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Recommendations


Background

Throughout Washington State, the demand for behavioral healthcare is outstripping the availability of services. The challenge of meeting the demand is likely to not only persist, but to become more acute due to difficulties recruiting, educating, training, and retaining a skilled behavioral healthcare workforce, negatively impacting the state’s ability to deliver on its goal of integrating behavioral healthcare and primary care in 2020. 

In July 2016, Governor Inslee tasked the Workforce Training and Education Coordinating Board (WTECB) to assess workforce shortages across behavioral health disciplines. He charged WTECB with creating an action plan to address current workforce shortages as well as future demand for behavioral healthcare workers to support greater integration with primary care. WTECB assembled a project team to collect and analyze quantitative and qualitative data to identify occupational shortages, assess the range of workforce-related barriers to improving access to behavioral health in Washington, and identify recommendations for solutions. The behavioral workforce assessment led by WTECB is one among a number of efforts initiated by the Governor and Legislature to improve access to and effectiveness of behavioral healthcare in the state. The project team has worked to coordinate with and leverage those other efforts.

This is a preliminary draft of a report that will represent the completion of first phase of a 22-month project and focuses on initial findings regarding barriers and short term solutions related to the behavioral health workforce. Phase II will focus on longer term solutions to the barriers identified in Phase I, and will provide the Governor’s office and appropriate Legislative committees with a final report and recommendations by December 15, 2017 for the 2018 Legislative Session and beyond.

Previous work in Washington related to behavioral health system was reviewed for recommendations relevant to this workforce assessment, including the 2015 Adult Behavioral Health System Task Force Final Report to the Governor and Legislature1 and the Washington State Behavioral Health Workforce Recommendations from the Workforce Development Subgroup.2 In addition, the Behavioral Health Workforce Assessment team has been in contact with and tracking the activities of the other workgroups in the state focusing on behavioral health to eliminate duplication of effort and align research and analysis where possible.  

Methods/Process 
Research for this phase of the project focused on stakeholder input as the primary vehicle for developing recommendations to increase access to behavioral health services. The Workforce Board provided staff for the project management of this initiative, policy analysis, and administrative support. Research and key informant work was provided by the University of Washington Center for Health Workforce Studies. Stakeholder meeting planning and facilitation was provided by Agnes Balassa Solutions, LLC.

Stakeholder engagement meetings: 166 stakeholders from a broad cross-section of healthcare stakeholders including providers, facilities, educational institutions, state and county agencies, Tribes, and labor organizations, settings with expertise in behavioral healthcare participated in the development of these recommendations. Stakeholders were invited to participate in four meetings in 2016 - one in Olympia, two in Renton and one in Cheney. Stakeholders participated in these meetings in person or by phone, and many more provided information and feedback via email. These meetings helped the project team identify occupations with shortages, workforce related barriers to increasing access to behavioral health, recommendations to address the barriers, and potential key informants and promising practices. A list of these stakeholders is provided in appendix A.
 
Key informant interviews: As of September 30th, 2016, 265 potential “key informants” were identified as candidates for in-depth interviews to provide greater context and details regarding the barriers and potential recommendations identified by the stakeholder group. Seventy-six were selected and invited to participate in interviews, and every effort made to assure that key informants represented a broad cross section of occupations, settings, and geographic areas across the state (see Appendix – NOTE: will include a table of information on the makeup of the members in the final 2016 report). Thirty-one interviews had been conducted as of September 30th, 2016. Most key informant interviews were conducted by phone and generally lasted 30-45 minutes. Seven informants who had been invited to participate and who preferred to contribute in writing used an online version of interview questions to provide their responses.

Washington’s Health Workforce Sentinel Network: A parallel activity funded by Healthier Washington and conducted by the Workforce Board and the University of Washington Center for Health Workforce Studies is tracking changes in health workforce demand across the state through the Washington Health Workforce Sentinel Network (http://www.wtb.wa.gov/healthsentinel/). This survey of healthcare employers was just launched, and will be collecting data on changes in the workforce occupations, skills and roles needed by healthcare employers as healthcare transformation takes place in the state. Initial results from the survey included a high response from behavioral-mental health clinics and other outpatient mental health and substance abuse clinic. These results, generally consistent with the stakeholder and key informant input, have been considered in developing the recommendations below. 

Findings and Recommendations 

Overview
The challenges to assuring adequate access to behavioral healthcare are complex; while workforce shortages exist in a variety of occupations at all levels of delivery, simply increasing the pipeline will not resolve all of the challenges.  A number of underlying systemic, structural and perceptual challenges affect the ability to recruit, educate, train, certify and retain a sufficiently large and adequately skilled workforce to provide access to behavioral health services for those who need these most. 

Barriers identified by stakeholders and key informants fall into three categories:
· Recruitment and retention: The behavioral health work environment, especially in settings serving low-income populations, is characterized by heavy caseloads, patients with high acuity of behavioral health and other healthcare needs, time-consuming documentation requirements, and relatively low pay. Cultural stigma related to behavioral health was identified by stakeholders and informants as an additional challenge to workforce supply for this field. As a result, recruiting, and especially retaining, the workforce across the range of occupations required to deliver appropriate behavioral health services is difficult. The need to expand diversity within the provider population further compounds this issue.
· Skills and training: The changing behavioral healthcare environment, including increasing integration of behavioral health and physical healthcare, increases the behavioral health and physical health workforces’ need to work effectively in inter-professional teams, to be up-to-date with new models of practice and evidence-based skills, to have access to and proficiency using current health information technology systems, and efficiently meet documentation requirements. The opportunities and resources to meet these training needs are not adequate to meet demand, both in initial education programs as well as for incumbent workers. Stakeholders and key informants identified concerns not only with the availability of “real world” training opportunities but also with the ability of new and incumbent workers to keep up with the competencies needed to deliver evidence-based and integrated behavioral healthcare.
· Policy/regulation/credentialing: Numerous policies and regulations influence the number, distribution, and scope of practice of the occupations that comprise the behavioral health workforce. These include what are described as overly burdensome requirements for credentialing some occupations, limited opportunities for dual credentialing or the addition of endorsements to those with credentials, long timelines to receive credentials, as well as documentation requirements and challenges created by reimbursement and auditing practices.	Comment by ABSLLC: Joan Miller. This bullet point seems to include two different issues, and I would recommend separating them into two bullets instead – one for Credentialing/Licensing, and another for Administrative Paperwork and Audits. Right now, I think the importance of the documentation requirements are underplayed by the credentialing process.

