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PARITY COURT CASE: The CPA has aided an Appeals 
Court to achieve a great result in interpretation of the 
state parity statute. Last year the CPA Council authorized 
CPA legal counsel, Dan Willick, JD, to submit an amicus 
brief in a case pending in the California Court of Ap-
peal, Rea v Blue Shield. Rea is another in a line of lawsuits 
against health service plans claiming that various practices 
of plans were discriminating against persons with a men-
tal illness. 

The appeal court’s decision in Rea was released on June 
10, 2014, and in it the court adopted a ruling consistent 
with the position of CPA which had submitted an amicus 
brief in the case jointly with former Assembly Member 
Helen Thomson. 

Blue Shield had contended that California’s Mental 
Health Parity statute only required plans to provide inpa-
tient or partial hospital services, outpatient services, and 
psychotropic medications if the plan covered medications 
for other health conditions. 

Blue Shield in the Rea case had denied residential care 
to an eating disorder patient based on the interpretation 
that the above services were the only services required to 
be provided by the parity statute. Blue Shield won with 
this argument in trial court. Blue Shield contended that 
even if other services might be medically necessary they 
were not required by the state parity law. Blue Shield also 
argued that if a service or level of care was absent from the 
beneficiary evidence of coverage, such as was the case in 
Rea, those services or levels of care were also not required 
to be reimbursed.  

Attorney Dan Willick, JD and Ms. 
Thomson had argued in an amicus 
brief that the list of the services in 
the parity statute was illustrative 
and not exclusive and provided evi-
dence of the intent of the Califor-
nia Legislature that the law require 
the coverage of all medically neces-
sary services, not just inpatient or partial hospital services, 
outpatient services, and psychotropic medications.  

After the submission of the written amicus brief the CPA 
Council subsequently authorized Mr. Willick to attend 
and to present oral arguments on behalf of the CPA and 
former Assembly Member Helen Thomson at a hearing 
on the matter.  Mr. Willick was questioned closely and 
intensely by several of the justices on the panel during 
this hearing. The questions, according to Mr. Willick, led 
him to believe that the Court could rule adversely to the 
CPA position.  However, in the end, the Appeals Court 
not only agreed with but relied on the evidence and tes-
timony of the CPA and Ms. Thomson citing the joint 
amicus brief several times explicitly in its ruling.  

This is now the law in California: 

1) If a patient has one of the 9 listed diagnoses in the 
state Mental Health Parity Act; and, 

2) The patient needs a particular treatment or service; 
and,

3) The treatment or service is medically necessary; 
and,

4) The treatment or services are within the financial 
limits for medical services of the plan; then

5) The health service plan must cover that treatment 
or service on the same terms and conditions as other 
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health conditions. 

A great day for patients! 

Note: The American Psychiatric Association, responding 
to a request by the CPA, has graciously reimbursed a por-
tion of the costs the CPA incurred in submitting its am-
icus brief in the Rea case.  

PARITY BUDGET BILL:  In a stakeholder meeting I re-
cently witnessed, in the company of CPA Managed Care 
Committee Chair Robert Burchuk, MD and CPA Presi-
dent-Elect William Arroyo, MD, a stark turnaround for 
California’s parity regulator, the Department of Managed 
Health Care.  It is a turnaround that the CPA has played 
a strong role in bringing about. 

In several short months, DMHC has transformed from 
an agency that would not reveal details about its parity 
enforcement, and by all accounts was not enforcing the 
federal Wellstone Domenici Mental Health Parity and 
Addiction Equity Act of 2008 (MHPAEA), to an agency 
with an aggressive enforcement strategy to ensure that 
patients received all of the benefits of mental health and 
substance use service parity in California. 

The transformation was revealed in a budget proposal 
by DMHC in the revised Governor’s budget released on 
May 14, 2014. In this proposal the Department asked for 
$369,000 to contract for clinical evaluators to assess the 
clinical aspects of health service plan compliance with the 
MHPAEA between July 1, 2014 (when the Final Rule for 
the MHPAEA starts to take effect for some plans) and 
January 1, 2015 (when the MHPAEA is in effect for all 
health service plans). At that point, based on the infor-
mation compiled with the help of the clinical evaluators, 
the Department intends to assess increased staffing needs 
and to ask the Legislature to grant them the authority to 
increase enforcement staff. 

During 2015 DMHC will develop new methodologies 
to assess plan compliance with MHPAEA, train new staff 
in the use of those methodologies, and prepare for a pro-
cess of complex focused parity surveys of 45 health service 
plans in 2016. The Final Rule (issued last November) of 
the MHPAEA is very complex and requires comparative 
analyses in a number of domains of plan operations. All 
in all these surveys amount to both actuarial as well as 
clinical assessments of plan operations in which evalua-
tors spend a week or so in the headquarters for a plan. 
They will review policies and procedures that have to do 

with mental health or substance use and compare them to 
policies and procedures for medical/surgical care.  

