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Has your financial planning changed to fit your  
current or future picture? A new or expanding  
business, mortgages, automobiles, a larger family… 
these can all contribute to a very different picture of 
your financial responsibilities today.

Group Term Life Insurance

Term Life Insurance can play an important role in 
your family’s continued financial security should you 
die prematurely. Whether you need initial coverage 
or want to add to what you have, Trust Group Term 
Life Insurance1 is affordable and has the features you 
will need to keep pace with changing family and 
financial responsibilities.

Call us at 1-877-637-9700 or visit trustinsurance.com 
for a no-obligation consultation.

1  Available in amounts up to $1,000,000. Coverage is individually medically  
underwritten. Policies issued by Liberty Life Assurance Company of Boston, a 
member of the Liberty Mutual Group. Plans have limitations and exclusions, and 
rates are based upon attained age at issue and increase in 5-year age brackets. 

2  Inflation Safeguard offers additional insurance coverage and the premium will  
be added to your bill. 

 1990 2000 2010 2020...

Great Coverage at Affordable Premiums  
Including These Features:

 ➤ Inflation Safeguard — designed to prevent 
changes in the cost of living from eroding  
your death protection.2

 ➤ Living Benefits — allows early payment of  
death benefits if you become terminally ill.

 ➤ Disability Waiver of Premium — waives 
your premium payment if you become 
totally disabled.

?
 Getting Started  Building Your Life Providing For Others

www.trustinsurance.com
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Dr. Bruce E. Mapes Krista Paternostro Bower

Presidential Perspective / Executive Director’s Report

PPA Makes Historic Move to  
New Location This Summer!

Bruce E. Mapes, PhD, PPA President, & Krista Paternostro Bower, CAE, Executive Director

After spending over 27 success-
ful years in our current down-
town Harrisburg location, the 

Pennsylvania Psychological Association 
is moving! 

Following a yearlong review process, 
spearheaded by a corps of volunteers 
serving on the Board-appointed PPA 
Facility Task Force, the PPA Board of 
Directors purchased a new property at 
5925 Stevenson Avenue in Harrisburg 
in May 2015 (Figure 1). “After careful 
deliberation with the Budget and Finance 
Committee, the task force realized that 
it would cost PPA substantially more 
money over the next 15 years to remain 
in our current building and renovate it 

floor location within a clean, bright, well-
maintained building and provides ample 
meeting areas and parking for staff and 
guests. 

The new facility is located just 9 miles 
from our current property on Forster 
Street, just off of the Linglestown exit on 
Interstate 81 (Figure 2). “We considered a 
number of locations and, frankly, got very 
lucky with the one we found,” remarked 
Dr. Bellwoar. “In business, timing can be 
everything, and our timing was just right!”

PPA ś a dynamic, energetic, and cre-
ative staff now has a physical plant that 
can meet our current and future needs, 
and our volunteers are actively develop-
ing new initiatives. PPA is now positioned 
to remain a premiere state association 
meeting the needs of psychologists and 
psychology in Pennsylvania. 

We would like to offer our special 
thanks and gratitude to the members of 
the PPA Facility Task Force who spent 
countless hours working over the bet-
ter part of a year to make this happen! 
Members include:

•	 Vince Bellwoar, PhD, Chair
•	 Bruce Mapes, PhD
•	 Nancy Rogers, MS
•	 Thomas Whiteman, PhD
•	 David Zehrung, PhD
•	 Krista Paternostro Bower, CAE,  

PPA Staff 
While we look forward to moving, we 

know that a lot of successful work came 
out of our current location at 416 Forster 
Street (Figure 3). We acknowledge our 
successful time in this space, and salute 
the hundreds of volunteers and staff who 
came through our front doors intent on 
making a difference for our organiza-
tion and its members over the past three 
decades! We hope to carry forward in our 
new space with the same sense of accom-
plishment and achievement. 

We are looking forward to exploring 
all of the exciting possibilities of our new 
facility with our PPA members. If you are 
ever in the area, please stop by to visit us 
in our new location! 

than move to a new location,” remarked 
Dr. Vince Bellwoar, facility task force 
chairman.

Mirroring the size of our current 
office location at just over 5,700 square 
feet, the new PPA office condominium 
offers Class A office space on a second 

Figure 2   Distance between old (left) and new office

Figure 1   PPA’s new office building at 5925 Stevenson Avenue

Figure 3   PPA’s downtown Harrisburg location for the past 27 years
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Patients have a right 
to file a complaint 
against a psycholo-
gist who violates 
the Professional 
Psychologists 
Practice Act or rules 
and regulations that 
govern the practice 
of psychology in the 

Commonwealth of Pennsylvania. Patients 
often get confused about whom to con-
tact to file a complaint. It is important for 
them to understand where they can file a 
complaint. 

Complaints are filed with the 
Pennsylvania Department of State’s 
Professional Compliance Office and not 
with the Pennsylvania Psychological 
Association. The Department of State is 
the state agency that houses the Bureau 
of Professional and Occupational Affairs, 
which provides administrative and legal 
support to 29 professional and occu-
pational licensing boards and commis-
sions. The State Board of Psychology 
(Board) is the licensing board that 
oversees the practice of psychology in 
the Commonwealth. The purpose of 
professional licensing boards is to pro-
tect the health, safety, and welfare of the 
public from fraudulent and unethical 
practitioners. 

Specifically, Section 3.2 (4) of Act 
52 of 1986, which is known as the 
Professional Psychologists Practice Act, 
provides that the Board has the power 
“to conduct hearings upon complaints 

concerning the violations of the pro-
visions of and rules and regulations 
adopted pursuant to this act and cause 
the prosecution, impose civil penalties 
and enjoin any such violations.” This 
section of the law allows the Board to 
prosecute psychologists who violate any 
of the provisions of the licensing law or its 
rules and regulations. 

In contrast, PPA is a nonprofit trade 
organization that promotes the science 
and practice of psychology by support-
ing psychologists to meet the evolving 
needs of the public. PPA’s mission is to 
(1) effectively communicate to the public, 
policy makers, and membership the value 
of evidence-based and ethical practice; 
(2) support the lifelong learning of com-
petent and ethical psychologists; and (3) 
promote and connect our membership 
to foster a community of professional 
psychologists. PPA does not prosecute 
psychologists who violate any of the pro-
visions of the licensing law or its rules and 
regulations. 

Therefore, patients who want to 
file a licensing board complaint against 
a psychologist must file with the 
Pennsylvania Department of State’s 
Professional Compliance Office. Patients 
can call the Professional Compliance 
Office hotline at 800-822-2113 (if call-
ing from within Pennsylvania) or at 
717-783-4854 (if calling from outside of 
Pennsylvania) to request the complaint 
form and then send it to the Professional 
Compliance Office at: Department of 
State, Professional Compliance Office, 

Rachael L. Baturin

Legal Column

Where Do I File a Licensing Board Complaint? 

Rachael L. Baturin, MPH, JD, Director of Legal and Regulatory Affairs

PO Box 69522, 2601 North Third Street, 
Harrisburg, PA 17106-9522, or download 
the complaint form from the Department 
of State’s website.

Lastly, it is important for patients to 
understand that there are certain guide-
lines that the Department of State has for 
filing a complaint against a psychologist:
•	 The Department will not involve itself 

in a monetary dispute unless it involves 
an allegation that services were billed for 
but were not rendered—or if there is evi-
dence of other billing or insurance fraud.

•	 The Department cannot act as a court 
of law to impose prison sentences or 
to order a person to make monetary 
restitution. This can only be achieved 
through the services of an attorney in a 
civil or criminal court proceeding.

•	 Decisions about whether to pros-
ecute cases are constrained by the 
Professional Psychologists Practice 
Act and its rules and regulations, 
which set forth specifically enumer-
ated offenses for which the Board may 
impose discipline on a psychologist. If 
offensive conduct or activity does not 
fit within any specifically enumerated 
offense, disciplinary action cannot be 
filed against the psychologist because 
the activity is not within the Board’s 
jurisdiction.

•	 If you file a complaint, you may be 
required to attend a formal hearing  
and provide testimony in support of 
your complaint should a decision be 
made to file formal charges against a 
psychologist.  

Pennsylvania Psychological  
Political Action Committee (PAC)

Action through advocacy
Learn how you can help the PennPsyPAC today.

http://www.doscomplaintform.state.pa.us/
http://www.doscomplaintform.state.pa.us/
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Bill No. Description and Prime Sponsor PPA
Position

Senate Action House Action

SB 21 Provides for assisted outpatient treatment programs in the 
Mental Health Procedures Act
- Sen. Stewart Greenleaf (R-Montgomery)

Against In Senate Public Health 
and Welfare Committee

N/A

SB 63 
HB 92

Authorizes licensing boards to expunge disciplinary records 
for certain technical violations after 4 years
- Sen. Stewart Greenleaf (R-Montgomery) 
- Rep. Kate Harper (R-Montgomery)

For In Consumer Protection 
and Professional 
Licensure Committee

Passed House 4/21/15 
(194-0)

SB 772 
HB TBA

Updates the psychologists licensing law, eliminates certain 
exemptions, and modernizes the experience requirements
- Sen. John Gordner (R-Columbia)
- Rep. Marguerite Quinn (R-Bucks)

For Introduced 5/1/15 Awaiting introduction

HB 64 Requires licensed psychologists to take 1 hour of 
continuing education in the assessment, treatment, and 
management of suicide risks
- Rep. William Adolph (R-Delaware)

Against N/A Referred to Professional 
Licensure 2/25/15

HB 132 Provides Commonwealth support for a Mental Health 
and Intellectual Disability Staff Member Loan Forgiveness 
Program and an Alcohol and Drug Addiction Counselor 
Loan Forgiveness Program
- Rep. Thomas Murt (R-Montgomery)

For N/A In Human Services 
Committee

HB 133 Act establishing a bill of rights for individuals with 
intellectual and developmental disabilities; and conferring 
powers and duties on the Department of Human Services 
- Rep. Thomas Murt (R-Montgomery)

For N/A In Human Services 
Committee

HB 214 Increases oversight and accountability in Home and 
Community Based Services
- Rep. Mauree Gingrich (R-Lebanon)

For N/A In Aging and Older 
Adult Services 
Committee

                       Information on any bill can be obtained from the Pennsylvania General Assembly website. 

The Bill Box
 

Selected Bills in the Pennsylvania 
General Assembly of Interest to 

Psychologists
As of May 1, 2015

 

www.legis.state.pa.us/cfdocs/legis/home/session.cfm


Regardless of the cur-
rent construction of 
our state government, 
PPA is forging ahead 
with a major legis-
lative initiative, the 
Psychological Practice 
Modernization Act 
(Senate Bill 772).
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Greetings! I’m Justin 
Fleming, the new 
director of govern-
ment affairs for 
the Pennsylvania 
Psychological 
Association (PPA). 
This new column 
in the Pennsylvania 
Psychologist seeks to 

inform you about what is happening with 
Pennsylvania’s government, and how it 
affects you as a member of PPA. 

The 2015–2016 legislative session 
is already historic, as the 2014 election 
marked the first time since 1854 that  
an incumbent governor running for re- 
election was defeated.

While Pennsylvanians went to the 
ballot box and elected a Democrat, Tom 
Wolf, as governor, the Republican majori-
ties in both the Pennsylvania House 
(120–83) and Senate (30–20) grew larger. 
Most state government observers are 
predicting gridlock between the gover-
nor and the General Assembly, but that 
remains to be seen. 

Regardless of the current construction 
of our state government, PPA is forging 
ahead with a major legislative initiative, 
the Psychological Practice Modernization 
Act (Senate Bill 772). The Psychological 
Practice Act hasn’t been updated in 
nearly 30 years. 

State senator John Gordner 
(R-Columbia) has once again agreed to 
be the prime sponsor of the legislation. 
The bill enhances public protection by 
giving the State Board of Psychology 
more authority to regulate those who 
lose their licenses to practice psychology; 
those who hold licenses in other states 
or under other boards; and professionals 
who lose their licenses in other states but 
want to practice in Pennsylvania. The bill 

also clarifies the scope of practice for psy-
chologists by adding diagnosis. We have 
consulted the Pennsylvania Psychiatric 
Society regarding our language for diag-
nosis, and they have staked out a neutral 
position on the bill, which is good for 
PPA. 

Other provisions of SB 772 include the 
elimination of the current exemption that 
permits hospitals and state, county, or 
municipal governments to allow persons 
to refer to themselves as psychologists or 
to perform activities unique to the prac-
tice of psychology without being licensed. 
Our findings are that the large majority of 
psychologists hired by those entities are 
licensed, but there are a few exceptions. 

The bill also contains a generous 
grandfather clause that would eventually 
eliminate the exemption for unlicensed 
school psychologists to provide ser-
vices in private practice. Those who are 
currently certified and employed may 
continue their work in private practice. 
We have worked extensively with the 
Association of School Psychologists of 
Pennsylvania in crafting this language, 
and they are supportive of this effort. 

Finally, the legislation would eliminate 
the six-month waiting period for an indi-
vidual to retake a failed licensing exam. 
This makes sense today, since exams are 
given much more frequently than semi-
annually, which was the standard years 
ago. The licensing law requires a doctoral 
degree, two examinations (with passing 
grades), and 2 years of supervised expe-
rience. SB 772 would not change these 
requirements, but it would give applicants 
the option of getting 2 years of super-
vised experience before they earn their 
doctorate, instead of requiring 1 year of 
postdoctoral supervision. Several states 
(Ohio, Maryland, and Washington) have 
made this change already. 

In addition to SB 722, PPA is following 
many other pieces of legislation that are 
of interest to you as members. For exam-
ple, House Bill 92, sponsored by Kate 
Harper (R-Montgomery), would allow 
licensing boards the option to expunge 
disciplinary records of a technical nature 
after 4 years. We are also monitoring 
Senate Bill 21, which provides for assisted 
outpatient treatment programs in the 
Mental Health Procedures Act. As of 
now, we have concerns related to patient 
rights for involuntary commitment, 
but we’ll continue to work with Senator 
Stewart Greenleaf (R-Montgomery) in 
the hope of reaching a compromise. 

A new legislative session is always full 
of promise, and I pledge to work every 
day to advance the standing of psycho-
logical practice in Pennsylvania. If you 
would like to help in our efforts, or need 
more information, please contact me at 
717-232-3817, justin@papsy.org, or find 
me on Twitter @PAPsychGA!  