Recommendations
1. Adjust reimbursement rates to better support competitive recruitment and retention of a skilled behavioral health workforce
Current reimbursement practices, particularly, the reimbursement differential between Medicaid patients and those who are private pay, were consistently identified by stakeholders and informants as a root cause of challenges to recruiting, training, and retaining a skilled behavioral healthcare workforce. A change in reimbursement practices must do more than provide resources to cover existing costs related to service provision. For example, a recent increase to rates in Substance Use and Dependency (SUD) programs did not close the gap on this reimbursement issue, as the increase has been utilized to absorb some of the administrative costs incurred by the additional documentation and data requirements associated with healthcare integration.	Comment by ABSLLC: Have there been increases to rates in other areas in addition to SUD? If so, was the experience similar?

Because of the complexity of this topic, a separate stakeholder workgroup was formed to further characterize the workforce issues created by reimbursement rates and the payment regulations, and identify recommendations related to reimbursement that would be actionable and positively impact workforce recruitment and retention. 

The report of the subgroup and further details will be included in the final 2016 report.	Comment by ABSLLC: FYI - The Childhood BH group is considering a recommendation to create a workgroup to better identify what level of change in rates/reimbursement practices would have the desired impact, beyond just providing relief to an already over-strapped system.

2. Promote team based and integrated (behavioral and physical health) care
Workforce-related barrier: Too little training in team-based and integrated (behavioral and physical health) care is available for the incumbent workforce and for students entering clinical occupations. There is not enough cross training, common language/approaches, or understanding of how to communicate with and work in cross disciplinary teams. It is unclear to providers whether integration means expert consultancy models, multiple providers working together with a client, “warm hand-off” in referrals to specialists, or sharing clinical space.	Comment by ABSLLC: Joan Miller. I’m not sure if this sentence helps or is confusing. While it is true that providers (and others!) aren’t always sure what’s meant by integrated, there is already a common skill set for team-based care that can be used for trainings while the definition of “integration” becomes more clear. For example, both WISe and PACT teams are considered team-based care, and have common elements that clinicians would need to know to be successful.


Draft recommendations: 
2-a. Support use of/expansion of the Healthier Washington Practice Transformation Hub efforts to promote adoption and training of team-based integrated behavioral health and primary care. The Healthier Washington Practice Transformation Hub is currently working to support overall healthcare practice transformation (to achieve the healthcare reform goals of better healthcare quality, greater patient satisfaction, more efficiency, and more satisfied practitioners) in the state. While use of the Hub to promote integration is already a goal, continued support and expansion of best practices should help facilitate more and faster integration across the state. 

Action Required: 
a) Continued support and application of best practices using the practice transformation hub for integrating behavioral health and primary care across Washington. 
b) Encourage practice coaches in each region of the state. 
c) Support training of team-based integrated care in behavioral health and specialty settings as well as in primary care settings.
Responsibility: Health Care Authority through its “Healthier Washington” project.

2-b. Utilize entry/mid-level providers with training in both primary care (PC) and behavioral health (BH) to coordinate health team efforts. Develop new ways of using and training entry-level/mid-level staff position to triage, do brief interventions, screening, motivational interviewing, and care coordination, allowing more time for higher level providers to carry out work at the top of their scope of practice and training. Training may be in an apprenticeship format rather than didactic. This coordinator/facilitator role could also review chart notes prior to appointments to identify referral resources that may be needed.

	Action Required: 
	

	Responsibility: 
	



2-c. Support postsecondary education to develop a curriculum for team health coordinator training. Support ways to make this curriculum modular so that incumbent workers can also access applicable training to promote team health. Create clinical modules in actual practice settings on how to work in teams. 
	Action Required: 
	

	Responsibility: 
	



2-d. Include occupational therapists (OTs) among the professions eligible to bill as mental health providers. OTs are trained in both physical health and behavioral health and can serve as key members of the integrated team. OT interventions have been shown to improve symptom and medication management as well as increase social skills, social participation, and personal well-being for people experiencing serious mental illness. But OTs are currently not allowed to bill as mental health providers under WAC 388-865-0238. As a result, OT practitioners are currently underutilized in the community mental health system in Washington. A number of states including Oregon, Pennsylvania, Minnesota, Tennessee, Massachusetts, Maine, and Illinois allow OTs to bill as mental health professionals.  In the last 2 years, a number of federal actions recognized the role that OTs can plan in the behavioral health care arena:

1) The Substance Abuse Mental Health Services Administration (SAMHSA) included OTs in the staffing suggestions for new Certified Community Behavioral Health Centers (CCBHC) in Section 1.b.2 in the CCBHC criteria, along with other professionals currently eligible for training grants in Section 211 of S. 1945. http://www.samhsa.gov/sites/default/files/grants/pdf/sm-16-001_0.pdf 
2) The Center for Medicare and Medicaid Services (CMS) included OTs as a core component of quality mental health by requiring that occupational therapy services be offered at any community mental health center that wishes to bill under Medicare partial hospitalization. http://www.gpo.gov/fdsys/pkg/FR-2013-10-29/pdf/2013-24056.pdf 
3) SAMHSA included OT in their list of suggested staff for programs receiving Primary Behavioral Health Care Integration grants recognizing the important role of occupational therapy in bridging physical and behavioral health care services.   http://www.samhsa.gov/sites/default/files/grants/pdf/sm-15-005.pdf 
4) The Senate Health Education Labor and Pensions committee passed the “Mental Health Reform Act” (S 2680), which added OT higher education programs to the list of professional programs eligible to receive training grants from Health Resources Services Administration (HRSA).  The grants can be used to help provided training and field placements, recruit students with an interest in behavioral health, and provide interprofessional training and integration with primary care. 

