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MAINE™*
INPATIENT HOSPITAL

e Acute hospital limited to 30 days; extensions require prior authorization;
same limit for psychiatric care.

OUTPATIENT HOSPITAL

e Same coverage and limitations as those services provided in mental health
clinics. (See clinic services below.) Outpatient units do not have to meet
licensing requirements by the Bur.au of Mental Health.

PHYSICIAN SERVICES

e Daily hospital care visits by psychiatrist are provided as medically
necessary. Other services are limited to5 inany consecutive 7 days. 1f2 cov—
ered services are provided in 1 day, only the highest payment rate of the 2
services is reimbursed.

NONPHYSICIAN SERVICES

« Psychological services include those provided inaccordance with a plan of
care by a psychologist or psychological examiner, as listed in the state
manual. Same limitations as those provided in mentai health clinic services.

CLINIC SERVICES

e Mental health clinics must be licensed at the comprehensive service level
by-the Bureau of Mental Health.

* Service providers include psychiatrists, psychologists, psychological ex—
aminers, social workers, and psychiatric nurses.

e Limitations: Services must be provided by or under the direction of a
psychiatrist and are limited to diagnosis and treatment of mental, psycho-
neurotic, or personality disorders. Services are limited to 1 hour a day up to
5 times a week, with the following exceptions: a) psychometric testing is
provided up to 4 hours and the 1 hour a day limitation does not apply when
such testing is provided on the same day as other services; b) family services
may exceed 1hour aday. Ifdirect services are provided to a parent or foster
parent in conjunction with treatment of a child, or to more than 1 family
member at the same time, 1 fee for individual therapy isallowed regardless
af the number of family members; ¢) community support services are
rovered in addition to other clin>- services provided on the same day but no
nore than 7 hours of clinic services per 7 consecutive days are allowed. Pay-
nent for group psychotherapy or psychosocial therapy is limited to 10 pa-
ients in a group and does not include day treatment or partial hospitaliza-
ion. If2 or more services are provided on 1day, payment ismade for only
he service with the highest rate. Payment ismade to the clinic for hospital
Taily care by a psychiatrist and for individual community support services;
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however, other services provided to general hospital inpatients are reim—
bursed directly to the hospital at its regular rate.

SERVICES FOR OVER 65 FOB MENTAL DISEASES
- ICF.

* Coverage for categorica and medically needy perso i. However, ICF
care for patients 65 or older in I MD and psychological services are not pro—
vided to the medically needy group.



MARYLAND

INPATIENT hospital

* Patients 65 or older in IMD. No
e Length of stay in acute general hospital cannot exceed 20 days per spell of

illness as determined medically or administratively necessary by PSR0O, ad—
ditional stay requires a new spell of illness. Same limit for psychiatric units.

OUTPATIENT HOSPITAL
e Individual, family and group therapy covered. Telephone contacts and re—
view of records are not covered.

PHYSICIAN SERVICES

e Must be medically necessary, the same as for Medicare, unless prior
authorization is obtained. Same coverage as those services listed inOUT —
PATIENT HOSPITAL.

NONPHYSICIAN SERVICES

e Provided. None applicable to mental health care.

CINIC SERVICES

e Community mental health center— Includes freestanding, associated with
ageneral hospital, or part of the local county health department. Providers
must meet criteria specified in the Medicaid contract and be approved by
tir Mental Hygiene Administration. Same services and limitations as those
listed inOUTPATIENT HOSPITAL.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
« Hospital.

*SNF and ICF not provided.

limits.

MASSACHUSETTS
INFATIENT HOSPITAL

* Patients 65 or over in IMD [limited to services provided by medical
assistance-certified public psychiatric hospitals. Chronic disease and
rehabilitation (CD/R) hospital benefits are limited to the period in which
the recipient meets CD/R levels of care guidelines unless exceptions are
allowed, plus, any administrative days that are allowable at SNF a..d ICF
rates, as appropriate, while such lower level care is being sought.

« No limit on inpatient psychiatric care in general hospital.

OUTPATIENT HOSPITAL
e Same services available as those covered in freestanding clinics. (See
CLINIC SERVICES for coverage and limitalicns).

PHYSICIAN SERVICES

* Psychiatric care limited to one psychiatric visit per week except in a
crisis or when more than one type of service is medically necessary.

e Psychiatry includes: a) individual psychotherapy; b) couple and family
therapy limited to one payment/visit regardless of number of family
members; c) group therapy limited to one payment per 90-minute visit,
and payment limited to a maximum of 6 persons; d) medication visits;
and e) consvt"ation.

NONPHYSICIAN SERVICES

* Psychologists

— Covered services include only psychological testing. Department will
not pay for psychological testing by a certified school psychologist or an
unlicensed psychologist unless supervised by a licensed psychologist.

— Prior authorization is required for a neuropsychological examination
and for more than one repetition of the same test within a 6-month
period.

CLINIC SERVICES

e Mental Health Centers-— Freestanding clinics and sjuellile facilities of
freestanding clinics certified by the Department of Public Welfare. Prior
authorization is required for treatment continuing after 26 consecutive
sessions per 6-month period. In rare instances where extenuating cir—
cumstances exist, treatment may be extended for one year with one re—
quest for prior authorization, if the treatment plan does not extend
beyond 26 soasions. Sessions comprise any combination of individual,
family, group, or couple therapy, and case consultation. (Psychological
testing and medication visits are not counted as sessions). .

continued next page



MICHIGAN continued

(CMH). The CMH board isdefined by Michigan law as the single point of
entry to the full array of public mental health services; they provide or ar—
range for community-based mental health services, serve as the point of
referral for persons in need of institutional care, and are responsible for
aftercare/follow-up for persons exiting an institution. Thus, each CMH
board acts as the case manager for comprehensive mental health services
and provides access to such serviceson a 24-hour basis. Reimbursement for
outpatient clinic services includes coverage of diagnosis, testing and evalua—
tion; emergency mental health services; individual and group therapy ses—
sions; and medication review. Reimbursement for medical day treatment in—
cludes coverage of diagnostic/evaluation services; habilitation/rehabilita-
lion treatment services; psychological/behavioral treatment services; and
transportation. These services must be a part of a goal-oriented care plan
authorized by a physician.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
- Hospital (see INPATIENT HOSPITAL).

- SNF.

- ICF.

INPATIENT PSYCHIATRIC FACILITY SERVICES FOR UNDER 22

e Facilities must be JCAH accredited. Also, ““active psychiatric treatment””
and prior authorization beyond 18 days are required. Services must meet
Medicare standards. The attending physician must periodically recertify
need for such care. Psychiatric occupational/recreational therapy iscovered
when provided by a psychiatrist or a registered occupational therapist and
when ordered inwriting by a physician a iart of the recipient3 active treat—

ment plan.

OTHER SERVICES

* Personal care services in homes for the mentally ill. Includes health-re—
lated activities or tasks orderd by a physician and provided under the super—
vision of an R.N. Services include those related to activities of daily living

and household services incidental to and consistent with the medical and

health care needs of the client.

MINNESOTA
INPATIENT HOSP1ITAL

« Inpatient psychiatric care in a general hospial is limited to 30 days a year,
unless prior authorized.

OUTPATIENT HOSPITAL
e Same coverage and limitations as under PHYSICIAN SERVICES
PHYSICIAN SERVICES

* Psychiatrists ™ services*— limited to: a) individual psychotherapy- 10

clinical units (1 hour or 50 minutes) a year (more with prior authorization),

b) family psychotherapy- 2 members: 2 clinical units a week .%or up to 20

weeks; 3 ormore members (one under 18 years old): 26 clinical units a year;

c) multiple- family k-.dgroup psychotherapy- 2 hours a week for up to a

10 week period; d) inpatient services— 30 days; e) outpatient day

treatment- prior authorization is required every 30 days; 0 psychiatric
diagnostic interview examination- once a month, not to exceed three times

a year; g) psychological testing— once a month, not toexceed 3 times a year;

h) chemotherapy management requiring antipsychotic or antidepressive

medication— psychiatrists only, once a week, up toone year; j)environmen—
tal intervention on a patient3 behalf and interpretation of testing an ex—
amination results- one clinical unit a year; k) outpatient chemical depen—
dency- 3 clinical units a day, not to exceed 30 days.

e These limits may be exceeded only with prior authorization.
e ECT- shock therapy.

+All of the above services are also covered for psychologists, except where
noted.

NONPHYSICIAN SERVICES

* Psychologists services— limitation: a) up to 10 hourly sessions by a licens—
ed psychologic per recipient a year; b) up to 26 additional sessions are

covered if 3 or more family members- at least one of whom 1is under

18- are seen each time and the sessions extend more than 6 consecutive

months; c) family psychotherapy for 2 family members iscovered as needed

for up to 2 hours a week for up to 20 consecutive weeks; d) multiple-family

group psychotherapy is covered up to 2 hours a week for 10 consecutive

weeks. Extensions of any of these limits requires prior authorization. (Also

see PHYSICIAN SERVICES.)

« Inpatient services not covered for psychologists

CLINIC SERVICES

 Mental health center services facilities must be licensed by the Department
of Welfare, nonprofit, and county contracted. Same coverage and limita—
tions as PHYSICIAN SERVICES and NONPHYSICIAN SERVICES.

continued next page



MISSOURI™
INPATIENT HOSPITAL

« Patients A5 or older in I MD - no limits.

e Covered days of service in acute general hospital limited to the lowest of:
a) the number of days indicated as appropriate for the diagnosis at the 75th
percentile JFPAS; b) the number of days certified as medically necessary by
a ““Binding Review””PSRO; orc) thenumber of days billed as covered ser—
vice by the provider.

OUTPATIENT HOSPITAL

e Limited to three outpatient hospital visits (clinic setting) per provider, per
recipient, per month and cne emergency room service per day, per provider,
per recipient. Additional visits must be shown to be medically necess »ry.
(No specific reference to psychiatric care.)

PHYSICIAN SERVICES

e Limits new patient office visits to one per provider for each recipient and
limits established "atients extended or comprehensive visits to one per pro—
vider per year for each recipient.

NONPHYSICIAN SERVICES

 Provided, none applicable to mental health care.

Clinic Services
e Limited to following provider types: independent clinic, public health

department clinic, planned parenthood clinic, teaching institution depart—
ment, and community health center.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
e Hospital.
e SNF and ICF not provided.

* Categorically needy only. No medically needy program.

MONTANA

INPATIENT HOSPITAL
* Patients 65 or older in I MD - no limits.
e No limits on inpatient psychiatric care in a general hospiiai.

OUTPATIENT HOSPITAL
e No limitations other than medical necessity. No particular mental health
services are specified.

PHYSICIAN SERVICES

e No limitations.

NONPHYSICIAN SERVICES

* Psychologists services— covered when provided by a licensed clinical

psychologist, limited to: a) 1 | hour sessions with no more than 8 individ—
uals per group; and b) 22 hours of services or the "equivalent per patient per
fiscal year (applies to both individual and group outpatient therapy). When

a child receives these services and the psychologist consults with the parent

as part of the child3 treatment, such consultation counts toward the
22-hour limit.

e There are no M D supervision requirements and psychologists may pro—
vide services through an independent practice, or mental health center. Psy —
chologists practicing independently bill in their own names; mental health

center psychologist services are billed by the agency.

CLINIC SERVICES

e Covered 1in licensed regional community mental health centers with
subcontracts from the State Department of Institutions to provide mental
health clinic services. Included are day care, group and individual therapy.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
e Hospitals— Length of stay isdetermined by a designated review organiza—

tion.
e SNF and ICF provided. Admissions must be approved by a preadmission

screening team.
INPATIENT PSYCHIATRIC FACILITY SERVICES FOR
UNDER 22

e Provided- no limits.

INDIVIDUALS



NEBRASKA
INPATIENT HOSPITAL

e General Hospitals— Emergency or diagnostic psychiatric care up to5 days
under a general physician or up to 13 days ifa psychiatrist is consulted.

* Psychiatric Hospitals— Reimbursement for hospitalization of patients
whose primary needs are psychiatric is limited to facilities licensed by state
health department to give psychiatric care, except as noted above under
General Hospitals. Reimbursement for care in Nebraska state regional
centers for mental diseases is limited to age groups 65 and older and 21 and
younger.

OUTPATIENT HOSPITAL

e Partial Hospitalisation- Half or full day; same services and limitations as

those listed under CLINIC SERVICES (Day Treatment).

e Also provided are those services normally rendered in a physician 3 office,

including: psychiatric testing/evaluation, individual, family group psycho—
therapy; psychotherapy subject to $500 limit per year except by prior

authorization; testing and evaluation isexempt from $500 limit; all services

must be medically necessary and be a part of an active treatment plan.

PHYSICIAN SERVICES

e Limited to $500 per patient a year for psychotherapy, except by prior
authorization. However, inpatient services are exempt from the $500 limit.

NONPHYSICIAN SERVICES

e Ph.D.-licensed psychologist- May provide testing and evaluation without
supervision; however, psychotherapy must be supervised by an M.D.

psychiatrist.

e Ph_.D.-licensed and certified clinical psychologist- Operates independent—
ly without supervision for all services rendered.

e Psychotherapy limited to $500 per patient per year, except by prior
authorization.

e Services provided by other mental health professionals are eligible if ser—
vices are supervised or reviewed by a physician.

CLINIC SERVICES

e Day treatment- Available in community mental health centers. Centers

must be licensed as a mental health clinic by the Nebraska Department of
Health and and accredited by the Joint Commission on Accreditation for
Community Mental Health Centers or certified by the Nebraska Depart—
ment o "Public Institutions. Programs of psychiatric day treatment and

psychiatric partial hospitalization must provide the following mandatory

services: individual, group and family psychotherapy; conference with

family or other responsible persons advising them on how to assist client;

medically necessary nursing services; medically necessary psychological
testing; pharmaceutical and dietary services. The programs may include the
following optional services: physical, speech, occupational and inhaiation
therapy; social work; dietary; recreation therapy: and self-care.

e Reimbursement for psychiatric services is limited to medically necessary
primary psychiatric diagnoses.

SERVICES FOR OVER 65 FOR MENTAL DISEASES

* Hospital

* SNF

 ICF

INPATIENT PSYCHIATRIC FACILITY SERVICES

FOR INDIVIDUALS UNDER 22

e Provided— No limits.



NEVADA~*

INPATIENT hospital

* patients 65 or older in I MD - admissions must be certified by the Nevada
Professional Review Organization.

e No limits on acute care in general hospital. Same for psychiatric units.

OUTPATIENT HOSPITAL

e payment limited to the same extent as PHYSICIAN SERVICES; no
specific mention of psychiatric services.

PHYSICIAN SERVICES

e May not exceed 2 office or nursing facility visits and 2 therapeutic injec—
tions per patient per month- unless prior authorized.

e Emergency care and inpatient hospital care are not limited.

NONPHYSICIAN SERVICES

e None applicable to mental health.

CLINIC SERVICES

* Mental health clinic services— Provided only in state-operated community
mental health clinics; Each nonexempt recipient subject to a copayment of
Sl per visit. Clinic visits are counted as physician office visits and may not
exceed 2 per month. Services provided at clinic option.

SERVICES FOR OVER 65 FOR MENTAL DISEASES

e Hospital. (See INPATIENT HOSPITAL.)

*SNF and ICF.
e Copayment of one-half the first day 3 cost for patients over 65 in IMD.

« Categorically needy only. No medically needy program.

NEW HAMPSHIRE
INPATIENT HOSPITAL

e Patients 65 or older in public or private I MDs subject to prior authoriza—
tion for services provided out-of-state.

e No limits on psy hiatric care in an inpatient general hospital.

OUTPATIENT HOSPITAL

e Limited to 12 visits per recipient per fiscal year, including psychiatric ser—
vices.

PHYSICIAN SERVICES

e Coverage is limited to 12° inpatient hospital services and 18 outpatient or

ambulatory physician services per recipient a year (includes psychiatric ser—
vices).

NONPHYSICIAN SERVICES

* Psychologist services— treatment by a certified clinical psychologist, who

isnot on the staff of a community mental health center, iscovered up to 12

services a year per recipient (seeCLINIC SERVICES for limitations on psy—
chologists who are on staff at CMHCs) .

* Psychologist services must be prescribed by an attending physician.

e M D supervision is not required.
CLINIC SERVICES

e Community mental health centers— mental health services covered up to
$500 a year per recipient, except for recipients certified as severely mentally
disabled and certified to receive long-term care treatment. Services include:
individual and group psychotherapy; family therapy; medication check;
emergency visit; comprehensive psychiatric evaluation; psychological test—
ing; and partial hospitalization. Any of these services are covered beyond
the $500 long-term care limit for recipients certified as severely mentally
disabled (individuals whose primary disability results from mental illness).

SERVICES FOR OVER 65 FOR MENTAL DISEASES

« Hospital.

* SNF not provided. v*

e ICF- for categoricaly needy only. Prior authorization is required for a

specified amount of stay based on the amount and period of care recom—
mended by patient 3 physician. Certification and recertification required by

physician every 60 days. Extensions require a request by facility based on

UR report completed by physician.



NEW JERSEY™*

INPATIENT HOSPITAL

e Paiients 65 or older, or 21 or younger in IMDs.

* Psychiatric care in a general hospital is limited to 40 days per admission

unless the physician certifies a need for additional services; any additional
psychiatric care requires prior authorization.

OUTPATIENT HOSPITAL

e Psychiatric services in a hospital outpatient department are covered
without prior authorization; however, a physician 3 certification and plan
of treatment are required after 30 days. Partial hospitalization (PH) for
psychiatric care is covered as an outpatient service. PH may be day, even—
ing, or night care, and does not require prior authorization for the first 30
days. Prior authorization is required for PH after 30 days, and each
authorization may be granted for up to 6 months. Additional authoriza—
tions may be requested.

PHYSICIAN SERVICES

e Prior authorization is required for psychiatric and psychological services
that exceed $300 in payment to a physician or psychologist ina 12-month
period, commencing with the patient3 initial visit. This applies to
psychiatric services in settings other than inpatient or outpatient hospital,
and to psychological services in settings other than inpatient hospital.

NONPHYSICIAN SERVICES
e Psychologist services are covered (see limitations under PHYSICIAN
SERVICES). Not a covered out-of-state service.

CLINIC SERVICES

e Mental health clinics must be approved to provide psychiatric services by
the New Jersey Department of Human Services, Division of Mental Health
and Hospitals. Psychiatric services require prior authorization (see other
limitations under PHYSICIAN SERVICES). Services include individual
,nd group therapy, partial care, medication monitoring, and personal care
(beginning 2/84).