 

 

New Legislative Session Brings Hope for  
Passage of Psychological Practice Modernization Act
Justin Fleming, Director of Government Affairs

Justin Fleming

Happenings on the Hill

www.legis.state.pa.us/cfdocs/legis/home/session.cfm
mailto:justin@papsy.org


Continued on page 10

I was discouraged when I 
learned about these numer-
ous cuts and assumed that 
opting out of Medicare 
was the easiest solution. 
However, . . . I learned that 
psychologists could, and 
should, have a strong voice 
in halting these cuts. 
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Thomas, a 73-year-
old man with a long 
history of depres-
sion, was one of my 
first clients when I 
opened my private 
practice in 2012. He 
was referred by his 
pulmonologist for a 
course of cognitive-

behavioral therapy to treat his insomnia. 
He was also my first Medicare client. 

I had decided to do my own bill-
ing and was still learning the language 
and process of insurance. In addition 
to accepting insurance plans such as 
BlueCross, Highmark Blue Shield, Aetna, 
and Optum/UBH, I elected to accept 
Medicare because I wanted to work with 
older adults. 

Initially, I completed the CMS-1500 
claim form by hand and submitted 
it via snail mail to Novitas Solutions, 
the administrator for Medicare claims. 
I examined the first Explanation of 
Benefits form, attempting to determine 
how much I had been paid and if I had to 
collect coinsurance. Though I found the 
process frustrating and time consuming,  
I really enjoyed working with Thomas  
and continued to accept Medicare 
clients. 

I soon learned that Medicare reim-
bursement seemed to be under a con-
stant threat of cuts. One reason for the 
cuts is sequestration, which is “A govern-
mental mechanism that involves a series 
of spending cuts required by the Budget 
Control Act of 2011, which are aimed 
at reducing the deficit (The Medicare 
Newsgroup, n.d., para. 1). Consequently, 
payments to Medicare providers were 
cut by 2% beginning April 1, 2013 (The 
Medicare Newsgroup, n.d.). 

The other reason for cuts is the 
Medicare Sustainable Growth Rate 
(SGR), which is a “system designed to 
control the costs of Medicare payments 
to physicians” (Frotenot, Brandt, & 
McClellan, 2015, para. 4). The SGR was 
put in place via the Balanced Budget Act 
of 1997.

 SPECIAL SECTION—PSYCHOLOGY AND MEDICARE

Medicare 2015: An Early Career Psychologist Perspective
Patricia J. Fox, PsyD

Dr. Patricia J. Fox

 The SGR is “layered” on top of a sys-
tem known as the physician fee schedule. 
This system pays physicians for volume 
of services rather than value or quality 
of care. The SGR was an attempt to con-
trol the cost of the volume of services. 
No cuts were necessary until 2003, and 
Congress has since enacted 17 “doc fixes,” 
or patches (Fix Medicare Now, 2015). The 
cost of these patches is now over $169.5 
billion. 

I was discouraged when I learned 
about these numerous cuts and assumed 
that opting out of Medicare was the 
easiest solution. However, as I got more 
involved in advocating for psychology, 
via my participation in PPA’s Leadership 
Academy and the American Psychological 
Association’s State Leadership 
Conference, I learned that psychologists 
could, and should, have a strong voice in 
halting these cuts. 

Reductions in Medicare rates are not 
just a problem for those psychologists 
who are dependent on third-party reim-
bursement. According to Sam Knapp, 
“commercial insurers often base their 
reimbursement rates on a percentage of 
Medicare rates” (Knapp, 2014). 

Likewise, cuts in reimbursement rates 
don’t just affect psychologists in indepen-
dent practice. Psychologists who practice 
as fee-for-service providers may find it 
difficult to find clients who will pay their 
full fee out of pocket if their insurance 
company typically pays $50 for a session. 

The salaries of psychologists working 
in institutions may be reduced if those 
institutions use private practice incomes 
as a yardstick for salaries. Seasoned psy-
chologists, who often practice beyond 
the traditional retirement age of 65, may 
elect to offer more lucrative services, like 
consulting, rather than accept reduced 
insurance reimbursement. 

The psychologists most likely to be 
impacted by these issues are students and 
early career psychologists (ECPs). Student 
loan debt has increased significantly for 
the new generation of psychologists. 
This perfect storm of increased debt load 
and decreased reimbursement may force 

new psychologists to leave the profes-
sion. Knapp (2014) labeled the decline 
in Medicare rates the “snowball effect” 
because of the impact on the profession 
and the potential for reducing mental 
health services to the community.

Now the good news: In a rare 
bipartisan decision, the U.S. House of 
Representatives voted on March 26, 2015, 
to repeal and replace the SGR formula 
(Government Relations Staff, 2015). The 
bad news, however, is that the Senate 
won’t take up the legislation until return-
ing from a 2-week recess on April 13, 
2015. This means that psychologists will 
see a 21% reduction in payment on or 
after April 1. 

You can find a series of articles about 
Medicare on PPA’s website under the 
heading Psychologists, then Practice 
Resources, then Insurance Articles. For 
example, if you are considering becoming 
a Medicare provider, read “The Basics of 
Medicare” by Rachael L. Baturin. Or, if 
you are considering opting out, be sure 
to read “Properly Opt Out of Medicare.” 
Access to these articles is one of the perks 
of membership. 

Finally, you can learn more about 
Medicare’s 2015 Physician Quality Rating 
System (PQRS) and earn 1 hour of CE 
credit by reading an article and taking the 
quiz on PPA’s website. 

http://www.papsy.org/?PQRS_Info
http://www.papsy.org/?PQRS_Info


One cannot work 
extensively with 
older adults with-
out working with 
Medicare. Contrary 
to popular belief, 
I have found 
Medicare to be one 
of the easier third-
party payer systems 

to work with. In an effort to encourage 
colleagues to treat older adults and dis-
pel myths about Medicare, a number of 
years ago I wrote the “Top 10 Reasons 
Medicare is Better.” Many still apply:
1.	 Medicare will accept “any willing 

provider” who is a “clinical psycholo-
gist,” defined by Medicare as a per-
son who “(1) holds a doctoral degree 
in psychology, and (2) is licensed or 
certified, on the basis of the doc-
toral degree in psychology, by the 
State in which he or she practices, 
at the independent practice level of 
psychology to furnish diagnostic, 
assessment, preventive and thera-
peutic services directly to individu-
als.” This is Medicare Specialty 68, 
which allows psychologists to pro-
vide diagnostic and treatment ser-
vices to Medicare beneficiaries.

2.	 The fee structure is objectively 
determined based on the technical 
skill required for a procedure, risks 
to patient and practitioner, and cost 
of providing the service, moderated 
by geographic region. Unfortunately 
Medicare reimbursement has since 
become caught up in congressional 
wrangling.

3.	 Fees tend to be higher for psycholo-
gists than under many managed 
schemes.

4.	 Over time reimbursement has 
tended to increase or remain stable, 
though it is slipping relative to 
inflation.

5.	 Fees are public information, so you 
can plan for your practice.

6.	 Medicare is nondiscriminatory 
toward psychologists, who are reim-
bursed at 100% of the physician fee 
schedule.

7.	 Preauthorizations and reauthoriza-
tions are not required.

8.	 Using correct ICD and CPT code 
combinations is the key requirement 
for billing. In addition to testing 
and psychotherapy, the health and 
behavior codes allow psychologists 
to treat the full range of physical 
health conditions in which psy-
chological factors are salient—and 
reimbursable.

9.	 Intrusiveness for the clinician is min-
imal, and patient privacy is maximal. 
No paperwork is required beyond 
what is good clinical practice and 
within clearly established documen-
tation guidelines. 

10.	 It is a good and necessary thing for 
psychologists to be taking care of 
seniors. 

Getting Ready to Enroll as a 
Provider
You will need to identify a physical loca-
tion where you will be providing services. 
You may not simply provide a mailing 
address to enroll. The location where 
you have payments sent (your “billing 
address”) may be different from the loca-
tion where you provide services. You will 
also need to indicate on the application 
where you store patient health-care 
records.

All payers are now required to obtain 
a National Provider Identifier (NPI). 
Click here to apply for an NPI online. The 
NPI is “information neutral.” Other than 
identifying you, it carries no information 
about what state you are in, your spe-
cialty, when you applied, or similar data. 
I received my NPI within 24 hours of 
applying online.

Enrolling
Visit Centers for Medicare & Medicaid 
Services (CMS) to access and down-
load the forms. This is your key online 
resource. The Enrollment Applications 
page will tell you which form(s) you need, 
but here are some guidelines.

•	 If you are applying as an individual 
for the first time with an NPI that 
is not related to a corporation, you 
will submit form 855I, Application 
for Physicians and Non-Physician 
Practitioners. This will establish you 
as an individual practitioner with 
Medicare.

•	 If you are incorporated and will use 
the corporation NPI or TIN (tax-
payer identification number) to apply 
(e.g., as an LLC, PC, SC, Inc., PLLC, 
or similar entity), you will submit 
form 855B and information about 
the corporation, such as where it is 
located, who the owner is, and where 
reimbursement checks are to be 
sent. You also will submit the 855I 
to establish yourself as an individual 
practitioner. Additionally, you will 
submit form 855R, Application for 
Reassignment of Medicare Benefits. 
This “reassigns” payments back to 
the corporation.

•	 If you are applying as a psycholo-
gist in a group that already has been 
established with Medicare and has a 
group number under which you will 
bill, you will submit 855I to establish 
yourself with Medicare and 855R 
to reassign reimbursement to the 
group.

•	 You may also need to submit form 
CMS460, the Medicare Participating 
Physician or Supplier Agreement, 
which defines and is the agree-
ment with Medicare to accept 
“assignment.”

How to Enroll as a Medicare Psychologist1

Gordon I. Herz, PhD, Forward Psychology Group, Madison, WI

1 A longer version is available on Dr. Herz’s website and was also published in The Independent Practitioner: Bulletin of Psychologists in Independent Practice, 
Summer 2006, Vol. 26, No. 3.

Continued on page 10
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Perhaps the most 
underpublicized 
but still well known 
(at least by school 
psychologists and 
school social work-
ers) potential ben-
efit for children with 
serious disabilities 
is the Medicaid 

“Loophole.” The provision was so named 
because it allows children who meet 
the criteria for a physical or intellectual 
disability under Supplemental Security 
Income (SSI) to receive Medicaid, also 
known as Medical Assistance (MA), 
irrespective of their parents’ income or 
assets. Children must be 18 years of age 
or younger and not eligible for other MA 
categories.

According to information provided 
online by the Pennsylvania Department 
of Public Welfare, the majority of dis-
abilities that meet SSI, and potentially 
Loophole, criteria fall within the fol-
lowing disabilities: attention-deficit/
hyperactivity disorder, autistic spectrum 
disorder and other pervasive develop-
mental disabilities, mood disorders, 
organic mental disorders, multiple body 
dysfunction, hearing impairment, intel-
lectual disability disorder, and com-
munication impairment associated with 
neurological disorder. Children who 
are found eligible are entitled to full 

Medicaid benefits. Some services such 
as physical therapy do not have a co-pay, 
while others such as outpatient psycho-
therapy apparently have a fixed co-pay. 
Other services may have a co-payment 
on a sliding scale, based on the MA fee 
for the service.

Psychologists working with individuals 
or families whose children may qualify for 
the above coverage should advise them, 
according to the above information, that 
they need to apply through their local 
county assistance office or by going to 
the COMPASS website. Individuals who 
are referred for support for psychological 
and/or developmental conditions should 
be encouraged to keep in mind that they 
will need, in addition to the paperwork 
required for the application, written 
documentation of an Axis I diagnosis. 
Parents should also be encouraged to 
write, in large letters: “MA for Disabled 
Child Only—Handbook Section 355.4” or 
“Loophole”—at the top of their applica-
tion, according to school social workers 
who have assisted parents in applying for 
the support. 

Unfortunately, like most benefits that 
fit the axiom “too good to be true,” the 
above Medicaid benefits reportedly do 
not come easily, even for those children 
who are deemed eligible to receive them. 
More specifically, experienced school 
social workers who worked informally 
with this author on this article described 

both personal (in seeking support for their 
own children) and professional (based on 
reports provided back to them by parents 
they were attempting to assist) chronolo-
gies of frustrating experiences surrounded 
with hours of completing forms (some-
times every 3 months, 6 months, or 12 
months) on every child in the families for 
whom they were seeking support. 

In addition, the above social workers 
indicated that the cycle of filing the forms 
and then receiving no response; making 
follow-up calls and hearing, “We’ll get 
back to you,” and then receiving no phone 
call; and being told “you make too much 
money” can reportedly occur so fre-
quently that many parents become “worn 
down” and simply “give up.”

Thus, psychologists working with 
families whose children could poten-
tially derive benefit from the Medicaid 
Loophole are encouraged, based on the 
background information gathered infor-
mally by this author, to advise parents that 
the road to obtaining financial support 
under this provision is likely to be a long 
one, potentially surrounded by frustration 
and feelings of not being heard by county 
assistance office staff. Thus, this author 
was advised to not only encourage parents 
to “not give up,” but also to, if necessary, 
contact their local and state representa-
tives for assistance in obtaining initial  
and follow-up Loophole coverage for their 
children.  

Dr. Timothy L. King

The Medicaid “Loophole”—A Potential Benefit for  
Children With Severe Disabilities
Timothy L. King, PhD, drkingtesting@gmail.com

Pennsylvania Psychological Foundation

Enhancing the Future of Psychology 

Make your  
contribution
today!
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In December 2014 
the American Board 
of Professional 
Psychology (ABPP) 
recognized board 
certification in 
geropsychology. 
This achievement 
highlights the con-
solidation of gero-

psychology as a specialty field of practice 
(Molinari, 2015). An essential component 
of the development of geropsychology 
as a specialty practice was identifying 
the attitudes, knowledge base, and skill 
competencies required for competent 
geropsychology practice. The 2006 Pikes 
Peak National Conference on Training 
in Professional Geropsychology defined 
these domains of competency and devel-
oped six core components of training in 
professional geropsychology for gradu-
ate, fellowship, and postlicensure levels 
of training. In addition, the Pikes Peak 
Conference established the Council of 
Professional Geropsychology Training 
Programs (CoPGTP) (Karel, Molinari, 
Emery-Tiburcio, & Knight, 2015).

