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The Pennsylvania Community Providers Association (PCPA) promotes excellence in the provision 
of community health and human services through advocacy, education, and support. The 
association advances member commitment to improving the quality of life and community well-
being for all Pennsylvanians, especially those who are at risk of or face the challenges of mental 
illnesses, substance use disorders, addictions, intellectual, and/or developmental disabilities. 
As such, PCPA is in a position to provide significant input to the Department of Public Welfare 
(DPW) regarding an array of services and supports. 
 
For many years PCPA has gathered information from members about requirements they find 
challenging, of little benefit to those they serve, or to the betterment of systems. Much of this 
information has been conveyed to DPW through discussions, work groups, and inquiries over 
time. This report is an effort to consolidate many of the issues in one package for the 
department’s consideration and potential policy and regulatory change. Many of the regulations 
and bulletins noted have aged and remained static while practice has evolved, often at a rapid 
rate. Continuing evolution is made more difficult by requirements that are very prescriptive and 
often inflexible. This is further complicated by the vagaries of reviewer interpretations. In an era 
of economic uncertainty it is imperative that outdated, wasteful, and duplicative requirements 
are identified and eliminated.  
 
Revision of outpatient mental health and substance use disorder services requirements is 
critical. PCPA’s white paper, The Collapse of Pennsylvania’s Outpatient Clinics, identified many 
problems that the Office of Mental Health and Substance Abuse Services (OMHSAS)is now 
examining. The Outpatient Task Force continues to meet to discuss ways to maintain viability of 
these critical services. The task force has recommended codes and modifiers to accommodate 
the supportive, care management services that are an integral part of outpatient treatment, but 
are not reimbursed. The need for modifiers for extended medication visits to serve individuals 
with very complex needs was also identified. Requirements that limit use of clinic space and 
preclude use of more than one service/level of care in a single day must be addressed to permit 
flexible use of resources and enhancement of integrated care and services for a more holistic 
approach.  
 
Requirements for extensive documentation add complexity and cost, but not sufficient value to 
warrant the expense. Simple, effective documentation is needed. Electronic health records are 
needed to ensure that relevant information can be used to enable the provision of the most 
effective services and supports. Sharing of information about mental health, substance use, and 
physical health conditions between providers involved in an individual’s care and support is 
essential and safeguarding of that confidential and sensitive information is critical. The forms 
and formats required when individuals participate in multiple services must be standardized and 
simplified so that information is captured, but not duplicated. Duplication wastes the time and 
resources of the individuals served, providers, reviewers/auditors, and payors.  
 



 

Efforts have been made to begin to standardize forms and reports used in HealthChoices for a 
variety of services. More work must be done. Essential information must be identified and 
standard forms/formats established for cost-effective services statewide. Counties continue to 
require additional information that varies by county. This adds tremendous cost and complexity 
to an overburdened system. 
 
Integration and collaboration in service delivery is needed in a variety of areas. For example, 
case management is necessary for communication of needed services and supportswith the 
treatment team when planning for an individual’s discharge from a long-term care facility. This 
coordination is essential, but not reimbursable. Multiple service plans required for participation 
in multiple services are confusing and may be contradictory. An integrated service plan that 
meets the individual’s needs in multiple settings would be more effective. Payment mechanisms 
for collaborative practices are needed. The traditional fee-for-service system is no longer viable.   
 
Proscriptive regulations impede system evolution. For example, regulations that limit the 
number of intensive case management staff per supervisor (55 Pa Code 5221.23(d)) do not 
allow for sound management decision-making to maximize operational efficacy. Regulations 
that dictate that the Diagnostic and Statistical Manual (DSM), III - R definition for mental illness 
is used, when the DSM, V is expected to be published in 2013 (55 Pa Code 5221.3) are out of 
date. Further, reference to International Classification of Diseases, version 9 (ICD-9-CM, 
Chapter V) that describes mental disorders is a barrier when health information technology is 
required to be updated to accept ICD-10 codes in the very near future.  
 
A recovery and resiliency focus has been embraced by individuals and providers of mental 
health and substance use disorder services. In order for recovery to be achieved, participants 
must have services and supports available in the community. Requirements that tie services 
such as outpatient, partial hospitalization, and psychiatric rehabilitation to a facility limit 
recovery potential and the possibility of a self-sustaining and satisfying life in the community.  
 
A recurring theme over many years has been concern about the subjectivity of reviewers and 
the frequency of reviews. Multiple licensing/certification visits bring differing opinions about 
many things. The regulations are complex and open to interpretation. Regulations should not 
demand specific practices and approaches to care and services. Practice evolves over time and 
providers trend toward use of evidence-based, promising, and best practices. In some 
regulations, specific approaches are mandated that require significant training and consultation 
to ensure fidelity to the practice model. Yet funding for use of these practices is insufficient to 
support the model. Providers cannot afford to continue services for which they are not 
supported even if the model/program would deliver significant positive outcomes. Bulletins and 
interpretive guidelines should be used to provide more detail about requirements, but not be 
used to replace regulations.  
 
Simple, straightforward regulations that focus on health and safety issues are needed for 
Behavioral Health Rehabilitation Services (BHRS) and Family-Based Services. The regulations 
should be easily understood and applied. Regulations are also needed for Crisis Intervention (55 
Pa Code 5240). Draft regulations, never finalized, have been used for years to audit these 
services. OMHSAS convened a stakeholder task force to make recommendations regarding 
Crisis Intervention. These recommendations should be reviewed and a regulatory process 
begun. Some standardization is needed for this service that currently operates very differently 



 

county-by-county. A stakeholder work group provided extensive input on Psychiatric 
Rehabilitation Services regulations. OMHSAS is working to finalize the regulations. Other 
regulations are years old and should be reviewed, updated, and simplified so that they remain 
relevant for the future. Additionally, a streamlined, effective waiver/exception process is needed 
with quick response and resolution so that new ideas may be tried without waiting for new 
regulations.  
 
Many requirements establish staff ratios and minimum staffing credentials. Providers experience 
more and more difficulty maintaining staffing requirements due to workforce shortages. The 
shortage of psychiatrists, particularly specialty psychiatrists, has long been recognized. In some 
areas it is also difficult to hire and retain social workers, licensed clinical social workers, 
psychologists, marriage and family therapists, certified psychiatric rehabilitation practitioners, 
and others. Requirements for psychiatry time, for example, are very difficult to maintain in parts 
of the commonwealth. Many providers request waivers to permit Certified Registered Nurse 
Practitioners (CRNPs) to perform some of the functions that are within the CRNP scope of 
practice, but are limited by regulation to the psychiatrist. Regulations must be examined and 
revised to permit professionals to function to the extent of his/her training and accepted scope 
of practice to maximize the available, qualified practitioners and staff needed for safe and 
effective services.  
 
A matrix of suggested regulatory/policy changes accompanies this report. PCPA thanks DPW for 
the invitation to participate in its effort to initiate effective regulatory reform. The association 
looks forward to working with the department to revise and/or develop regulations and policy 
initiatives.  