SERVICES FOR OVER 65 FOR MENTAL DISEASES

e SNF and ICF provided- prior authorization is required from the local
medical-assistance unit for admission except when the patient is transferred
to the facility directly from an acute care hospital or a Class A special hospi—
tal, or a Medicaid-certified psychiatric hospital.

IMPATIENT PSYCHIATRIC FACILITY SERVICES
FOR INDIVIDUALS UNDER Zi

* Provided in private psychiatric hospitals. Limited to 20 days per admis—
sion unless the *ysician cei."Ifies a need for up to 20 additional days, and
any additional care requires pi:or authorization.

OTHER DIAGNOSTIC, SCREENING, PREVENTIVE,
AND REHABILITATIVE SERVICES

e Other than those provided elsewhere under the program.

« Categorically needy only. No medically needy program.



NEW MEXICO™*

INPATIENT HOSPITAL

e Payment ismade only for acute hospital care, except for 1day (or up to 3
days as certified by the PSR0O) needed to secure alternate care.

e No Hiir ts on psychiatric care in a general hospital.

OUTP ATIENT HOSPITAL

e Sec NONPHYSICIAN SERVICES, psychologists

PHYSICIAN SERVICES

e Payment will not be made to physicians for more than 2 hourly visits a
day per recipient.

NONPHYSICIAN SERVICES

* Psychologist services— services of certified and licensed psychologists are
covered subject to prior authorization by the PSRO for all outpatient
psychiatric and psychological services beyond initial evaluation.

CLINIC SERVICES
e Limited to payment of meo.cal necessity. Payment not made for more
than 1 clinic visit a day.

SERVICES FOR OVER 65 FOR MENTAL DISEASES

* None.

* Categorically needy only. No medically needy program.

NEW YORK

INPATIENT HOSPITAL

- Patients 65 or older in I MD - no limits.

* Psychiatric care in a general hospital limited to 20 days unless more time is
authorized by the Department of Health.

» Care in a rehabilitation hospital or rehabilitation unit of a general hospi—
tal is limited to 40 days unless more time isauthorized by the Department of
Health.

OUTPATIENT HOSPITAL
e The hospital may provide clinic treatment, day treatment, and continuing

treatment programs. No specific mention of psychiatric services.
PHYSICIAN SERVICES

* Psychiatric Care— by a psychiatrist in office, patient3 home, clinic, hos—
pital, medical facility, or for person 65 or older or under 21 in a mental dis—
ease hospital. Includes psychiatric clinic, day, evening, or overnight care.
NONPHYSICIAN SERVICES

« Ph.D.-licensed clinical psychologists- services include psychological eval —
uation, standard testing, group therapy, clinic sessions, and therapeutic en—
counter sessions. Private practicing psychologists may receive Medicaid
reimbursement only for services they provide on a private practitioner basis
and will not be reimbursed for services rendered in a facility from which the
psychologist receives a salary. New York City Medicaid recipients are not
eligible for services provided by private practicing clinical psychologists.
CLINIC SERVICES

* Mental health services provided iIn CMHCs, state-operated facilities, re—
habilitation centers, freestanding clinics, and hospital-based clinics. Cov —
ered services include clinic treatment, day treatment, and continuing treat—
ment. Providers must be certified to provide mental health services, and
must be given a certificate by the Office of Mental Health to provide exam—
ination, diagnosis, care, treatment, rehabilitation, or training to people who
suffer from mental illness.

SERVICES FOR OVER 65 FOR MENTAL DISEASES

* Hospital.

e SNF- provided. Prior authorization is required for admission except
when the patient is admitted direcil” from a hospital, another nursing
home, or another heallh-reiated facility.

e ICF- provided. Prior authorization isrequired for admission. Authoriza—
tion must be renew"d every 90 days or in accordance with utilization rrview
regulation of the health commissioner.

INPATIENT PSYCHIATRIC FACILITY SERVICES

FOR INDIVIDUALS UNDER 22
e Provided- no limits.

23



NORTH DAKOTA

INPATIENT HOSPITAL
* Pitients 65 or older in I MD - no limits.
e No limit on psychiatric care in genera! hospital.

OUTPATIENT HOSPITAL

e Emergency room care iscovered only in a medical or surgical emergency
or when medical necessity is documented by special report, except that
emergency room care can also include certain screening/examination ser—

vices.

e No specific mention of psychiatric services.
PHYSICIAN SERVICES

 No mention of psychiatric services.
NONPHYSICIAN SERVICES

« None provided applicable to mental health care.
CLINIC SERVICES

e Provided- no limits.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
* Hospital.

OTHER DIAGNOSTIC, SCREENING, PREVENTIVE
AND REHABILITATIVE SERVICES

e Other than those provided elsewhere in the program.

INPATIENT PSYCHIATRIC FACILITY SERVICES
FOR INDIVIDUALS UNDER 22

e Provided- no limits.

OHIO*
INPATIENT HOSPITAL

e Patients 65 or older in I MD - no limits.

e Care ina general hospital will not be paid for days exceeding the number
approved by PSRO or other appropriate review committee as medically
necessary, except that up to three extra days may be preauthorized. Sixty in—
patient hospital days are covered in a spell of illness, but the patient may be
hospitalized more than once during a spell of illness (60-day limitation does
not apply to state-operated facility).

e Psychiatric units in a general hospital limited to 30 days.

OUTPATIENT HOSPITAL

e Prior authorization is required for more than four visits by a recipient in
amonth and may be granted up to 10 visits for physician, EPSDT, family
planning, and emergency dental services; however, a visit involved inpread—
mission testing may be covered outside the four visit limit (no specific
reference to psychiatric services).

PHYSICIAN SECVICES

e Prior authorization isrequired for more than four office visits per patient
per month. 1In no instance are more than 20 visits per patient per month
covered whether the patient is in a hospital, nursing home, or at home, or
whether visits are made by more than one physician. Services must be
medically necessary.

NONPHYSICIAN SERVICES

* Psychologists services limited to those provided by licensed psychologists.
Services include: psychological psychotherapy in office, clinic, hospital,
home; and psychological group psychotherapy in the same settings with
psychological augmentation or other methods. Psychological testing is
limited to eight hours a year per case unless prior authorization isobtained
for additional testing. Visits cannot exceed (a) four per month inan outpa—
tient setting, or (b) more than 10 visits per month regardless of physical
location of the patient. n

e Noncovered psychologist services include: services provided by school
psychologists in facilities regulated by the State Board of Education; educa—
tional testing and diagnosis; retreats or marathons for mental disorders;
sensitivity training; encounter groups; and sexual competency training.
requirments for supervision for a licensed

e There are no state

psychologist.
CLINIC SERVICES

e Limited to nonprofit public or proprietary community mental health

continued next page
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TEXAS™* UTAH

INPATIENT HOSPITAL INPATIENT HOSPITAL

= General, hospital limited to 30 days “Per spell of illness””which begins - Patients 65 or older in institutions for mental diseases, i.e., the program
when the patient enters a hospital and ends when he has not been an inpa- reimburses the Utah State Hospital for the care of eligible elderly psychi—
tient in any hospital for 60 consecutive days. atric patients in its geriatric ward— no limits.

OUTPATIENT HOSPITAL « No limits for general hospital care.

e Same services and limitations listed under PHYSIICIAN SERVICES. OUTPATIENT HOSPITAL

PHYSICIAN SERVICES - Limited to 12 visits a year. Additional visits reimbursed with prior
- Limited coverage for physician services for a diagnosis or treatment of a authorization.

mental, psychoneurotic or personality disorder. Tne limitation is62.5% of PHYSICIAN SERVICES

reasonable charge for the service or $312.50, whichever isless, inany calen— . pgychiatric care limited to 12 hours of treatment for each acute illness
dar year. However, this limitation can be exceeded when prior authorized unless prior written approval for additional care is obtained.

on a case by case basis. The specific services provided are: group therapy; e Chronic care is limited to 1 visita month for the chr really mentally ill.

psychological evaluation and testing; family therapy; psychotherapy; elec—
troshock therapy; Metrazol convulsive shock treatment.

NONPHYSICIAN SERVICES

* Psychologists “services— mental health services by a licensed psychologist

NONPHYSICIAN SERVICES

ided ) | health in private practice outside an inpatient or outpatient facility. They include:
- Provided, none appropriate to mental health care. a) diagnostic testing which requires prior authorization; and b) individual or
CLINIC SERVICES group psychotherapy (6-10 in a group), both limited to a specificnumber of

e None provided. visits within a specific treatment time period per individual spell of illness.

SERVICES FOR OVER 35 FOR MENTAL DISEASES CLINIC SERVICES"

e Community Mental Health Clinics- services include: a) intake, evalua—

_ . tion, diagnosis, and initiation of treatment plan; b) individual therapy

- Categorically needy only. No medically needy program. limited to 12 visits for each acute episode of illness and to 1visita month for
a chronic psychiatric disorder (additional visitsmay be obtained on written
request); c) group therapy; d) day hospital programs— limited to treatment
expected to lead to full or partial recovery (includes individual, group, and
family therapy, chemotherapy and services provided by other healing arts
practitioners); e) day treatment-— limited to treatment to promote emotional
or psychological change to alleviate the effects of mental disorders (in—
cludes, under the supportive counseling, preventive or restorative physical
exercise and instruction in self-care relating to health maintenance; includes
a more than 2 but less than 12 hour per day service; all day treatment must
be prior authorized; approval isgranted for 90 day periods); and 0 medica—
tion management. New or unusual treatment procedures require prior

e None provided.

authorization.

SERVICES FOR OVER 65 FOR MENTAL DISEASES

e Hospital (see INPATIENT HOSPITAL).
continued next page
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WASHINGTON continued

INPATIENT PSYCHIATRIC FACILITY SERVICES
FOR INDIVIDUALS UNDER 22

e For categorically needy only- Limits are the same as those for INPA —
TIENT HOSPITAL.

"Same benefits for medically needy t.ccept these recipients must pay, for
each hospital admission, a deductible not exceeding | of the Medicaid rale
for 1 inpatient hospital day.

WEST VIRGINIA
INPATIENT HOSPITAL

* Psychiatric care in a general or psychiatric hospital is limited to 20 days a
year except for foster children under 18, where the limit can be waived if
medically indicated, or except for a specialized program of inpatient psychi—
atric services for individuals 21 cr under, which has no limit.

OUTPATIENT HOSPITAL

* Psychiatric and psychological services include psychotherapy, chemo—
therapy, partial hospitalization in approved programs, group therapy, bio—
feedback, hypnotherapy, conjoint therapy, and consultation.

PHYSICIAN SERVICES

e Psychiatrists— limited to 10 sessions of psychotherapy without prior ap—
proval.

NONPHYSICIAN SERVICES

e Licensed psychologists— therapy requires prior authorization after 10 ses-
sions. There isno M D supervision requirement.

CLINIC SERVICES

e Provided in mental health clinics licensed by the Department of Health,
and by other clinics meeting standards of the state3 Medicaid program.

* Services include those listed under outpatient hospital.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
e Not provided.

33

* %



WISCONSIN™

INPATIENT HOSPITAL

e Ha unts 65 and older in IMDs- copayment charge of $3 a day up to a
maximum S75 p:r stay.

e Patients 22-64 are covered in IMDs for a calendar month, with episodes
of care occurring at least 90 days from the date of last discharge (no federal
financial participation). Prior approval by county mental health boards re—
quired. Copayment of $3 a day up toa maximum of S75.

* General Hospital- No limit (same for psychiatric care).

OUTPATIENT HOSPITAL

e Day treatment services in excess of 120 hours for outpatients, 40 hours for
nursing home patients, or 20 hours for inpatients require pr.:or author—
ization.

e Prior approval by county mental health beards isrequired for reimburse—
ment of all outpatient mental health services.

e Psychotherapy limited as noted under PHYSICIAN SERVICES.

PHYSICIAN SERVICES
e Prior authorization required for psychiatrists to provide psychotherapy in
excess of 15 hours or $500 ina 12-month period. No therapy may be pro—
vided ir. the home.
* Psychiatric evaluations are limited to 6 hours per recipient per lifetime
and must be approved by county mental health board,
« Copayments required as follows:

— Individual Therapy- $.50/15 minutes per recipient;

— Evaluations— $1.00/hour per recipient;

- Group Therapy- $.50/hour per recipient;

- Family Therapy- $2.00/hour per family.

NONPHYSICIAN SERVICES

®Licensed psychologists and certain masters level mental health clinicians
(masters of social work, psychology, and psychiatric nurses) may provide
psychotherapy. Same limits as apply to psychotherapy as noted under
PHYSICIAN SERVICES. Certified alcohol and other drug abuse (AODA)
services counselors may provide AOD A counseling, Same limits as apply to
psychotherapy. Same copay requirements as noted under PHYSICIAN
SERVICES.

CLINIC SERVICES
e Covered only in clinics approved by Medicare or state Medicaid agency.

« All services except emergency require prior approval by county mental
health board and all services require prior authorization for services ex—

ceeding 15 hours or $500.

e Clinic must provide or arrange for the following services: diagnosis,

evaluation, outpatient, residential facility placement, partial hospitaliza—
tion, pre-care prior to hospitalization, after-care, emergency care, rehabil—
itation, habilitation, supportive transitional services, and professional con—
sultation.

SERVICES FOR OVER 65 FOR MENTAL DISEASES
* Hospital.

INPATIENT PSYCHIATRIC FACILITY SERVICES
FOR INDIVIDUALS UNDER 22

e Provided, no limits.

OTHER DIAGNOSTIC SCREENING, PREVENTIVE
AND REHABILITATIVE SERVICES

e Psychiatric services for problems discovered under EPSDT covered.

WAITVERS

e Wisconsin has received a waiver to implement a case management and

gatekeeping system for mental health services under Section 2175 of the

Omnibus Budget Reconciliation Act of 1981. Wisconsin isattempting to ex—
pand the range of service options by using local mental health boards as

case managers and prudent purchasers, with the notion that better case

management will reduce inappropriate institutionalization and provide the

opportunity to develop less costly community-based care.

Wisconsin®"s 1983-85 Budget Act (SB 83, Act 27) contains a provision
which expands Wisconsin 3 medical assistance-mental health gatekeeper
program. Linder the current statewide program, established in 1981, com —
munity mental health boards authorize payment for inpatient mental health
and AODA services for individuals age 22 to 64. The boards may use any
portion of their funds not applied to their medical assistance liability to
fund noninstitulional community programs.

Linder the new mental health pilot project, the roles of the boards par—
ticipating in the program are expanded in two signigicant ways: 1) prior
authorization for medical assistance payment by the boards is required for
all mental health and A 0D A services (inpatient, outpatient, day treatment,
etc.), and for persons of all ages. The local boards direct Medicaid recip—
ients to those providers of mental health services who adhere to locally
established guidelines and criteria for the care and mental health treatment
of recipients in their jurisdictions; and 2) the participating boards are liable
for the entire slate share (43 percent) of the medical assistance payment. As
in the current gatekeeper program, boards may use any portion of their
allocations not applied to their medical assistance liability to fund

noninstitulional programs.
continued next page
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1974; am 81ch 117 SLA 1975; am 81ch 221 SLA 1976; am 81ch ].1.
SLA 1978; am 81 ch 132 SLA 1982; am 813 ch 138 SLA 1982; am
83 ch 105 SLA 1986; am &1 ch 119 SLA 1988)

Effect of amendments. — The 1986
amendment in subsection (b) in para-
graphs (3), (5) and (7) substituted "age 21
who are" for "21 years of age,” in para-
graph (8) substituted "age 21 and not cov-
ered under (a) of this section,” for "21
years of age” and "except that they have
the care and support of both their natural
and adoptive parents” for "but who do not
qualify because they are not dependent
children,” in paragraph (9) deleted

"women who are” at the beginning of the
paragraph and added the language begin-
ning "women not covered,” made minor
punctuation changes in paragraph (3), in-
serted "and” following "mentally re-
tarded" in paragraph (5), and inserted
"and” following "psychiatric hospital” in
paragraph (7).

The 1998 amendment inserted subsec-
tion (b)(10).

Sec. 47.07.030. Medical services to be provided, (&) The depart—
ment shall offer all mandatory services required under 42 U.S.C. 1396
— 1396p (Title Xla of the Social Security Act).

() In addition to the mandatory services specified in (@) of this
section, the department may offer only the following optional services:
case management and nutrition services for pregnant women; per—
sonal care services in a recipient3 home; emergency hospital services;
long-term care noninstitutional services; medical supplies and equip—
ment; clinic services; inpatient psychiatric facility services for individ—
uals age 65 or older and individuals under age 21; physical therapy;
occupational therapy; chiropractic services; treatment of speech, hear—
ing, and language disorders; adult dental services; prosthetic devices
and eyeglasses; optometrists %ervices; intermediate care facility ser—
vices, including intermediate care facility services for the mentalzli/
retarded; skilled nursing facility services for individuals under age £1;
and reasonable transportation to and from the point of medical care.
@&1lch 182 SLA 1972; am 81ch 35 SLA 1973; am 82 ch 105 SLA
1974; am 81ch 12 SLA 1976; am &2 ch 221 SLA 1976; am &1 ch 82
SLA 1978; am 825ch 40 SLA 1981; am 82ch 132 SLA 1982; am 81
ch 20 SLA 1986; am &4 ch 105 SLA 1986; am &2 ch 119 SLA 1988)

1986 amendment of'.Ms section by ch. Z
was incorporated ii 105.

The 1988 ameno. inserted "case
management and n  .ion services for
pregnant women” in subsection (b).

CroBS references. — For program au-
thorizing payment for prescribed drugs
during fiscal year 1989, see ch. 120. SLA
1988 in the Temporary and Special Acts,

Effect of amendments. — The 1986
amendment rewrote this section. The

Sec. 47.07.035. Priority of medical assistance. If the depart—
ment finds that the cost of medical assistance for all persons eligible
under this chapter will exceed the amount allocated in the state bud —
get for that assistance for the fiscal year, the department shall elimi—
nate coverage for optional medical services and optionally eligible
groups of individuals in the following order:

51
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1974; am §1ch 117 SLA 1975; am 81ch 221 SLA 1976; am 81lch 11
SLA 1978; am 81 ch 132 SLA 1982; am 813 ch 138 SLA 1982; am
83 ch 105 SLA 1986; am &1 ch 119 SLA 1988)

Effect of amendments. — The 1986
amendment in subsection (b) in para-
graphs (3), (5) and (7) substituted "age 21
who are” for "21 years of age,” in para-
graph (8) substituted "age 21 and not cov-
ered under (a) of this section,” for "21
years of age” and "except that they have
the care and support of both their natural
and adoptive parents” for "but who do not
qualify because ,shey are not dependent
children,” in paragraph (9) deleted

serted

"women who are” at the beginning of the
paragraph and added the language begin-
ning "women not covered,” made minor
punctuation changes in paragraph (3), in-
"and" following "mentally re-
tarded” in paragraph (5), and inserted
"and” following "psychiatric hospital” in
paragraph (7).