Action Required: 
a) Amend WAC 388-865-0238 and/or 
b) Amend RCWs that define qualified mental health professionals such as those identified in RCW 71.05.020, RCW 71.34.020.  For example, Massachusetts defines a professional staff member authorized to render billable Mental Health Center Services as “a person trained in the discipline of psychiatry, clinical or counseling psychology, social work, psychiatric nursing (includes a psychiatric clinical nurse specialist), counseling, or occupational therapy as described in 130 CMR 429.424.” http://www.mass.gov/eohhs/docs/masshealth/regs-provider/regs-mentalhealthctr.pdf

Responsibility: 
a) WAC change: Department of Health; 
b) RCW Changes: Department of Social and Health Services Secretary via an Act of the Washington State Legislature	Comment by ABSLLC: WAC 388-865 is the chapter on Community Mental Health and Involuntary Treatment Programs

Items for further study: 
· Create a PR campaign on what integrated care looks like and how it is delivered for educators, the public, and healthcare professions. Increase awareness and understanding, and also provide public service recognition for the important service that behavioral health practitioners provide. Promote understanding that physical health is impacted by behavioral health issues and vice versa. 

· Promote evidence-based practice (EBP) curriculum and team health skills in education and training programs. The traditional behavioral health treatment model of hourly 1-on-1 therapy visits for 12 weeks is less applicable in a primary care setting. Education and training should emphasize needed clinical skills that can be performed to fidelity such as motivational interviewing, SBIRT (screening, brief intervention, and referral to treatment), Cognitive-Behavioral Therapy, the Collaborative Care Model, and other interventions. In addition, team based clinicians in integrated settings need daily skills of writing and communicating effective clinical notes, working with other providers efficiently and flexibly, and protecting confidentiality while also maximizing system efficiency. . 

· Provide incumbent medical and behavioral health workforce with additional training in effective practices in integration. Consider incentivizing such training for continued licensure, such as with suicide assessment and management training. Also provide training to staff members who participate in care coordination, screening, etc. to identify potential behavioral health issues earlier. (NOTE: The UW AIMS Center has resources to help with this, such as a large resource library of modules for teaching integrative care to a variety of practitioners (in the collaborative care model). They’re also talking about how they can use the things they’re already doing to increase access, such as turning the 20 minutes of didactic training of each UW PACC (telepsychiatry) session into a podcast for everyone, or such.)

· Initiate “call out” for best practices around team based/interprofessional education. Create pilot projects to refine programs. Learning collaboratives. Disseminate and make resources available. (see note above about UW AIMS Center resources)

· Immediate focus on peer workforce development and implementation. Proven to increase safety in state hospital settings and is in accordance with ESSSB6656 passed by the 2016 Washington State Legislature

3. Increase access to basic and clinical training for students entering behavioral health occupations 
Workforce-related barrier: Too few resources are available to meet the clinical training needs of the behavioral health workforce. Too few internships, residencies, other clinical training, and “real-world” placement opportunities are available to provide needed experience for behavioral health workforce development. Training in sites that mirror environments where service demand is greatest reinforces the skills needed for successful and fulfilling work in those types of practices and can improve students’ interest in working in those practice environments. Stakeholders noted that community-based sites that serve clients with the greatest needs are disproportionately used as clinical training sites. There are too few incentives to encourage and support clinical training, such as reimbursement for supervision and training functions, which places heavy burdens on preceptors and administrative staff responsible for the training. Stakeholders and key informants report that as a result, many who complete their training at these high-impact sites seek employment in private practice or other better paid and less difficult settings after licensure requirements are fulfilled. This high turnover adds to the already heavy workloads and stress among staff at these organizations, increasing their workforce recruitment and retention problems. 

Draft recommendations: 
3-a. Recognize and compensate the function that community-based settings play in training new behavioral health professionals and paraprofessionals in their first year of practice. While the primary mission of these organizations is to provide behavioral healthcare services, they are also playing an important role in the training of the behavioral healthcare workforce. Community mental health and SUD agencies often serve the most complex and chronically ill behavioral health clients, which can be a challenging population for new entrants to the workforce. Many providers leave for more attractive opportunities as soon as they become available; it is typical for these organizations to lose workers after only one year of employment. Recognizing the critical role these organizations play in training healthcare workers by compensating them for this function or incentivizing them to provide internship programs and be clinical sites may help community mental health and SUD providers to retain workers, absorb the costs of high turnover, and/or staff appropriately to support a training function. 	Comment by ABSLLC: Does the term community mental health not include SUD? Is there a term that does?	Comment by ABSLLC: Same here
	Action Required: 
	

	Responsibility: 
	



3-b. Encourage payers (MCOs/health plans and BHOs) to contract with state licensed behavioral health organizations, not just licensed individuals.  Most insurance companies’ payments are directed to a specific licensed provider. A more effective approach that could better support training needs is to direct payments to a licensed organization, and enabling that organization to use their resources to pay for the team required (which could include interns, paraprofessionals and others) to deliver the services needed to achieve the desired outcomes. This approach incorporates several workforce development strategies and could be implemented quickly and without additional resources:	Comment by Folz, Brigitte M: I think you mean program or agency. Need to clarify whether you are talking about agencies versus behavioral health Medicaid managed care organization which BHOs which are generally purchasing services versus providing services. 
1. Maximizes direct service capacity by using licensed positions ‘at the top of their credential’ to oversee the work of non-licensed individuals, thus expanding the overall behavioral health workforce pool
1. Provides entry level opportunities to expand workforce diversity by employing non-licensed individuals who work within an organizational and supervisory structure that ensures appropriate standards and protections. These organizations can develop internal career pathways to support these employees to pursue professional education and licensure.

	Action Required: 
	

	Responsibility: 
	


			
3-c. Incentivize and support preceptors at behavioral health clinical training sites to accept students/trainees. Key informants have emphasized that trainees gravitate to where they had positive training experiences and role models, and that competence gained in challenging settings/populations increases job satisfaction. Appropriate supervision is necessary not only to effectively teach real-world practice, but also to ensure that skills that were introduced in school programs are mastered. Informants have expressed concern that quality trainee supervision is lacking in a number of settings due to lack of payment for supervisory hours and the threat supervisory activities pose to standard clinical productivity. Some have noted that supervisory skills are not taught in clinical curricula. 	Comment by ABSLLC: Joan Miller: This recommendation seems awfully similar to 3-a. Maybe there is a way to combine them?