Although the most recent surveys 
indicate that as few as 3–4% of psy-
chologists identify geropsychology as 
the primary focus of practice, as many as 
39–69% of psychologists report working 
with at least a few older adults (Hoge, 
Karel, Zeiss, Alegria, & Moye, 2015). 
Postlicensure training in geropsychol-
ogy is self-guided based on need and 
interest. The Pikes Peak Geropsychology 
Knowledge and Skill Assessment Tool is 
a useful starting point to self-evaluate 
competency domains of geropsychology 
practice. This instrument is available for 
free download at GeroCentral. 

One significant concern raised 
by many PPA members is related to 
Medicare billing. This is also one of the 
Pikes Peak skill domains of professional 
geropsychology. Knapp, Behrendt, & 
Baturin (2015) have recently pub-
lished both an article and a CEU to 

help strengthen our understanding 
of the Physician Quality Reporting 
System (PQRS). This information can 
be obtained from the PPA website. The 
Norris (2015) handbook includes every-
thing and anything you have ever needed 
to know about psychology and Medicare 
billing practices. This document includes 
numerous free Internet resources about 
everything a psychologist will need to 
know about Medicare. Another use-
ful Medicare resource is the first PQRS 
Registry designed for psychologists 
that can be accessed through the APA 
website (Nordal, 2015). Additionally, 
the GeroCentral website contains use-
ful information about Medicare and 
resources to seek additional training 
related to Medicare billing practices. 

Further, one of the Pikes Peak skill 
competency domains includes compe-
tencies in consultation and training in 
the areas of “consultation to families, 
professions, programs, health care facili-
ties, legal systems, and other agencies/
organizations that serve older adults,” 
as well as our ability to design and use 
effective models of service delivery for 
this population (Karel, Molinari, Emery-
Tiburcio, & Night, 2015). The CoPGTP 
website offers information about many 
affordable web-based training programs 
related to geropsychology clinical prac-
tice. For example, these include Older 
Adults and Mental Health (8 CEUs), 

Fundamentals of Healthy Aging: A 
Biopsychosocial Perspective (3 CEUs), 
and A Comprehensive Approach to 
Establishing Mental Health Practice in 
LTC Settings (1 CEU). These are just a few 
examples of the many affordable gero-
psychology web-based training programs 
offered through this website.

The APA website offers individuals 
24 hours of unlimited on demand access 
to database searches and printing of 
APA journal articles for just under $12. 
Also, for just under $12 any one APA 
journal article or book chapter can be 
purchased online. This benefit and pric-
ing is the same for APA members and 
nonmembers.

Geropsychology is a rapidly devel-
oping field of practice. This may be in 
reaction to our changing payer systems, 
changing long-term care systems, and the 
changing and unique clinical needs of the 
aging population. Further, the newness 
of developing geropsychology topics that 
require problem solving, innovative treat-
ment model development, collaboration, 
as well as research, advocacy, policy, and 
law development are emergent and copi-
ous. Consequently, psychologists who 
wish to learn more about geropsychology 
or to become instrumental in the shap-
ing of the development of geropsychol-
ogy services are encouraged to connect 
with one or more of the organizations 
that partner with the GeroCentral web-
site. These organizations include APA 
Division 12/II, APA Division 20, CoPGTP, 
PLTC, and the APA Office on Aging. Links 
to these organizations can be found 
at GeoCentral. For more information 
about the Pikes Peak training model, see 
the chapter by Karel, Molinari, Emery-
Tiburcio, and Knight (2015) that discusses 
in detail the training model, the identified 
geropsychology competency domains, 
and strategies to implement the training 
model at the internship, fellowship, and 
postlicensure levels of training.

New Resources Available to Improve  
Geropsychology Competency 
Maureen E. Sweeney, PsyD, maureensweeney@msn.com
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Sweeney
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•	 Do not be intimidated by the appar-
ent length of the applications. The 
855I packet is 31 pages, but less 
than half requires information and 
even fewer pages will likely apply to 
you. The information requested is 
straightforward, and the instruction 
pages actually are intelligible.

•	 Submit your application to the 
Provider Enrollment Unit of your 
local carrier, not directly to CMS.

•	 Medicare now requires practitioners 
to receive payments by electronic 
funds transfer. You will complete 
and submit form CMS-588 for this 
purpose.

•	 While most of this information is 
generic, application requirements 
may vary among the regional 
Medicare administrators so verify 
the above information and any idio-
syncratic requirements with your 
local carrier. This will also give you 
an opportunity to get a feel for how 
helpful or vague they will be, perhaps 
even to establish a good working 
relationship with that one person 
who may just help you through the 
application process.

Finally, it is now possible to enroll entirely 
online at the Provider Enrollment, Chain 
and Ownership System. This method is 
highly recommended.

What to Expect
If you are a clinical psychologist by 
Medicare’s definition and have no prior 
adverse events related to health-care 
services billing, your application will be 
approved usually in less than 60 days after 
they have all the information they need 
(45 days through online enrollment). You 
will receive a written confirmation from 
Medicare that your application has been 
approved and the effective date.

You may see Medicare patients 
between the time you apply and when 
your application is approved. Once 
approved, you may bill for services previ-
ously provided. Billing before then will 
cause denials, and of course be aware 
that, if for some unforeseen reason your 
application is not approved, you will 
not subsequently be able to bill patients 
directly for those services. 
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Novitas Solutions, Inc., is the inter-
face between Medicare and providers. 
Specifically, Novitas is the Medicare 
Administrative Contract (MAC) for 
Jurisdiction L (JL) serving Pennsylvania, 
New Jersey, Delaware, and Washington, 
DC. On the Novitas website, you can 
find information about enrolling as a 
Medicare provider. You can also access 
a current fee schedule and locate the 
address to submit paper claims (Novitas 
Solutions, n.d.). 

I strive to balance the business of 
psychology with the satisfaction I derive 
from practicing psychology. To strike this 
balance, I recently withdrew as a provider 
from an insurance company because of 
low reimbursement and poor customer 
service. Consequently, I increased my 
income by replacing those hours with 
more favorable reimbursement, like 
Medicare. 

Though processing Medicare claims is 
more time consuming, I will continue to 
be a Medicare provider because I enjoy 
working with older adults like Thomas. I 
will also continue to advocate for changes 
to Medicare reimbursement, and I invite 
you to join me, because Medicare affects 
us all.  
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While commer-
cial managed care 
companies are 
experimenting with 
or debating pay 
for performance 
measures, Medicare 
has taken a unique 
approach through 
its Physician 

Quality Reporting System (PQRS). The 
PQRS program is one of several initia-
tives by the Centers for Medicare and 
Medicaid Services (CMS) to improve 
efficiency and effectiveness of Medicare. 
The data it generates will be used in two 
new programs from Medicare: Physician 
Compare and value-based payments.

The PQRS program was originally 
developed in 2006 when President Bush 
signed the Tax Relief and Health Care 
Act of 2006. It has since been amended 
four times. According to the PQRS, 
physicians and other health-care profes-
sionals report activities that they did, 
or did not, perform while delivering a 
health-care service. For example, when 
conducting an initial evaluation with an 
older adult, psychologists may report 
whether they did, or did not, screen for 
elder abuse. There is no presumption that 
psychologists have to screen for elder 
abuse as there may be good reasons why, 
for a particular patient, such a screening 
would not be needed or could even be 
clinically contraindicated. 

Originally a bonus program, PQRS 
has transitioned into a penalty program. 
In 2014, psychologists (and other profes-
sionals) who met certain participation 
requirements received an incentive pay-
ment equal to .5% of allowed charges, 
while participants who met lower par-
ticipation standards avoided a 2% pen-
alty that will be applied to payments for 
services in 2016. Starting in 2015, PQRS 
shifted to a penalty-only program and 
professionals who do not participate will 
have payments for all services reduced 
by 2% in 2017. The PQRS program is 
limited to fee-for-service Medicare and 

does not apply to those services provided 
to patients in the Medicare Advantage 
programs. 

Psychologists who are interested in 
the details of how to use the PQRS pro-
gram are directed to the PPA website, 
which includes information on how to 
actually use the PQRS program and sub-
mit data. Psychologists can also take a  
1 hour CE program on the PQRS through 
the PPA website. In addition, the website 
article includes information on how psy-
chologists can enroll in a registry that can 
do the PQRS reporting for them. 

Currently PQRS information can be 
reported through hand-completed claims 
forms, the use of a registry, or through 
electronic health-care records. CMS has 
stated that its eventual goal is to phase 
out hand-completed claims submitted 
forms, although it gave no timeline for 
that change to occur. From the perspec-
tive of CMS, it spends less per unit of 
billing when dealing with large groups. 
Currently about 18% of physicians and 
13% of nonphysicians submit claims to 
Medicare as solo practitioners. 

The PQRS data will be part of two 
new initiatives by Medicare: Physician 
Compare and value-based payments. 
Medicare is in the process of establishing 
a website that includes information on 
physician performance under PQRS. Its 
goal is “to help consumers make informed 
health care choices” (CMS, 2014, p. 
67769). Currently, Physician Compare 
includes basic information about phy-
sicians who participate in Medicare, 
including name, primary and secondary 
specialties, practice locations, group 
affiliations, languages spoken, and board 
affiliation. Eventually it may include data 
on participation with PQRS. The goal 
of CMS is to include quality data on the 
Physician Compare website, such as data 
on PQRS reporting, patient outcomes, 
and patient satisfaction. 

In addition, Medicare is moving 
toward value-based payments. Starting 
in 2015, groups with 100 or more pro-
fessional employees will be evaluated 

according to the extent to which they 
participate in the PQRS program (phy-
sicians will be able to select the PQRS 
measures used in the evaluation). The 
program will apply to physicians in 
groups of 10 or more in 2016 and to 
all physicians in 2017. The secretary of 
Health and Human Services has the 
discretion to apply it to nonphysicians in 
2017. As a result we do not know when, if 
ever, value-based payments will apply to 
psychologists.

The value-based program involves 
complicated formulas, and I am only 
giving a rough sketch below. A bonus 
will be given to practitioners or groups 
that maximize high quality and low cost. 
Those who provide high quality at a low 
cost will receive a bonus of 2% in pay-
ments; those who provide average quality 
for a low cost or high quality for an aver-
age cost will receive a bonus of 1%. As 
seen in the table below, some physicians 
will receive penalties depending on the 
cost-quality relationship.

Table 1. Bonus and Cost Quality 
(Percentage Increase or Decrease in  
Medicare Payments)

Cost Low  
Quality

Average  
Quality

High  
Quality

Low 0 +1.0% + 2%

Average -.05% 0 +1%

High -1.0% -.05% 0
	
In 2015, 106 large physician groups 

self-nominated themselves to be evalu-
ated for value-based payments and 14 
received a bonus, 11 received reductions 
in payments, and 81 saw no change in 
their reimbursements (CMS, 2015). The 
program must be cost neutral, so that 
the increased expenditures through the 
bonuses are offset by the reductions in 
expenditures through the penalties. 

Physicians who are participating 
in Medicare’s experimental programs 
with accountable care organizations or 

Medicare’s Approach to Quality Assurance: PQRS
Samuel Knapp, EdD, ABPP

Continued on page 13
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This article is 
intended to pro-
vide guidance for 
psychologists in 
Pennsylvania who 
want to opt out of 
the Medicare net-
work of providers 
(MNP) and is not 
meant to replace 

existing laws or regulations. It is an 
update to Baturin (2013). 

Why would a psychologist want to opt 
out? Many opt out of Medicare’s network 
for the same reasons they are not in net-
work with insurance companies—because 
they do not want to be required to submit 
claims on behalf of Medicare beneficia-
ries (MBs). 

If you are already an out-of-network 
psychologist for non-Medicare clients, 
then it is likely you are inclined to opt 
out of the MNP for similar reasons. 
Unfortunately, you are not opted out of 
Medicare by default, even if you have 
never been in the network. To opt out 
you must file an affidavit and enter into a 
private contract (PC) with each MB you 
serve. The affidavit and PC must meet 
several criteria that are outlined in chap-
ter 15, section 40, of the Medicare Benefit 
Policy Manual. 

Despite the availability of this manual, 
much confusion is encountered by pro-
viders. This article was written to reduce 
confusion by providing specific guidelines 
and resources and by answering common 
questions. 

Two Steps
If this is your first time opting out of 
the MNP, you must submit an affidavit 
and your PC by mail to the Medicare 
Administrative Contractor (MAC) that 
has jurisdiction over the area(s) in which 
you practice. See “Resources” toward the 
end of this article to find your MAC(s). 
You cannot opt out until a MB wants to 
receive services from you that would  
otherwise be covered by Medicare. 

The two steps required to opt out are 
(1) mail an affidavit, and (2) mail your first 
completed PC to your MAC. Both must 
follow criteria set forth by the Centers for 
Medicare and Medicaid Services (CMS). 
The first PC you enter into must be 
signed by you and a MB client and sub-
mitted to the MAC, along with the affida-
vit, within 10 days of providing services to 
the Medicare beneficiary.

After you have opted out, you must 
renew your opt out status every 2 years 
by submitting a new affidavit by mail to 
cover the next 2-year period. You must 
enter into a PC with each new MB you 
serve, but you do not have to provide 
PCs, after the first opt out, to the MAC 
unless asked for it. 

The MAC may ask for a copy of the 
PC for several reasons. Most commonly a 
MAC will request a copy of a PC because 
a MB client submits a claim for reim-
bursement despite having entered into 
a PC with you that clearly stated the MB 
should not and will not receive reim-
bursement for services with opted out 
providers. 

What are the consequences of not 
properly opting out and staying out? You 
may have to reimburse client fees above 
an allowable amount, and you will have 
to complete lots of unwanted paperwork 
in this process. You can refer to chapter 
15 of the CMS Medicare Benefit Policy 
Manual for the specific consequences. 
You will be given a chance to make a 
good-faith effort to comply, but it will be 
a hassle.

How Can I Get a Sample of the 
Affidavit to Properly Get Out?
You can obtain a sample of the affidavit 
for Pennsylvania at the Novitas Solutions, 
Inc., website. Once at the site, you 
should click on the icon of the state of 
Pennsylvania entitled MAC Jurisdiction 
L. You will then find it under Self-Service 
Resources by clicking on Opt Out Listing 
and then the example Affidavit. You may 

be prompted to select Part B: Physicians 
& Other Health Care Professionals. 

