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I. INTRODUCTION AND WORK GROUP REQUIREMENTS.  
In 2016, the Children’s Mental Health Work Group (Work Group) was established in Engrossed Second 
Substitute House Bill 2439 (E2SHB 2439), relating to increasing access to adequate and appropriate 
mental health services for children and youth. The Work Group was established to identify barriers to 
accessing mental health services for children and families, and to advise the Legislature on statewide 
mental health services for this population.  

 

The Work Group was required to review the barriers that exist to identifying and treating mental health 
issues in children with a particular focus on birth to age five and to conduct the following tasks:  

• Review and recommend developmentally, culturally, and linguistically appropriate assessment 
tools and diagnostic approaches that managed care plans and behavioral health organizations 
should use as the mechanism to establish eligibility for services; 

• Identify and review billing issues related to serving the parent or caregiver in a treatment dyad 
and the billing issues related to services that are appropriate for serving children, including 
children birth to five; 

• Evaluate and identify barriers to billing and payment for behavioral health services provided 
within primary care settings in an effort to promote and increase the use of behavioral health 
professionals within primary care settings; 

• Review workforce issues related to serving children and families, including issues specifically 
related to birth to five; 

• Recommend strategies for increasing workforce diversity and the number of professionals 
qualified to provide children's mental health services; 

• Review and make recommendations on the development and adoption of standards for 
training and endorsement of professionals to become qualified to provide mental health 
services to children birth to five and their parents or caregivers; 

• Analyze, in consultation with the Department of Early Learning, the Health Care Authority, and 
the Department of Social and Health Services, existing and potential mental health supports 
for child care providers to reduce expulsions of children in child care and preschool; and 

• Identify outreach strategies that will successfully disseminate information to parents, 
providers, schools, and other individuals who work with children and youth on the mental 
health services offered through the health care plans, including referrals to parenting 
programs, community providers, and behavioral health organizations. 
 

The legislation required the Work Group to report its findings and recommendations to the appropriate 
committees of the Legislature by December 1, 2016. The Work Group expires on December 1, 2017.  
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II. WORK GROUP MEMBERS AND REPRESENTED ORGANIZATIONS.  
As provided in E2SHB 2439, the Work Group is comprised of the following members representing the 
following entities or organizations.  

 

Member Representing E2SHB 2439 

Senator Jeannie Darneille Washington State Senate, 
District 27 

The President of the Senate 
shall appoint one member and 
one alternative member from 
each of the two largest 
caucuses of the Senate. 

The Speaker of the House of 
Representatives shall appoint 
one member and one 
alternative member from each 
of the two largest caucuses in 
the House of Representatives. 

Senator Judy Warnick   Washington State Senate, 
District 13 

Representative Tana Senn (Co-
chair) 

Washington House of 
Representatives, District 41 

Representative Tom Dent Washington House of 
Representatives, District 13 

Greg Williamson Department of Early Learning The Governor shall appoint at 
least one representative from 
each of the following: The 
Department of Early Learning, 
the Department of Social and 
Health Services, the Health 
Care Authority, the 
Department of Health, and a 
representative of the Governor. 

Tina Burrell Department of Social and 
Health Services 

MaryAnne Lindeblad (Co-chair) Health Care Authority 

Lacy Fehrenbach Department of Health 

Andi Smith Office of the Governor 

Dr. Mona Johnson Office of Superintendent of 
Public Instruction  

The Superintendent of Public 
Instruction shall appoint one 
representative from the Office 
of the Superintendent of Public 
Instruction. 

Nickolaus D. Lewis Tribal Council Representative 
from the Lummi Nation 

The Governor shall request 
participation by a 
representative of tribal 
governments. Steve Kutz Tribal Council Representative 

from the Cowlitz Indian Tribe 

Kathleen Crane King County Behavioral Health 
Organization 

The Governor shall appoint one 
representative from each of 
the following: Behavioral 
health organizations, 
community mental health 
agencies, Medicaid managed 

Mary Stone-Smith Catholic Community Services of 
Western Washington  

Christi Sahlin Molina Healthcare 
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Dr. Bob Hilt Seattle Children's Hospital care organizations, 
pediatricians or primary care 
providers, providers that 
specialize in early childhood 
mental health, child health 
advocacy groups, early learning 
and child care providers, the 
managed health care plan for 
foster children, the evidence-
based practice institute, 
parents or caregivers who have 
been a recipient of early 
childhood mental health 
services, and foster parents. 