	Action Required: 
	

	Responsibility: 
	



3-d. Increase number of psychiatric residencies, especially in rural and other underserved communities. There are not enough psychiatric residencies to support the workforce needs of the state. Research shows, and key informants have observed, that physicians and other doctorate-level providers are more likely to stay with an organization or in sites similar to where they complete residency training (such as rural) when they enter practice. In 2014, 43% of psychiatrists practicing in Washington State had completed a residency in Washington.3 To encourage more psychiatrists to practice in Washington, the state should support expansion of the number of psychiatric residencies in the state. 

	Action Required: 
	

	Responsibility: 
	



3-e. Increase the penetration of psychiatrists in Washington. Programs such as the University of Washington’s AIMS Center are working to expand the reach and availability for consultation (“penetration”) of Washington’s psychiatrist workforce. Current UW AIMS Center programs provide residency training and fellowships to train psychiatrists to work in integrated care settings, train primary care physicians how to work with psychiatrists in an integrated clinical model, and provide telepsychiatry services. 

	Action Required: 
	Continue support for psychiatrist training through the UW AIMS Center, and consider expansion to other models.

	Responsibility: 
	



3-f. Allow for billing of clinical psychology and licensed mental health practitioner (LMHP) interns’ services. Inability to bill for interns’ services means the organization must supply the interns’ salary costs from operating budgets. This discourages organizations from accepting trainees, and prevents trainees from gaining experience in diverse environments. 	Comment by ABSLLC: Joan Miller: Community mental health agencies are allowed to bill for interns’ services under their organizational licenses (as mentioned earlier in the report community behavioral health trains many new clinicians). Maybe it’s primary care that isn’t able to bill?

 
	Action Required: 
	[a state Medicaid payment rule change?]

	Responsibility: 
	



3-g. Host a forum on employer/educator behavioral health occupations. Postsecondary education has hosted similar forums with employers focused on topics such as the value of a liberal arts education and STEM literacy. This recommendation suggested convening regional or statewide conversations between behavioral health employers and education institutions at the K-12 and postsecondary level to allow for better understanding of employer needs for these occupations, and encourage partnerships between industry and education on curriculum.    

	Action Required: 
	

	Responsibility: 
	



3-h. Create a standardized core curriculum for entry level workers across behavioral health professions. Development and implementation of a common curriculum could encourage and expedite behavioral health training across a range of entry level occupations. 

	Action Required: 
	Convene a work group composed of education/training program and employer stakeholders to identify curriculum objectives and specifics, as well as implementation barriers and facilitators. 

	Responsibility: 
	



3-i. Support coordination of clinical training among education programs and delivery sites to reduce the burden of identifying and enlisting sites, as well as delivering and supervising clinical training. Most health professions, including behavioral health, require students to complete some clinical training in care delivery sites before becoming fully credentialed to practice. Identifying, contracting with, and supervising training at sites is administratively burdensome, and making the process as efficient as possible could benefit sites’ willingness to participate in clinical training. Key informant and stakeholders recommended education institutions with behavioral health occupations programs be encouraged to increase coordination of their clinical training efforts. Reduce redundancies between educational programs that require clinical training in care delivery sites for practicum courses in SUD field that requires 2500 hour internship in clinical care delivery sites
	Action Required: 
	

	Responsibility: 
	



3-j. Increase funding to expand programs and graduate more professionals. Universities offering Psychiatric Advanced Registered Nurse Practitioner (“ARNP”) degrees could accept more qualified candidates if they had more funding to recruit faculty to teach the courses. Graduating more students in these programs is a critical component that will complement the recommendation to expand clinical internships. When I spoke to the leaders of the psychiatric ARNP programs about expanding their programs, they said these are the two areas of concern (faculty and internship placement). The report addresses the preceptorship/internship component, but fails to link the important step of expanding the pipeline of graduates to be placed.  Background comment: While community mental health providers have repeatedly stated they are having problems hiring behavioral health staff, we hear the same concerns from hospitals/health systems. On the inpatient side, hospital are adding badly needed mental health beds, but they are also actively working to provide greater access to mental health providers in primary care clinics. The an education strategy are needed to help address the problems. The state’s goal of integration will continue to drive the demand in a variety of settings and behavioral health professionals will be sought after profession. That transformation in care has only now just started and more organizations will be adding behavioral health services and needing to hire providers.	Comment by ABSLLC: Chelene Whiteaker, Washington State Hospital Association
 
	Action Required: 
	

	Responsibility: 
	




Items for further study: 
Additional suggestions were offered to support efforts to increase opportunities for work based learning in behavioral healthcare that require further study by the project team and stakeholder group:	Comment by ABSLLC: Joan Miller: In my opinion, these studies should be a low priority. Scope of practice and supervision ratios really depend on the circumstances of the organization, supervisor, and clinician – scope of practice can depend on caseloads, acuity, and other factors; in some cases, a 1:1 ratio would be considered necessary. There are so many variable that this could open a can of worms!

· Clarify the scope of practices of for interns/clarify scope of practice conflicts re: what clinical/work-based learning settings can do.

· Clarify WAC regarding supervision ratios.


4. Expand the workforce available to deliver medically-assisted behavioral health treatments
Workforce-related barrier: Too few providers have the prescribing authority needed to deliver medically-assisted behavioral health treatment. Currently, physicians (including primary care physicians and psychiatrists), ARNPs (including psychiatric advanced registered nurse practitioners (ARNPs)), physician assistants (PA), and pharmacists working under an MD’s prescriptive authority may prescribe medications for behavioral health conditions. Only licensed physicians with specific certification can currently prescribe drugs such as buprenorphine to treat opioid addiction. There are too few of these professionals available to efficiently serve the needs of all behavioral health service sites in the state. This is a supply shortage issue, and a recruitment/retention issue.