Novitas serves as the administrator 
(or MAC) for Medicare in Pennsylvania. 
You can reach the Pennsylvania MAC by 
phone at 877-235-8073 from 8:00 a.m. to 
4:00 p.m. Eastern time. Once you hear 
the automated recording, select Medicare 
Part B and then Pennsylvania. If you do 
not want to be on hold for long they  
suggest calling between 8:00 a.m. and 
9:00 a.m. 

When asked for your Provider 
Transaction Access Number (PTAN) on 
the phone or when completing the affi-
davit, note that you do not have one, if 
you have never been in the MNP. You will 
also be asked for your personal (not your 
business) National Provider Identification 
(NPI) number. When you complete the 
affidavit you can write “none” under 
PTAN and because only an individual 
and not a business can opt out, use your 
personal NPI.

How to Stay Out 
If you are among the psychologists who 
have successfully opted out and want to 
stay out, then you should resubmit just an 
affidavit within 30 days of the expiration 
date of the current opt out. Optimally, 
submit the new affidavit 60 days before 

How to Opt Out and Stay Out of Medicare:  
An Update and Resources
Christine Molnar, PhD

Continued on page 13

What are the consequences 
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and staying out? You may 
have to reimburse client fees 
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and you will have to com-
plete lots of unwanted paper-
work in this process.
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the end of the opt-out period. Note that 
the renewal affidavit cannot be submit-
ted any earlier than 60 days prior to the 
expiration date of the current affidavit. 
Also note that you may get very different 
answers from the very different enroll-
ment specialists and customer service 
representatives that you talk with at the 
MAC. I was actually advised by one that 
psychologists opting out for the first time 
need not submit their first PC and from 
what I can tell this is blatantly incorrect.

The Private Contract
In addition to chapter 15 of the Medicare 
Benefit Policy Manual, you can also refer 
to resources on the MAC website. Once 
there, under Opt-Out Listings and  
then under More Information, you can 
select A/B Reference Manual Chapter 4– 
Assignment, Program Participation, and 
Opt Out Process to find criteria for the 
PC that you should ask Medicare benefi-
ciaries to complete if you opt out. 

Remember, you only have to send 
in the first PC. There is no need to send 
subsequent PCs after the very first, even 
when renewing to maintain your opt-out 
status, unless a MAC requests a PC from 
you. 

Chapter 4 also contains information 
about the consequences of not opting 
out. I was fortunate to receive a sample 
of the PC years ago from an enrollment 
specialist at Novitas. Apparently this is 
no longer possible but who knows what 
can happen if you call many reps! You can 
also confirm you are on the opt-out list at 
the Novitas Solutions website by navigat-
ing to the Opt-Out Listings section.

Online Resources
•	 Find your Medicare Administrative 

Contractor 
•	 Affidavit from Medicare Learning 

Network Matters 

References
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Common Questions
Q:	 Can Medicare clients be reimbursed 

for services with me if offered for 
a business that accepts Medicare 
even if I personally have opted out 
in a separate private practice? 

A:	 No.

Q:	 What is Part B?

A:	 According to Social Security 
Medicare, “Medical insurance (Part 
B) helps pay for services from doc-
tors and other health care provid-
ers, outpatient care, home health 
care, durable medical equipment 
and some preventive services.”

Q:	 What if I treat people who receive 
Medicaid?

A:	 Medicaid and Medicare are two 
different programs. Medicaid is a 
state-run program that provides 
hospital and medical coverage for 
people with low income and var-
ies by state in terms of eligibility 
and coverage. Some people qualify 
for both Medicare and Medicaid. 
For more information about the 
Medicaid program, contact your 
local medical assistance agency, 
social services, or welfare office.

Q:	 What is the double “S” in the 
Medicare reference manual? 

A:	 This symbol refers to a section of 
the manual.

Q:	 Can I opt out in some states and 
not others or with some clients and 
not others?

A:	 No. Several MACs cover the United 
States. You should submit an affida-
vit and your first PC to each MAC 
that administrates benefits for your 
clients.

Q:	 Can I submit an affidavit online?

A:	 Not currently.

Q:	 Must I file a separate affidavit in 
every state? 

A:	 Yes

HOW TO OPT OUT AND STAY OUT 
OF MEDICARE

MEDICARE’S APPROACH TO  
QUALITY ASSURANCE: PQRS

Continued from page 12 Continued from page 11

comprehensive primary care initiatives 
are exempted from this program. No 
doubt this program will be modified 
over time as CMS gains experience in 
implementing it. However, it does rep-
resent a large shift away from payment 
based on volume to payment based, 
at least in part, upon the quality of 
services. 

As a result of the Medicare Access 
and CHIP Reauthorization Act of 
2015 (2015), CMS will be required 
to develop quality enhancement 
measures to be used in determining 
bonus payments. These measures 
must include patient outcome, patient 
experiences, coordination of care, and 
appropriate use of services (lack of 
over utilization). CMS must develop  
its plan for this quality project by 
January 1, 2016, and a status report by 
May 1, 2017.  
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Many psycholo-
gists in clinical 
practice face 
the decision of 
participating in 
Medicare. It is 
likely that more 
psychologists 
participate in 
Medicare than in 

any commercial insurance panel. There 
are drawbacks to Medicare. While the 
compensation is comparable to many 
of the largest commercial panels in 
Pennsylvania, reimbursement rates 
under Medicare have declined over the 
last several years from a high achieved 
about a decade ago. Medicare rules can 
seem cumbersome and the penalties 
for not following them Draconian. We 
often see complaints about Medicare 
posted on the PPA listserv. 

On the other hand, I have found 
that I get along well with Medicare, for 
the most part. I’ve learned the basics of 
what I need to know. Claims are gener-
ally paid, and usually I get the amount 
I expect. When a claim is rejected, it 
is usually my error and the correction 
is usually straightforward. Here are a 
few thoughts and suggestions based on 
my knowledge and experiences with 
Medicare.

It Helps to Have a Friend
Medicare rules and regulations are 
often written in archaic language with 
lots of conditions and clauses. They are 
hard to read and hard to understand. 
Once you understand them, getting 
paid for services to Medicare patients is 
pretty easy and reliable. When I started, 
I didn’t have the good sense to ask 
another psychologist for help with my 
initial billing. Ask for help, lots of help, 
repeatedly. A psychologist, or someone 
who understands Medicare for psy-
chologists, would be a good resource 
because a few nuances exist in the rules 
that differ across disciplines (e.g., rules 
regarding what a psychologist can and 
cannot bill for).

Your Status With Medicare
With most commercial insurers, either 
you are in the network or you are not. 
With Medicare, there are three pos-
sible statuses. You can be a participating 
provider, a nonparticipating provider, or 
opt out (Novitas Solutions, 2014). The 
default status (your status if you do noth-
ing) is nonparticipating provider. If you 
are not already a participating provider, 
learn about the three options, so you can 
decide which category is right for you. 
Talk to at least one colleague in each cat-
egory before you decide.

When you enroll as a Medicare pro-
vider, you agree to accept Medicare’s 
“allowed amount” (including any deduct-
ible and coinsurance) as full payment 
for your services. You also must agree 
to abide by Medicare regulations, to bill 
Medicare for services (rather than col-
lecting payment and asking the patient 

to seek reimbursement), and to accept 
payment directly from Medicare (accept 
assignment).

If you do not enroll as a Medicare pro-
vider, you are a nonparticipating provider. 
Because Medicare is a federal program, 
the government has the leverage to com-
pel you to follow many of the Medicare 
requirements even if you are a nonpar-
ticipating provider. Nonparticipating 
providers may not charge more than 
Medicare permits (the Medicare Limiting 
Charge). They must accept assignment. 
They must provide advance notice to the 
patient when billing for services not cov-
ered by Medicare.

The third status is to “opt out” from 
Medicare. This status exempts the pro-
vider from Medicare-limiting charges 
and certain other Medicare regulations. 
It requires completion of very specific 
forms with Medicare every 2 years. It also 
requires that the provider sign a contract 
with each patient that says the patient 
agrees not to bill Medicare for any ser-
vices from that provider. The contract 
must have specific language. So . . . if you 
provide any services to Medicare sub-
scribers, you are subject to some form of 
regulation by Medicare.

Enrolling as a Medicare  
Provider
Enrolling as a Medicare provider seems 
laborious, but it is much more straight-
forward than enrolling with many com-
mercial insurers. Medicare accepts all 
qualified professionals, and you will not 
face some of the issues you might with 
many commercial companies, such as a 
provider panel being full. 

Novitas is the company that has a 
contract to process all Medicare enroll-
ment and billing for the mid-Atlantic 
states. The form for enrolling is called the 
CMS-855I and it is available online from 
Novitas. Though this form is 28 pages, it 
is actually not so bad to complete. This is 
the kind of form you can fill out on your 
computer and print. Use this form if you 
are:
•	 Practicing independently and doing 

your own billing
•	 Practicing independently and paying 

someone else to do your billing
•	 New to Medicare and joining an exist-

ing group practice
•	 Already a Medicare provider but you 

are now joining a group practice
•	 Already a Medicare provider but you 

are changing your practice address
•	 Planning to work (as employee or 

independent contractor) for a health-
care corporation (hospital, residential 
treatment center, etc.)

Getting Along With Medicare
Brett Schur, PhD

It is likely that more  
psychologists participate 
in Medicare than in any 
commercial insurance 
panel.

Continued on page 15
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When completing the CMS-855I, be 
very careful. For example, in Section D, 
skip D-1, since you are not a physician. 
In Section D-2, be sure to indicate that 
you are a “Psychologist, Clinical” and 
not “Psychologist Billing Independently.” 
Psychologist Billing Independently is a 
very limited status that allows testing 
only.1 It does not matter whether your 
degree is in clinical or counseling or else-
where. (You will be asked to specify your 
degree later.) For definitions of these cat-
egories, click here. 

Likewise, complete Section H, 
“Clinical Psychologists,” and leave Section 
I, “Psychologists Billing Independently,” 
blank. Section 4 has options for setting 
up an independent practice (single or 
multiple locations), joining a group, work-
ing for a hospital, and so forth. If you are 
doing a combination of those, it is all on 
this form. Just read carefully so you cover 
all options. If you are going to be work-
ing for someone else, your employer will 
complete some items on billing.

Medicare now requires direct deposit 
of payments. You must complete form 
CMS-588 to set up direct deposit. There 
may be a few providers who still receive 
paper checks. They will be required to 
convert to electronic deposit the next 
time they make any change or revalidate 
their enrollment. If you are going to be 
working for someone else (group prac-
tice or hospital, for example, regardless 
whether you are an employee or indepen-
dent contractor), there is an additional 
form called Reassignment of Medicare 
Benefits (CMS-855R). You will complete 
part of the form and the employer will 
complete part.

You will be notified, usually within 
a couple of months of your application, 
that you are now a Medicare provider. 
You can then begin providing services 
and submitting claims to Medicare. There 

1	  A clinical psychologist can do anything an 
independently billing psychologist can do. 
However, enrolling as a clinical psychologist 
requires a doctoral degree. A psychologist in 
Pennsylvania who is licensed at the master’s 
level may enroll as an independently billing 
psychologist and receive reimbursement for 
testing services.

is a provision for providing services and 
billing later while you wait on application 
approval; however, I am not sure of the 
details.

Billing Medicare for Services
Billing instructions are contained in 
chapter 9 of the Medicare Part B Manual, 
available online (Novitas Solutions, n.d.). 
There are three ways to bill Medicare. 
You can submit paper claims, bill online, 
or submit claims electronically through a 
clearinghouse. All three have drawbacks. I 
submit paper claims. 

I usually bill once a month, regardless 
of the number of sessions in a month. I 
wrote a series of Microsoft Word tem-
plates to help me with the task. With the 
system I developed, I can enter demo-
graphic and treatment information for a 
new patient and store the information. 
The next month, I only have to fill in the 
new dates of service. Billing programs are 
available that fill in the forms and help 
you keep track of payments received. 

One of the drawbacks of paper claims 
is slower payment. By law, Medicare must 
not pay an electronic claim sooner than 
15 days after receiving it and must not pay 
a paper claim sooner than 29 days after 
receiving it. I usually receive payments on 
paper claims about five weeks after I drop 
them in the mail. I get the Explanation of 
Benefits two or three days after payment 
is electronically deposited in my bank 
account.

One of the advantages of Medicare is 
having up to a year to file claims. As with 
any other electronic service, precision is 
key. Errors can be immediately obvious or 
may be difficult to track down and under-
stand. I usually find customer service 
people to be friendly, knowledgeable, and 
willing to help. 

There are various types of errors. 
Some errors are considered so basic that 
the claim is never processed. Examples 
include having the patient’s Medicare 
number wrong or a date that doesn’t 
make sense (e.g. 12/10/15 instead of 
12/10/14). The form is returned with an 
explanatory note. Correct the error and 
resubmit. Some errors are noted on an 
Explanation of Medicare Benefits, such 
as when another insurance is primary 
to Medicare. Again, fix the problem and 
resubmit. 

There may be some errors that you 
detect. Examples include billing $10 for 
a session instead of $100 or billing for 
a wrong date of service. These errors 
are more difficult to correct. You have 
to appeal the determination, return the 
money to Medicare and then resubmit 
the claim. If you detect a payment error, 
it is your legal and ethical responsibility 
to notify Medicare and correct the error. 
It is also your responsibility to have a 
system for detecting errors. An example 
would be a system for reviewing every 
Explanation of Medicare Benefits form 
for accuracy.

The most difficult claims problem I 
seem to encounter is when a Medicare 
subscriber’s status is changing. One 
example involved a patient who had com-
mercial insurance primary and Medicare 
secondary. After she divorced, she 
dropped the commercial insurance and 
Medicare became primary. It took a while 
for Medicare to record the change and 
for me to get the correct date on which 
the change took effect, so I had billing 
errors. However, I was eventually paid for 
all the back claims. Part of the difficulty 
was that I was not making effective use of 
Medicare’s automated telephone system. 
Once I called into the system and deter-
mined the date that Medicare became 
primary, I was able to correct the errors.

I find it helpful to read Novitas bul-
letins which apply to psychologists and 
to watch the PPA listserv for announce-
ments of important changes in Medicare 
billing (such as last year when the forms 
for paper claims were revised). APA also 
sends announcements of changes in 
Medicare rules to members who sign 

GETTING ALONG WITH MEDICARE
Continued from page 14

One of the advantages of 
Medicare is having up to 
a year to file claims. As 
with any other electronic 
service, precision is key. 

