nothing
inherent in the practice model preventing NMHCs from expanding in number in rural loéations
the practice model has been successfully implemented in numerous places across theestate. Th
impediments to such an expansion of NMHCs across the Commonwealth are regulatory and
financial ones.

Because many NMHCs are affiliated with schools of nursing or are run byrobts, they
are generally ineligible to be designated as a Federaliyifigd Health Center (FQHC) and are
thus ineligible for federal fundinf® Further, many managed care organizations are unwilling to
credential nurse practitioners as primary care providers, thereby limiting the ability of NMHCs to
receive reimbursementoim private insurer&’ This is not driven by federal regulations but rather
the individual managed care organizations (MCOs) which set their own policies regarding
reimbursement. According to data collected in 2017, approximatelguarger of all MCOsn
the country do not contract with nurse practitioners, and in Pennsylvania that figure rises to
between ondalf and thregjuarters of MCO4%8

442.S. Department of Health and Human Services, H&aths our ces and Services Admini st
Act Nurse Managed Health Clinics (NMHC) Frequently Ask:
https://www.hrsa.gov/sites/default/filgsants/healthprofessions/acafaq.pdf

43 National Nurssced Care ConsMamagend WHd&Nalrtse Clinics in Penns
https://nurseledcare.phmc.org/images/pdf/policy/NNU@HCs-in-Pennsylvania.pdf/

444 Drexel University College of Nunsig and Health Professi ond'Stre@Samidyphen an
Heal th Services, 0 hitps:ddeeresesdcdhp/graciices/1-Riket/ 202 0)

445 Tine HansefTurton, Susan Sherman, Eunice S. King, eNarseLed Health Clinics: Opations, Policy, and
Opportunitieg(Springer 2015), 150.

446Tine HansefT u r t o n ;Marfadied Hesld Clinics Provide Badly Needed Primary CBra Without Funding,

They and Their Patients ar e at CuRuresokHealthbRg Blanr 27, 20B),od J o hr
https://www.rwjf.org/en/blog/2012/01/nurseanageehealthclinics-providedbadly-needeeprimary-carebut
without-fundingthey-andtheir-patientsare-at-risk.html.

“Jennifer Bell ot et al ., iDoes @he Renmaia @ tBarmeg for Murseh  Ma n a
Pr act i tNursimgdcosomicd® No. 2 (MarApr. 2017): 5763,
https://www.nursingeconomics.net/necfiles/2017/MA17/57 .pdf.

4481d. at p. 60
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Both Medicare and Medicaid will reimburse for services provided by NPs, but these funding
sources are likelto be insufficient to cover all expenses of running a clinic given that 40 percent

of the patients seen by NMHCs within the Commonwealth are eligible for Medicaid, 30 percent

are eligible for Medicare, and 15 percent are uninstffedccording to an anasjs published in

the DePaul Journal of Health Care Law A NMHCs ar e generally unabl
unprofitabl e.-nine pefeent df thee70 granfees hhatrreicgived federal funding to
establish [an] NMHC f r 6°nTha Shelldr 1% StreetFantilylHedlta v e ¢ |
Services Center mentioned above solicits charitable donations to help fund its opétatimes.

study of NMHCs noted that Awithout a stabl e
cl 0%%e. 0o

NMHCs have a track perd of providing health care to underserved populations within the
Commonwealth, but suffer from a lack of sustainable funding sources. To encourage better use of
the Commonweal thds NMHCs, the General Assemb
providker 0 | egi sl ati on. Such |l egislation general
member ship within their provider network, o0 an
insurance reimbursement to allied health professionals such as ojgtsvatd podiatrists® A

tot al of 27 states have enacted some form of

Arkansaso any willing provider | aw covers fiot

advanced practice nurs®é. Utah also hs a broad any willing provider statute, which requires

that nany health care provider | icensed to ¢t

practiceo be permitted to be designated as a

care providero is defined to in®lude NPs and P
To increase mental health services in unde

could be narrowly tailored to apply to health clinics staffed by NPs or physiciateassiin rural

and other underserved areas which offer mental health services in addition to primary care
preventative servicesThe mental health services must still be provided by a properly licensed
and trained specialist in mental health, whethersyclpatrist, psychologist, PMH NP, or a
specialist psychiatric PA. The any willing provider legislasbould cover all of the medical staff

of the health clinics.