Draft recommendations: 
4-a. Increase primary care providers (physicians, ARNPs, PAs, Pharmacists?) confidence to use their full prescriptive authority for psychiatric medications. Stakeholders cited a limited willingness of current prescribers to practice to the full scope of their licenses due to a lack of comfort regarding behavioral health medications. This as a barrier that could be mitigated by providing interactive consultations with psychiatrists within or outside of Washington via telehealth (such as UW’s PAL [Partnership Access Line] telephone consultative service). Expanding the use of telehealth is dependent on providing reimbursement for telehealth at any organization or site addressing behavioral health needs. This approach is especially important for rural areas. Stakeholders recommended investigating use of a collaborative business model to increase penetration of telehealth. Columbia Health is testing a model that partners with a managed care organization (MCO) to fund a nurse care manager to allow for the monitoring that is critical to prescribing. 	Comment by Joan Miller: There are a few CMHAs with pharmacies onsite that are using PharmDs to prescribe. Might be worth exploring.

Action Required: 
a) Improve the training/competency in overseeing psychiatric care of specialty groups (youth, geriatric, pervasive mental illness) as part of the solution to the shortage of prescribers. 
b) Provide telehealth reimbursement at any organization or site addressing behavioral health needs.

Responsibility: Primary care professional associations, schools training prescribers and funders of telehealth initiatives, particularly at University of Washington would need to be engaged to support this recommendation. If a change in reimbursement for telemedicine site of origin is required, it would require an act of the Legislature.

4-b. Increase the number of psychiatrist prescribers by increasing the number of residencies and encouraging medical school graduates in Washington to enter psychiatric residencies in Washington. Washington is facing a major shortage of psychiatrists as those currently in the field are aging out, and demand for these services is increasing. Encouraging psychiatrists to complete their residencies in Washington could help to address this shortage while increasing the pool of prescribers. (See recommendation 2-d for additional details).
	Action Required: 
	

	Responsibility: 
	



Items for further study: 
· Provide prescriptive training/examination/credentialing to a broader range of behavioral practitioners. While some states address this issue by allowing clinical psychologists with additional training to become prescribers for psychiatric medication, stakeholders cautioned against providing prescriptive training/examination/credentialing to a broader range of behavioral healthcare practitioners (Master’s level therapists, or less) without careful consideration. As one stakeholder stated: “because medical complications can arise from the administration of medications, and medical training currently consists of four years, please keep in mind any adverse outcomes that might arise if the approaches are not thoughtful.” In order to implement such an approach, legislative action would be required and research into what other states are doing is strongly recommended.

· Encourage RNs to increase their training to become ARNPs. Supporting a career ladder (by supporting both costs and time) for RNs to advance their training would increase the number of ARNPs and the availability of prescribers, and could create other efficiencies in the delivery of behavioral healthcare. ARNP programs, however, are moving from Masters level toward doctoral level training, which may result in fewer ARNPs entering the workforce.


5. Increase the number of dually certified behavioral healthcare providers 
Workforce-related barrier: Not enough providers have dual training and certification in mental health and chemical dependency treatment to meet system needs. Key informants and stakeholders routinely mentioned the prevalence of co-occurring disorders (mental health and chemical dependency) seen in clinical practice. Providing opportunities for dual or “add-on” certification would allow clinicians to maximize their effectiveness in treating patients with dual diagnoses, and provide for increased access to needed services.

Draft recommendations: 
5-a. Facilitate the process for Licensed Mental Health Professionals (LMHPs) to become certified as Chemical Dependency Professionals (CDPs). A significant portion of the discussion on the topic of dual certification revolved around the challenges faced by mental health professionals interested in becoming dually certified as CDPs. The Department of Health recently proposed new rules to reduce the education and supervised hours requirements for a master’s level MHPs earning a CDP credential. The new WACs were the culmination of a rulemaking process to create an alternative CDP track. If the agency adopts the new rules, they may resolve many of the issues raised by stakeholders and key informants for co-occuring patients... 	Comment by ABSLLC: Pioneer Human Services supports the idea of expanding MH counselors’ quicker access to CDP credentialing.  The idea of prematurely eliminating CDP counselors is troubling as it would potentially collapse many programs.  If this the direction, there should be a multi-year plan to address elevating the education and training level of staff for combined MH and SUD credentialing.  Peggy Papsdorf 
	Comment by Joan Miller: These rules were adopted in July 2016: http://app.leg.wa.gov/documents/laws/wsr/2016/14/16-14-052.htm

[NOTE: Does the change to WAC 246-811-010 address this issue?]  

	Action Required: 
	Allow applicable Masters level therapy training (LICSW, LMHC, LMFT) experiential hours to also count toward required 1000 to 1500 hours of clinically supervised chemical dependency treatment experience to get CDP. Create more programs to facilitate CDP training for Master’s level mental health counselors. Models include the HEET (Healthcare Employee Education and Training) pilot program that is enabling mental health counselors employed in Whatcom County to obtain CDP training from Spokane Falls Community College by distance education.	Comment by Joan Miller: WAC 246-811-046 was amended to reduce these hours: 1000 for individuals already licensed as an LICSW, LMHC, or LMFT; and 1500 for individuals with a Master’s or doctorate.


	Responsibility: 
	