Continued on page 16
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up for e-mail announcements. It is pos-
sible to sign up for daily announcements 
of new policies from Novitas. Most are 
irrelevant, but it only takes me a minute 
to scan the e-mail for issues related to 
psychology. 

For more information, visit the 
Novitas website. In the column on the 
left, hover over Education & Training, 
then click on More. . . . The last item in 
the left-hand column is “Join our email 
lists.” Select Jurisdiction L —Part B—
General Information.

Medicare Protects Itself and Its 
Subscribers, Sometimes at the 
Expense of Providers
One drawback of participating with 
Medicare is that some Medicare rules 
can limit our ability to charge for services. 
For example, Medicare seeks to protect 
its subscribers by prohibiting charges 
for missed appointments. This provision 
seems to protect patients at the expense 
of providers. Yet it may also have unin-
tended consequences for patients. What 
options does the provider have when the 
patient misses sessions? Certainly there is 
the option of forgiving the instance or of 
addressing it in session. But missed ses-
sions without some compensation may 
lead the provider to terminate treatment 
prematurely.

Another example of a Medicare 
rule to protect itself and patients is the 
Medical Necessity requirement. All ser-
vices must be medically necessary under 
Medicare rules. This sometimes prevents 
a patient from paying the provider for 
services that are not considered medi-
cally necessary. How does this affect the 
practice of psychology? The psychologist 
must make predictions about what level 
of services will meet criteria for medical 
necessity. If the patient wishes to con-
tinue see the therapist three times a week 
for psychotherapy sessions, for example, 
would that pass a medical necessity 
audit? If not, the psychologist cannot bill 
Medicare and may not be able to charge 
the patient, either. 

The same might also apply to 
the patient who wishes to continue 
therapy longer than medical necessity 
criteria would support. Under some 

circumstances, the psychologist can 
follow procedures to provide “Advance 
Beneficiary Notice,” but those rules are 
problematic, too. So the patient loses 
options due to Medicare rules.

Hidden Gems of Medicare
Medicare is complex, making it a chal-
lenge for professionals to be aware of all 
of the rules and provisions. We tend to 
think of many of the rules as burdensome 
or even as tricks to trip us up. However, 
there are some little-known benefits, too. 
For example, did you know that you can 
bill Medicare for reimbursement of HMO 
co-pays when the patient has an HMO 
as primary insurance and Medicare as 
secondary? There is a form available for 
download at Novitas. As far as I know, the 
form can only be used with a paper claim.

Documentation of Services
Documentation of services is not sub-
stantially different for Medicare, except 
that record retention requirements are 
longer. In part, this is because Medicare 
has largely set the standards for docu-
mentation that other payors, as well as 
regulatory agencies, generally follow. The 
caveat is that Medicare has the reputa-
tion of being much less forgiving than 
other insurers in an audit. Medicare rules 
allow auditing of charts and the con-
sequence of proportional repayment if 
deficiencies are found. If Medicare audits 
10 charts and disallows two of them, it 
will demand repayment of 20% of all your 
Medicare claims for all patients.

Physician Quality Reporting 
System
The Physician Quality Reporting System 
(PQRS) began in 2007 as a small incen-
tive program to get physicians to carefully 
document several indicators that were 
believed to improve quality of care. It 
was gradually expanded to include more 
items and more providers, including psy-
chologists. In the beginning, the program 
paid a lump sum bonus to providers who 
successfully documented a subset of 
the indicators. As of 2013, the program 
began to penalize providers who did not 
participate or who did not meet the set 
standards, with a deduction of 1.5% of 
all Medicare payments in 2015. There is 
a 2-year lag time between reporting and 
penalty.

There are a number of resources 
to help you understand PQRS. One of 
them is a paper written by Knapp, et al., 
(n.d.), which is revised annually to cover 
changes to the program. The American 
Psychological Association (n.d.) publishes 
a summary of changes. I found it helpful 
to use these guides side-by-side when I 
was learning PQRS, and I continue to use 
both of them.

Closing Thoughts
Many psychologists in clinical practice 
find Medicare worthwhile, despite its 
quirks. It allows us to work with specific 
groups of clients who clearly benefit 
from treatment and often have difficulty 
accessing services, including older adults 
and individuals with disabilities. Medicare 
can be a reliable part of the income 
stream for groups and independently 
practicing clinicians. With a modest 
effort, it is not difficult to keep up with 
the most essential rule changes. In my 
practice, I will likely remain a Medicare 
provider, even if I needed to cut back on 
other insurance panels. 
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You have matched! 
Congratulations! 
After you have fin-
ished celebrating, 
calling all of your 
friends and family 
members, and 
posting on various 
social media sites, 
you may wonder: 	

What now? 
Graduate school has been a series 

of hoops for us to jump through. 
Everything you have done during 
graduate school, and especially during 
the past six to eight months, culminated 
with the content of a single e-mail 
received on a Friday morning toward 
the end of February. It is now safe to 
take a deep breath and congratulate 
yourself on your huge accomplish-
ment. The next step is to create your 
preinternship to-do list. Some of the 
important items to include on this list 
might be:

1Self-Care. Take some time to do 
the things you enjoy the most. 
Engage in the activities that you 

may not have had time for during your 
course work. 

2 Course work. Confirm that you are 
on track with your course work for 
school. Double check that you are 

enrolled in all the classes you need to 
graduate. Though it may be tempting, 
try not to fall behind on your current 
classwork. You have come this far. Finish 
strong!

3Dissertation. Now is a great time 
to work on your dissertation if 
you have not already completed 

it. Internship will be a full-time com-
mitment and possibly located far from 
your school. As a result, meetings 
with your chair and participants could 
become difficult and costly. Meet with 
your chair to discuss a feasible timeline 

Matched in Match Phase I. What Now?
Adrienne B. Gallo, MS

for the completion of the chapters of 
your dissertation. Discuss the potential 
challenges that writing a dissertation 
on internship can pose and brainstorm 
solutions. The more you have com-
pleted, the less stressed you will be dur-
ing internship.

4Moving? The next consideration is 
whether relocation is necessary. If 
not, you can go back to self-care 

and working on your dissertation and 
course work. If relocation is necessary, 
start planning your move as soon as you 
feel ready. Many internships are very 
helpful with the moving process and are 
knowledgeable about their areas. Reach 
out to your internship training director 
for help and ideas. Also, find out from 
your current director of clinical training 
whether someone in your program has 
matched there before to see if they can 
be of any help. It is important to start 
this process early to make the transition 
as smooth as possible. 

5Licensure. It is also important to 
consider licensure requirements for 
each state. Have you decided where 

you want to practice in the future? It is 
okay if you have not, but remember that 
licensing requirements are not universal. 
It is important to do your research and 
plan ahead for licensure. 

As you create your to-do list, keep 
in mind that you have accomplished 
something huge! You have successfully 
matched during an internship crisis. All 
of your years of hard work have paid off, 
and you now have a paid internship to 
show for it. At some point this summer, 
you will be working in the field, doing 
something you love around competent 
and talented professionals. Once that 
“imposter syndrome” wears off, you will 
realize that you are one of those com-
petent and talented professionals as 
well. So again, congratulations, ladies 
and gentlemen: You have successfully 
matched! 

The listserv provides an 
online forum for immediate 
consultation with hundreds of 
your peers. Sign up for FREE 
by contacting: 

           iva@papsy.org.

Join PPA’s   
        Listserv!
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So you didn’t match. 
Maybe this wasn’t 
outside of the realm 
of possibility, or 
maybe it took you 
by complete sur-
prise. Either way 
. . . what do you 
do now? First and 
foremost: breathe! 

You need a game plan, but before you 
start down that road, you need to con-
tact those who can support you through 
this process and let them know what you 
need. This might include your training 
director, cohort, and/or advisor, among 
others. These are the people who can 
help guide you to be more successful 
in Phase II of the match. For general 
mental health, your family and friends 
are vital to keeping the balance and may 
offer needed moments of respite to the 
preparations for this stage of the match 
process.

With your supports in place, take a 
look at what’s different in this stage of 
the match process. All of the same rules 
from Phase I apply for Phase II, with a 
few exceptions. The biggest difference is 
that there are no supplemental materials 
required beyond the online application. 
Another difference is that sites typically 

So You Didn’t Match in Phase I of the Predoctoral Internship Process . . .  
A Bump on the Road to Graduation
Sneha McClincey, Doctoral Candidate, Chestnut Hill College

conduct phone or Skype interviews. 
However, in the event that you live within 
driving distance of the site, there is a 
possibility that you may be invited to 
interview in person. A third difference is 
that sites are not obligated to inform you 
if your application is not being consid-
ered. A final exception (and a pleasant 
upside) is that there is no cost to apply to 
sites in this round. Please note there may 
be other exceptions from year to year, 
so be sure to check the Association of 
Psychology Postdoctoral and Internship 
Centers (APPIC) website.

If you’re not sure where to begin, the 
first place to look would be the APPIC 
website. Helpful links include “Phase 
II Getting Started Guide” as well as 
“Instructions” and “Frequently Asked 
Questions.” There is also a section of the 
website devoted to “Late Breaking News,” 
an important page to check periodically, 
in order to ensure that you’re not missing 
any newly added internship sites. Though 
changes typically get reflected in the gen-
eral APPIC site list, one can never fully 
account for technology, so do your due 
diligence and check the “Late Breaking 
News” link often. When you begin 
reviewing sites, keep in mind the site 
requirements of applicants (e.g., required 
assessment and intervention hours). 

Also keep in mind your institution’s own 
requirements of sites.

Before you decide on sites to apply to, 
consider the sites you chose in the first 
round and where you were invited for an 
interview. If you had few interviews, it 
may have been that the other places you 
applied to could not see how your past 
experience and internship goals aligned 
with the training experience they were 
offering. A good fit between your previ-
ous experienceand training goals and the 
site is crucial to matching! 

On the other hand, if you had a num-
ber of interviews and did not match in 
Phase I, you may want to consider your 
interviewing skills. Ask a fellow classmate 
to role-play an interview and practice 
answering questions with him or her. 
Practice helps you prepare to shine! Also 
take some time to review your materials 
(e.g., essays and cover letters) and, if pos-
sible, have someone review or edit those 
materials.

Finally, with cover letters and refer-
ences completed, submit your materials 
to each site at least a day or two before 
the deadline to avoid any hiccups due to 
technological issues. Once submitted: 
relax. You’ve done everything you can to 
make that phone ring. Bonne chance! 
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Phenylketonuria: Etiology,  
History, and Prevalence 
Phenylalanine hydroxylase deficiency, tra-
ditionally referred to as phenylketonuria, 
or PKU, is an autosomal recessive disorder 
caused by a mutation on chromosome 
12 that results in problems coding the 
enzyme phenylalanine hydroxylase (PAH) 
(Moyle, Fox, Bynevlt, Authur, & Burnett, 
2007). PAH helps to convert the amino 
acid phenylalanine (PHE), which is found 
in foods with protein, to the amino acid 
tyrosine. When PHE cannot be metabo-
lized effectively, it may build up in the 
brain, interfering with neural myelination 
and impacting neuronal transmission 
(Huijbregts, de Sonneville, Licht, Sergeant, 
& van Spronsen, 2002). The disorder varies 
in severity along a spectrum of PAH defi-
ciency, with “classical PKU” representing a 
more severe presentation and hyperphe-
nylalaninemia (or “hyperphe”) a milder 
presentation (NIH National Human 
Genome Research Institute, 2014). Given 
this heterogeneity, recently issued diag-
nostic guidelines suggest that the term 
“phenylalanine hydroxylase deficiency” is 
a more inclusive, and thus more appro-
priate, name for the disorder (Vockley et 
al., 2014); however, this article will refer 
to the disorder using the more familiar 
term phenylketonuria, which is still com-
monly used in both research and clinical 
applications.

Phenylketonuria was first discovered 
in 1934 by Norwegian physician and bio-
chemist Ivar Asbjørn Følling as a result of 
his work with two siblings who demon-
strated progressive cognitive deficits and 
who had high levels of phenylpyruvic acid, 
a phenylalanine metabolite, in their urine 
(Vockley et al., 2014). Wide-scale newborn 
screening via blood test was implemented 
approximately three decades later, making 
the disorder the first metabolic abnormal-
ity identified via population-level screen-
ing (Anton, Tocan, Iliescu, & Diaconu, 
2011; Vockley et al., 2014). Neonatal 
screening helps to prevent death and 
alleviate severity of disabilities in affected 

individuals by enabling early interven-
tion (Anton et al., 2011). Currently, it is 
estimated that phenylketonuria impacts 
1 out of every 10,000–15,000 individuals 
(NICHHD, 2013).

Symptoms of Phenylketonuria
Symptoms of untreated phenylketonuria 
usually first appear around the age of 3–4 
months and may include intellectual dis-
ability, behavioral disturbances, psycho-
logical issues, neurological deficits, and 
malfunctioning of major organs (Anton 
et al., 2011). The white matter abnormali-
ties seen in phenylketonuria have shown 
some level of reversibility with dietary 
interventions (Anderson et al., 2007). 
However, MRI studies have nonetheless 
demonstrated white matter abnormalities 
in children and adults with phenylketon-
uria who were treated early, as well as in 
those treated later in life (Anderson et al., 
2007), indicating that treatment does not 
provide total protection from the neuro-
logical consequences of the disorder. 

There is evidence to support that indi-
vidual variations in the blood-brain bar-
rier play a role in determining PHE levels 
in the brain, which in turn affects neu-
rological outcomes for individuals with 
this disorder (Grosse, 2010). Additionally, 
since the amino acid tyrosine is a precur-
sor to several monoamine neurotrans-
mitters, failure to synthesize tyrosine 
in adequate quantities can potentially 
result in altered dopaminergic, norepi-
nephrinergic, and serotonergic activity 
in the central nervous system, leading 
in turn to altered cognitive and affec-
tive functioning; however, the impact of 

altered phenylalanine and tyrosine levels 
on neurotransmitter synthesis and func-
tion is not yet fully understood (Anderson 
et al., 2007; Anton-Paduraru, Grigore, & 
Diaconu, 2013). 