The 1988 amendment inserted subsec-
tion (b)(10).

Sec. 47.07.030. Medical services to be provided, (@ The depart—
ment shall offer all nandatory services required under 42 U.S.C. 1396
— 1396p (Title X1X of the Social Security Act).

() In addition to the mandatory services specified in (@) of this
section, the department may offer only the following optional services:
case management and nutrition services for ..regnant women; per—
sonal care services in a recipient3 home; emergency hospital services;
long-term care noninstitutional services; medical supplies and equip—
ment; clinic services; apatient psychiatric facility services for individ—
uals age 65 or older and individuals under age 21; physical therapy;
occupational theraoy; chiropractic services; treatment of speech, hear—
ing, and language disorders; adult dental services; prosthetic devices
and eyeglasses; optometrists “services; intermediate care facility ser—
vices, including intermediate care facility services for the mentalzli/
retarded; skilled nursing facility services for individuals under age £1;
and, reasonable transportation to and from the point of medical care.
(§1ch 182 SLA 1972; am 81 ch 35 SLA 1973; am &2 ch 105 SLA
1974; am 81ch 12 SLA 1976; am 82 ch 221 SLA 1976; am 81ch 8
SLA 1978; am 825 ch40 SLA 1981; am &2 ch 132 SLA 1982; am &
ch 20 SLA 1986; am 84 ch 105 SLA 1986; am &2 ch 119 SLA 1988)

Cross references. — For program au-
thorizing payment for prescribed drugs
during fiscal year 1989, see ch. 120, SLA
1988 in the Temporary and Special Acts.

Effect of amendments. — The 1986

1986 amendment of this section by ch. 20
was incorporated in ch. 105.

The 1988 amendment inserted "case
management and nutrition services for
pregnant women" in subsection (b).

amendment rewrote this section. The

Sec. 47.07.035. Priority of medical assistance. If the depart—
ment finds that the cost of medical assistance for all persons eligible
under this chapter will exceed the amount allocated in the state bud —
get for that assistance for the fiscal year, the department shall elimi—
nate coverage for optional medical services and optionally eligible
groups of individuals in the following order:

51
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) chiropractic services;

(@) adult dental services;

(3 emergency hospital services;

(¥ treatment of speech, hearing, and language discrders;

optometrists “services and eyeglasses;
) occupational therapy;
prosthetic devices;
) medical supplies and equipment;
clinic services;
physical therapy;
) personal care services in a recipient3 home;

(L5 long-term care noninstitutional services;

(13) inpatient psychiatric fecility services;

(14) intermediate care facility services for the mentally retarded;

(15) intermediate care facility services;

(16) pregnant women, and children five yeai' of age or younger,
with a household income that does not exceed percent of the fed—

eral poverty level;

(17) individuals under age 21 who are not eligible for benefits un —
der the federal aid to families with dependent children program be—
cause they are not deprived ofone or more of their natural or adoptive
parents;

(18) skilled nursing facility services for persons under age 21;

(19) aged, blind, and disabled individuals who, because they do not
meet the income requirements, do not receive supplemental security t
income under Title XV 1 of the Social Security Act, but who are eligi—
ble, or would be eligible ifthey were not in a skilled nursing fecility or
intermediate care facility, to receive an optional state supplementary
payqnent;

( individuals in a hospital, skilled nursing facility, or intermedi —
ate care facilitywhose income while in the facility does not exceed 300

percent of the supplemental security income benefit rate under Title
XV1 of the Social Security Act, but who, because of income, are not
eli%i le for the optional stat§ supplementary payment;

(£1) individuals under age 1 under supervision of the department,
for whom maintenance is being paid in whole or in part from public
money and who are in foster homes or private child-care institutions.
($ 3 ch 132 SLA 1982; am 82 ch 20 SLA 1986; am 85 ch 105 SLA
1986; am 83 ch 119 SLA 1988)

Cross references. — For program au-
thorizing payment for prescribed drugs
during fiscal year 1989, see ch. 120, SLA
1988 in the Temporary and Special Acts.

Effect of amendments. — The 1986
amendment rewrote this section. The

52

1986 amendment of this section by ch. 20
v as incorporated in ch. 105.

The 1988 amendment inserted present
paragraph (16) and redesignated former
paragraphs (16)-(20) as present para-
graphs (17M21).
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7AAC 43120 Health and Social Services 7AAC 43180

the division before admission to the hospital; failure to obtain au—
thorization will result in nonpayment regardless of the eligibility of
the recipient or the appropriateness of the services.

(b) Except as provided in this subsection, the divisionwill not pay
for more than one physician visit in a 30-day period for a patient in
either a skilled nursing or an intermediate care fecility. The divi—
sion will, in itsdiscretion, pay for additional visits ifwritten justifi—
cation, acceptable to the division, accompanies the bill for the physi—
cian visit. @f. 8/18/79, Register 71; am 3/25/83, Register 85; am
7/1/85, Register 95; am 9/25/85, Register 95)

Authority: AS 47.05.010
AS 47.07.030
AS 47.07.050

7 AAC 43.120. X-RAY SERVICES. Diagnostic and follow-up X-
rays do not require prior approval by the division, but films must be
made available to the division on request. (Eff. 8/18/79, Register 71)

Authority: AS 47.05.010
AS 47.07.030
AS 47.07.050

7 AAC 43.125. LABORATORY SERVICES, (@ A physician
using his or her own laboratory to provide necessary laboratory ser—
vices will be reimbursed according to the medicare fee schedule in 42
C.F.R. 405.515.

() A physician using the services of an independent laboratory
shall request services for a recipient in the same manner that services
are requested for a private patient.

(© An independent laboratory certified by the department, or certi—
fied by the state medicaid agency or medicare if located out-of-state,
may bill the division directly. Reimbursement for clinical laboratory
testswill be made by the division according to the medicare fee sched—
ule in 42 C.F.R. 405.515. (Eff. 8/18/79, Register 71; am 3/30/88, Regis—
ter 106)

Authority: AS 47.05.010
AS 47.07.050

7 AAC 43.130. PSYCHIATRIC SERVICES, (@ Payment to a
physician for psychotherapy services will be provided without prior
authorization for services to recipients on an outpatient basis.

(®) Services by a psychologist, social worker or nurse are not cov—
ered outside of a psychiatric facility or general hospital except when
provided through a community mental health clinic enrolled as a pro—
vider in the medicaid program. (Eff. 8/18/79, Register 71)
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847.07.020 W elfare, Social Services & Institutions 847.07.020

(b) If the department provides or pays for medical assistance for
injury or illness under this title, the department is subrogated to the
rights of the recipient of that medical assistance for any claim arising
from the injury or illness and to the proceeds of an insurance policy
covering the injury or illness to the extent of the value of the medical
assistance provided.

© If a recipient of medical assistance under this title settles a
claim or obtains an award of judgment arising from the injury or
illness forwhich the medical assistance was received, the department
shall reimburse the recipient for attorney fees and costs commensu —
rate with the amount of the settlement, award, or judgment to which
the department is entitled under (b) of this section. Regardless of the
manner in which the amount of the attorney fees is derived, reim—
bursement of attorney fees shall be in accordance with the applicable
rules of court governing the award of attorney fees in civil matters.

(d) The department is authorized to enter into contracts for the
collection ofmedical expenses already paid by Medicaid from potential
third-party payors. The department may pay, from the funds recov—
ered by the contractor, any amounts owing to the federal government
as itsshare of the Medicaid paid claim, and the costs of collecting the
funds. (82 ch 105 SLA 1986)

Chapter 07. Medical Assistance for Needy

Persons.
Section Section
20. Eligible personc 70. Payment to health facilities
SO. Medical services to be provided 180. Duties
35. Priority of medical assistance 900. Definitions
40. State plan for provision of medical

assistance

Sec. 47.07.020. Eligible persons, (@ All residents of the state for
whom the Social Security Act requires medicaid coverage are eligible
to receive medical assistance under 42 U.S.C. 1396 — 1396p (Title
XIX, Social Security Act).

() In addition to the persons specified in (@) of this section, the
following optional groups of persons for whom the state may claim
federal financial participation are eligible for medical assistance:

(1) persons eligible for but not receiving assistance under any plan
of the state approved under 42 U.S.C. 601 — 615 (Title IV-A, Social
Security Act, Aid to Families with Dependent Children) or 42 U.S.C.
1381 — 1383c (Title XVI, Social Security Act, Supplemental Security
Incgme);

(&) persons in a general hospital, skilled nursing facility or inter—
mediate care facility, who, ifthey left the fecility, would be eligible for
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assistance under one of the federal programs specified in (1) of this

subsection;

(3 persons under age 21 who are under supervision of the depart—
ment, for whom maintenance is being paid in whole or in part from
public funds, and who are in foster homes or private child-care institu—
tions;

(@ aged, blind, or disabled persons, who, because they do not meet
iacome and resources requirements, do not receive supplemental secu—
rity income under 42 U.S.C. 1381 — 1383c (Title XVI, Social Security
Act), and who do not receive a mandatory state supplement, but who
are eligible, or would be eligible ifthey were not in a skilled nursing
fatiHty or intermediate care facility to receive an optional state sup—
plementary payment;

() persons under age 21 who are in an institution designated as an
intermediate care facility for the mentally retarded am who are fi—
nancially eligible as determined by the standards of the federal aid to
famjlies with dependent children program;

) persons in a medical or intermediate care facility whose income
while in the facility does not exceed 300 percent of the supplemental
security income benefit rate under 42 U.S.C. 1381 — 1383c (Title XVI,
Social Security Act) but who would not be eligible for an optional state
supplementary payment if they left the hospital or other facility;

(7) persons under age 21 who are receiving active treatment in a
psychiatric hospital and who are financially eligible as determined by
the standards of42 U.S.C. 601 — 615 (Title IV-A, Social Security Act,
Aid, to Families with D?andent Children);

) persons under age £1 and not covered under (@) of this section,
who would be eligible for benefits under the federal aid to families
with dependent children program, except that they have the care and
support of both their natural and adoptive parents;

(9 pregnant women not covered under (@) of this section and who
meet the income and resource requirements of the federal aid to fami —
Iiei ith dependent children program;

(V) pregnant women, and children five yeai' of age or younger,
with a household income that does not exceed percent of the fed—
eral poverty lewel.

(© Receipt ofmedical assistance under this chapter isconsidered to
be an additional benefit to these individuals and does not affect other
assistance payments, federal or state, for which the recipient is eligi—
ble.

(d) Additional groups may not be added unless approved by the
legislature.

(©) Notwithstanding (b) (4 of this section, a person is not eligible
for medicaid benefits until a final determination ismade on the eligi—
bility of that person for benefits under 42 U.S.C. 1381 —, 1383c (Title
XV1, Social Security Act). B 1 ch 182 SLA 1972; am Slch 105 SLA
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) chiropractic services;
() adult dental services;

(3 emergency hospital services;
(@ treatment of speech, hearing, and language disorders;
optometrists "services and eyeglasses;

) occupational therapy;
g prosthetic devices;
)

medical supplies and equipment;

clinic services;
physical therapy;

) personal care services in a recipientd home;
(L4 long-term care noninstitutional services;
(13) inpatient psychiatric facility services;
(14) intermediate care facility services for the mentally retarded;
(15) intermediate care facility sendees;
(16) pregnant women, and children five yeai&)of age or younger,

with a household income that does not exceed

eral poverty lewel;

(17) individuals under age 21 who are not eligible for benefits un—
der the federal aid to families with dependent children program be—

cause they are not deprived of one or more of their natural or adoptive

parents;

(18) skilled nursing facility services for persons under age 21
(19) aged, blind, and disabled individuals who, because they do not
meet the income requirements, do not receive supplemental security

income under Title XV 1 of the Social Security Act, but who are eligi—

ble, or would be eligible ifthey were not in a skilled nursing facility or
intermediate care facility, to receive an optional state supplementary

paypent;

@Y) individuals in a hospital, skilled nursing fecility, or intermedi —

ate care facilitywhose income while in the facility does not e::ceed 300
percent of the supplemental security income benefit rate under Title
XV1 of the Social Security Act, but who, because of income, are not

(

) individuals under age

eli&i le for the optional statﬁ supplementary payment;
under supervision of the department,

for whom maintenance is being paid in whole or in part from public
money and who are in foster homes or private child-care institutions.
($ 3 ch 132 SLA 1982; am 82 ch 20 SLA 1986; am 85 ch 105 SLA

1986; am 83 ch 119 SLA 1988)

Cross references. — For program au-
thorizing payment for prescribed drugs
during fiscal year 1989, see ch. 120, SLA
1988 in the Temporary and Special Acts.

Effect of amendments. — The 1986
amendment rewrote this "lection. The

52

1986 amendment of this section by ch. 20
was incorporated in ch. 105.

The 1988 amendment inserted present
paragraph (16) and redesignated former
paragraphs (16M20) as present para-
graphs (17M21).
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meet of licskd health care providers of yariols types residing in each house election district
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COST-SAUINGS AS A RESULT OF PSYCHOTHERAFY

A number of studies have discussed the fact that overall
medical costs are dramatically reduced one year after a patient has
been in psychotherapy. The Tfollowing are a few of those studies.
Specific references will be provided upon request:

1. Nicholas Cummings, Ph.D., with Kaiser-Permanente mental
health programs stated iIn the October 15, 1ii?S2 Psych iatr ic New
that "...Dispite two decades of research...showing that brief

psychotherapy dramatically reduces utilization of other medical
resources, policymakers continue to ignore these findings when
designing health care systems...." He found .n his study that
resolving financial problems of HMD"s was done "...by relying or
brief psychotherapy to reduce the high incidence of unnecessary
medical care ... _medi cal utilizat ion* declined significantly— and
stayeddown for tha fuy* years studi ed. ..Cand] ...amoung pat-ient-
who complfct™d bri.ef psychotherapy, medical utilization dropped
75 percent.” This was seen as iImportant when, as he 1indicated,
"...60 percent of all patient care could not be attributed to
" organic illness bu.t,wasMue, iInstead, to psychological
problems." Patients many times reported not liking their
therapists, and that therapy did not help them, but they did
dramatically change their overall medical overutilization and nc
longer had symptoms. There have been over 28 replications of

these studies.

2. In 1977 Sten and Young in completing a Masters degree
(M.S.W.)” thesis at Portland State University found that clinica
social work psychotherapy of patients at Kaiser Permanente iIn
“irtland, helped to significantly reduce patient
?r-utilizat ion of other medical services. There was a <
.47. 17. decrease in physician office visits; a A3.67. decrease
he number of physicians seen for office visits; a 31.27.
oi ~e in telephone contacts; a 43.67. decrease 1in the number
of p. <"iptions written; a 45.37. decreafe in emergency room
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visits; a 66.7"/ decrease in frequency of hospitalizations and a
77.7v. decrease 1iIn the average length of stay in the
hospital...intervention appeared to be p05|t|vely assocated with
an over- aII change rate of some 53 percent

3. Jones and Vi schi CI???), 1in reviewing twenty-five C(C25)
research projects, shGwed that after an individual was 1iIn
psychotherapy reductions iIn medical/surgical expenditures
averaged 5/7/C in one study to 62v. in out-patint medical visits
and eQv. iIn iIn-patient care.

&

4. A Kaiser-Permanente study of 152 patients showed that over a
five year period there was a reduction 1iIn out-patient visits of
62v. and eqQv. for in-patients. The most important aspect of this
study 1is that the matched non-treatment controls, also a
psychologicall distressed group, showed no change 1in their

health care utilization over the same fTive year period.

9 |

5. A West German study utilizing a five year follow-up period
after mental health treatment fourvd®™ an 3514 reduction 1in
in-pat rent utilizatiion . *o

* *
6. Other studies 1nd|cated that waiting Hli.st, non-treated,
groups demonstrated the highest levels of medical care
over-utilization, with even increases seen 1iIn their request for
more doctors appointments and hospitalizations. Other findings
revealed that even one psychotherapy session was effective in
reducing medical care utilization. However, greater reductions
in medical utilization rates were noted with increasing
frequency of psychotherpy contacts. Weekly therapy sessions,
particularly on a short-term basis of 12 sessions, lead to the
greatest psychotherapeu tic benefits. "t

7. Research conducted by Blue Cross/Blue Shield, reported in
the New York Tim”s and by the Psychotherapy in Private
Practice Journal , with joint sponsorship by the National
Institutes of Mental Health, found that "...psychotherapy can
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sign ifican 11y reduce hospital costs -for physical ailments among
people with heart disease— ischemic and hyper tensive, air-flow
limitations disease and diabetes.” the -findings indicated
"_..that people who had at least 7 visits of out-patient ee
psychotherapy after the diagnosis of one of these 4 diseases
incurred costs for medical services that were 667. lower than the
costs for those who did not have psychotherapy....They found
that psycho therapy was most effective when it involved modei »le

amounts of out-patient visits rangTng from 7 to

8. A University of Colorado study reported iIn the September 21,
1934 Psych i1atr ic Mews reviewed claims for Blue Cross/Blue
Shield patients. "The findings indicated that psychotherapy
significantly reduced medical services, and particularly
inpatient services. "_..after mental health treatment,
inpatient hospitalizations were approximately 1.5 days shorter
than those of the control group®s average of 3.7 days The
average change after psychotherapy was -73.4 percent for
inpatient and -22.6 percent for outpatient care..... After the
initial year, the psychotherapy group had significantly lower
inpatient medical care costs iIn each of the other four years
anal yzed.™

9. EmiMy Mumford, iPhi.D." In the October, 1984 issue of the -
American Journal of Psyhiatry presented her findings of
reviewing over 53 research projects on pschotherapy. The
results demonstrated that patient costs dropped dramatically
after 1involvement in psychotherapy. Again there were
significant reductions iIn iIn-patient stays, for medical problems
for those patients who received psychotherapy. "...following
mental health treatment, the medical care charges of the
treatment group increased more slowly than the average inflation
rate of 13.67. per year.... In contrast, the charges of the
comparison group 1increased faster than the inflation rate."