The surveyors will conduct interviews with key plan staff 
such as medical directors and review a sampling of indi-
vidual beneficiary files, particularly of those beneficiaries 
who have been denied services. One of the new challenges 
with the final rule is to find a way to evaluate the applica-
tion of plan policies and procedures to assess how they 
play out with individual beneficiaries or service providers 
at the point of service.  In other words, is parity working 
or not at the level that YOU or  your patients experience 
it? 

It is a huge undertaking and the CPA has been invited 
to be there at every step of the way to provide insights 
and advice to the Department as each stage of the new 
enforcement strategy rolls out. As one not so subtle indi-
cation of the “bona fides” of the Department, Drs Arroyo, 
Burchuk and I in the stakeholder meeting were sitting 
across from no less than 8 attorneys from the Depart-
ment, and at least a Deputy Director or Division Chief 
for each of the Department units along with other senior 
staff. All seemed very willing and eager to partner in the 
huge endeavor of making parity work in California.  It 
was a very satisfying moment. 

SCOPE OF PRACTICE, RxP:

At press time a bill (SB 2187) allowing psychologists in 
Illinois to prescribe medications was pending on the Gov-
ernor’s desk, awaiting his signature. It was introduced, 
or technically an older bill was amended, while Illinois 
psychiatrists were at the APA meeting in New York – a 
classic gut and amend strategy which often results in an 
advantage by the proponents of such measures.  

After a long journey and many amendments were ad-
opted, the Illinois State Medical Society and the Illinois 
Psychiatric Society adopted a neutral position on this bill 
because, in the words of ISMS President William Mc-
Dade, MD PhD, “the biomedical education and clini-
cal training additions [amendments to this bill] would 
bring a prescribing clinical psychologist’s training up to 
a similar level as physician assistants, who may prescribe 
medication under the supervision of a physician. To en-
sure patient safety, the new bill requires regular, ongoing 
physician oversight and guidance of any clinical psycholo-
gist who wants to prescribe.”

Close analysis of SB 2187 provides insight into the legis-
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lation. For context and a bit of history, a small group of 
psychologists have been seeking for decades, both in and 
out of California, to practice medicine. This was signaled 
by the California Psychological Association in an April 
2006 manifesto published by the American Psychologi-
cal Association which argued that granting prescription 
privileges would open the door to global parity between 
psychologists and psychiatrists. Parity in terms of pay and 
reimbursement, access to leadership positions in hospitals 
and research settings, lessen a perceived competency gap, 
assumption of the position of a primary care provider, 
and assumption of independent control over patient care 
without supervision by physicians. 

It is important to note that SB 2187, in contradistinction 
to the expressed desire for independent practice by Cali-
fornia psychologists, provides that a psychologist must 
work with a physician in a collaborative practice with a 
jointly developed written practice agreement subject to 
auditing by the state. It is a delegation of authority agree-
ment which is similar to the state statutory requirements 
in California for physician assistants who must work un-
der the supervision of a physician. 

Requirements for the written delegation agreement are 
spelled out in detail in SB 2187, similar to physician assis-
tant delegation agreements in California. Medications au-
thorized are only those which the collaborating physician 
generally prescribes except that the psychologist may not 
prescribe them to: patients less than 17 or older than 65 
years of age; pregnant women; patients with serious medi-
cal conditions; or, prescribe benzodiazepine Schedule III 
controlled substances or narcotic drugs. All schedule III 
through V controlled substances must be specifically 
identified in the delegation agreement and no injectable 
medications may be delegated.  

It’s important to note that the physician, while not spe-
cifically required to be a psychiatrist, is one who is gener-
ally prescribing medications for the treatment of mental 
illness conditions. 

The written collaborative agreement must also describe 
the working relationship between the “prescribing psy-
chologist” and the “collaborating physician” and the ser-
vices provided by the psychologists must be in accordance 
with the education, training and experience of the psy-
chologist. 

The personal presence of the physician in the practice set-

ting of the psychologist is not required, but the condi-
tions of consultation either by phone or in person will 
be set forth in the written agreement. SB 2187 requires 
periodic review of the prescription orders of the psycholo-
gist and, at least once a month, an in person review of 
safety and quality as well as availability of the physician by 
phone for consultation on medical problems, complica-
tions, emergencies or patient referrals. As well, a physician 
may not enter into more than 3 collaborative agreements.  

The minimum education and training necessary for a psy-
chologist to qualify for prescription certification include:

1) that they have successfully completed a minimum 
amount of undergraduate level educational prereq-
uisites such as would be required to enter a physi-
cian assistant or nurse practitioner program; 

2) that they have successfully completed a curriculum  
of 60 credit hours of didactic coursework, includ-
ing, but not limited to: pharmacology; clinical psy-
chopharmacology; clinical anatomy and integrated 
science; patient evaluation; advanced physical  as-
sessment; research methods; advanced pathophysi-
ology; diagnostic methods; problem based  learn-
ing; and clinical and procedural skills; and,

3) a full-time practicum of 14 months supervised 
clinical training of at least 36 credit hours, includ-
ing a research project. During the clinical rotation 
phase, students complete rotations in Emergency 
Medicine, Family Medicine, Geriatrics, Internal 
Medicine, Obstetrics and Gynecology, Pediatrics, 
Psychiatry, Surgery, and one elective of the students’ 
choice. Program approval standards addressing fac-
ulty qualifications, regular competency evaluation 
and length of clinical rotations, and instructional 
settings, including hospitals, hospital outpatient 
clinics, community mental health clinics, and cor-
rectional facilities, will be in accordance with those 
of the Accreditation Review Commission on Edu-
cation for the Physician Assistant.  