PHE levels have been shown to be 
negatively correlated with mental health 
functioning, social skills, and behavioral 
stability in both children and adults (Jahja 
et al., 2013). Successfully treated children 
and adolescents generally have levels 
of mental health symptoms and social 
skills that are similar to those of controls 
without phenylketonuria, while untreated 
children and adolescents show more 
impairments in these areas of function-
ing. Specifically, children and adolescents 
with higher PHE levels tend to be more 
depressed, anxious, and avoidant, and 
to demonstrate more behavioral issues, 
than those with lower PHE levels (Jahja 
et al., 2013). Physical complaints, think-
ing problems, and somatic concerns are 

also positively correlated with childhood 
PHE levels (Jahja et al., 2013). Some have 
noted that, as with many other disorders, 
the behavioral presentation of phenylke-
tonuria can be easily mistaken for ADHD 
(Stevenson & McNaughton, 2013). 

A number of studies suggest that indi-
viduals with phenylketonuria experience 

Phenylketonuria: Cognitive, Socio-Emotional, and  
Behavioral Implications
Erin Esposito, BS, Immaculata University, and Marie C. McGrath, PhD, Immaculata University

Wide-scale newborn screening 
via blood test was implemented 
approximately three decades 
later, making the disorder the 
first metabolic abnormality 
identified via population-level 
screening. 
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deficits in executive functioning whether 
or not their PHE levels are well con-
trolled. Although some studies have sug-
gested that executive functioning deficits 
are related to current and lifelong dietary 
practices and PHE levels, when chil-
dren with early and consistently treated 
phenylketonuria were studied, they had 
significantly more difficulty than neuro-
typical controls on tasks that involved 
planning, problem solving, and attention, 
suggesting that executive deficits may 
persist despite diet management (Azadi, 
Seddigh, Tehrani-Doost, Alaghband-Rad, 
& Ashrafi, 2009). 

Children with well-controlled PHE 
levels generally have average IQ scores, 
but Azadi et al. (2009) found that their 
scores were lower than would be pre-
dicted by the scores of their unaffected 
parents and siblings (Azadi et al., 2009). 
When Channon, German, Cassina, and 
Lee (2004) looked at early-treated and 
untreated adults with phenylketonuria, 
they found that both groups demon-
strated performance deficits on measures 
of selective and sustained attention and 

working memory, though the deficits 
seen in the early treated group were less 
significant than those seen in participants 
with untreated phenylketonuria. On 
timed tasks, individuals with phenylke-
tonuria also demonstrated difficulties, 
supporting the hypothesis that white 
matter integrity and functional con-
nectivity between frontal and nonfrontal 
regions that control executive function-
ing is also impacted by the disorder 
(Channon et al., 2004).

Medical Treatment for  
Phenylketonuria
Following diagnosis, a person’s blood 
must be frequently drawn and dietary 
intake must be monitored to ensure 
that PHE levels are within a therapeutic 
range, since current PHE levels and mean 
lifetime PHE levels are both thought to 
predict prognosis for those diagnosed 
with the disorder (ten Hoedt et al., 2011). 
Initially, it was thought that less strict 
adherence to low-PHE diets in adulthood 
was acceptable; however, more recent 
findings regarding long-term neurocogni-
tive and neuropsychiatric implications 
of the disorder, including increased 
symptoms in non-dietary-compliant 
adults, suggest that dietary interven-
tions should be extended throughout 
the lifespan (Vockley et al., 2014). It is 
especially important for women who are 
pregnant to keep their PHE levels within 
recommended ranges, since PHE crosses 
the placenta at increased concentra-
tions, which can cause facial and heart 
abnormalities, small head circumfer-
ence, slowed intrauterine growth, and 
increased risk for intellectual disabilities 
in the developing fetus (Bouchlariotou, 
Tsikouras, & Maroulis, 2009).

A lifelong medical diet is currently 
considered the therapeutic procedure 
of choice in the United States (Vegni, 
Fiori, Riva, Giovannini, & Moja, 2010). 
Impacted individuals are encouraged 
to limit their intake of phenylalanine 
through foods. Dietary restriction of 
foods containing natural protein; pro-
vision of supplemental nutrition via 
medical foods (e.g., formula that contains 
phenylalanine-free synthetic protein 
or pills containing large neutral amino 
acids); and supplementation with vita-
mins and minerals is considered to be 
the best and safest intervention for the 

disorder (ten Hoedt et al., 2011). Some 
individuals are also treated with Kuvan 
(sapropterin dihydrochloride), a medica-
tion that can boost phenylalanine hydro-
lase activity in individuals that retain 
residual PAH function, but this is used 
only as an adjunct to dietary intervention, 
rather than as a primary treatment.

Although people with phenylketon-
uria may show impairments in certain 
areas of functioning regardless of diet 
adherence, the severity of many cog-
nitive deficits tend to decrease with 
dietary compliance (Vegni et al., 2010). 
VanZutphen et al. (2007) found that diet 
noncompliance happened more fre-
quently in adolescence than in childhood, 
and that their PHE levels increase as diet 
compliance decreases among adoles-
cents. Additional support may therefore 
be needed during adolescence to ensure 
dietary compliance is maintained.

Suggestions for School-Based 
Practitioners
Given the significant and global impact 
that phenylketonuria can have on neu-
rological functioning, continued moni-
toring of symptom progression and the 
effectiveness of treatment, especially 
in childhood and adolescence, is criti-
cal to better outcomes (VanZutphen et 
al., 2007). Ensuring dietary compliance 

Online Resources for  
Practitioners and Families 
•	 Children’s PKU Network 

•	 “How Much Phe?” Diet 
Management Tool

•	 The Mid-Atlantic Connection 
for PKU and Allied Disorders 
(MACPAD), Inc. 

•	 NIH National Human Genome 
Research Institute’s “Learning 
About Phenylketonuria” 
webpage 

•	 NIH National Institute of 
Child Health and Human 
Development (NICHHD)’s 
“Phenylketonuria” webpage 

•	 National PKU Alliance  

•	 National PKU News 

•	 The New England Consortium of 
Metabolic Programs PKU Toolkit 

When children with early 
and consistently treated  
phenylketonuria were 
studied, they had signifi-
cantly more difficulty than 
neurotypical controls on 
tasks that involved plan-
ning, problem solving, and 
attention, suggesting that 
executive deficits may persist 
despite diet management.
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is necessary, especially for adolescents, 
who are more likely than younger chil-
dren to make independent food choices, 
as well as more likely to resist or deny 
interventions that differentiate them 
from peers. Involving the person with 
phenylketonuria and their support 
system, such as family and teachers, in 
treatment planning can help with dietary 
compliance and symptom management 
(ten Hoedt et al., 2011). However, regard-
less of compliance, individuals with 
phenylketonuria may demonstrate needs 
that will need to be addressed via special 
education, accommodations, or other 
interventions in school settings. The 
following strategies and considerations 
may be useful to school psychologists 
or others who work with students with 
phenylketonuria: 

Given the range of symptom severity 
associated with phenylalanine hydroxy-
lase deficiency, it is necessary to consider 
the needs of each child individually 
in educational planning. While some 
individuals’ needs may be met through 
provision of accommodations via a 
Section 504 plan, other individuals may 
experience cognitive and/or behavioral 
symptoms that will cause them to require 
specially designed instruction via an IEP. 
Depending on the severity of the condi-
tion and the specific impairments noted, 
eligibility under a variety of categories, 
including Other Health Impairment and 
Emotional Disturbance, among others, 
should be considered.

Because the cognitive, academic, 
executive, behavioral, and socio-
emotional difficulties that individuals 
with phenylketonuria may experience 
present very similarly to other disorders, 
including ADHD, learning disabilities, 
and idiopathic intellectual disability, it 
is necessary for practitioners to obtain 
comprehensive histories on these stu-
dents, and to thoroughly evaluate for 
potential deficits in areas of possible dif-
ficulty. However, empirically-supported 
interventions and accommodations that 
address attention, memory, executive 
functioning, processing speed, and aca-
demic needs in children with other dis-
abilities may also benefit individuals with 
phenylketonuria.

A variety of dietary accommodations 
will be necessary for individuals with phe-
nylketonuria. Provision of accessible and 
safe storage options (including refrigera-
tion) for formula and other supplies is nec-
essary. The use of alarms, cueing systems, 
and/or consistent routines, and the ability 
for students to leave classes to access 
medical foods, may be useful strategies to 
improve dietary compliance. 

Ensuring that low-PHE options are 
available during events that involve food, 
taking precautions to minimize students’ 
access to unauthorized foods, and help-
ing students to monitor their PHE intake 
at school may all be helpful. The school 
nurse should be involved in planning for 
these needs, and all relevant school staff 
should be informed of dietary needs and 
restrictions. 

Open communication and informa-
tion-sharing with other specialists who 
treat the child (e.g., physicians and/or 
psychologists at PKU clinics) and with 
students’ parents or guardians is recom-
mended in order to identify intervention 
strategies that work across settings, and/or 
changes in functioning that may need to 
be addressed by treatment providers.

Access to a school psychologist, school 
counselor, or other appropriate staff mem-
ber who can provide therapeutic/counsel-
ing support addressing social, attentional, 
and other skills impacted by this disorder, 
and/or stressors related to the disorder 
(e.g., feelings of isolation from/fear of 
rejection by peers), may be helpful.

Supporting students in accessing social 
supports, educating teachers and peers 
about the disorder, and advocating for 
their own needs may improve both treat-
ment compliance and socio-emotional 
functioning. 
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Academicians Corner

The Pennsylvania 
Psychological 
Association (PPA) is 
widely regarded as 
not only one of the 
largest state psycho-
logical associations 
in the country (usu-
ally ranked second 
or third) but also 

as one of the finest and best organized. 
However, I’ve sometimes heard it said 
that PPA is an organization that caters 
to the needs of clinicians, offering little 
value to academic psychologists. The 
purpose of this article is to challenge that 
statement. I’ve been both a full-time aca-
demic and a member of PPA since 1998; 
in my experience PPA provides numerous 
benefits for academic psychologists.

We academics typically have to 
account for our work in three categories: 
scholarship, service, and teaching. Let me 
address what PPA can do for academic 
members in each of these areas.

Scholarship
Members can use PPA to advance their 
scholarship in at least five ways: 
1.	 This bulletin provides an outlet for 

publishing articles. As a committee 
selects topics and authors, and arti-
cles are edited, it is a peer-reviewed 
publication. 

2.	 The annual convention in June 
provides an opportunity to offer 
poster sessions; again, these are 
peer reviewed. Posters may have 
been presented elsewhere first or 
simultaneously. 

3.	 PPA offers three opportunities for 
academics to offer peer-reviewed 
professional presentations: at the 
annual convention, the spring con-
ference, and the fall conference. 

4.	 The member listserv provides at least 
three opportunities for academics. 
Members may: 
•	  Solicit participation for research 

subjects (twice per study) 

•	 Announce publications (e.g., 
books, tests) 

•	  Solicit feedback for an assort-
ment of issues that arise in 
academic life (e.g., receive help 
in developing a new course, 
receive help in solving training 
conundrums) 

5.	 PPA has a history of various collabo-
rations with research projects (e.g., 
the Practice Research Network and 
the Pennsylvania Pediatric Mental 
Health Task Force). 

Service
There are more ways to provide profes-
sional and public service through PPA 
than I can review in this brief article. 
However, I will focus on four kinds of ser-
vice activities: 
1.	 PPA has 27 committees. If you have a 

passion within psychology, the odds 
are high that there is a PPA commit-
tee that is working on that passion 
and would both enjoy and benefit 
from your engagement. 

2.	 Advocacy Day offers an annual 
opportunity to come to Harrisburg 
and lobby state legislators on a wide 
assortment of issues relevant to 
psychology (this year it is on May 4). 
Such efforts have facilitated it being 
illegal to deliver corporal punish-
ment in schools, ensured that psy-
chologists can submit for Medicare 
and Medicaid reimbursement, and 
contributed to the expansion of the 
mental health services that psychol-
ogists may offer. 

3.	 There are numerous opportunities to 
take on leadership roles. Personally, 
this has been my favorite thing about 
being a PPA member. For example, 
I used to leave a weekend of Board 
of Directors activities feeling as if I 
had gotten much more energy than I 
had given. Moreover, if you are going 
up for rank or tenure, having been 
elected to a leadership position in 
one of the top state psychological 

associations in the country can only 
be a good thing. 

4.	 PPA emphasizes public educa-
tion. It does this through the work 
of multiple committees (e.g., the 
Public Education Committee and 
the E-Newsletter Committee) and 
presentations to the public (e.g., at 
the annual convention, to staff at 
the Pennsylvania General Assembly). 
If you care about making your aca-
demic work products available to the 
public, PPA is for you.

Teaching
In my travels, I’ve learned that most of us 
academic psychologists are on a passion-
ate mission to serve students with excel-
lence. Of the three areas for which we 
are accountable, this is the one that may 
afford the most benefit through PPA. 

First of all, just about every activity 
I’ve listed above is available to students 
as well. I’ve had my students join com-
mittees, accompany me to Advocacy 
Day, copresent both professional and lay 
presentations, conduct research, publish 
within the bulletin, and offer poster ses-
sions. I’ve also had students, and former 
students, take on leadership roles within 
PPA. 

Next, PPA offers multiple ways for 
students to be recognized for their work 
both directly (e.g., awards for posters) 
and through its sister organization, the 
Pennsylvania Psychological Foundation 
(e.g., student monetary awards). 
Academic members have also won mul-
tiple annual awards offered by PPA. 

PPA activities offer students numer-
ous networking opportunities as well. For 
example, the PPA network has facilitated 
my students landing both internships and 
jobs. 

Finally, work done through and with 
PPA portends to offer a plethora of con-
tent for lectures. Active academic mem-
bers are in a position to give firsthand 

What Can PPA Do for Academics?
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illustrations of cutting-edge issues and activities within psy-
chology. I don’t know about you, but I’ve always found my talk 
feels much stronger when it has followed my walk. 

There are other opportunities for academics outside of 
these three traditional areas. For example, PPA holds annual 
events exclusively for those who teach doctoral students (i.e., 
the Doctoral Summit) and ethics (i.e., the ethics educator 
program). PPA also has an entire board devoted to the subdis-
cipline of school psychology. Moreover, if I have a professional 
conundrum I can call a PPA colleague—and usually one who 
has at least a state reputation for excellence in the area in 
question—and get an answer that same day. 

Finally, there are so, so many friendship opportunities that 
members enjoy. I’m not sure which is my stronger motivation 
for attending the annual convention: to grow professionally 
or to cut up and catch up with friends. Indeed, some of the 
finest people and psychologists that I know are PPA volunteer 
leaders. It is for these and other reasons that I’ve found my 
PPA dues to be the professional expense that offers me the 
very best cost-benefit ratio. If you’re an academic, and are not 
a member, I strongly encourage you to consider what’s in it for 
you to join our ranks. We would love to have you and all that 
you have to offer! 