10. A study reported iIn Psychotherapy Finances in 1983
reported in findings by the U. S. Steel Company that there was
a savings of S5.00 for every S1.00 spent on mental health

serv ices. Polaroid and several other large companies have;
reported similar results at the same time.
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Ii. Federal Employees health 1insurance programs, which"haue
generous mental health benefits, showed that only 5 - 771 of the
total health care costs are tor emotional disorders.

12. Studies at the local HMG, SelectCare, 1in studying 31 Ph.D.
and M_S_.W. providers, in computer analysis of records
demonstrated that the average number of visits over a 3 year
y period was only 5.4 visits for all providers. A year later it
>was 4.3 visits'! The analysis also indicated that mental health
benefits are a very small part of their benefit package, 1.e.,

7/10th of 171 of their entire budget.
I

13. In 1977 there were 11S,767 patient contacts with 45
physicians at The Eugene Hospital and Clinic. Of these
out-patients only 2,900, or 2.44/ were diagnosed as having
mental or emotiona.l disorders by the physicians.

*

1
14. The Group health Association of Washington, D.C., showed a
reduction 1in usage of general mediTtal care by as much as 30.771,
and a 29.871 drop i L»ab and X-ray use the year after =
psychotherapy services were received.

15°. Kaiser Plan of California saved 250.00/yr, in the following
year, TfTor each patient who received psychotherapy services.

20. Blue Cross of Western Pennsylvania noted a 5071 decline 1in
monthly costs per patient iIn the use of med ical-*surgical
procedures/services for those patients who had received

psychoth"e- py services.

21. Studies of coverage of clinical social work psychotherpy
services in private health 1insurance programs 1in new York State
only costs SO0.00 - SO. 15 per month/premium (NASW iIn Washington
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22. A 1972 study iIn West Germany of Insurance coverage for
1,004 patients, also iIn a five year follow-up study, who had
averaged 100 hours of psychotherapy found that 81/ felt stronoly
they were helped by treatment. Further, their hospital rage
usage was reduced to 0.78 hospital days/year. Pre-treatment
usage averaged 5.3 days/year, with the general population
average being 2.5 days/year. This included hospitalization for
eany illness.

€
23. Otto Jones, M.S.W., a clinical social worker, developed a
mental health program for employees at Kennecott Copper in Utah.
Before the program employees averaged 5.3 working days/month
absence, weekly indemnity costs averaged $70.67/person/month,
and hospital/medical/surgical costs averaged
$109.04/person/month. One year after psychotherapy significant
reductions were noted: Absenteeism decreased to a 2.93 average
working days/month, weekly 1indemnity costs averaged
25.33/person/month, and hospital/med/surg. costs averaged

"$656 .91/persor./mon th . THIS 1S A 49.5/ REDUCTION IN ABSENTEEISM.
A 64.2/ REDUCTION IN WEEKLY 1EDEMMITV . AND A 48.97: REQIJCTI ON 1IN
HOSP .-MED .-SURGERY COSTS!! Those- ‘emp loyees not invove-d in

psychotherapy tended,to get worse and showed increases of: .2.9v.
increase 1iIn absenteeism, a 28.5/ increase in weekly indemnity
costs, and a 7.7/ increase 1in hospital, medical and surgical

costs.

24 A 1930 Iletter from Blue Cross of California indicated that
psychotherapy coverage fTor clinical social workers 1iIs "...a
small part of their total health care package ...Cand].. .have
little impact on the total rates for health coverage."

25. A 1979 study reported in Psyc-hiatric News states that
"_..mental health claims cre not a substantial portion of total
claims dollars.” Again the findings were that only between 5 tc
7v. of the claims dollars were paid out for mental heath care of
all types 1including inpatient services. In general '"...costs of
mental health care., have lagged behind the increases in other
health services."
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26. A 1984 NIMH study < AMA News, November 9. 1994 ); which 1is
the largest and most comprehensive survey to date of mental
disorders indicates that 20/. of all adult Americans suffers -fran
at least one mental disorder. Such disorders were equally
divided between males and -females. However, only 1/5th of those
so identified ever saw a mental health professional for
treatment. The rest were seen by their family physician only
and never referred for servces.

27. A 1930 article iIn American Medical News <fQ/lu/34) statec

that "...A prepaid mental health care program... appears able to
cut healh expences....” As a result of this intervention and
cost-savings, "...for the first time 1In three years, Stationers

Corp. did not have an increase iIn its health insurance
prem iurns."”

"23. MeDonne 11 Douglas \and several other companies like Xeros,
Hallmark Cards, Pitney Bowes, and IBM) in providing in-house *
mental health services for emloye™e"s "calculates that it saved
$4 mi 1T*ion over 10 y,eas'. ..and other companies also report .
lowered costs for_medical and disability insurance, TfTewer
accidents and reduced absenteeism...."

29. A 1980 article iIn the American Journal of Psychiatry
indicates that only 7.3X of insured patients had services for
mental health disorders. Of these, over half the claims for
such services were submitted by general physicians and not
mental health professionals.

30. A 1981 study reported in American Medical News (9/74/91)
found that treatment for alcoholism resulted iIn a savings of
$1.5 million, with "alcoholism rehabilitation programs Chav;ing]

an 85X success rate.” A Stress management and health back
programs also saved further money. "...the $2.7 million
estimated savings are 'conservative figures..."™ for New York-

Telephone employees.
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31. A 19S3 study in the Journal of Pain round that-
utilization of EMG Biofeedback treatment iIn patients with
chronic rheumatic back pain resulted in significant positive
changes. “...At the end of the treatment phase and at the 4
month fTollowup the patients iIn the biofeedback group showed
significant 1iImprovements in the duration, intensity, and quality
of their back pain as well as their EMG levels, negative
self-statements, and utilization of the. health care system."
Non-treated, control groups, and traditionally medically treatec
egroups showed no improvements 1iIn their conditions at all."
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Monday, August 8, 1988

POIMT OF vm w Ronald Dronow

Sdit iTuiuixo Qijrniilr

Why the Prognosis IsPoor for the HMO System

S usl a few years ap.o, everybody was say-
ing that Health Maintenance Organiza-
tions would resnape our entire health care

delivery system.

In theory, it looked pretty good. The pa-
tient would pay asingle premium and be
covered for all of his medical needs, from
doctor visits to surgical and hospital fees.
The 1IMOs, by stressing preventative medi-
cine techniques, were supposed to keep peo-
ple healthy enough that they would need
less medical care.

Well, it hasn't exactly worked out that
way.The IIMOs are In deep trouble; three
out of ever' four plans are losing money.

Forbes magazine says, 'This once-
vaunted scheme for holding down medical
costa has turned out to be one of the de- «
cade's most over hyped flops."”

Business Week says, "Federal Investiga-
tors believe they have uncovered a nation-
swide conspiracy by alleged mob groups to
exploit the prepaid health-care Industry." ,

The IIMOs were supposed to eliminate  m [IMOs and thcpressure from employers to
unnecessary medical costs without reduc- keep prices down.
(Ing quality of care. Whbat happened? Sixteen IIMOs disappeared In 1987,and
+ several slates are taking action to protect
consumers, forcing solvent IIMOs toset up
guarantee funds to pay claims of other
. ;IIMps who go broke. *o

' The real crisis today b with the 1IMOs
» that treat Medicare patients. Twenty-nine
plans did not renew their contracts for 1080,

- health care costs are rising faster than their . resulting Indisruption of health care for 04,-
000senior citizens. Last year was the first In

m(.Incomes. They can't raise their premiums e .
I chough to make money, because of trcmen- * : i which there was a decrease [penrollments

| dous competition from all of the other

Ipradicos inLos Angelos.

Theysimply couldn't do It.The indus-
try is being clobbered because of Its inabili-
‘ ty to hold down costs. By removing medical
deductibles In order to get new customers,
the patients can goto their doctor any lime
they want, because it's free.

1 ' Theend result: All of the companies’

Ronald Bronow Isa dermatologistwho ,(

j since the program started Ir11085.. k.

.the 1IMOs are utilizing some lough
options:

m Dump the Medicare patients because
they gel sick and use more services.

m Increase the premiums and reduce
the benefits to patients.

MRenegotiate lower rates for physi-
cians.

lug millions of dollars on advertising (inon- 1/

T he industry
clobbered because it

can’'thold dow n

is beiny

%
costs

' ration carcso a corporate executive can
At lliesame lime the JiMOs are spend- U |

show a profit to Idsstockholders. Wecan't
accept Inferior quality of care: ANorthern

ey that used to go for patient care), trying to 11 california HMO told its physicians to "avoid

attract young and healthy subscribers who |
don’t get slek—and not enrolling those j
who might. Then they make It Inconvenient |
for those who really gel sick to gel care. |
Maybe the patient will qull and gosome- |
where else. u 3]

Finally, lliey put the pressure nu the
doctor to perform fewer services. The main
way they do that Is by assigning the patient
to a "gate-keeper" doctor, who evaluates
whether the patient needs consullallons,
X-rays or laboratory tests. A review commit-
tee must then rule on the doctor's requests.
These Judgments arc frequently based
more an economics lltan patients'needs.

On lop of this, all outside services or
consullallons approved arc deducted front
the "gate keeper's" salary. Many people
have called this form of treatment "under-
care," the ."urjwse being to delay.

INole: This discussion does not Inc/ude
Kaiser, a high quality HMO Iliut does nut
pay its physicians more money If they pro-
vide less care to their patients.)

o us physicians, this Is Immoral. Wt did
not go to medical school to learn hew to

aggressive or heroic measures such as resus-
citating Die frail elderly, where nhigh mor-
bidly or mortality rate can be expected."

So. what have the IIMOs sciomplished?
By grabbing the young healthy patients,
higher risks arc pushed Into the other Insur-
ance companies. Thai's why your premiums
areb6kyrockeilng.

Hospitals, because (hey have lodis-
count to these "managed care" plans, are
now unwilling to take care of the poor.

What has been saved by all of this?
Nothing. Medical Inflation continues at the:
same rate, while an Increasing number of
Amci lean citizens are subjected lo ration-
Ing and second-rale care.

What should we do about this? We
must start over. There should be a national
dialogue on the flaws In our healtb-care sys-
tem, with proposals to reform IL

Finally, we must protect the freedom
and Integrity of the physician while extend-
ing health care lo more people. Don't lose ;
your rights to receive quality careaud our
rights to practice quality medicine.



Mental care

s een reducing

medi1cal costs

The provision of necessary mental
treatment lor many meciic.il patients can
lead in a decline in subs quent medical
costs, according lo a sludy described in
the October issue of the American lour-
nai oi Psychiatry.

The savings are particularly significant
among the hospitalized anrl the elderly,
ac< ording to the report.

The two-part study analyzed data from
58 published and unpublished research
reports comparing hospitalized patients’
medical costs before and after they e-
ceived mental health services. "Eighty-live
percent of all these studies reported a de-~
crease in meoicat utilization tollowmg
psvenotnerapy,” wrote Emily Mumtoro,
PhD. ,ol the New York State Psychiatric
Institute.

She and her colleagues concluded that
the "clearest cost-offset effect appears
largely in me reduction ol injaatient rather
than oulDatient costs. ... 0lder patients
show larger cost-offset effects than
younger ones."

Twenty-two of the 58 studies dealt with
medical-surgical patients who received
emotional, psychological, and educa-
tional support during hospitalization.
These studies generally found that these
patients recuperated faster than those who
did not receive such support, with an av-
erage reduction in inpatient length ol stay
of i.5 davs.

AMERICAN MEDICAL NEWS

. OCTOBER 12. 1984

ANOTHER 26 studies compared medi-
cal utilization before and after psycho-
therapy. Twenty of the studies showed an
average decline oi 33% in the use of
meoical services, Il-ive other studies com-
paring, the use ol inpatient and outpilient
costs alter psycnoiheraoy showed that in-
patient cosis dropped more riramalicalfy ~

Dr. Mumiord pointed oul that psycho-
logical support had a greater effect on
people older than 55. A study of elderly
patients hospitalized tor leg fractures
showed that those who received psychi-
atric consultation lofi the hospital an av-
erage of 12 days earlier than those who
did not, and "twice as many of the pa-
tients who had been provided [with] con-
sultation returned home rather than being
discharged to a nursing home or other in-
stitution," the report staled.

The second part of the study was based
on areview of data from the files of the
Blue Cross/Blue Shield Federal Employes
Plan, which covers 6.7 million people.

Dr. Mumford and her associates, com-
paring claims from individuals who had
received psychotherapy with those who
had not, found that medical charges for
all patients increased during the study. The
authors reported, however, that "follnw-
ing mental health treatment, the medical
care cnarges ot the treatment group in-
creased more slowly tnan the average i~
flation rale ol 13.6% per year. ... In con-
trast. the charges ol the comparison group
increased taster than the intuition rale.”
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Psychotherapy

For Other Care,

Support for the contention that psy—
chotherapy leads to lower costs tor
other medical services was bolstered
recently with the completion ot a ma-
jor study at the University of Colora—
do Health Sciences Center.
Researchers Emily Mumford, Her —
bert J. Schlesinger. Gene V. Glass,

Cathleen Patrick (Il Ph.D. 3), and
Timothy Cueraon analyzed 58 cost-
offset studies completed sir.ee 1978
and the 1974-78 claims files of the
Blue Cross and Blue Shield Federal
Employees Prog-am (FEP), which
contains insurance information on 6.7
million persons. Thev found that out—
patient mental health treatment (in—
cluding psychotherapy and less inten—
sive interventions) led to siemncant
reductions in utilization of medical
services, particularly inpatient serv—
ices. =

Their analyses also indicated a larg—
er cost-offset effect among older peo—
ple who had received mental health
treatment than among young or mid—
dle-aged psychotherapy patients.
Their findings will be published in the
October issue of the Amencan Jour'
nal of Psychiatry.

The two sets of data the researchers
analyzed produced similar results.

Data from the 58 cost-offset studies
indicated that in 85 percent of the
studies there was a decrease in medi —
cal care utilization after psvehotnera-

. The researchers analyzed oniy the
izyl studies that could not be biased by
self-selection as 1in the naturalistic,
"ime-series ones that compared the
individual*s medical care use before

R educes

Costs

Study S hows

and after psychotherapy. They found
that after mental health treatment, in—
patient hospitalizations were approxi—
mately 1.5 davs snorter than those of
the control croup®s average of 8.7
days.

Most of the experimental (treat—
ment) group received only modest
psychotherapeutic intervention, while
the control group received just a stan—
dard medical regimen.

In five of the controlled experimen—
tal studies, Mumford and her col—
leagues were able to analyze data on
both inpatient and outpatient medical
utilization. The average change after
psychotherapy was -73.4 percent for
inpatient and -22.6 percent for outpa—
tient care.

Inflation Rate

The researchers also compared the
FEP data with inflation rates for the
five-year study period. They found
that while *medical charges for all
groups increased during this peuod,
the total care charges for the psycho—
therapy treatment group- all ofwhom
had at least seven outpatient and no
inpatient visits- increased more slow—
ly than the average inflation rate of
13.6 percent. Similar charges for the
comparison group 1increased faster
than did the inflation rate.

After the initial year, the osvcho-
lherapy group had significantly lower

Psychiatric News / September 21,1984

inpatient medical care costs in each of

the other tour years analyzed. In each
year the treatment group outspcnt the
comparison group for outpatient carc.
and the differences remained constant
throughout the period. The cost re—
ductions were thus attributable pri—
marily to lower inpatient costs.

Age

Age turned out to be a significant
factor in the degree of cost-offset fol—
lowing mental health treatment.

Twenty-three of the 58 studies re—
ported the mean age of the subjects,
including 15 studies of inpatients, four
of outpatients, and four of alcoholic
outpatients. In all three settings older
people had greater reductions inmedi —
cal care use after mental health treat—
ment.

Comparable results were evident
when they analyzed the FEP data for
age differences. Patients 55 years of
age or older showed the greatest de—
crease in hospital charges -fter psy—
chotherapeutic intervention. Their av—
erage inpatient medical charges in
1974, the first year of the study peri—
od, were more than S160 higher than
those of the comparison group. By
1978 the treatment group was spend—
ing S70 less than the comparison
group. Differences in outpatient ex—
penses were not significant.

Using research showing that elderly
persons suffer more emotional dis—
tress than younger ones— due largely
to chronic illnesses, loss of friends,
loved ones, or income, and forced
relocation- ycl receive proportional—
ly less psychiatric care, Mumford and
colleagues suggest that ““underutiliza—
tion of mental health services by the
elderly may result in needless suffer—
ing among the elderly and needless
cost lo society."

Physicians spend less time with
their older patients, the researchers
point out. and thus offer little emo —
tional support to the group that could
benefit most from a sympathetic car.
Nonpsychiatric physicians arc often
unaware of how important il is for
them to boost the determination ol
older patients to continue taking med —
ication as prescribed and to follow
other medical advice.

The problem is compounded and
the cost of medical care increased,
they suggest, by the frequent reluc—
tance of older patients to confide emo —
tional problems to younger physi—
cians, who may in turn neglect to ask
about emotional and psychologica
problems that may be affecting thcii
elderly patients.



L rfeA/,j(™)

cT (y?esC //S>/ *

IN & AR D fY%

S

SletP = [T ollfr- <[« [ ftf

/Ty 7/ /res, t>/»/tsV *?2/



BEHAVIOR mWhen sex enters the equation,

T his is how it begins: An attractive

Young_woman goes to see a psycho-

_therapist for the first time. Perhaps
she i havm? trouble with men. Perhaps
she is overly _|m?uIS|ve or drinks too
much or has nightmares. She relaxes in-
side the quiet consulting room, with its
Persian rugs and tall bookshelves. She
tells her deepest secrets, opening up to
the middle-aged man who sits across
from her, his brown oxfords polished, his
eyes intent, listening. Yet there is some-
thing not quite right” s it that he isa little
too personal? That he is so willing to talk
about himself? She can't quite put her
finger on it. She begins to dream about
him. 1f he mentjons a bogk, she runs out
to buy it. At night, she calls his answering
machine just fo hear his voice. He has
become her protector, her father.

This is what she does not know: The
therapist has problems of his own. He is
lonely. His children have left home, and
in hi§ eyes his wife is old and unappeal-
Ing. To 'make matters worse, he is bored

U.S.NEWS & WORLD REPORT. March 12. 1990

with his work, with the hourly grind of
listening to unhappy people who never
seem to change. There are medical prob-
lems— nothing life threatening, but
enou?h to remind him_of the possibility
that Tife will end. He is losing his sense
of professional boundaries, but he
doesn’t know it P/Et' At night, he pours
himselfa glass of brandy. Then another.
Still, he cannot fall asleép.