To further facilitate the use of PMH NPs, whether at an NMHC or elsewhere, the General
Assembly should consider allowing PMH NPs to conduct psychiatric evaluations of patients on
Medical Assistance, so long as the collaboration agreement with a supervising psychiatrist allows

449 NurseManaged Health Clinics in Pennsylvarsapran. 443

40Joy LuchicoAs t ri a, fAUrging a Practical BMapagediHealtheClinicRand mbur se
Compl ete Professional Aut onomy fDePaul Pourhaind Heplth Care Law Nur s e
(2015),https://via.library.depaul.edu/cgi/viewcontemfi?article=1320&ontext=jhcl.

451 Drexel University, Stephen and Sandra Shellét Stteet Family Health Servicesypran. 444

%2), Margo Brooks Carthon, Hilary Barnes, Danielle Altea
Careand Nues Pr act i t i o ihedourdéabfor Niree Praditjoersl No. 5 (May 2015): 52630, doi:
10.1016/j.nurpra.2015.01.028

% National Conference of State Legislatures, AANnyYy Wi
https://www.ncsl.org/reseah/health/anywilling -or-authorizedproviders.aspx

454 Ark. Code Ann. 8§ 239-801 and 802.

45Utah Code Ann. § 31/R22-617; Utah Code Ann. §78834 03 ( 12) (defining Ahealth care
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it and the supervising psychiatrist reviews the evaluation. e@tlyr applicable regulations state
that only psychiatrists may conduct an evaluation of a patient receiving Medical Asst&tance.

Alternatively or additionally, the General Assembly could consider providing additional
appropriations for, or direct tigepartment of Health to provide funding out of its existing budget,
to NMHCs and other similar clinics in rural or other underserved areas which provide mental
health services.

Rural Health Clinics

Adopting physician assistants into a tebhased integited care model would also be
feasible. Both professions provide similar functions within the healthcare system and both have
similar physician oversight rules. The use of PAhis capacitys already occurring at federally
certified Rural Health Cliics (RHCs). The Commonwealth already hosts 74 RHGshich are
Arequired to use a team ap p-physciarmproaders guthyasi ci al
nurse practitioners, physician assist®Snts, an

To qualify as an RHC, a clinic must be in a U.S. Census Btdleéined norurbanized
area, be a primary care geographic HPSA, population group HPSA, a medically underserved area,

or a Governodesignated and Secretargrtified shortage area. RHCs cannotfbp r i mar i | y
ment al di sease treat ment facility or a rehab
figeneral behavioral health integration a n d ment al heal t h care as
coll abor at i ¥%Integratioreof beladicral heditrae services with primary care

services can be an important component of the mental health care system in rural areas in
particular, given the lack of unaffiliated behavioral health care providers in such areas.

The main benefit to being designated asRMC is enhanced Medicare and Medicaid
rei mbursemeninphudi ae aat @al F o rtofdcepeirdaryhealthl vy n e ¢
services and gualified preventative heal t h
Psychologists and clinical sial workers may be designated as RHC practitiofférs.

It is possible that there are facilities in the Commonwealth that could qualify as RHCs but
are not certified as an RHC with the Centers for Medicare and Medicaid Services. To make better
use of awilable federal resources, the Department of Heslfthuld consider working with
providers to determine whether they would benefit from becofeuhgrally certified agn RHC.

45655 Pa. Code § 1153.2 (definition); 55 Pa. Code §1153.52 {dgtpthyment conditions).

“"Pennsyl vania Department of Heal t h, AiHeal th Care Faci
https://sais.health.pa.gov/commonpoc/content/publiccommonpoc/normalSearch.asp

B Rur al Heal t h | nf oranhatthi o@l iHuilbtps:/viliARobradasdlthindoeorg/topics/rural

healthclinics.

“°Center for Medicare and MediMtMNHFRac Shee(vay 20t®,s, A Rur al Hea
https://www.cms.gov/OutreaedndEducation/Medicaré.earningNetwork

MLN/ML NProducts/Downloads/RuralHIthClinfctsht.pdf
460 Id.
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I n t he

Develop Additional Psychiatric Residency Positions

recommended
Commonweal't
The Commissiomeiterates that recommendation here as it relates to psychiatric residencies.

year of medical school. Most residencies are funded by Medicare, and a 1997 law caps the amount

t hat

h

it he

shoul d

make a

concerted

C o mnairepatPemmsylvania Health Care Workforce Needswas
Pennsyl vani a

Depart ment

e fort

As was detailed in that report, medical students begin a period of training, known as
graduate medical education or residency, where they practice under the guidance argicsuper
of more experienced physicians. Students select and interview for residencies during their final

of residencies at 1996 levels. However, residenaieddd by other federal agencies or charitable,

university, hospital, or state sources are not affected, and an increasing number of residencies
receive funding from those sources. Because of the way Medicare funds residencies, Pennsylvania

has the third ighest number of residency programs and the fourth highest number of residency
positions of all state®$?

were 298 psychiatry residency programs and 1,740 psychiatry residency positions in 2019. Nearly

According to data from the National Resident Matching Program (NRMP), the
organization responsible for connecting medical school graduates witarregiplositions, there

all (98.9 percent or 1,720) of the residency positions were fitfed’he number of psychiatric
residency positions available in 2019 @&s the country are up roughly 28 percent from 2015,
when there were 1,353 such positié?fs.