WHAT CAN PPA DO FOR 
ACADEMICS?
Continued from page 22
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Many X-rays taken 
in the United States 
are read on the 
other side of the 
world, the military 
has moved from 
arranging tele-
medical specialist 
consultations to 
real-time treat-

ments, and psychotherapy will not be far 
behind in this electronically intercon-
nected world. Doing therapy with video 
will become more common, accepted, 
and productive despite legal and pay-
ment obstacles. This might be a good 
time to consider learning more, getting 
trained in its differences from face-
to-face therapy, and trying out some 
technologies. 

Why Now? 
A big door has finally opened. Medicare 
is now paying for psychotherapy via 
telehealth, albeit with some significant 
limitations. The beneficiary must live in a 
rural census tract, but the definition has 
been expanded and some are included in 
Metropolitan Statistical Areas. The client 
must come to a facility, but the facility is 
paid for this. Rates are the same as office 
visits and the currently eligible CPT codes 
now include 90846 (multifamily group 
therapy) and 90847 (family therapy with 
patient present). Annual wellness visits 
are included with HCPCS codes G0438 
and G0439 (initial and subsequent). As 
has been true in the past, other payers 
are likely to follow Medicare’s model, 
especially when they can save money.

Why Do Teletherapy?
Our current clients can benefit. A sick 
child or personal illness would not mean 
a lost session and delayed recovery. 
Those who go on vacation or are busi-
ness travelers but still want therapy with 
us or who move and have not yet con-
nected with a new therapist can continue 
the therapeutic relationship. We could 
provide more frequent or just neces-
sary treatment to clients who cannot 

travel to our offices for a variety of rea-
sons. Teletherapy could support family 
therapy meetings among members at a 
distance from one another. Clinical case 
consultations can benefit professionals. 
Home visits are often very revealing and, 
if performed electronically and paid for, 
could become common. Agoraphobics 
could benefit without having to come to 
an office.

Teletherapy would be advantageous 
for all types of situations. The Internet 
can nullify barriers such as distance, 
skirt delays and procedures imposed by 
current payment and service delivery 
systems, and minimize irrelevant consid-
erations such as race, age, and gender or, 
alternatively, maximize these to advan-
tage. In one way or another, all areas are 
underserved, and telehealth can better 
distribute highly specialized services for 
unusual problems. The painfully shy, 
the socially inappropriate, those with 
disfiguring or mobility-limiting injuries, 
and the anergic depressed could receive 
therapy. Adding teletherapy to wearable 
sensors and cameras would open addi-
tional doors. 

What Tools and Training Do  
I Need?
Almost any computer with a camera and 
microphone and a moderately fast and 
reliable Internet connection is sufficient 
because the work is done by “telecon-
ferencing programs.” Better speakers, 
microphones, multiple and higher resolu-
tion cameras, and faster Internet con-
nections can be added later. A method of 
recording sessions is desirable. 

Teletherapy presents unique and 
novel concerns, such as impersonation, 
health insurance fraud, and assuring 
privacy when the camera cannot see the 
client’s location. Training is therefore 
essential. Marlene Maheu, PhD, has 
been a tireless advocate for teletherapy, 
and her organization, the TeleMental 
Health Institute, offers training and other 
support. The Resources section of this 
paper contains many additional materi-
als I think efficient and helpful. While 

there are hundreds of communication 
programs ranging from easy-to-use and 
encrypted FaceTime to Google Hangouts 
and Skype, telehealth requires both 
assured privacy and security.

Teleconferencing Programs:  
Privacy and Security Issues
HIPAA’s privacy and security rules are 
complex, as are the technology and risks 
of teletherapy, and so I will mention only 
a few here. HIPAA does not specify tech-
nology but only the goals and outcomes, 
allowing many programs to flourish.

The best-known, easiest, and most-
popular teleconferencing program is 
Skype, but it is unsuitable for teletherapy 
for reasons worth exploring. The busi-
ness providing the electronic linkages has 
access to your PHI (the conversations and 
video) and is not your employee. They are 
your business associate. They must pro-
tect the privacy of this information as you 
do and this is assured by their methods 
and their promise to comply with HIPAA 
through a business associate contract 
with you, the covered entity. Skype does 
not provide the security and privacy and 
will not sign such a contract. Be aware 
that this contract will provide you with a 
technical and legal defense for a HIPAA 
complaint. You will still, however, experi-
ence the costs of amelioration, reputa-
tional loss, and perhaps a board inquiry. 

In addition, Skype includes neither 
the audit controls (which real person 
accessed the PHI, when, and what 
changes were made to the PHI) nor the 
tools to alert you that there has been a 
breach (unauthorized access or disclo-
sure), which will require investigation and 
notifications. Click here for information 
on the liabilities of Skype or visit the 
Online Therapy Institute. 	

A widely praised but not perfect 
alternative is VSee. It uses less band-
width than others and so will send high-
definition video even on a 3G cellular 
network (e.g., your smartphone). Others 
include GoToMeeting and VIA3. For more 
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programs, see the Resources section 
toward the end of this article. 

Legal and Ethical Issues
Because telehealth services make practi-
cal sense and are cost efficient, 21 states 
have “telemedicine parity” legislation 
requiring that insurers reimburse licensed 
health-care providers for services deliv-
ered remotely, just as they would for in-
person visits. Even Mississippi has taken a 
lead on this.  

Changes to ethics and laws always 
lag technological changes. It appears 
that only nine states have addressed 
telepsychology issues (Drude, 2013), and 
Pennsylvania is not one of them. The APA 
released Guidelines for the Practice of 
Telepsychology in 2013. The American 
Mental Health Counselors addressed 
these issues in 2000 in Principle 14 of 
their Code of Ethics, and the American 
Counseling Association added it to their 
code in 2006.

For this novel medium, clients must 
give informed consent. Two basic forms—
consent for treatment and release of 
information—are required. 
 
Across State Lines
The primary function of a licensing board 
is to protect its state’s citizens and to 
ensure that it can prosecute any profes-
sional who treats its citizens, regardless 
of where the professional is located or 
licensed. For a psychologist intending to 
continue to treat a client who has moved, 
seeking permission to practice in the cli-
ent’s new state of residence is the best 
course. Most boards will allow such work 
limited by time, clients, or number of 
sessions. If the client’s residency has not 
changed, the therapist can legally and 
ethically continue therapy with the client 
as long as the mental health issues are 
such that they can be effectively treated 
and managed via the phone, videoconfer-
encing, or other digital technologies. 

Becoming licensed in other states has 
gotten easier with reciprocity agreements 
among a few boards (not in Pennsylvania) 
and the acceptance of the Certificate of 
Professional Qualification in Psychology 
(CPQ) in 44 states. The CPQ attests to 

the psychologist’s educational prepara-
tion, supervised experience, and exami-
nation performance, which are typically 
needed in applying for additional licenses. 
In addition, the Association of State 
and Provincial Psychology Boards offers 
an online “credentials bank” called the 
Psychology Licensure Universal System 
(PLUS) to support license applications. 
The National Register of Health Service 
Psychologists has a similar data bank for 
license mobility.

Not Across State Lines
While a licensing board is unlikely to 
extradite an out-of-state professional, 
a decision by the client’s state board 
against a professional may be seen by 
the professional’s state board as worthy 
of investigation or action. Note that the 
Pennsylvania Board of Psychology has 
prosecuted a psychologist licensed in 
Israel who advertised a practice located 
in Pennsylvania. HIPAA applies only 
to covered entities and not to profes-
sionals of any other country so while 
psychotherapy from Mumbai is feasible 
now and may become acceptable if costs 
are low enough, boards will have future 
challenges.

Risks have dissuaded the thought-
ful practitioner from treating those in 
another state, including the licensing 
issue and the need for handling emergen-
cies. Harris and Younggren (2011) provide 
a thoughtful overview of the risks. 

Resources 
•	 The American Telemedicine 

Association has published many 
guidelines including Practice 
Guidelines for Video-Based Online 
Mental Health Services (2013).

•	 National Telehealth Resource Centers 
(NTRCs) offer information and 
resources without bias. There are 
policy statements, technology guid-
ance, and links to local and regional 
resources. 

•	 There are 12 Regional Telehealth 
Resource Centers (RTRCs) cover-
ing all states. Related to these are 
the National Telehealth Technology 
Assessment Resource Center and the 
National Telehealth Policy Resource 
Center.

•	 Telemental Health Therapy 
Comparisons compares perhaps a 

hundred teleconferencing software 
programs on dozens of criteria orga-
nized for users ranging from consum-
ers, private practitioners, and provider 
networks to enterprises. Free simple 
registration is required but this is a 
gigantic resource, beautifully and 
functionally organized. A lot of work 
went into the data and the design. 

•	 Although from Vsee, this table offers 
links to many other applications for 
telehealth and some critiques (which 
I cannot evaluate). Comparisons 
between just about every program 
have been written by Vsee. 

•	 Marlene Maheu, PhD, of the 
Telemental Health Institute has been 
a pioneer, expert, and advocate for 
telehealth services for many years. 
This site offers training, webinars, 
and consultations on topics such as 
reimbursement and legal and ethi-
cal issues. A table lists about 40 video 
teleconferencing companies (with 
links), their costs, and their HIPAA 
compatibility. 

•	 The Zur Institute is probably the best 
resource for all aspects of teletherapy, 
offering an online course entitled 
Ethical, Legal, Clinical, Technological, 
& Practice Considerations.

•	 The American Psychological 
Association publishes Telehealth 
50-State Review, a set of tables for all 
50 states on the legal and regulatory 
status of telehealth legislation, board 
opinions and regulations for psycholo-
gists, guest privileges, and penalties 
for unauthorized practice. It is current 
as of October 2013.

•	 For current legislation in each state 
see the American Telemedicine 
Association.

•	 Roy Huggins, LPC, NCC, at Person-
Centered Tech provides smart, legally 
informed, and technologically sophis-
ticated consultation, training, and 
advice. See also his courses at the Zur 
Institute. 
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http://www.tennessean.com/story/opinion/contributors/2015/02/06/new-tennessee-telemedicine-law-grows-health-care-access/22761585/
http://blogs.rollcall.com/healthopolis/mississippi-proves-surprise-leader-in-telehealth-payments/?dcz=
http://www.apapracticecentral.org/ce/guidelines/telepsychology-guidelines.pdf
http://www.apapracticecentral.org/ce/guidelines/telepsychology-guidelines.pdf
http://www.nymhca.org/AMHCACodeofEthics.pdf
http://www.americantelemed.org/resources/forms
http://www.americantelemed.org/resources/forms
http://www.asppb.net/?page=AOR
http://www.asppb.net/?page=CPQ
http://www.asppb.net/?page=CPQ
http://www.asppb.net/?page=AOR
http://www.asppb.net/?page=AOR
http://www.nationalregister.org/member-benefits/licensure-mobility/
http://www.nationalregister.org/member-benefits/licensure-mobility/
http://www.professionallicensingreport.org/online-practice-by-foreign-professionals-how-one-court-decided/
http://www.americantelemed.org/home
http://www.americantelemed.org/home
http://www.americantelemed.org/docs/default-source/standards/practice-guidelines-for-video-based-online-mental-health-services.pdf?sfvrsn=6
http://www.americantelemed.org/docs/default-source/standards/practice-guidelines-for-video-based-online-mental-health-services.pdf?sfvrsn=6
http://www.telehealthtechnology.org/sites/default/files/documents/HIPAA%20for%20TRCs%202014.pdf
http://www.americantelemed.org/about-telemedicine/outside-resources/telemedicine-resource-centers#.VVoTBlrF--J
http://www.americantelemed.org/about-telemedicine/outside-resources/telemedicine-resource-centers#.VVoTBlrF--J
http://www.telehealthtechnology.org
http://www.telehealthtechnology.org
http://www.telehealthpolicy.us
http://www.telehealthpolicy.us
http://www.telementalhealthcomparisons.com/
http://www.telementalhealthcomparisons.com/
http://vsee.com/videoconference
http://vsee.com/blog/skype-security-for-health-care-hipaa/
http://telehealth.org/
http://telehealth.org/video/
http://www.zurinstitute.com/telehealthresources.html
http://www.zurinstitute.com/telehealthresources.html#usdepthealth
http://www.zurinstitute.com/telehealthresources.html#usdepthealth
http://www.apapracticecentral.org/advocacy/state/telehealth-slides.pdf
http://www.apapracticecentral.org/advocacy/state/telehealth-slides.pdf
http://www.americantelemed.org/docs/default-source/policy/state-legislation-matrix-as-of-4-28-2015A6D18E449A99.pdf?sfvrsn=4
http://www.americantelemed.org/docs/default-source/policy/state-legislation-matrix-as-of-4-28-2015A6D18E449A99.pdf?sfvrsn=4
https://personcenteredtech.com/
https://personcenteredtech.com/
http://zurinstitute.com/rhuggins.html
http://zurinstitute.com/rhuggins.html
http://telehealth.org/psychology/
http://telehealth.org/psychology/
http://dx.doi.org/10.1037/a0025139
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The articles selected for 1 CE credit in this issue of 
the Pennsylvania Psychologist are sponsored by the 
Pennsylvania Psychological Association. PPA is approved 

by the American Psychological Association to sponsor continu-
ing education for psychologists. PPA maintains responsibil-
ity for this program and its content. The regulations of the 
Pennsylvania State Board of Psychology permit psychologists 
to earn up to 15 credits per renewal period through home study 
continuing education. If you have more than 30 continuing edu-
cation credits for this renewal period you may carry over up to 10 
credits of continuing education into the next renewal period.

You may complete the response form at the end of this exam, 
making certain to match your answers to the assigned question 
numbers. Each question has only one right answer. Be sure to fill 
in your name and address, sign your form, and return the answer 
sheet to the PPA office with your CE registration fee (made payable 
to PPA) of $20 for members ($35 for nonmembers) and mail to:

Continuing Education Programs
Pennsylvania Psychological Association
416 Forster St.
Harrisburg, PA 17102-1748

To purchase and complete the test online, visit our online store 
at www.papsy.org. Passing the test requires a score of at least 70%. 
If you fail, you may complete the test again at no additional cost. 
We do not allow more than two attempts at the test.

Allow three to six weeks for notification of your results. If you 
successfully complete the test, we will mail a confirmation letter to 
you. The response form must be submitted to the PPA office on or 
before June 30, 2017.