This is what happens: One day the
Koung woman who has come to him for
help is upset at the end of the hour. She
is crying, and as he ushers her to the
door; he leans forward and gives her a
lingering hug. Or one day sherings him
an‘expensive gift, a pen-and-ink drawing
for his wall, and he accepts it and then,
suddenly, begins to talk about his own
depression. What could be the harm?
She is such a good listener. A few weeks
later, he chan(%es her aéapomtment to late
in the day. At the end of the hour they
walk to the waiting room, then to the
corner Italian restaurant for dinner and

psychotherapy isover

then, svhen he mentions that his wife is
away, to his house. He makes her prom-
ise She will not tell anyone what has
haﬁpened between them. Afterward,
fighting waves of panic, she feels sudden-
ly"that she will never recover from this.

Freudian waming. Almost a ce_nturY
ago, Sigmund Freud cautioned his fol-
lowers ot to become romantically in-
volved with the gat[ents they treated.
Freud knew that, by its very nature, the
relationship between therapist and pa-
tient is unequal, a re-creation of the in-
equality between parent and child. As
the therapy progresses, the therapist
takes on a larger-than-fife _quallt?/_. He
becomes a powerful, idealized figure
and the patient develops exaggerated
feelings for him, for a time even fa_lll_n?
in love. But these emotions are artificial-
IY created, fueled in part by the inequal-
ity in power, and the thera |st’s!10b IS to
help sort them out. If, instead, he turns
them to his own sexual advantage,
Freud warned, the result will be disas-
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trous for both treatment and patient.

Yet a startling number of modern
psychotherapists ignore the injunction
against sexual involvement, even though
it is now written into the ethical codes
of professional groups such as the
American Psychiatric Association and
served up to beginning therapists along
with the first lessons on diagnosis and
treatment. Anonymous surveys of psy—
chiatrists, psychologists, social workers
and other mental-health professionals
indicate that up to 12 percent of practi—
tioners in these groups have had sexual
contact with patients,
many citing “tlient wel—
fare”” as the rationale for
their actions. And these
numbers, experts say, arc
almost certainly underesti—
mates, since many offend—
ing therapists will not ad—
mit to their actions- even
anonymously. The true in—
cidence could be as high as
15 or even 25 percent.

Links to Incest In part,
the figures are alarming be —
cause studies have borne
out Freud 3 predictions,
demonstrating that sexual
misconduct by a therapist
can have severe and long-
lasting effects for the pa—
tient. Not without reason
have some researchers
compared the plight ofsex—
ually exploited patients to
that of incest victims. The
situations have much in
common: Both involve a
deep betrayal of trust, a de —
mand for secrecy, a conflict
between Iloyalty and the
knowledge that something
is very wrong. California
psychologist Kenneth Pope
has described a syndrome that is often
seen in patients who have been sexually
abused by a therapist. The complaints
include a worsening of previously exist—
ing psychiatric symptoms, increased dif—
ficulty in personal relationships, feelings
of quilt, emptiness and suppressed rage,
an inability to trust and an increased risk
of suicide.

Perhaps not surprisingly, the vast ma —
jority of therapists who coax or coerce
their patients into bed are male, while
those they prey upon are overwhelming—
ly female. The victims are often women
who sufTer from low self-esteem and who
sought therapy to begin with because
their sense of selfwas tenuous, their per—
sonal boundaries uncertain. Sometimes
these women also have a history of sexu—
al abuse by a relative or neighbor. Once
inside the therapist3 office, they find it
difficult to assert themselves against the

64

HORIZONS

man towhom they have already confided
their most private thoughts and feelings.
The therapist, for his part, finds such
patients easy to bully into keeping the
relationship a secret.

Who are these men? At the extreme,
they can be sadistic and mentally unbal —
anced, like the “Svengali””’who drugs his
patients into submission, or the psychia—
trist- a devotee of author Ayn Rand-
who re-enacted rape scenes with his pa—
tients to teach them the “positive value’”
of sexual submission. Some have what
are termed character disorders and are

blinded to the needs and feelings of oth—
ers by their own narcissism and self—
absorption. Yet much more common,

says Dr. Robert Simon, director of the

program 1in psychiatry and law at

Georgetown University School of Medi —
cine, is the middle-aged therapist whose

marriage is in trouble and who- feeling

old and isolated- turns to an attractive
female patient for the intimacy missing

from hisown life.

Peter utho of the 1989
book SeX Int eﬁ b|aden 0NE (Jeremy
Tarcher; S17.95), argues that therapists

who break the rules are acting on temp—
tations that many- perhaps most- men
feel. “To me, and to all m n in power,
the woman can easily become a sympa—
thetic, wounded, vulnerable presence
who admires us and needs us in an espe—
cially feminine way,”” he writes. For
men, the allure of sex with a woman

who trusts and depends on them reflects
a wider, cultural imbalance in power be—
tween women and men that is “epidem—
ic,”’Rutter asserts.

Yet some men are more vulnerable.
Georgetown 3 Simon has iound that
professionals who are poorly trained,
who abuse drugs or alcohol, who have
not been in psychotherapy themselves or
who are unable to manage the intense
"countertransference”” feelings that psy—
chotherapy often evokes in those who
practice it are more likely lo engage in
sexual relationships with patients. Nor

is high achievement a de—
terrent: A 1988 survey by
Pope and his colleagues
found that the incidence of
sexual abuse among prom—
inent practitioners- ten—
ured professors and chair—
men of ethics commit—
tees- was actually higher
than among therapists in
general .

Rarely does the sexual
interlude occur abruptly or
without prelude. Instead,
there isa gradual erosion of
professional boundaries, a
move from handshake to
hug, a period of self-confes-
sion by the therapist, an
agreement to allow the pa—
tient to “pay”” for sessions
by cleaning the office or
editing manuscripts. Says

Simon: “The problem is
that wher Cross—
ing bounua...

little bit here and a little b.,,
there, and before you know
ityou Te on a slippery slope
to sexual malpractice.”” A
typical case, he says, is the
widowed 63-year-old thera—
pist who slowly began to
talk more about his own feelings during
sessions with a 45-year-old patient. The
patient took on the role of confidante,
sometimes putting her arm around her
therapist when he broke down crying.
Eventually, they began a relationshipout—
side the office. Observes Simon: "The
therapist 3 depression improved.””

There are also cases that strain credi—
bility. One therapist, to prove to his pa—
tient he was not attracted to her, sug—
gested that they both disrobe. Another
professional described in Rutter 3 book
listened to a female patient talk about
the pain and horror she had suifered as a
child when a man forced her to perform
fellatio on him. Later, the therapist ap—
proached her sexually. His first request
was that she repeat the humiliation of
her childhood.

Not one of the more than 400 brands of
talking therapy proliferating in the U.S.
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recommends sex with patients as a bene—
ficial treatment. Yet therapists as a group
have until recently upheld a kind of
“tode of silence,””turning a blind eye to
colleagues who overstepped the bounds
of professional involvement. Professional
associations and licensing boards have
been slow to take action against violators,
experts claim. Many practitioners-
among them some of Freud 3 disciples—
even married former patients or conduct—
ed lengthy affairswith them in full public
view. Even when there was blatant abuse,
the private nature of psychotherapy has
worked against victims of sexual exploi—
tation who came forward to complain. It
was, after all, their word against the
therapist 3.

Shitting tide. In the last few years,
however, an increasing number of highly
publicized sexual-malpractice suits have
forced the attention of both professionals
and the public. The ethics committees of
several professional associations have
noted an increase in sexual-misconduct
claims, which inone study accounted for
approximately 30 percent of total ethics
complaints to the American Psychologi—
cal Association. And juriesarenow more
apt to believe the patient 3 charges rather
than the therapist 3 denials- even in the
rare trial cases whi . e a therapist isunjust—
ly accused. Large awards to victims are
also common. Last October, Giant Food
heiress Fredrica Lehrman Carmichael
won a SI millionjudgment inacombina—

HORIZONS

tion malpractice and divorce suit against
her husband and former therapist, psy—
chologist Douglass Carmichael.

In response to public concern, a grow—
ing number of states have passed laws
specifically addressing sexual malprac—
tice, rather than subsuming it under the
general category of professional miscon—
duct. In California, for instance, a victim
has cause to recover damages from a
thempist if the sexual involvement takes
place within two years after psychother—
apy ends. Four states- Wisconsin, Colo—
rado, Minnesota and North Dakota-
have made sexual intimacy with patients
a criminal offense, punishable with a fine
and prison term. Other states are consid—
ering similar statutes.

Although the legal system may offer
the prospect of redress, ftcan also prove a
harrowing ordeal for victims. Witness the
case of Cathy Nugent, 37, who was given
drugs and sexually exploited by the psy—
chiatristshe had been seeing for fiveyears.
In 1987, Nugent filed a malpractice suit
against her therapist, Baltimore psychia—
trist Dr. Francesco DilLeo. Two years
later, a jury found DilLeo negligent in
several areas, including having sexual
contact with a patient and improperly
administering drugs, and awarded Nu —
gent $700,000 in damages. (The psychia—
trist is appealing the judgment.) But Nu —
gent says she cannot forget the defense
lawyers ”cross-examining her about her
sexual history. Says LaVonna Vice, Nu —

gent 3 attorney: “1q felt like | was defend—
ing a rape victim. The whole strategy was
to attack the plaintiff””Not so, replies
William Taylor, one ofDiLco 3attorneys,
who maintained during the trial that Nu —
gent took drugs and had sexual inter—
course with the psychiatrist of her own
free will. "You don T become a zombie
because you are in psychotherapy.””

Yet Nugent 3 case illustrat-s that even
a successful courtroom battle will not
ensure that an offending therapist is
%arred from practice altogether. Dileo,
for example, isstill practicing psychiatry
in Maryland. The state3 Commission on
Medical Discipline banned him from see—
ing patients privately and required that
he undergo drug screening and enter
therapy himself. But the commission
only briefly suspended his license; after
restoring it, the commission sent him to
work, under supervision, at the state hos—
pital in Sykesville.

Perhaps most disturbing, Nugent says
that no amount of money can erase the
damage that is the result of having her
trust betrayed. She has given up her ca—
reer as a mental-health worker for a less
stressful job as an administrator. She con—
tinues to see another psychiatrist,awom —
an, in hopes that she can regain the life
she once had. “Before this happened, |
was a competent, confident person,””she
says. “This has undercut all of that.”” m

by Erica E Goode

The politics of seduction

ny 1issue that brings together
sex and power can quickly turn
into a political hot potato, and

sexual entanglement between thera—

pists and patients is no exception.

Just how inflammatory the subject
has become, even among therapists,

is illustrated by a recent exchange of
letters to the editor of the AMENICAN

Yournal of Psychiatry, a cross fire in—
spired by a May, 1989, article by

Harvard University psychiatrist Dr.

Thomas Gutheil.

Broken boundaries. In his article,
Gutheil describes a class of psycho—
therapy patients who seem especially
susceptible to sexual abuse. These
patients, carrying the psychiatric di—
agnosis of “borderline personality
disorder,”™ have difficulty maintain—
ing appropriate social boundaries be—
tween themselves and others. In ad—
dition, they are frequently ma —
nipulative, are intensely needy and
often have n history of sexual
abuse- all qualities, the psychiatrist

argues, that increase their risk of
exploitation.

Gutheil 3 foray into print pro—
duced instant outrage and a flurry of

letters to the journal. Psychologist

Judith Jordan and four female col—
leagues objected: “We are gravely
concerned that many courageous
women who have been abused by
therapists, women who are strug—
gling with shame and guilt and who
are just now beginning lo find a way
to voice their complaints, will be fur—
ther victimized and silenced by the
kind of bias represented in this
article.””

Gutheil®s response was tart. For
reasons he “tannot fathom,””the psy—
chiatrist wrote, his critics act as if
treatment of patients does not occur
in a situation where two people influ—
ence one another. “Can Dr. Jordan
and her associates accept the complex
possibility that the clinicians | de—
scribed committed ethical and legal
violations, malpractice, breaches o
the fiduciary relationship ... an
that the patients played some role in
this- a role that can be studied with—
out shifting the slightest culpability
from the doctor?””

U.S.NEWS & WORLD REFORT. March 12, 1990



Buying a CD for retirement
could be avery costly mistake!

i

Butthare Isamongy-saving solution

%ﬁﬁgx

th

eferre

/earraie
N utel .

er .

Tax-deferred interest means MDIEfor youI
If)wane“ﬂyo/\nas%ﬁaddeoemﬁ(aeof

yauwere eaminga full 8blnterest. But,

relna33%)taxtrad68>/oaduallyms
5 /onet. This illustration honsa mgjor advartage

amuity. Youaooumulate noremorey becase
ta(-sarectaferted urtil
larger cash accumulation is the source of more retirenert

$10,000 Premium
(Thisisan illustration)
$200000 — 8% TKKMiwrodyiold
**% 536% Ellectrvkyikldaftw _
UIM (33%tut
brackat)

e, l (}waremm%rm Inacat
ey
T

Inerest et
L

%t%@%&aﬂe&fm&n LifeInsLrance
I esgrateon
O oYEars

0 Quretin
o%@%iMdmmﬁy
.%&“ @ﬁ%%% AT %n Life
ol\b 1o %Tmsaa‘sorf\el\%%ﬁhm

ggg;%ﬂ;ﬂ clifil fol: ﬁ%&&?@
R e

fax-cerey Tea
For free information about
Sun Life’s Century CD-5 Single
Premium Deferred Annuity;
mail in the coupon below

For Faster Service, Call

1-800-533-5678

—t

arcmeck toyau This

$,00 berﬂitsfcr&l\uethatemlfﬁee'nremarmmee
theannLity at theendof 0years, youwaud Mon-Fri. 9:00am -9:00pm
have 570,719 after taxes (essuringa 33otax ), O Sat. 9:00am-2:00 pnm
youvaudstill revean of $22,8%. Thisisa
Year's 0 D QP  thetical illustration oy, Sun L “Ofor thelr
of the contract. Qumert interest rates for initial periocs
aehiger. Sun Life
A SunAmerlca” Company
Not availade indl. states.
awilddein “Retes effedive /19

.Yes! show me the advantages ofthe Century

CD-5 Single Premium Deferred Annuity vs.

Certificates of Deposit. Ask about our 10 year

plan, currently 8.509s per annum.
Nare

Qty....oeeeeeeeeen Zp

Foe ( )_

Date of Birth: .
- aTmir

| aminterestedlin the following Single premumanournt
CH00 CHO00 500 COterS

Sun Life

A SunAmerica*Company

Call toll free

fnHav

1-800-533-5678

Mail to
Sun Life Insurance Company of America
Financial Services Division
SunAmer.ca Plaza

501 Armour Circle

Atlanta. GA 30324

alms



Original sponsors:

IN THE SENATE

6-0123E ~
Lauterbach
2/24/89
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CS FOR SENATE BILL NO. 29 ( )

IN THE LEGISLATURE OF THE STATE OF ALASKA

SIXTEENTH LEGISLATURE - FIRST SESSION

For an Act entitled:

A BILL
"An Act relating to services of psychologists and
psychological associates under the state medical
assistance program; and reordering the priorities for

eliminating coverage under Medicaid.”

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Secti

this

servi

personal

servi
and
vices

servi

therapy;

speec

on 1.

(b)
secti

ces:

ces;

equipment;

for

ces

h,

care

AS 47.07.030(b) 1is amended to read:

In addition to the mandatory services specified in (a) of

on,

the department may offer only the following optional

case management and nutrition services for pregnant women;

services in a recipient®s home; emergency hospital

long-term care noninstitutional services; medical supplies

clinic services; 1inpatient psychiatric facility ser—

individuals age 65 or older and individuals under age 21;

of psychologists and psychologicalassociates; physical

occupational therapy; <chiropractic services; treatment of

hearing, and language disorders; adult dental services;

prosthetic devices and eyeglasses; optometrists® services; intermedi—

ate

care

facility services, including intermediate care facility

services for the mentally retarded; skilled nursing facility services

for

indivi

duals

under age 21; and reasonable transportation to and

from the point of medical care.

* Sec.

ment

2.AS 47.07.035 1is amended to read:

Sec. 47.07.035. PRIORITY OF MEDICAL ASSISTANCE. IfT the depart—

finds

that

the <cost of medical assistance for all persons

-1- CSSB 29( )
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eligible under this chapter will exceed the amount allocated 1in the
state budget for that assistance for the fiscal year, the department
shall eliminate coverage for optional medical services and optionally
eligible groups of individuals in the following order:
(1) chiropractic services;
(2) adult dental services;
(3) emergency hospital services;
(4) treatment of speech, hearing, and language disorders;
(5) optometrists®™ services and eyeglasses;
(6) occupational therapy;
(7) prosthetic devices;
(8) medical supplies and equipment;
(9) clinic services;
\/ (10) services of psychologists and psychological associates;

(11) physical therapy;

(12) [(11)] personal care services in a recipient®s home;

(13) [(12)] Ilong-term care noninstitutional services;

(14) [(13)] 1inpatient psychiatric facility services;

(15) [(1D] intermediate care facility services for the
mentally retarded;

(16) [(15)] intermediate care facility services;

(17) [(16)] pregnant women, and children five years of age
or younger, with a household 1income that does not exceed 100 percent
of the federal poverty level;

(18) [(17)] individuals under age 21 who are not eligible
for benefits under the federal aid to families with dependent children
program because they are not deprived of one or more of their natural

or adoptive parents;

(19 [(18)] skilled nursing facility services for persons

CSSB 29( ) -2-



16
17
18
19
20
2
22
23
24
25
26
21
28
29

WORK DRAFT WORK DRAFT WORK DRAFT

under age 21;

(20) [(19)] aged, blind, and disabled 1individuals who,
because they do not meet the income requirements, do not receive
supplemental security income under Title XVI of the Social Security
Act, but who are eligible, or would be eligible if they were not in a
skilled nursing facility or intermediate care facility, to receive an
optional state supplementary payment;

(21) [(20)] individuals in a hospital, skilled nursing
facility, or intermediate <care facility whose 1income while in the
facility does not exceed 300 percent of the supplemental security
income benefit rate under Title XVI of the Social Security Act, but

who, because of income, are not eligible for the optional state sup-—

plementary payment;

(22) [(2D)] individuals under age 21 under supervision of
the department, for whom maintenance 1is being paid in whole or in part

from public money and who are in foster homes or private child-care

institutions.