5-b. Align the CDP (chemical dependency professional) credential with the federal approach to increase Licensed Mental Health Providers’ (LMHPs’) scope of practice. Some stakeholders recommended the federal approach rather than having an “add-on” to the Masters programs. Currently, LMHCs’ and LICSWs’ (licensed mental health counselors and licensed clinical social workers) licenses cover diagnoses of mental disorders and substance use disorders included in the DSM-V 5 (Diagnostic and Statistical Manual of Mental Disorders). Washington state is one of the few states in the nation that gives exclusive substance use disorder treatment scope to a paraprofessional CDP certificate that is not accepted by CMS except under waiver. Folding the CDP credential into LMHP professions would allow for greater penetration of assessment and brief intervention in the much needed substance abuse treatment area. Stakeholders noted that the long-term model should look at a true integrative care training model where substance use disorder is part of mental health training and whole-person treatment, integrated into curriculum. This training can allow for assessment and treatment planning in the substance use disorder area, if they were reimbursed to do this work. Paraprofessional CDP Certificates may not be used without direct supervision of a licensed CPD, and is part of the internship training process necessary to increase the workforce needs for agencies treating SUD clients who do not require co-occuring services or who have primary SUD diagnosis with lower levels of mental health care.  Professional, licensed CDPs could also meet the need of assessing and referring SUD clients to appropriate services if allowed to utilize their professional credential outside of a certified agency and be reimbursed to do this work	Comment by ADMIN: Addiction treatment is one of the Essential Benefits under the Affordable Care Act and the documented savings associated with Washington’s system were pivotal to this inclusion.   This state’s chemical dependency treatment system, staffed primarily by CDPs, has demonstrated critical cost reduction in general health care.   I will attach a few of the Washington State cost benefit studies  that Congress and the Center for Medicare Services utilized and are frequently quoted.  More than 60,000 Washington adults and young people are served annually by this state’s chemical dependency treatment system, and communities all across this State are currently wrestling with opioid addiction.   
Rather than suggesting dismantling a treatment system and profession with decades of research and demonstrated value, this paper should address our industry’s workforce shortages and needs.  I have outlined those needs verbally previously:  We need more nurses knowledgeable in addiction nursing; we need more counselors/CDPs – regardless of what education you require—and we need more physicians and ARNPs trained in addiction medicine.   I am currently developing 2 new chemical dependency treatment programs for the North Sound BHO because the region has inadequate capacity in residential addiction treatment and detox.  And this expansion will require additional counseling and nursing staff.  Approximately 3,000 certified Chemical Dependency Professionals and another 1,300 CDP Trainees work in health care settings around this State.  This paper as now drafted recommends many of these jobs be eliminated, exacerbating the workforce shortage rather than increasing our manpower pool.  – Linda Grant 
The  Association of Alcoholism and Addictions Programs in Washington State has asked me to register their objection to the current draft and request that you work with us on ways to incorporate our workforce needs into the paper.   I regret I cannot attend Tuesday’s meeting but two of our members, Dr. Kahn  and Mr. Kester, will be there.  We all want to work with you to incorporate a thoughtful approach to addressing this serious public health issue.   We recognize these work groups are challenging and you have a short time frame.  We are happy to come to Olympia to work with you on adjustments that make this a report we can also support.
	Comment by ADMIN: (Linda Grant) 5b - inconsistent with the intent and purposes of the paper – to address behavioral health shortages and recommend solutions.  This paper should address the needs in addiction treatment as seriously as it addresses mental health.  The current draft recommendations fail to address the shortage of addiction counselors (CDPs) and specialists and provides no proposals to expand the addiction professional workforce.  	Comment by ADMIN: Haley Lowe Item 5-b on page 10 raises significant concerns from the DBHR Credentialing unit (i.e. folding the CDP credential into LMHP), and would like to discuss this further.   

It should be noted that the field is in the midst of a cultural/philosophical change in the provision of mental health and chemical dependency treatment provision. Traditional substance use disorder treatment focuses on abstinence/recovery; today, a model is emerging focusing more on harm reduction, briefer interventions, and recovery being integrated with physical healthcare. Addictions-focused key informants caution against the loss of the knowledge base of those trained to a CDP credential. Many experts continue to identify longer care as important for substance abuse clients to begin the healing process of the brain and focus on necessary behavioral changes to be made from within rather than an outside-in approach despite the push toward newely emerging models 
	Action Required: 
	

	Responsibility: 
	



5-c. Reduce the cost of maintaining dual licensure. Maintaining dual licensure is expensive to the individual, and so without incentives to continue one or both licenses, some providers let their credentials lapse. Providing a “bundled rate”, dual license discounts, or reimbursement could address this issue. For example, King County reimburses county-employed behavioral health (NOTE: need to verify that this isn’t for all providers in King County) providers their license costs. 	Comment by ABSLLC: I’m fairly certain King County doesn’t pay the license for their contracted providers. But King County might pay the license of its own staff who work for the county – or at least, I think that’s what the previous sentence is trying to say.	Comment by Folz, Brigitte M: King BHO contracted providers only. 

	Action Required: 
	Coordinate licensing fees to bundle rates for dual-licensed behavioral health providers.

	Responsibility: 
	




Items for further study: 
· Support career ladders for peer support specialists, medical assistants, and other paraprofessionals, such as community health workers, to acquire additional certifications. This includes supporting training time and costs.
· Support career ladders for CDPs in AA and BS degree programs for CDPs in addition to the CD specific courses reimbursable through King County MIDD funds  

· Provide more training in addictions treatment for primary care and mental health professionals.

6. Increase diversity in the behavioral health workforce
Workforce-related barrier: The behavioral health workforce does not reflect the diversity of the population wanting to access services. As a result, it is difficult to provide culturally appropriate care early and in a proactive way that reduces the need for addressing behavioral and physical healthcare issues when they become more acute. For the purposes of this report, the term diversity is used to focus on the broad category of underserved populations, not just racial/ethnic groups. This should include individuals in recovery from substance abuse as a subculture group.  These individuals are frequently required to participate in high cost treatment programs (Washington Health Professional Services) designed and operated by Department of Health for licensed health care professionals who may have demonstrated unprofessional conduct and are chemically impaired, despite these individuals having completed public and/or private substance use treatment programs, maintaining abstainence and having never been licensed as a health care provider.

Draft recommendations: 
6-a. Improve behavioral health literacy as a foundation for healthcare careers. Stakeholders generally agreed that diversity is a pipeline issue. Earlier mastery of behavioral health concepts and literacy, as well as early opportunities to explore career paths related to behavioral health services leading to targeted post-secondary education and credentialing will reduce the stigma of behavioral health and allow more individuals to consider these health careers. Focusing on providing this exposure to underserved populations will also increase diversity in the behavioral health workforce. There are many examples of how to make this happen. There are a number of models and approaches in Washington that could be expanded. 
· Yakima Valley Technical College is using Americorps partners in Toppenish to entice students to consider behavioral health careers. 
· WSU has a program in partnership with Tribal groups focused on nursing, which could be adapted to include behavioral health as well. 
· OSPI is implementing Project AWARE to increase awareness of mental health issues among school-aged youth, including training in mental health for school personnel, families and community members, and collaboration to bring mental health literacy curriculum into high school health classes. 
· Nevada is piloting a high school pre-vocational behavioral health course. 
· Nebraska is offering an introduction to behavioral health careers curriculum. 
· The Alaska AHECs are offering behavioral health career camps. 
	Action Required: 
	Coordinate licensing fees to bundle rates for dual-licensed behavioral health providers.