On paper, then it would appear that Illinois, should the 
Governor sign the bill as he has promised, will soon have 
psychologists with the education of physician assistants, 
working under the supervision of a physician to provide 
medications to patients with mental illness conditions. 
Only time will tell whether or not this scheme will work 
as planned. 
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The last time psychologists advanced practice of medi-
cine legislation in California was in 2008. That bill was 
soundly defeated with NO VOTES cast in favor of it in 
its first committee hearing. It’s interesting to note that the 
bill was sponsored by a splinter group of psychologists 
who proposed a collaborative model which was in turn 
opposed by the California Psychological Association who 
rejected collaboration over independent practice unsuper-
vised by a physician. The fact that two different psycholo-
gist groups had diametrically opposed positions contrib-
uted to the inability of the measure to gain even one vote 
in favor in Committee. 

Still, the Illinois experience is educational. What remains 
to be seen is whether the state will effectively oversee the 
program and take full advantage of experts in the field 
of medicine and psychiatric treatment who will advise it. 
The Illinois bill also illustrates what may happen when 
the house of medicine in a state is faced with the prospect 
of the legislature sending to the Governor a bill which 
that Governor has promised to sign and the only option 
is to craft a compromise piece of legislation. Could that 
happen in California? 

LAURA’S LAW UPDATE

Orange County’s Board of Supervisors voted unanimous-
ly in May to implement a program for up to 120 indi-
viduals with a $4 million Laura’s Law program budget. 
Mayor Lee and Supervisor Farrell in San Francisco also 
announced a two pronged effort to adopt Laura’s Law: 
one would be an effort to obtain sufficient votes on the 
Board of Supervisors to implement Laura’s Law; the other 
would be, failing the first attempt, to place a measure on 
the November 2014 ballot and put implementation up 
to a vote of the citizens of San Francisco. Polls by both 
Mayor Lee and Supervisor Farrell indicated that the ap-
proval rating of the voting public is 78-82% in support of 
implementing Laura’s Law.  Alameda and Contra Costa 
Counties have Laura’s Law proposals that will be acted 
on soon by their respective Boards of Supervisors, while 
Kern County advocates are discussing implementation. 
New data has been published by Nevada County show-
ing its program continues to have very good results. Yolo 
County may want to expand its already approved pilot 
program. Los Angeles County may act soon to increase 

Laura’s Law capacity from 30 individuals in its current 
pilot to 330 slots countywide. 

OTHER LEGISLATION of INTEREST

The only scope of practice bill of any note in 2014 is 
a continued attempt by optometrists to practice primary 
care medicine after their bill in 2013 failed. The Califor-
nia Medical Association is engaged in discussions with the 
sponsors and has rejected a number of proposed amend-
ments to the 2013 legislation and CPA is monitoring 
closely. A set of bills setting up a new medical school at 
UC Merced has widespread support in the Legislature. 
The test will be whether the Governor will loosen state 
purse strings enough to pay for it. An interesting con-
servatorship bill, AB 1725 by Assembly Member Maien-
schein (R-San Diego), which would open up the possi-
bility that LPS Conservatorship investigations could be 
triggered by referral from probate courts, has failed.  A 
CMA bill, AB 2400 (Ridley-Thomas, D-Los Angeles), 
that would forbid health service plans from forcing pro-
vider panel members to accept contracts which would 
also make them providers on other panels in other prod-
uct lines such as Medi-Cal managed care, is steaming 
ahead with healthy support. Senator Liu’s (D-La Canada 
Flintridge) bill, SB 833, has bipartisan support and would 
allow inmates (particularly those with mental disorders) 
to be released from jail during normal business hours in-
stead of possibly at midnight or after. Senator Steinberg is 
bringing back the Mentally Ill Offender Crime Reduction 
grant program, with $25 million for adults and $25 mil-
lion for juveniles annually to be awarded in competitive 
granting and that bill has every prospect of being passed 
and the funding appropriated. 

PAC CONTRIBUTIONS

Remember, when you contribute to the California Psychi-
atric Political Action Committee and the PAC supports 
members of the legislature who are knowledgeable of the 
CPA policy agenda, it helps tremendously in the work to 
advance CPA legislative priorities. For instance, your con-
tribution at the $250 level would allow me to spend social 
time with one of those special legislators and establish or 
continue the relationship building that is so essential to 
successful policy making. For more details please see the 
CPPAC Chair’s (Dr. Malak) column in this edition. 