-3- CSSB 29¢ )
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Page 3 of 4

The FY 90 increase 1iIn costs to the State due to retirement
contributions of $1,678.0 is calculated as follows:

Estimated State PERS FY 90 payroll.$463,907,093
PERS contribution rate increase .297%

FY 90State Total PERS cOSt......i e ieeeaannn $1,377.8

Estimated University of Alaska PERS

FY 90 payroll ... .. ... .. . ... ..... $57,301,615
Pers contribution rate increase .297%
FY 90 University of Alaska Total PERS cost........ $ 170.2

Estimated Department of Education

TRS FY 90 payroll ... .. ... ...... $ 5,025,700
TRS contribution rate iIncrease.... ...... .236%
FY 90 Department of Education Total TRS cost...... S 11.9

Estimated University of Alaska TRS

FY 90 payroll ... ... ... ... ... ..... $ 50,060,086
TRS contributions rate increase.... -236%
FY 90 University of Alaska Total TRS cost......... $ 118.1

Total estimated State cost increase for FY 90 for
retirement system contributions .................. $ 1678.0

Political Subdivision Active and Retiree Programs. In addition to
the State cost there would also be an increase in political
subdivisions®™ contribution rate to the PERS by .297% of PERS payroll
and school districts®™ contribution rate to the TRS by .236% of TRS

payroll. The FY 90 PERS payroll for political subdivisions is
estimated to be $354,521,366. The FY 90 TRS payroll for school
districts 1iIs estimated to be $339,201,043. Salaries for both

systems are assumed to remain level each year thereafter. The FY 90
increase in costs to these entities due to retirement contributions
of $1853.4 is calculated as follows:

Estimated political subdivision

FY 90 payroll ... .. ... . .. . ... ..... $354,521,366
PERS contribution rate increase  —-———— -297%
FY 90 political subdivision Total PERS cost.... $ 1052.9

Estimated school district FY 90

payroll ... ..... $339,201,043
TRS contribution rate increase = ....... -236%
FY 90 School district Total TRS cost........ . $ 800.5

Total estimated FY 90 political subdivision c:nd school
district cost increase for retirement system
CONtribULIONS . .. e $ 1853.4
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The FY 90 increase 1in costs to the State due to retirement
contributions of Si,678.0 is calculated as follows:
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FY 90 payroll . __________.__._._.. $57,301,615
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Total estimated State cost increase for FY 90 for
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increase in costs to these entities due to retirement contributions
of $1853.4 is calculated as follows:

Estimated political subdivision
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FY 90 political subdivision Total PERS cost $ 1052.9

Estimated school district FY 90

payroll . .. ... $339,201,043
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There would also be an increase to the health insurance premiums for
active employees of political subdivisions and school districts that
participate in the State sponsored health plan. This increase would not
take effect until FY 91 since the health contract is not renewed until
that date. The estimated FY 91 costs for these employees will increase
by $104.3. This is calculated as follows by multiplying the estimated
monthly increase per employee ($4.97) times the estimated number of
employees (1750) times 12 months.

Total health insurance increase for political
subdivisions and school districts in FY 91 $ 104.3
Increase in FY 90 Costs Due to Expanded
Health Insurance
Active Employees Retirees Total
State $775.3* $1678.0 $2453.3

Political Subdivisions
and 104 .3** 1853.4 1957.7

School Districts
* Shown as full year equivalent
** Shown as full year equivalent. No increase for FY 90

If this bill becomes law, the unfunded liability will increase by $4.6
million and the funding ratio will decrease by .35% in the TRS.

The unfunded liability will 1increase by $13.83 million and the funding
ratio will decrease by .6% in the PERS.
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This analysis assumes a continuation of the full coverage of unlimited
inpatient treatment rather than imposing the 45 days per year minimum as
outlined in the bill. It also assumes the imposition of a $2,500 annual
maximum on outpatient treatment as a ''reasonable"™ contract limitation. There
is currently no limitation on the number of hours of outpatient treatment or
office visits. This is more liberal than the minimum of 50 hours outlined in
the bill. We have also assumed no additional increase in the future since the
plans®™ experience will dictate any changes.

The analysis consists of three separate components. There is a summary of
costs at the end of the analysis. The first component addresses the direct
increase to health insurance premiums for active State employees for an
increased level of coverage. The second addresses the increased costs to the
State due to increased contributions to the retirement systems. The third
component addresses the increased costs to school districts and political
subdivisions due to the increase in their contributions to the retirement
systems and the direct increase to health insurance premiums for those
entities participating in the State sponsored health plan.

Contributions to the retirement systems from employers would increase in order
to actuarially fund the enhanced benefits in the retiree®"s health olan.

1. Active State Employee Program. Health insurance premiums for active
State ei,.payees are estimated to increase $4.97 per month per
employee, effective February 1, 1990. For purposes of this
analysis, we have assumed no additional increase in the future. The
total possible FY 90 increase in costs for active State employees is
estimated tu be $323.1. This is calculated by multiplying the
estimated number of employees each month (13,000) times $4.97 times
five months. The full year equivalent (FY 91) of this increase Iis

$775.3.
Total full year equivalent increase for
active employee health insurance ................... $ 775.3
2. Retiree Program. This bill is estimated to result in an increase to

the State®s cost by .297 percent of the Public Employees®™ Retirement
System (PERS) payroll and .236 percent in the Teachers®™ Retirement

System (TRS) payroll. The FY 91 State PERS payroll, including the
University of Alaska, is estimated to be $556,310,861 (State
$492,656,834, and University of Alaska $63,654,027). It is assumed

to remain level each year thereafter.

The FY 91 State TRS payroll, including the University of Alaska, is
estimated to be $58,159,258 (Department of Education and Legislature

8/6 K3/010201-0/3 Page 2 of 4



$5,673,729, and the University of Alaska $52,485,529). TRS salaries are also
assumed to remain level each year thereafter.

The FY 91 increases in costs to the State due to retirement
contributions of $1,789.6 is calculated as follows:

Estimated State PERS FY 91 payroll . . $492,656,834
PERS contribution rateincrease . .. .2971
FY 91 State Total PERS COST ...t e e e e e eeeeeeaa $1,463.2

Estimated University of Alaska PERS

FY 91 payroll .. ... . . .. ... ... .... $ 63,654,027
PERS contribution rateincrease . .. -297%
FY 91 University of Alaska Total PERS cost........... $ 189.1

Estimated Department of Education/

Legislature TRS FY 91 payroll . .. $ 5,673,729
TRS contribution rate increase . . . . -236%
FY 91 Department of Education Total TRS cost........ $ 13.4

Estimated University of Alaska TRS

FY 91 payroll ... .. .. ...... $ 52,485,529
TRS contributions rateincrease . . ° .236%
FY 91 University of Alaska Total TRS cost.......... $ 123.9

Total estimated State cost increase for FY 91 for
retirement system contributions ................... $1,789.6

3. Political Subdivisior Active and Retiree Programs. In addition to
the State cost, there would also be an increase in political
subdivisions®™ contribution rate to the PERS by .297 percent of PERS
payroll and school districts”™ contribution rate to the TRS by
236 percent of TRS payroll. The FY 91 PERS payroll for political
subdivisions is estimated to be $358,420,788. The FY 91 TRS payroll
for school districts is estimated to be $344,238,828. Salaries for
both systems are assumed to remain level each year thereafter. The
FY 91 increase in costs to these entities due to retirement
contributions of $1,876.9 is calculated as follows:

Estimated policical subdivision

FY 91 payroll .. .. .. .. ... ... .... $358,420,788
PERS contribution rate increase . . . .297%
FY 91 political subdivision Total PERScost ......... $1,064.5

Estimated school district FY 91

payroll ... $344,238,828
TRS contribution rate increase . . . . .236%
FY 91 school district Total TRScost.......ccceeuenon.. $ 812.4

Total estimated FY 91 political subdivision and
school district co”™t increase for retirement
system contributions ... ... ... i $1,876.9

8/6K3/010201-0/4 Page 3 of 4



There would also be an increase to the health insurance premiums for active
employees of political subdivisions and school districts that participate in
the State sponsored health plan. The estimated FY 91 costs for these
employees will increase by $74.6. This is calculated as follows by
multiplying the estimated monthly increase per employee ($4.97) times the
estimated number of employees (1,250) times 12 months.

Total health insurance increase for political
subdivisions and school districts in FY 91 ._..._...... $ 74.6

Increase in FY 91 Costs Due to Expanded
Health Insurance

Active Employees Retirees Total
State $775.3* $1,789.6 $2,564.9
Political Subdivisions $ 74.6* $1,876.9 $1,951.5

and School Districts

* Shown as full year equivalent.

IT this bill becomes law, the unfunded liability will increase by $4.6 million
and the funding ratio will decrease by .3 percent in the TRS.

The unfunded liability will increase by $13.83 million and the funding ratio
will decrease by .6 percent in the PERS.

8/6 K3/010201-0/5 Page 4 of 4
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This analysis assumes acontinuation of the Tfull coverage of unlimited
inpatient treatment rather than imposing the 45 days per year minimum as
outlined in the bill. It also assumes the imposition of a $2500 annual
maximum on outpatient treatment as a ‘''reasonable™ contract limitation.
There 1is currently no limitation on the number of hours of outpatient
treatment or office visits. This 1is more liberal than the minimum of 50
hours outlined in the bill. We have also assumed no additional 1iIncrease in
the future since the plans®™ experience will dictate any changes.

The analysis consists of three separate components. There 1is a summary
of costs at the end of the analysis. The Ffirst component addresses the
direct increase to health insurance premiums for active State employees
for an increased level of coverage. The second addresses the increased
costs to the State due to increased contributions to the retirement
systems. The third component addresses the increased costs to school
districts and political subdivisions due to the increase in their

contributions to the retirement systems and the direct increase to
health 1insurance premiums for those entities participating 1in the State
sponsored health plan.

Contributions to the retirement systems from employers would increase in
order to actuarially fund the enhanced benefits in the retirees”™ health plan.

1. Active State Employee Program. Health iInsurance premiums for active
State employees are estimated to increase $4.97 per month per
employee, effective February®l, 1990. For purposes of this analysis
we have assumed no additional increase in the future. The total FY
90 increase in costs for active State employees is estimated to be
$323.1. This 1is calculated by multiplying the estimated number of
employees each month times $4.97 times 5 months. The full year
equivalent (FY 91) of this increase is $775.3.

Total Tull year equivalent increase for .
active employee health insurance............... r$7753)

2. Retiree Program. This bill is estimated to result in an increase to
the State"s cost by .34% of the PERS payroll and .27% in the TRS
payroll. The FY 90 State PERS payroll, including the University of
Alaska 1is estimated to be $521,208,708 (State %$463,907,093; and
University of Alaska, $57,302,615.) It Is assumed to remain level
each year thereafter.

The FY 90 State TRS payroll, including the University of Alaska, is
estimated to be $55,085.,786 (Department of Education, $5,025,700;
and the University of Alaska, $50,060,086). TRS salaries are also
assumed to remain level each year thereafter.
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The FY 90 increase 1iIn costs to the State due to retirement
contributions of $1,920.9 is calculated as follows:

Estimated State PERS FY 90 payroll._$463,907,093
PERS contribution rate increase.... .34%

FY 90 State Total PERS COSt... .o e aeeea $1,577.3

Estimated University of Alaska PERS

FY 90 payroll .. _ ... ._._._._.._.. $57,301,615
Pers contribution rate increase.... -34%
FY 90 University of Alaska Total PERS cost........ $ 194.8

Estimated Department of Education

TRS FY 90 payroll., .. ... ... ...... $ 5,025,700
TRS contribution rate increase = ......... 27%
FY 90 Department of Education Total TRS cost $ 13.6

Estimated University of Alaska TRS

FY 90 payroll.___ .. __ . ___........ $ 50,060,086
TRS contributions rate increase.... -27%
FY 90 University of Alaska Total TRS cost......... $ 135.2

Total estimated State cost increase for FY 90 for
retirement system contributions .................. $ 1920.9

Political Subdivision Active and Retiree Programs. |In addition to
the State cost there would also be an increase in political
subdivisions®™ contribution rate to the PERS by .34% of PERS payroll
and school districts”™ contribution rate to the TRS by .27% of TRS
payroll. The FY 90 PERS payroll for political subdivisions is
estimated to be $354,521,366. The FY 90 TRS payroll for school
districts 1iIs estimated to "be $339,201,043. Salaries for both
systems are assumed to remain level each year thereafter. The FY 90
increase in costs to these entities due to retirement contributions
of $2121.2 is calculated as follows:

Estimated political’subdivision

FY 90 payroll._____ .. _ ... _.__..... $354,521,366
PERS contribution rateincrease——— -——-——————- -34%
FY 90 political subdivision Total PERS cost $ 1205.4

Estimated school district FY 90

payroll ... ..... $339,201,043
TRS contribution rateincrease........ccccece.- 27%
FY 90 School district Total TRS cost.............. $ 915.8

Total estimated FY 90 political subdivision and school
district cost increase for retirement system R —m—————
contributions. .. ... iiiiiio.- $ 2121.2
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There would also be an increase to the health insurance premiums for
active employees of political subdivisions and school districts that
participate in the State sponsored health plan. This increase would not
take effect until FY 91 since the health contract is not renewed until
that date. The estimated FY 91 costs for these employees will increase
by $104.3. This is calculated as follows by multiplying the estimated
monthly increase per employee ($4.97) times the estimated number of

employees (1750) times 12 months.
Total health insurance increase for political ——————————
subdivisions and school districts in FY 91 $ 104.3
Increase in FY 90 Costs Due to Expanded
Health Insurance

Active Employees

State $775.3* $1920.

Political Subdivisions
and
School Districts

104 .3** 2121.2 2225.5

* Shown as full year equivalent
** Shown as full year equivalent. No increase for FY 90

IT this bill becomes law, the unfunded liability will increase by $5.3
million and the funding ratio will decrease by .4% in the TRS.

The unfunded liability will increase by $15.8 million and the funding
ratio will decrease by .11 in the PERS.



Allen Price
3661 Hazen Circle

Anchorage, Alaska 99515 m

Senator Paul Fischer

Chairperson, HESS Re:S .B. 36
Post Office Box V

Juneau, Alaska 99811

March 5, 1989

Dear Senator Fischer,

This letter concerns S.B. No. 36. and the possible Inclusion
of Pastoral Counselors 1n that bill. Representative Barnes"
office may have sent material to you concerning Doctor®s de—
grees in Pastoral Counseling and Psychotherapy and how this
1s of Interest to the consumer 1in Alaska.

Pastoral Counselors are Jlisted 1in the Bill on page 3, line
21. I would Ilike to see (9) (F) added after (9) (E) (11)
which would read: a person certified as a member of the
American Association of Pastoral Counselors and who has a

masters or doctors degree 1in pastoral counseling. There
would also be an addition after (10) (B) (v) which would be
(10) (B) (vi) which would read: "a person certified as a

member of the American Association of Pastoral Counselors
and who has a masters or doctors degree in pastoral counsel —

ing and psychotherapy.

I appreciate your help in this matter. If your office needs
additional information or clarification, please contact me
at (907) 563-4325 or at my home, 344-6078

My name may ring a bell with you as | worked with you and
your wife in your shop 1in Soldotna when I worked for Com-—

munity and Regional Affairs of the State.

Cord>allv Yours,

A | /6 .'//

[mE L (>1Fwe-|
4 ooy L QOy
d* 0 "W v






Allen & Nancy Price
3661 Hazen Circle
Anchorage, Alaska 99515

February 16, 1989
Honorable Ramona Barnes
Post Office Box V
Juneau, Alaska 99811

Dear Representative Barnes,

I am writing this letter as a follow up of a conversation by
phone that | had with your office yesterday. It concerned
S.B. 36 and the American Association of Pastoral Counselors

as sighted 1in (8) of that bill.

I would also like to see "pastoral counseling”™ added to (9)
(D) of S B. 36 after "or doctoral degree in..._" Also,
"pastoral counseling”™ could be added to (10) (8) (iv) after

"doctoral degree in..._."

As | discussed with one of your staff last year, pastoral

counselors, members of AAPC, must have a bachelor®s degree,

a three years master®"s degree, and hundreds of hours of su-—
pervision 1in individual, couple, family and group counsel —
ing. They are also required to have continued supervision

by qualified professionals. This insures the public of
quality service delivery. It also gives the consumer the
option of getting service with a person who will respect and
often use faith as an adjunct to therapy. As you might im—
agine, this 1is particularly important when it comes to the

healing of a parent®s children in stress.
I appreciate your help, and wisdom, 1in the matter. If your

office needs additional information or clarification, please
contact me at (907) 563-4325 or 344-6078.

Cordially yours.
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AVAILABLE AAPC MATERIALS

Copies of the following materials can be obtained prior
to membership application; however, these materials are
Included in the application kit requested below;

(CHECK ONLY IF NOT REQUESTING APPLICATION KIT)

[ 1 HandbooK coewe e eeee aa $ 3.00
[ ] DIrecCtoryY cuee e ceeeaaaans $10.00
[ ] Annual NewsletterSubscription . . $10.00
[ ] MembershipCommittee Operational

Manual ... .$5.00

To obtain application materials for membership or
affiliation in the American Association of Pastoral
Counselors, complete the following form and mail with a
check for $30.00 to:
Aamrican Association of Pastoral Counselors
9508A Lee Highway
Pairfax, VA 22031
(CHECK ONLY ONE)
Certified: ( 1 Member [ ] Fellow [ ] Diplomats
Affiliates: [ 1 Pastoral [ ] Professional
[ 1 Pastoral Counselor-4#-Training
[ 1 International
(PLEASE TYPE OR PRINT CLEARLY)

NAME

ADDRESS

PHONE  ( )



PROCESSIMG FEES AHD DOES™*

Processing Fees rubt accompany coapleted applications
as follows:

Diplomats oo $300**
Fel l OW oun e eeeeecaaaas $150
MEemMbD BT i e e $150
Pastoral Counselors-in-Training. . $ 50
Pastoral Affiliate . ... ... ...... $50
Professional Affiliate .............. $ 50
International Affiliate.............. $ 25

Annual Does

Diplomate. .ooiiiiiiiiii i ..%$190
Fellow e $150
Member . . . . . . . . o $110
Pastoral Counselors-in-Training. . $ 36
Pastoral Affiliate . . . . . . . . $ 36
Professional Affiliate.............. $ 58
International Affiliate.............. $ 18
¢Processing feeB and dues change periodically. It is

suggested you write/call the Association Office if this
booklet is more than one year old.

**This may be paid in two installments; $150 at time
application is submitted and $150 prior to meeting with
the Association Membership Committee.