	Responsibility: 
	



6-b. Increase the use of peers and other community based workers in behavioral health settings. By their very nature peer specialists in the behavioral health workforce reflect the diversity of their communities. The peer role involves having some personal experience with behavioral health recovery. However, according to stakeholders, a major hurdle to becoming certified as a peer specialist in Washington is the requirement to complete an oral examination that is only offered in a single location in the state. Decentralizing peer certification would allow more people to become peers and reduce the barrier caused by the cost of travel associated with earning the certification. A number of other states including Oregon are working to increase the use of peers and other community based behavioral support providers.
	Action Required: 
	Increase sites delivering peer specialist certification exams in Washington. 


	Responsibility: 
	



6-c. Expand access to the I-BEST core curriculum, and encourage additional programs that include behavioral health occupations. Washington’s Integrated Basic Education and Skills Training Program (I-BEST) quickly teaches students literacy, work, and college-readiness skills so they can move through school and into living wage jobs faster. Some I-BEST programs focus on healthcare occupations, and there are a few programs in the state that include a focus on behavioral health. For example, Grays Harbor Community College has an I-Best for their Human Services program that admits 40 students per year, and generally has a waiting list of students. The program has a generalist track and a track that leads to the CDP. Expanding I-BEST programs to include more information on behavioral health occupations could provide the state an untapped resources of diverse entry level and paraprofessionals, such as CDPs (one of the most highly in-demand occupations according to Key Informants), medical assistants with integrative skills, and peer specialists, as well as provide a step forward for these students towards transfer degree programs to develop additional skills in areas such as psychology, human services, and community health.
	Action Required: 
	

	Responsibility: 
	



6-d. Recognize and compensate the function that community based settings play in training new behavioral health professionals and paraprofessional in their first year of practice. As noted earlier in this document (recommendation 2-a), community based behavioral healthcare organizations are among the most common locations for clinical training for the state’s healthcare education system. These settings are also more likely to have a diverse workforce. Working intentionally to maximize the opportunity created by these settings to not only recruit and train diverse behavioral healthcare professionals, but to also create career ladders and pathways to certification in coordination with these settings, may provide a mechanism for increasing diversity for the entire system. 
	Action Required: 
	

	Responsibility: 
	



6-e. Expand the state Work Study program. The state work study program is the one state student financial aid program that includes graduate and professional students. At one time Washington had the largest state Work Study program in the country; however, it’s been cut by two thirds since the Great Recession. The Washington Student Achievement Council is also requesting an additional $10 million for the program next session. Many Work Study students are employed in behavioral health facilities, providing great exposure to this field.   
[NOTE: currently processing information on Work Study outcomes specific to behavioral health placement. May include more in the final report]

Items for further study: 
· Continue support for the state’s health professionals loan repayment program, and consider future expansion for behavioral health occupations. Stakeholders were very interested in using the loan repayment systems to recruit and retain skilled behavioral health workers, particularly in rural areas. Recent changes to the program to make some behavioral health professions newly eligible need to be better broadcasted to the eligible applicants. 	Comment by Joan Miller: I would recommend including something about scholarship options. How can we help students enter the behavioral health workforce without any debt in the first place?

· Evaluate a direct incentive program to encourage retention of behavioral health providers in underserved locations.  Review possible models, including the Alaska SHARP program (http://dhss.alaska.gov/dph/HealthPlanning/Pages/sharp/default.aspx). SHARP provides support-for-service to practitioners in the form of either repayment of qualifying education loans and/or payment of direct incentive, pursuant to a signed SHARP contract with the State of Alaska. Consider options for funding, including tax incentives such as providing a B&O tax exemption for businesses that use the program to offer retention bonuses. 

· Develop a position at the Department of Health to provide behavioral health provider recruitment support for underserved communities. This position could supplement the current resources provided at DOH dedicated to primary care physicians, dentists and PA/ARNPs recruitment support. Examine the program recently implemented in New Hampshire as a possible model. 

· Expand the Welcome Back Center program to additional sites. Several colleges in Washington provide this program to assist foreign-trained health professionals enter healthcare careers in the U.S. Examine the applicability of this program to address behavioral health workforce needs. 

· H1B visa costs reduction/reimbursement. A number of settings have tried to increase diversity and address workforce shortages by utilizing the federal H1B visa program to bring in skilled professionals from other countries. However, the cost of funding the H1B visa program are high. 

· Create career pathways and opportunities for certification of behavioral health paraprofessionals. Because health workforce diversity can be promoted through career development pathways, finding ways to advance those at the entry and lowest levels of the profession to move to higher level, better paid and more skilled positions will increase diversity throughout the system. Consider recommending a care workers initiative that focuses on coordinating training and developing career lattices for entry-level and paraprofessional workers who provide front-line care to patients in multiple disciplines. 

7. Address barriers to licensing and credentialing 
Workforce-related barrier: Delays and other obstacles to behavioral health credentialing should be addressed. 

Draft recommendations: 
7-a. Reduce license processing time. (NOTE: This section will be further expanded/updated following discussions with DOH the week of 10/10)
A straightforward application should be processed in 14 days based on OFM performance targets. However, based on discussions with the Department of Health (DOH), many applications are not straightforward, which extends the time to licensure. Supervision hours, requirements for clinical signoff on the various items, supporting documents, official transcripts from the educational institutions, etc. must all be provided. The licensing time can be particularly lengthy if the training was obtained out of state due to challenges in tracking down the required documentation and signatures. There are also enormous challenges in licensing providers who were credentialed out of the country, because their educational institutions often don’t meet Washington’s accreditation requirements. DOH also noted that criminal history can play a major role in delayed time to licensure, particularly for those who fail to disclose this background early in the process.   
	Action Required: 
	

	Responsibility: 
	



7-b. Examine DOH process for monitoring those in recovery working towards a CDP credential. Key informant information noted that those in recovery who aspire toward a CDP credential are required to adhere to strict DOH guidelines for public safety, including counseling/group attendance, regular urinalyses, etc. Those individuals with prior experience struggling with CDP or mental health issues can provide a tremendous resource for clients in treatment. However, the monitoring required for those in recovery can be cost prohibitive to applicants, who may instead choose other less onerous career paths.
	Action Required: 
	Evaluate the Department of Health standard for identifying new CDPT applicants as candidates for Washington Health Professional Services program during first seven years of abstainence or develop cost deferral program for new applicants.