Learning objectives: The articles in this issue will enable 
readers to (a) assess and explain current issues in professional 
psychology and (b) describe and act on new developments in 
Pennsylvania that affect the provision of psychological services.

 Fox

1. 	Medicare reimbursement has been cut over the years due to 
sequestration, which is: 
a.	A term that refers to the state of being alone or kept apart 

from others.
b.	A process that allows providers to submit CMS-1500  

insurance claims electronically.
c. 	A process that automatically cuts the federal budget across 

most departments and agencies.
d. 	A process that prevents physicians from receiving incen-

tives for instituting electronic medical records in their 
practices. 

2.	 Cuts to the Medicare Sustainable Growth Rate (SGR) are: 
a.	A result of overspending on entitlement programs by the 

U.S. government
b.	An elegant solution to steep increases in compensation to 

insurance company CEOs 
c.	 A process of incremental payments intended to encourage 

people 65 and older to delay signing up for Medicare. 
d.	A result of the Balanced Budget Act of 1997 and designed 

to control the cost of Medicare payments.

 King 

3.	 Children who are eligible for receiving Medicaid because of a 
severe intellectual or physical disability can be restricted from 
receiving it if their parents’ income is too high.  
T 
F

4. 	Parents who believe their child may qualify for the Medicaid 
“Loophole” benefit can apply by going to:
a.	Their local county assistance office
b.	The COMPASS website
c.	 a and b
d.	Their local school district’s office

 Sweeney
5.	 Geropsychology competency can only be achieved through a 

formal internship or postdoctoral training program.
	 True
	 False

 Knapp 

6. 	Which of the following is true about PQRS?
a.	Most submissions under PQRS come from solo 

practitioners.
b.	CMS has a long-term commitment to ensure that practi-

tioners may submit PQRS data through claims forms.
c.	 Starting in 2015, PQRS shifted to a penalty only program.
d.	All of the above

 Molnar 

7. 	Which of the following statements is accurate about psychol-
ogists who see Medicare beneficiaries without an affidavit 
and a private contract?
a.	They will have to pay back any fees-for-services that were 

collected if the fees exceed what is allowable by Medicare.
b.	They will be fined thousands of dollars.
c.	 They will lose their license to practice.
d.	They will have to memorize the Medicare Policy Manual as 

evidenced by a multiple choice assessment.

 Schur
8.	 If you are a nonparticipating provider for Medicare, you are 

free to charge your usual fee.
	 True
	 False

9. 	Which of the following is not true about Medicare “opt-out” 
status:
a.	You must file an opt-out form with Medicare every 2 years.
b.	You must complete a contract with each patient explaining 

your opt-out status.
c.	 You may charge your usual fee.
d.	The patient is free to submit a claim to Medicare for your 

services.

CE Questions for This Issue

http://www.papsy.org
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10. 	 Which of the following is true for a provider who participates 
in Medicare:
a.	The patient may be billed for missed sessions.
b.	When a patient has an HMO as primary insurance and 

Medicare as secondary insurance, Medicare will pay the 
HMO copayment.

c.	 Medicare will preauthorize services so the provider 
knows in advance that the service is considered medically 
necessary.

d.	Medicare pays claims in one to two weeks.

 Esposito & McGrath
11. 	 Research has shown that individuals whose phenylketonuria 

is treated with dietary intervention and individuals without 
the disorder differ in terms of ____________ .
a.	Sustained attention
b.	Working memory
c.	 Processing speed
d.	a and b
e.	 a, b, and c

Continuing Education Answer Sheet
The Pennsylvania Psychologist, June 2015

Please circle the letter corresponding to the correct answer for each question.

1.	 a	 b	 c	 d				    8.	 T	 F
2.	 a	 b	 c	 d				    9.	 a	 b	 c	 d
3.	 T	 F						      10.	 a	 b	 c	 d
4.	 a	 b	 c	 d				    11.	 a	 b	 c	 d	 e
5.	 T	 F						      12.	 a	 b	 c	 d	
6.	 a	 b	 c	 d 				    13.	 a	 b	 c	 d	 e
7.	 a	 b	 c	 d						    

Satisfaction Rating

Overall, I found this issue of the Pennsylvania Psychologist:
Was relevant to my interests	 5	 4	 3	 2	 1	 Not relevant
Increased knowledge of topics	 5	 4	 3	 2	 1	 Not informative
Was excellent	 5	 4	 3	 2	 1	 Poor

Comments or suggestions for future issues _ ______________________________________________________

______________________________________________________________________________________

Please print clearly.
Name__________________________________________________________________________________

Address _ _______________________________________________________________________________

City _______________________________ State _____ZIP__________ Phone (             )___________________

I verify that I personally completed the above CE test.

Signature______________________________________________ Date_______________________________

A check or money order for $20 for PPA members ($35 for nonmembers) must accompany this form.  
Mail to: Continuing Education Programs, PPA, 416 Forster St., Harrisburg, PA 17102-1748. 

Now available online, too! Purchase the quiz by visiting our online store at www.papsy.org. The store can be accessed 
from our home page. Please remember to log in to your account in order to receive the PPA member rate!

 Palmiter

12. 	 Which of the following activities was listed as a type of  
service academics might perform through PPA:
a.	Advocacy Day
b.	Scholarship Committee
c.	 Re-unification Day
d.	Maintenance Committee

 Zuckerman

13. 	 The Skype program is not suitable for teletherapy because 
of all of the following except:
a.	 It does not encrypt calls.
b.	  It allows law enforcement to listen to calls.
c.	 It will not sign a business associate contract with covered 

entities.
d.	It lacks audit controls.
e.	 It lacks breach notification alert tools. 

https://papsy.site-ym.com/store/default.aspx
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We offer a wild, wonderful, whopping welcome to the  
following new members who joined the association  
between February 11 and May 4, 2015!

Welcome New Members!

NEW MEMBERS

Melissa Anderson, PsyD
Gladwyne, PA

Amanda Artese, PsyD
Elkton, MD

Sofia Artom-Ginzburg, PhD
Philadelphia, PA

Gary Beaufait, PsyD
Pitman, NJ

Robin Belcher-Timme, PsyD
Newark, DE

Kathleen Bieschke, PhD
State College, PA

Lynanne Black, PhD
Indiana, PA

Beth Ann Bliss, PsyD
Pittsburgh, PA

Mary Boutselis, PhD
State College, PA

Jennifer Leigh Brereton, PsyD
Philadelphia, PA

Rebecca Bubb, PhD
Blue Bell, PA

Jessica E. Buckland, PsyD
State College, PA

Emily B. Edelson, PsyD
Glen Mills, PA

Adam John Edmunds, PsyD
Philadelphia, PA

Jessica C. Effrig, PhD
State College, PA

Richard J. Erdlen, PhD
York, PA

Barbara A Forester, PhD
Clarks Green, PA

John Gannon, MS
New Hope, PA

Meryl Reist Gibbel, PhD
Lititz, PA

Rachel Glatfelter, PsyD
York, PA

Tristan E. Guarini, PhD
Philadelphia, PA

Tammy Heskeyahu, PsyD
Tamiment, PA

Elizabeth G. Kamens, PsyD
Rosemont, PA

Janet Licci, EdS
Paoli, PA

Marged Lindner, PhD
Philadelphia, PA

Maureen Anne Manning, PhD
Baltimore, MD

Walter J. Matweychuk, PhD
Philadelphia, PA

Kathryn Maz, PsyD
Lancaster, PA

Lynne Olsen McAuley, PhD
Pipersville, PA

Dawn Mechanic-Hamilton, PhD
Philadelphia, PA

Jenna Mercadante, PsyD
Paoli, PA

Nancy Minniti, PsyD
Philadelphia, PA

Jeff Mitchell, PhD
Yardley, PA

Patrick Mitchell, PsyD
Media, PA

Kelly A. Nardella, PsyD
Lancaster, PA

John Neil, PsyD
Williamsport, PA

Mary E. Nikityn, PsyD
Columbia, NJ

Claire Oxtoby, PhD
Doylestown, PA

Karrie Pacileo, PsyD
Sinking Spring, PA

Andrea Parent, PsyD
Holland, PA

Jennifer Perez, PsyD
Yardley, PA

Barbara Piazza, PhD
Reading, PA

Courtney M. Ryan, PhD
Greensburg, PA

Kate Samson, PsyD
Philadelphia, PA

Lindsay Adele Sauers, PsyD
Philadelphia, PA

Lisa Schening, PhD
Erie, PA

Christie Seiler, PsyD
Williamsport, PA

Max Shmidheiser, PsyD
Wynnewood, PA

Loretta Simons, PhD
Glen Mills, PA

Mildred Virginia  
   Thompson, PhD
Glen Mills, PA

Kimlee Turet, PhD
Media, PA

Cynthia Valentin, EdS
Philadelphia, PA

Susan Walker, PhD
Greensburg, PA 

NEW STUDENTS

Allison Abraham, BA
Philadelphia, PA

Rizwan Ahmad, MA
Philadelphia, PA

Diara Anderson, MS
Old Forge, PA

Rachel Ascione, MA
Philadelphia, PA

Danita Baber, BA
Lancaster, PA

Katherine Biggs, BA
Wexford, PA

Moriah Julia Brier, MA
Philadelphia, PA

Shelby Brightbill, MA
Reading, PA

Jacqueline M. Burke, MA
Harleysville, PA

Mark Cassano, MS
Philadelphia, PA

Christopher T. Catalfamo, BA
Scranton, PA

Jeannine Cicco Barker, MA
Philadelphia, PA

Allison Connett, BA
Phoenixville, PA

Maureen Cort, MA
Philadelphia, PA

Abby Demianczyk, MA
Drums, PA

Nipa Desai, BA
Philadelphia, PA

Joseph DiCondina, MS
Glenside, PA

Taylor DiGravina, MA
Philadelphia, PA

Cory Doutrich, BS
Columbia, PA

Staci L. Downs, BA
Philadelphia, PA

David Farnsworth, MA
Pittsburgh, PA

Megan Foss, MS
Drexel Hill, PA

Leann Alysse Foster, MS
Philadelphia, PA

Continued on page 29
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Julia Gomes, MS
Richboro, PA

Elizabeth Gonzalez, BA
Philadelphia, PA

Patricia Gratson, MA
Upper Darby, PA

Sarah Gulick, BA
Philadelphia, PA

Gordon Hall, MS
Bellefonte, PA

Alesha G. Hruska, MPH
Philadelphia, PA

Rachel Hull, MEd
Lafayette Hill, PA

Kamini Kannan, BA
Philadelphia, PA

Jennifer Kelley, MS
Cherry Hill, NJ

Stefanie Landau, BA
Philadelphia, PA

WELCOME NEW MEMBERS!
Continued from page 28

Rachael Manfredo, MS
Pittsburgh, PA

Kristina Mangie, BS
Monaca, PA

Laura Maphis, MA
Bloomsburg, PA

Robin Martin, MS
Finlevyille, PA

Kelly Mason, BS
West Lawn, PA

Alexandra Molnar, BA
Jeannette, PA

Stephanie Murphy, MS
Wyomissing, PA

Susan Niznik, EdS
Medford, NJ

Catalina Ottinger-Ovens, EdS
Philadelphia, PA

Steven M. Palma, MA
Aston, PA

Amy Paysnick, BA
Danville, PA

Stephanie Piccoletti, BS
Old Forge, PA

Bill Pierson, BA
Landenberg, PA

Melissa Ring, MA
Moscow, PA

Sivan Rotenberg, MA
Danville, PA

Ethan Rothstein, MA
Danville, PA

Ryan Stocker, MA
Pittsburgh, PA

Scott R. Thien, BA
Media, PA

Rachel Boy Tomon, MSEd
New Castle, PA

Hannah Whitman, BS
Philadelphia, PA 

OFFICE SPACE AVAILABLE: 
BALA CYNWYD—Attractive, 
furnished, window office, 
includes Wi-Fi, fax/copier, café, 
free parking, flexible hours  
weekdays and weekends. Perfect 
for therapy and evaluations.  
610-664-3442. 

Classifieds
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The following programs are being offered either 
through cosponsorship or solely by PPA. 

June 17–20
PPA2015
Hilton Harrisburg
Harrisburg, PA

October 29–30
Fall Continuing Education and  
Ethics Conference
Sheraton Great Valley
Frazer, PA

Contact: judy@papsy.org

For CE programs sponsored by one of the Regional 
Psychological Associations in Pennsylvania, visit www.
papsy.org.

Registration materials and further conference 
information are available at www.papsy.org.

If you have additional questions, please contact 
judy@papsy.org.

New podcasts for CE credit by Dr. John Gavazzi 
are now available on www.papsy.org. 

•	 Critical Incidents and Psychologist Safety

•	 Existential Angst, Ethics, and Your  
Professional Will

•	 Ethics and Telepsychology (Parts 1 & 2)

•	 Prescriptive Authority Illinois Style

•	 Why Marketing is Our Ethical Duty

•	 Psychologist as Collaborative Coach

•	 The Dark Side of Ethics: False Risk  
Management Strategies

Excess Weight and Weight Loss          
3 CE Credits

Ethical Practice Is Multicultural Practice* 
3 CE Credits

Introduction to Ethical Decision Making*
3 CE Credits

Staying Focused in the Age of Distraction: How 
Mindfulness, Prayer, and Meditation Can Help  
You Pay Attention to What Really Matters
5 CE Credits

Competence, Advertising, Informed Consent, and  
Other Professional Issues*
3 CE Credits

Ethics and Professional Growth*
3 CE Credits

Foundations of Ethical Practice*
6 CE Credits

Ethics and Boundaries*
3 CE Credits

Readings in Multiculturalism
4 CE Credits

Pennsylvania’s Psychology Licensing Law, Regulations, 
and Ethics*
6 CE Credits

*This program qualifies for 3 contact hours for the  
ethics requirement as mandated by the Pennsylvania 
State Board of Psychology. 

NEW Home Study CE Courses, developed by  
Dr. Sam Knapp and Rachael Baturin, coming  
soon. More information will be available soon.

For all Home Study CE Courses above contact:  
Judy Smith, 717-232-3817, judy@papsy.org.

CE Calendar

Podcasts 1 CE Credit each

Home Study CE Courses

http://www.papsy.org
http://www.papsy.org
http://www.papsy.org
mailto:judy%40papsy.org?subject=
http://www.papsy.org
mailto:judy%40papsy.org?subject=
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