COSTKHTS
Introduction
Purposes & Organization of AAPC. ... . ........
Membership 6 Affiliation Categories £ Requirements:
Certified ..o i 3-4
Af TRl T ates oo 4-5
Endorsement by Religious Body..coooomemrommanaaana..
Standards for Certified Membership .............
Continuation of Membership and Affiliation
Benefits of Membership and Affiliation
Selecting Appropriate Category of
Membership/Affilation....................
Application Process and Procedures ......c...oo....
Consultative Interviews. . ..o iiiiiiiiimmaaaaaaaaaann
Processing Fees £ Dues
Available AAPC Materials ... ... .. ...

Page
No.

1<

11

12



INTRODUCTION

The American Association of Pastoral Counselors was
formally organized 1in 1963 to advance the purposes of
pastoral counseling within the religious communities
and the field of mental health in the United States and
Canada. Setting standards, establishing criteria and
providing certification for pastoral counselors were
the first major tasks of the Association.

What follows is general information about AAPC in an
abbreviated form. The Handbook and Membership Commit—
tee Operational Manual contain more detailed informa—
tion and are ircluded with the application Kkit.

PURPOSES AMD ORGANIZATION OF AAPC
The AAPC Constitution promotes the following purposes:

(1) Ministry of pastoral counseling;

(2) Exploration, clarification and guidance of human
life through a theological perspective;

(3) Professional competence, support and growth
among pastoral counselors;

(4) Improved pastoral care by ministers;

(5) Relationships with ecclesiastical and inter —
professional groups.

To fulfill these purposes the AAPC is organized into
the following nine Standing Committees:

Centers and Training Committee Ethics Committee
Legal Concerns Committee Finance Committee
Nominating Committee Membership Committee
Professional Concerns Committee Research Committee
Theological and Social Concerns

The AAPC 1is organized into ten regions:

NORTHEAST
Maine, New Hampshire, Vermont, Massachusetts, Rhode
Island, Connecticut, Nova Scotia, New Brunswick,
Prince Edward Island, New Foundland, Quebec

DEADLINES

Applications are reviewed twice a year. Completed
applications must be received in the Association Office

by:

- Processed in the Fall (September to
November)

December 1 - Processed 1in the Spring (March to
April)

Notification of decisions made on applications are
forwarded in December after the fall processing and
review and May after the spring processing and review.

CONSULTATIVE INTERVIEWS

Upon request, consultative interviews with the Regional
Membership Committee may be provided for a fee of
$150.00. (Submit payment to Association Office payable
to AAPC.)

10



person may have the formal requirements for Fallow
category but lacks the seasoning qualities that come
from extended practice and experience.

Pastoral Affiliate level 1is for persons whose primary
ministry is in the parish and who do not desire more

formal training in pastoral counseling. These persons
usually are looking for a means to be part of the
mainstream of pastoral counseling, benefit from

consultative support of experienced pastoral counselors
and wish to participate in the meetings and committees

of AAPC.

Persons who are uncertain for which category of member —
ship/affiliation to apply, may consult with their
Regional Membership Chairperson.

APPLICATION PROCESS AND PROCEDURES

1. Obtain the full application kit by completing the

form contained 1in this pamphlet. The kit contains
application forms, Membership Manual, Directory,
Handbook, religious endorsement information, Newsletter
and other pertinent information. A $30 payment must

accompany the request.

2. Consult vjch the appropriate Regional Membership
Committee Chairperson IF you require additional assis—
tance with your application. (A list of Regional
Membership Committee Chairpersons 1is enclosed.)

3. Send ONE ORIGINAL and ONE COPY OF: completed appli—
cation, REQUIRED transcripts, current religious body
endorsement, supervisor®s reports, and any other
supporting documents AND APPROPRIATE PROCESSING FEE as
stated on page il to the Association Office.

4. Appear before the Regional Membership Committee for
review (required for Certified Membership; optional for
Affiliates except where required by particular
regions).

EASTERN
New York, New Jersey, Ontario

ATLANTIC
Delaware, Pennsylvania, Maryland, Virginia, West

Virginia, District of Columbia

SOUTHEAST
North Carolina, South Carolina, Georgia, Florida,

Alabama, Mississippi, Tennessee

MIDWEST
Ohio, Kentucky, Indiana, Michigan
CENTRAL
Missouri, Kansas, |Illinois, Wisconsin, lowa, Minne—

sota, Manitoba

ROCKY MOUNTAIN-PLAINS
North Dakota, South Dakota, Nebraska, Montana, Wyo—

ming, Colorado, Utah, Saskatchewan

SOUTHWEST
Arkansas, Louisiana, Oklahoma, Texas, New Mexico

PACIFIC
Arizona, Nevada, California, Hawalii

NORTHWEST
Idaho, Oregon, Washington, Alaska, Alberta, British

Columbia, Yukon, Northwest Territories

ASSOCIATION OFFICE

The Association Office provides leadership and coordi—

nation for the AAPC. In 1979 it was relocated in th«
Washington Metropolitan Area and a full-time Executive
Director employed. All inquiries may be directed t&

the Association Office, AAPC, 9508A Lae Highway,
Fairfax, VA 22031; telephone 703-385-6967.



MEMBERSHIP AMD AFFILIATION CATEGORIES AMD REQUIREMENTS

Individual membership has three certified categories:
Member, Fellow and Diplomate.

There are four categories of affiliates: Pastoral,
Professional, International and Pastoral Counselor-in-
Training.

Each membership and affiliate category has 1its own
standards and criteria. This booklet briefly summa—
rizes the purpose, criteria and benefits of each cate—

gory.

CERTIFIED MEMBERSHIP

Each category of certified membership has explicit
educational and training requirements,* an examination
process for demonstration of competence and endorsement
from the recognized religious body. Certified
membership entitles a person to a vote on the policies,
procedures, programs and business of the AAPC.

These requirements are set by the Bylaws of the Associ—
ation, as follows:

Member

B.A. and M.Div. degrees from accredited schools; en—
dorsement as a minister in good standing 1in a
recognized religious body; continuing responsible rela—
tionship to local religious community; one unit of
clinical pastoral education in an accredited center;

three years as a minister, 375 hours of pastoral coun-—
seling together with 125 hours of supervision of that
counseling, one-third of such supervision to have been
with an AAPC approved Center for Training in Pastoral

Counseling or from a Diplomate of the Association.

* Equivalencies for membership and affiliation have
been established and are included in the Membership
Committee Manual as part of application materials.

10. Participation in the international dimensions of
pastoral care and counseling.

Certified pastoral counselors are increasingly recog—
nized as professional mental health providers by
governmental agencies and public and private health
insurance carriers. The AAPC actively works with the
complex 1issues surrounding such recognition. Both the
right to practice as mental health professionals and
the preservation of the unique integrity of pastoral
counselors are under constant vigilance by the AAPC.

Above all, the benefit of membership and affiliation in
AAPC is participation in the mainstream development and
guidance of pastoral counseling as a field of r-iigious
ministry and mental health care.

SELECTING APPROPRIATE CATEGORY OF
MEMBERSHIP/AFFILIATION

For persons who have no previous relationship with the
AAPC, the wusual entering categories are Pastoral
Counselor-in-Training, Member or Pastoral Affiliate.

The Pastoral Counselor-in-Training 1is designed for
persons who are in the process of supervision and
course work in a pastoral <counseling weducational
program, either 1in a cer.ter or in a school. This
person may have some previous clinical experience but
whose hours of focused work 1in pastoral counseling are
just beginning. This category of affiliation gives the
person access to the Membership Committee for
consultation, support and information during the course
of training as well as enjoyment of the activities and
resources of the AAPC.

Member category is the usual entry point for persons
seeking certification of pastoral counseling. A person
applying for Member level needs the minimum formal
requirements outlined above and is wusually in continu—

ing supervision and training. Those applying for

Member category are persons who have recently completed

a training program in Pastoral Counseling. Often a
8



BJDJKFITS OF MEMBERSHIP AND AFFILIATION

Each person entering membership or affiliation 1in the
AAPC has some particular professional and personal
motivation or objective. Beyond such particular
personal desires, the following benefits are provided:

1. Subscription to the Journal of Pastoral Care,
published quarterly in conjunction with the Asso—
ciation for Clinical Pastoral Education, Canadian
Association for Pastoral Education, Association of
Mental Health Clergy, College of Chaplains, Na-—
tional Institute of Business and Industrial Chap—
lains, Inc., Correctional Chaplain®s Association
and the AAPC.

2. Receipt of the Newsletter, published quarterly.

3. Information on employment and training opportuni—
ties throughout the United States and Canada.

4. Attendance at the Annual AAPC Convention, held in
the spring.

5. Regional Conferences, usually held in the fall of
each year.

6. Workshops and special interest meetings.

7. Optional- Professional Liability Insurance cover—
age Tfor additional fee for all Association
member/affiliate 1levels with exceptions of
Canadian residents anc! Professional and Interna—
tional Affiliates--currently not eligible.
Individuals not affiliated with the Association

are ineligible. Information current as of 12/87.
S. Participation in the overall Issues and purposes
of the AAPC through Association and Regional Com—
mittees.
90 Ongoing involvement with professional relation—

ships 1in the religious communities and ment-1
health professions.

Fallow

All the requirements for Member plus: M.A., S.T.M.,
D.Min. or Ph.D. in pastoral counseling, demonstrated
ability to work as a pastoral counselor at an advanced
level of competency; 1,000 hours of pastoral counseling
while receiving at least 125 hours of supervision
(totaling 250 hours of supervision, 1,375 hours of
counseling).

Diplomats

All the requirements for Fellow plus significant per—
formance in at least three of the following - academic
achievement (Ph.D. or equivalent), research, publica—
tion, leadership in AAPC, teaching and/or supervising
pastoral care and counseling or contributions to church
and community; supervision of at least five candidates
for membership for a minimum of 30 hours each, while
receiving 50 hours of personal supervision for the 150
cumulative hours supervised.

The examination process for all levels of certified
membership is a face-to-face appearance with a Regional
Membership Committee. These committees request submis—
sion of clinical materials 1in preparation for the
examination.

AFFILIATES

Pastoral A ffiliate

B.A. and M.Div. degrees; religious body endorsement;

three years as a minister; active 1in one"s local reli—
gious community; consultative relationship with an AAPC
Fellow or Diplomate or other consultant approved by the

Association.
Professional A ffiliate

Member of one o~ the helping professions and certifica—
tion by that profession; an interest in pastoral coun—
seling or pastoral counseling centers.

4



International A ffiliate

Po< t-semlnary training 1in paBtoral counseling plus
active involvement in a ministry of counseling; submis—
sion of a plan for professional development including
pastoral consultation and professional affiliation.

Pastoral Counselor-in-Training

Parsons beginning the educational process for certified
pastoral counselor. Minimum requirements are: college
undergraduate degree; minister 1in good standing or in
process; endorsement from religious endorsing body;
submission of a plan for completing certified member —
ship requirements.

Affiliates are entitled to participate in the prograse
of AAPC bat without vote in basicass natters.

ENDORSEMENT By RELIGIOUS BODY

Religious body endorsement is a specialized process
conducted by the applicant®s religious body in which
the applicant holds membership. The specific
qualifications and procedures for endorsement vary with
each religious body. The definition for minister is
made by the applicant®s religious body and may or may
not include ordination. NOTE: Religious body
endorsements may take a few months to obtain and in
some cases require meeting with a committee. It is
recommended that requests for endorsements be made well
in advance of the due date for application to AAPC.

STANDARDS FOR CERTIFIED MEMBERSHIP

Evaluation of readiness for certified membership 1in
AAPC is based upon two kinds of judgments. The first
depends upon formal and technical requirements and can
be demonstrated by academic degrees, hours of super —
vision, experience, supervisory evaluations, etc. The
second is based upon the evaluations of one"s profes—
sional peers joined in a committee 1interview and

involves assessment and affirmation of professional
competence not measurable by formal requirements.

Educational preparation for certified membership should
contribute to the pastoral counselor®s training and
develop a broad experience-related understanding of

people. This should take place in a setting in which
the pastor can relate theoretical knowledge to, and
derive from, pastoral work with people, 1i.e., a setting

in which both the school and practical situation are in
mutual relation.

The following areas of study are considered important
for the achievement of the educational objectives:

Theories of Personality and Personality Development;

Interpersonal Relations; Marriage and Family Dynamics;

Group Dynamics; Personality and Culture; Psychopatholo—
gy; The Psychology of Religious Experience; Theories of
Counseling and Psychotherapy; Theories of the Pastoral

Office including the History and Theory of Pastoral

Care; Research Methods; Orientation to the Helping

Professions. These studies are aimed toward the inte—
gration of theological and religious dimensions with
the psychological understanding of persons.

COmiSFATICN OF MEMBERSHIP AND AFFILIATION

The AAPC is committed to the continued growth and
development of its members and affiliates. Continuing
education and peer support are the major functions of
the Professional Concerns Committee. Each year
certified members are required to submit a written
self-report on the educational and training activities
which enhance his or her professional growth.

Certified members are expected to maintain an active
pastoral counseling practice, participate in a respon—
sible program of continuing education and maintain a
consultative relationship with peers.

Membership and affiliation must be renev/ed annually by
the payment of dues for the new fiscal year and by
submission of required reports.

6



Individual M e

Persons become members of AAPC through a process of consultation
and review of academic and dm cat education which leads to com -
petent professional ministry Categories of individual membership ere

» Membership — Member, Fellow Diplomate

» Affiliation -- Pastoral Counselor- n-Training, Pastoral Affiliate. Profes-
sional Affiliate, International Ar ate

All individual members are held accountable tc their faith group and

to AAPC through-

» The guidelines of continuing education

e The Code of Ethics of the AAPC

InstitutionalMembership:

Institutions which provide pastorc. counseling service and education
can become and remain members through regular review and
adherence to the AAPC Code of Ernies as

» Pastoral Counseling Service Cemers
» Pastoral Counseling Training Programs
» Pastoral Counseling Affiliate Cemers

All Institutional Members are hec accountable to the sponsoring
religious bodies.

AMERICAN ASSOCIATION OF PASTORAL COUNSELORS:

AMERICAN
ASSOCIATION
OF
PASTORAL
COUNSELORS



AMERICAN ASSOCIATION OF PASTORAL COUNSELORS-

isan international organization of ciergy and other religious-oriented
professionals whose ministry is helping persons grow intimes of life crises.

isa membership organization of pastors, professional pastoral coun-
selors, other helping professionals and the mslitut'ons which train and

employ them.

establishes standards for training and supervision in pastoral counsel-
ing which leads to certification of persons for competent practice as
pastoral counselors and accreditation of institutions which provide
counseling service and education.

> - supports its members wiih opportunities for ¢ ntinuing education, pro-
fessional die ogue and on-gomg consultation for growth in professional

competency.

represents its members in relationships with o’her professional organiza-
tions, denominations and faith groups, mental healtn associations and

agencies of government.

> serves the public by ensuring consistent quality in counseling and
psychotherapy which enhances personal and social growth toward
wholeness.

ﬂEAnErlcan ASSOCIatIOH Of PaStoraI COUﬂSG|0rS was formally organized in

1963 inresponse to the need for leadership and standards for the involvement
of religious organizations in mental health care. Since that time, the Associa-
tion has provided clarity in pastoral counseling practice and training, criteria
for religious institutions in pastoral counseling ministry and coordination with
other mental health professions.

r P\. = ..

AAPC is at work in
Local Communities.,.

helping persons discover and claim new opportunities and growth in
the midst of personal, marital, family, religious, vocational or health

crises

Serving persons in varied settings including pastoral counseling centers
local churches and synagogues, hospitals. ,,eminanes and commun
itv mental health centers,

> Consulting with congregations and secular organizations which seek
to become more authentic and humane

> Providing both specialized in-service training ana supervision in pastoral
cour>56-iiriQ

Developing constructive relationships v.m other helping orolessionais

Today's deEU I CQl&alaﬁ,eekgnv(v]atlﬁ in thr centuries old tradition of Shepherdlng

The work of FadU(dl UNSe! ng has been a vital heritage and today
ir, of increasing importance.

The aQJ€ O ANXIety and mankina's SEAICN fOr MEANING has given new im-

petus and urgency for training with a spiritual dimension to respond to these
jnfoiding human crises. Two national studies within the past twodecades have
indicated that more people turn to the minister for help when facing personal
problems than to any other professional.

Th%An‘Erlcan ASSOCIatIOH Of Pastora] CounselorSwelcomes inquiry from per-

sons and institutions seeking information related to certification, accreditation,
siandards and the extensive work of the Association inthe religious and men-
tal health fields.

N

Major business of the organization isconducted through a Board of Gover-
nors composed of the officers, regional chairpersons and standing commit-
tee chairpersons.

Annua] and Reg|0naj ConferenCESare held as are occasions for professional
growth through major addresses, workshops, colleague cialogue and policy
decision making.

Financing relies primarily on annual dues of the membership. The AAPC
welcomes gifts and grants to further its work as a not-for-profit corporation.

T R A ARG g

tory. handbook and other additional materials are available at a nominal cost.

AAPC is af Work in
Ten Regions
Nationally and Internationally...

Offering v'tal continuing educational opportunities

Certifying ministers framed in pastoral counseling and participating
m the cf itificaiion of service centers and the approval of training

programs

Encouraging networks ot members for professional support and
enrichment

Facilitating growth and innovation in tho ministry ot aastorai counsel
ing throughout the Unitea States and Canada and other countries

Promoting research Inreligion and mental healtn
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Pastoral Counseling/Psychotherapy Track

A . HANDBOOK
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HANDBOOK FOR
THE DOCTOR OF MINISTRY PROGRAM
PASTORAL COUNSELING TRACK
GARRETT-EVANGELICAL THEOLOGICAL SEMINARY

I . INTRODUCTION

The Doctor of Ministry is a professional degree program designed to
facilitate a high level of competence in the practice of ministry, with
special emphasis on pastoral counseling. The goals of the program are:

(1) To provide training leading to a growing understanding of and high
level of competence in the theory and practice of pastoral counseling.

(2) To integrate the Biblical, theological and historical resources of
the Christian tradition with current theory from the behavioral sciences
as basis for improved performance in the practical skills of pastoral
counseling.

(3) To encourage fraternal collaboration, conjoint leadership, and mutual
accountability of learning through a climate of collegiality and partnership

in learning.

(4) To make possible personal assessment and growth in the areas of
clarification of vocational identity, renewal of personal faith, self-
understanding, and self-directed learning.