	Responsibility: 
	



7-c. Increase occupations with license reciprocity among states. This would encourage more behavioral health providers to work in Washington. To address reciprocity issues, the behavioral healthcare community would need to start working with the secretaries at DOH/DSHS, as well as various licensing bodies, to determine how to change standards to allow better access to care or moving, in some cases, toward national standards. Washington requirements for educational experience and exams tend to be higher than other states, based on stakeholder and consumers input for the professions. Aligning the standards with the national norm for these professions will be challenging, as Washington has always valued vigorous licensing standards. Some of the statutes provide limited flexibility on the requirements, but others are set in rule and could be addressed through rulemaking. 
	Action Required: 
	Examine the national compacts model used by psychologists allowing them to more easily move easily from state to state.  

	Responsibility: 
	



Items for further study: 
· Consider the timing of background checks in the licensing process. Documentation of criminal history and conviction is an issue for some applicants, who do not provide this information or do not follow the directions related to this item. Because there is a cost for the background check, it is not conducted till the end of the application process, once all of the other requirements for licensure have been met. However, if an applicant doesn’t report their criminal history or doesn’t provide court documents before the background check, the licensing process can be delayed considerably. The requirement for disclosing criminal history is worded so it stands out in the application, and there a lot of info about the requirement to disclose on the website. However, people still do not comply with the expectation to disclose this information. More work is needed to determine if there could be updates to either the forms and directions to applicants or the timing of the background check in the process of licensing.  


8. Other areas to expand and make the behavioral health workforce more effective

[bookmark: _GoBack]Reduce, streamline and/or eliminate duplicate and conflicting auditsStreamlining audit requirements, increasing the consistency between types of audits, and/or reducing the number of audits would increase clarity about what is important, reduce time spent on unnecessary administrative tasks, improve morale, and reduce paperwork. Identify whether there are any perverse incentives leading the state to conduct multiple audits, and eliminate these. Eliminate the need for site specific policy audits for organizations with multiple sites. Find ways to coordinate or eliminate redundant audits. 	Comment by Joan Miller: I’d strongly recommend making this its own recommendation rather than a sub-recommendation under a generic “Other” heading. This barrier has come up at a number of different tables, and HB 1713 from the 2016 session actually created a task force devoted to streamlining and reducing these types of administrative barriers. Annette Schuffenhauer from HCA led the task force, and I’m sure would be happy to help inform this work as well.
[NOTE: Stakeholders, please provide more background/justification here]
	Action Required: 
	

	Responsibility: 
	



Additional draft recommendations for further study: 
· Review documentation requirements for Medicaid to determine whether these are different for BHOs versus hospitals. While this recommendation does not address the broader issue of whether there is just too much paperwork overall, it does address the perception that hospitals are required to do less paperwork than BHO providers. The recommendation is to put together a task force to look into this issues and determine any next steps

· Identify and publicize successful practices for retaining workers in community care settings. Some community based behavioral health organizations have found simple, relatively low cost approaches to increasing worker retention. For example, one BHO provided mental health professionals with offices so the staff would not have to move their files and other materials when meeting with patients. By identifying aspects of what people find attractive in private care and other settings, and attempting to replicate some of these, BHO’s have increased retention. Discovering and publicizing these approaches could help other find similarly effective low cost ways to reduce turn over.

· Support community-based coordination of care. Many healthcare issues occur at the point of transitions, and may be ameliorated using a community navigator/guide to ensure patients set up and attend appointments, help navigate insurance, keep records, fill prescriptions, facilitate stable housing environment. This position may be eligible for funding under some Federal programs. 

· Reduce obstacles for behavioral health providers to serve in supervisory roles and provide clinical services needed to attain additional credentials. Stakeholders noted that master’s level counselors who have been in the field practicing are unable to obtain the LMHC status. They noted challenges for those in a supervisory position with conflicts maintaining the position while still obtaining the required hours to become licensed since the direct client contact is minimal, as well as difficulties in paying for the necessary supervision to become licensed.  Evaluation of these reductions should ensure that those in supervisory roles are fully credentialed in any additional specialty care credentials that the LMHC is pursuing, as with CDP certification.

Occupation-specific suggestions for further consideration:
· Provide incentives to BH agencies to recruit RNs. RNs serve a vital function in serving as a “holistic” hub. They can screen for medical conditions, help triage who requires more acute services due to medical reasons, and can help differentiate between more medical versus more psychological conditions. Work with RN programs (universities and community colleges) to expose nursing students to the value and importance of BH work. 

· Re-institute home visits nursing program. RNs making home visits can ensure clients are taking medication, perform assessments, and prevent crisis situations requiring EMS/emergency room or police/jail intervention.

· Develop infant/child psychiatric nurse practitioner program. Both psychiatrists and psychiatric ARNPs are in short supply, but those who are specifically trained and comfortable working with the pediatric population is rarity.

· Sponsor psychiatric PA residencies. This position would augment experience by a provider already with base in both behavioral health and primary care, and thus ideally poised to work in integrated settings.


Discussion and Policy Implications 
TO BE WRITTEN FOLLOWING 10/18 STAKEHOLDER MEETING

Next Steps

TO BE WRITTEN FOLLOWING 10/18 STAKEHOLDER MEETING

· Recommendations for short term action (2017 session)

· Promising directions for long term action

· Describe what will be in the final report (2017)
· Labor force evaluation
· Promising practices and models for additional research
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Appendix
A:  List of Stakeholders or stakeholder agencies 
B:  List of informant agencies – From UW
C:  A one- or two-page action agenda for advocates
D:  Table of recommendation tied to the barriers
E:  Other tables, summaries other pertinent materials
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