In Pennsylvania, there were 78 psychiatric residency positions offered and all 78 of them
were filled, according to 2018 data from the NRMP. There were anadditwo child psychiatry
residency positions and two psychiatry/family medicine combination residency positions offered
in the Commonwealth and all four of those positions were filled, for a total of 82 resid®fcies.
This is an increase from previousays. Sedable 9 below for a comparison.

Table 9
Number of Psychiatry Residencies in Pennsylvania, Selected Years
2018 2015 2010 2005 2002
Offered| Filled | Offered| Filled | Offered| Filled | Offered| Filled | Offered| Filled
82 82 72 72 60 59 53 49 52 49

Saurce: National Resident Matching Program, Main Residency Match Results by State, Specialty, and Applicant
Type, 2018, 2015, 2010, 2005, 2002. Availablbtgis://www.nrmp.org/repotarchives/

461 pennsylvania Health Care Workforbeedssupran. 204 at p. 57.
4621d, at pp. 53157.
National

2

4641d. at p. 12, Table 3

%National

(2018),

p. 13.

Resi dent

Resi dent

t

Matchd 8 1Br lgfi amRe8 RdsnktysManhdhDat 4.

Mat chi ng
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An increase in the number of psychiatric residents frorro4&2 in the past 15 years is an
undoubtedly positive development. In 2018, Pennsylvania had 82 of the 1,540 psychiatric
residencies across the country, accounting for 5.3 percent of all such resiéféntieis. makes
Pennsylvania weltepresented in thistal number of psychiatric residencies available throughout
the country. However, those residency positions are clustered in a handful of programs, which are
located in five area8 Pittsburgh, Philadelphia, Hershey, Danville, and Scranton.Maee5 on
the next page for a visual refererf€é.

As was mentioned earlier in this report, one of the impediments to obtaining psychiatric
care Iis the geographical di stribution of psyc
high number of psychiatryesidents are clustered in five geographic areas, and their future
empl oyment may be |linked to those geographic
Behavior al Heal th Workforce Research Center,
assocat ed with where they**®completed their reside

In order to better provide psychiatric care to underserved areasd particularly rural
areas where there may be few providérsit may be necessary to establish more psychiatric
residencies in these mwonuwnities. The General Assemblguwd direct the Department of Health
to invest in psychiatric residencies in rural areas by providing thieonp costs of starting a
residency program to facilities willing and able to accommodate such a programnvEsisient
could be done as a grant program, with no expectation that the funds provided by the Department
of Health will be repaid by the facility. Alternatively, such an investment into new psychiatry
residents could include an expectation that theifgailill reimburse the Department of Health
when insurance companies are billed for the u

If the Commonwealth were to fund new psychiatric residencies, it would not be the only
state to do so. For instance, Delaware funds pdgyichigesidencies through its Division of
Substance Abuse and Mental Health, and has done so sinc&4@lifornia, through its 2005
Mental Health Services Act, also provided some funding for psychiatry residéficies2019,
the governor of lowa proped state funding for four new psychiatry residentiés.

“National Resident MatchbdmrRd 1Br Marn am,ReSRaswnilctys Mand hD @t 4
¥"MedMap, fiMedical Resi dePrsoyyx hdamd rFeldol mwesleisp eMagMar . 2, 2
https://www.medmap.io/specialty/Psychiatry

“®Angela J. Beck, et al., HfAEstimating the Distribution
of Michigan School of Public Health Behavioral Health Workforce Research Center, (Dec. 2018),
http://www.behavioralhealthworkforce.org/vgmntent/uploads/2019/02/¥BA2-P2-PsychSub_FultReport

FINAL2.19.2019.pdf

469 Delaware Division of Substance Abuse and MentaHe al t h, iDel aware Psd&chiatry
I ntroducti on, 0 alttps:/édbkss.deldwald.gav/dhssBdsami2rés@iéncy/introduction.html/

M L. os Angeles County Department of Ment al Heal t h, i Wi
https://dmh.lacounty.gov/about/mhsa/wet/components/

lGabriela Vidal, fAGovernor Proposes Funding New Psychi:
https://cbs2iowa.com/news/local/goverspyoposegundingnewpsychiatrypositionsin-ui-residencyprogram
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