The degree is an "in-ministry"” program, with applicants to have a
minimum of three years of post-M.Div., full-time experience in the field
prior to entering the program. It is conducted on a contractual basis with
selected Pastoral Counseling Centers, which provide supervised training in
clinical skills and the context and structures for support, practice, and
evaluation. These Centers are:

Pastoral Psychqtherapy Institute

Parkside Human Services Corporation, Lutheran General Medical Center
1580 North Northwest Highway, //111

Park Ridge, IL 60068 Phone: 312/696-6023

Bonnie Niswander, D.Min., Director of Psychotherapy Training

The Pastoral Counseling and Consultation Centers of Greater Washington
3000 Connecticut Avenue, N.W.

Washington, DC 20008 Phone: 703/281-1870

H. Rodney Landes, Ph.D., Director of Professional Training

Indiana Counseling and Pastoral Care Center, Inc.
1717 West 86th Street, Suite 130

Indianapolis, IN 46260 Phone: 317/8.72-3141
Brian W. Grant, Ph.D., Training Director

Interfaith Counseling Service, Inc.
3421 North Hayden Road
Scottsdale, AZ 85251 Phone: 602/994-1329

H. Terry Kriesel, Ph.D., Executive Director



Ecumenical Center for Religion and Health
4507 Medical Drive

San Antonio, TX 78229 Phone: 512/696-9966
Homer A. Bain. Ph.D., Director of Training

Texas Research Institute for Mental Sciences
Pastoral Counseling Training Program

1300 Moursund
Houston, TX 77030 Phone: 713/797-1976 ext. 368

William D. Tallevast, Th.M., Morris Taggert, Ph.D.

Virginia Institute of Pastoral Care

Box 5184, 507 N. Lombardy Street

Richmond, VA 23220 Phone: 804/359-4321

W. Victor Maloy, D.Min., Director of Education

Des Moines Pastoral Counseling Center

632 Woodland Terrace

Des Moines, 1A 50309 Phone: 515/288-6728

J. Jeffrey Means, Ph.D., Director of Training and Education

Illinois Pastoral Services Institute

702 North East Street

Bloomington, 1L 61701 Phone: 309/827-5051
Clyde Getman, D.Min., Director of Training

Participants are to be staff counselors in one of these centers and will
receive supervised clinical training and some didactic course work in that
context. The remainder of the course work in pastoral psychology and counseling
and all their study in the classical fields, as well as the ultimate guidance
of the research project is done through the Seminary, in a combination of
on-campus seminars, directed studies by correspondence, and individual consulta—
tions with faculty. Although the program design has a set structure, sufficient
flexibility is allowed for each participant to build some aspects of his/her
program around personal and professional needs and goals.

The program must be completed in no less than two and one-half years and
no more than five and one-half years from the time of attendance at the first
seminar. Any participant who withdraws, is asked to leave, or does not complete
the program within this time, may be given a Certificate for Pastoral Leadership
Development, in recognition of the amount and nature of work completed satisfac—
torily. This Certificate is granted only to persons who have completed at least
two three-week seminars, one Directed Study (two papers), and one full year of
clinical and didactic training in a cooperating Pastoral Counseling Center.

This 1is a competency-based degree program, with growth in competence
measured by Seminary faculty, Center supervisors, and fellowparticipants, as
a means of assessing progress toward and readiness for admission tocandidacy
and the granting of the degree. The high level of competence expected of a
Doctor of Ministry in pastoral counseling is defined as: satisfactory completion
of all components of the program, as determined by Seminary faculty, and qualifi—

cation to make application for at least the Fellow level of the American Association

of Pastoral Counselors, as determined by Seminary faculty and Center supervisors.



1. EDUCATIONAL PHILOSOPHY

A. Holistic Approach. The program makes full use of the biblical,
theological, and historical resources of the Christian tradition, as well as
current theory from the behavioral sciences. Such theoretical studies are

utilized in an integrative, inter-disciplinary approach to the practice of
ministry, which balances an understanding of foundations with the development
of counseling skills. Each of the learning experiences which make up the
program is guided by leadership teams made up of persons representing both
the theoretical and the practical competence necessary to insure such an
holistic approach.

B. Areas of Competence. As a competency-based program correlated
with the standards for professional practice, the Doctor of Ministry takes
into account the qualifications established by the American Association of
Pastoral Counselors, and has expanded upon these as follows:

1. Personal Ildentity and Interpersonal Competence- awareness of self, of
internal dynamics and interpersonal relationships, and capacity for flexible
and effective relatedness to others.

2. Academic and Theoretical Competence- knowledge of theological and
behavioral sciences and their integration at both theoretical and operational
levels. This includes knowledge of theories and perspectives in the following
areas: Bible, theology, church history, ethics and society, personality and
personality development, interpersonal relations, marriage and family dynamics,
group dynamics, personality and culture, psychology of religious experience,
counseling and psychotherapy, pastoral care, and personality assessment.

3. Pastoral ldentity- ability to see one"s pastoral role in its
ecclesiastical and interprofessional contexts, and to function with integrity

in that role.

4. Therapeutic Competence- ability to assess a client"s therapeutic
need, to establish a therapeutic relationship, and to conduct, complete,
and evaluate that therapy.

5. Ethical Commitment- understanding of and assent to standards of
professional ethics, as well as commitment to such basic values as respect
for the worth and rights of persons as creatures of God.

6. Research Design and Methodology- ability to understand research
reports, to apply research conclusions to one"s practice of pastoral counseling,
and to design, carry out, and evaluate an empirical research project of
limited scope and complexity.

C. Collegiality and Accountability. Assuming that a professional style
of ministry involves mutual collaboration, reciprocal accountability, and shared
learning, the program structures these elements into the process at every step
of the way. Specifically, the participant is responsible to the Seminary, the
Pastoral Counseling Center, and peers in the profession. These various agencies
are also accountable to the participant to contribute to his/her learning, growth,
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and professional development. These accountabilities are expressed through
the D.Min. Committee, Core Faculty Team, Colleague Group, and Advisory Team.

D. Contextual Focus. The locus for learning in this program is the
actual place of the participant®s ministry- the Pastoral Counseling Center,
which provides opportunity for clinical practice and supervision, didactic
training, and peer support and accountability.

E. Conjoint Leadership. Seminary, clinical, and other academic
faculty, as well as the participants themselves, are all seen as resources
for learning. Each has knowledge and expertise that the others lack, and is
utilized at appropriate points in the learning process. Serving as Faculty
Adviser or Consultant, as Adjunct Faculty, as teachers of seminars and
directed studies, as members of the Colleague Group and Advisory Team, or as
special resource persons, each contributes from his/her vantage point or
area of competence to one or more of the following stages of the program:
assessment, goal-setting, design, coordination, training, supervision, con—
sultation, leadership of seminars, development of Research Project, evaluation.
All are both teachers and learners in the program, with the result that not
only do participants develop in professional competence, but others on the
leadership teams also experience growth and the Centers themselves are enriched.

F. Personal Formation. A strong emphasis is placed on the minister
as person. The program is designed no- merely to facilitate acquisition of
knowledge and skills, but also to contribute significantly to personal growth.
One aspect of this is the renewal of faith. Once the participant®s needs and
desired directions of growth in this area have been assessed, a program of
reading, journal reflection, consultation with faculty, and exposure to other
resources and experiences, is developed accordingly. Another aspect is the
stress on self-understanding, vocational identity, and the utilization of
oneself as a resource for ministry. A third aspect is the effort to enable
the participant to become a self-directed learner. The program asserts
that ministers can and should become self-reliant learners who are not de—
pendent on schools for their continuing education, but rather can identify
their needs, set learning goals, and find the resources to achieve them.
Hence, the participant is the key person in designing and implementing a
program tailor-made to his/her own beginning level of competence, desired
directions of growth, needs and goals, and particular context for ministry.
Personal growth is thus achieved as participants are empowered to become
perpetual self-initiated learners.

G. Flexibility. The design of this program is predicated on the
principle that form should follow function in the learning process. The
participant®s awareness of need for knowledge, skills, or personal growth
in faith, self-understanding and competence, becomes the organizing
principle around which the specific design of his/her program is shaped.

Hence, although certain aspects of the program structure- such as the intensive
seminars, the papers and Research Projects and Directed Studies- are fixed

for all participants, there is ample flexibility within each of these components
and within the program as a whole for developing an individualized program

to meet the specific needs and goals of each participant.

H. Practice-Reflection. Learning in this program takes place as
participants carry on their counseling practice under supervision, and engage



takes place through the writing and discussion of case studies, Colleague
Group meetings, Advisory Team meetings, consultations with faculty, and the
carrying out and reporting of the Research Project. The mid-program ldentity
Paper, describing the participant®s developing theology and style of ministry,
provides a major opportunity for theological reflection on one®s practice of
ministry. By inter-relating Biblical and theological themes with professional
practice through a process of disciplined reflection, the program encourages
the participant to incorporate this approach as a permanent aspect of his/her

style of ministry.
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I11.  THE ADMISSIONS PROCESS

Objectives. The admissions process 1is designed to:

1.

Assist the applicant in thinking through and clarifying his/her

own personal and professional goals and in developing plans and
procedures for achieving them.

Determine whether the applicant has the capability, resources, and
motivation to learn and achieve his/her goals through this program.
Determine whether and how Seminary resources may be utilized to
assist the applicant in achieving his/her goals, within the limits

of the program format.

Determine whether the applicant has the personal and professional
capability for developing the clinical skills expected in the program,
and whether s/he possesses the personal, interpersonal, clinical, and

intellectual resources to do doctoral level work in pastoral counseling.

Link the applicant with appropriate faculty and other resources in the
Seminary and a competent and supportive Advisory Tea:c, and to begin
building a working relationship among these key actors in his/her
program.

Generate data from the applicant®"s participation in the entry phases of
the program on which the D.Min. Committee may base a final decision
on admission.

Criteria. Decisions on admission are based on the following criteria:

1.

Academic/cognitive,

a. Capacity to integrate theological and behavioral understandings
with the practice of ministry.

b. Capacity for clear articulation of goals.

c. Capacity for self-directed learning.

d. The minimum standard for admission is the M.Div. degree or equiva—
lent from an accredited seminary with a Grade Point Average of 3.0
or equivalent, or a satisfactory score on the Weschler Adult
Intelligence Scale (WAIS). The Minnesota Multiphasic Personality
Inventory (MMPI), or other relevant data may be required.

Professional and performance.

a. Degree of competence, capacity for growth, and openness to learning
in both theoretical and clinical dimensions of training in pastoral
counseling.

b. A minimum of three years of full-time, post-M.Div. experience in
ministry.

c. Extent of openness to and participation in continuing education
experience since seminary.

d. Capacity for peer accountability.

1) Ability to learn from colleagues in a peer setting.

2) Ability to give and receive criticism and support from peers.

A clear and growing sense of pastoral identity.

@

f. A minimum of two quarters of Clinical PastoralEducation (or clinical
equivalency).
g. Ability to meet the standards for membership in the American
Association of Pastoral Counselors in the following areas:
(1) Educational Requirements
) Requirements for Clinical Work Under Supervision
v3) Requirements for Personal Therapeutic Experience
(See AAPC Handbook, pages 29-31, for the detailed aspects of
this criterion.)



3.

Personal and psychological.
a. Trainability, teachability, capacity for studenthood, capacity
to learn and grow.
1) Is the timing right? Is the person able at this juncture to
assimilate new learning and growth?
2) Is s/he integrated enough to be able to devote his/her energies
to meet the demands of the program?
b. Affective capacity; extent of being in contact with one®s own

emotionality.

c. Degree of awareness of one®s strengths and weaknesses.

d. Capacity to work within the parameters of the program - to be
"back in school,” meet the additional time demands, benefit from
clinical training.

e. Capacity to think theologically about one"s self and work; ability
to reflect on, make meaning of, and communicate one®"s own experience.

f. Capacity to "be with"” other persons, to establish and maintain growing
relationships.

g. Degree of intentionality, sense of direction and purpose.

h. Degree of being in touch with one"s own struggles with life issues,
ultimate questions, and personal and Christian identity.

i. Capacity for self-evaluation.

Procedure. Admission to the program is granted to a prospective participant
upon satisfactory completion of the following application steps and requireme

1.

The applicant seeks admission to the training and servicedelivery progranm
at one of the cooperating Pastoral Counseling Centers andbecomes accepted
for clinical training, which includes the delivery of pastoral counseling
services as a counseling staff member at that center.

The applicant submits an application form, secured from the Seminary
accompanied by the following supporting information and documents;

a. AIl college, seminary, and graduate school transcripts.

b. The names of three references;

1) A seminary professor who knows the applicant®s academic work
and potential well;

2) A denominational judicatory official (District Superintendent,
Board of Ministry member, executive of endorsing body, etc.) who
knows the applicant®s present parish work and professional
competence well;

3) The Director of Training of the Center to which application is
being made, who can certify that the applicant meets the standards
for membership in the AAPC, report on the applicant®s acceptance
into that training and service delivery program, and communicate
the Center ™ recommendation regarding the applicant®s participation
in the D.Min. program.

c. A $25 application fee, which 1is non-refundable.*
d. A Statement of Purpose indicating the applicant®s reasons for wishing
to enroll in the program, projected vocational and learning goals,

and possible Research Project.



e. A Professional Identity Paper of 1500-3000 words, 1including the
following:

1) Applicant®s present understanding of him/herself as a person,

a Christian, and a clergyperson;

2) Formative experiences which have shaped applicant®s development;

3) Case material from applicant®s practice of ministry with theo—
logical reflection on this;

4) Theological themes of special meaning to applicant;

5) A statement regarding the fundamental theological and social
issues which the applicant feels are crucial to ministry in
today®"s church and world;

6) Current areas of significant growth, searching, and needed
development;

7) Crises in faith and living;

8) satisfying and frustrating experiences in ministry;

9) Assessment of personal strengths and shortcomings;

10) Significant characteristics which make the applicant who s/he
is.

f. A sermon or detailed outline of a Bible study course developed by
the applicant, which deals responsibly with the exposition of a
Biblical text.

g. An annotated bibliography of books or resources which the applicant
has found stimulating in ministry since seminary.

On the basis of these written data, action on "Preliminary Admission"”

is taken by the D.Min. Committee, on recommendation of the pastoral

psychology faculty. The deadline for receiving the completed applica—

tion is April 15, and the applicant is notified by the Director of

Admissions by June 1.

The Coordinator of the Pastoral Counseling track and/or a faculty

member of the Pastoral Psychology faculty of Garrett-Evangelical visit

the Center where the applicant is in training for an extensive inter—

view and consultation with the applicant and the Director of Training/

Adjunct Faculty member there. The purposes of this consultation are

to: a) interpret and clarify <.ie D.Min. program and the interface of

the Center and Seminary in its implementation; b) clarify the roles and

responsibilities of the applicant®s program; c) organise the applicant®s

Advisory Team; d) identify the applicant®s learning goals and how s/he

intends to pursue these through the components of the program, particu—

larly the Research Project; e) develop a Learning Contract to which all
present can agree.

On the basis of this consultation, the Coordinator of the Pastoral

Counseling track: a) makes a recommendation to the D.Min. Committee

regarding Final Admission, and b) enlists a Faculty Advisor for the

applicant.

Final admission is contingent upon the acceptance of the Learning Contract

by the D.Min. Committee and the agreement of the Faculty Advisor and the

Coordinator of the Pastoral Counseling track, which may require personal

conferences on campus between the applicant and the faculty involved.



IV. STRUCTURE

In recognition of the fundamental corporate nature of Christian existence,
as well as the empirical evidence that personal growth and learning are. best
facilitated and sustained in and through support systems, this program involves
the Participant in a network of learning and support communities. The following
groups are involved in the ways specified:

1. DOCTOR OF MINISTRY COMMITTEE

This Committee has general oversight of the program, and is responsible
to the Seminary faculty. It is made up of: President (ex officio), Dean
(ex officio), Director, Coordinators of the tracks, three faculty members
appointed by the President; Participants elected from each of the tracks, a
representative of the D.Min. alumni (chosen by the Committee), and a United
Methodist layperson (chosen by the Committee).

The Committee meets at least once a quarter to make policy decisions,
advise on administrative matters, review applications for admission, and make
recommendation of Participants to the faculty for Admission to Candidacy and
the granting of degrees. Only faculty members vote on matters of admission,
Admission to Candidacy and granting of degrees. The faculty members of the
Committee may meet on call between quarterly meetings to act on necessary
business. Minutes of these meetings are submitted to the full Committee for

confirmation at regular meetings.
2. FACULTY MEMBERS

During the Admissions Process, the Participant, in consultation with
the Coordinator, selects a Faculty Advisor to resource his/her learning goals,
in cooperation with tbe Adjunct Faculty/Training Director of the Pastoral
Counseling Center.

The Faculty Advisor is a member of the Pastoral Psychology department of

the Seminary faculty. S/he normally attends Advisory Team meetings on site,
vhen possible, reads and evaluates all major papers including the Mid-Program
Professional Ildentity Paper, chairs the Mid-Program Evaluation Conference,

serves as primary resource person on the Research Project, reads and evaluates
the Research Project Report and chairs the Oral Defense, and oversees the
Participant®s progress in development of clinical skills in consultation with
the Training Director of the Center.

The Coordinator of the Pastoral Counseling track is also a member of
the Pastoral Psychology facul®y, who is responsible to administer this
aspect of the D.Min. program.

The Director of Training at the Pastoral Counseling Center serves as an
Adjunct Faculty member of the Seminary and gives direct and continuous over —
sight to the Participant in the clinical aspects of the program, providing
linkage to the Seminary through frequent consultation with the Faculty Advisor.
S/He also reads and evaluates the Mid-Program Professional Identity Paper and
Researcn Project Report, participates in the Mid-Program Evaluation Conference
and the Research Project Oral Defense, and monitors the Participant®s progress
in all aspects of the program.



The Advisory Team is made up of the Faculty Advisor, the Pastoral Counseling
Track Coordinator, the Adjunct Faculty/Training Director of the Center who nor—
mally serves as chairperson, other Center staff related to the Participant in a
supervisory or training capacity, and such other persons as may be considered by
the Participant and Team to have a useful contribution to make to his/her learn—

ing. The function of the Team is to guide, oversee, support, and evaluate the
Participant®s performance and progress 1in the progranm. The Team meets at least
once per year. The agenda is made up of some or all of the following components:

(1) sharing of personal and program concerns and progress; (2) consideration of
faculty evaluation sheets from the previous seminar; and (3) a review of each
Participant®s progress in the program, 1including work at the Center, work at the
Seminary, and the Research Project. The Track Coordinator (and whenever possible
the Faculty Advisor) will attend a minimum of one Team meeting a year to provide
linkage between Seminary and Center.