Dr. Sabine Thomas Washington Association for 
Infant Mental Health 

Laurie Lippold Partners for Our Children  

Tatsuko Go Hollo Children's Alliance 

Joel Ryan Washington State Association 
of Head Start & ECEAP  

Ruth Bush Apple Health Foster Care 

Dr. Eric W Trupin Evidence Based Practice 
Institute, University of 
Washington 

Kristin Houser Parent Representative 

Ann Marie Henninger  Foster Parent Representative 
   

 

The Work Group elected Representative Tana Senn and MaryAnne Lindeblad as co-chairs. 
Administrative support and staffing was provided by the House Office of Program Research, Senate 
Committee Services, and the Office of Financial Management.  

 

Members of the Work Group consulted with Lonnie Johns-Brown from the Washington State Office of 
the Insurance Commissioner. 

 

Presentations were made by: Barbara Lucenko, Department of Social and Health Services Research and 
Data Analysis Division; Chris Imhoff, Department of Social and Health Services Division of Behavioral 
Health and Recovery; Greg Williamson, Department of Early Learning; Veronica Santangelo, Department 
of Early Learning; Scott Hanauer, Community Youth Services; Alicia Ferris, Community Youth Services; 
Dr. Sabine Thomas, Washington Association for Infant Mental Health; Kristin Schutte, Olympic ESD 114; 
Erin Riffe, Capitol ESD 113; Mick Miller, NorthEast Washington ESD 101; Dr. Megan Beers, Wellspring 
Family Services; Bevette Irvis, Wellspring Family Services; Jenn Sparr, Wellspring Family Services; Peggy 
Dolane, parent representative; Laura Ruderman, parent representative; Roseann Martinez, parent 
representative; Lonnie Johns-Brown, Washington State Office of the Insurance Commissioner; Sharon 
Shadwell, Department of Health; Gail Kreiger, Health Care Authority; Kristin Houser, King County 
Behavioral Health Advisory Board; Dr. Francie Chalmers, Washington Chapter AAP; Libby Hein, 
Children's Home Society of Washington; Todd Slettvet, Health Care Authority; MaryAnne Lindeblad, 
Health Care Authority; Barb Putnam, Department of Social and Health Services; Dr. Mona Johnson, 
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Office of Superintendent of Public Instruction; Joel Ryan, Washington State Association of Head Start 
and ECEAP; Laurie Lippold, Partners for Our Children; and Dr. Bob Hilt, Seattle Children's Hospital.  

 

Public comments were received from: Libby Hein, Children's Home Society of Washington; Sharon 
Grier, Lummi Behavioral Health; Dr. Phyllis Cavens, Child and Adolescent Clinic; Christi Colvin, Cowlitz 
County Youth Suicide Prevention Program; Alicia Ferris, Community Youth Services; Katrina Hanawalt, 
Center for Human Services; Dominica Myers, Kinship Adoptive Parent; Lou Olson, Hope Sparks 
Children’s Developmental Services; Mackenzie Dunham, Child & Adolescent Clinic; Melanie Smith, 
Wellspring Family Services; Fran Williams, Child Care Action Council; and Peggy Dolane, National 
Alliance on Mental Illness, Seattle.  
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III. WORK GROUP MEETINGS AND ACTIVITIES.  
The Work Group convened five official meetings over the course of the 2016 interim, occurring on June 
21, September 8, September 28, October 13, and November 1. Summaries of the meetings are not 
designed to be comprehensive or a complete transcription of the meetings, but rather a discussion of 
the presentations and a brief summary of the agenda items. All meetings were open to the public and 
included time allotted for public comments. Information from the meetings, including documents and 
agendas, was published to the public website.1 

 

The Work Group formed three teams led by Work Group members to seek input and participation from 
a broad group of stakeholders interested in the improvement of statewide mental health services for 
children and families. Each team focused on different requirements set forth in E2SHB 2439 and 
reported their findings and recommendations back to the Work Group. All the teams held numerous 
meetings, met with a diverse group of stakeholders, presented findings to the Work Group, and 
submitted recommendations for the final report.2 The teams include the:  

• Child Care and Education Team, co-chaired by Dr. Mona Johnson and Joel Ryan;  
• Workforce Team, co-chaired by Laurie Lippold and Dr. Bob Hilt; and  
• Assessment, Eligibility, and Billing Team, co-chaired by MaryAnne Lindeblad and Barb Putnam.  

 

i. Work Group Meeting on June 21, 2016.3  

The enabling legislation, E2SHB 2439, directed the Work Group to choose two co-chairs, one from 
among its legislative membership and one representative of a state agency. Representative Tana Senn 
and MaryAnne Lindeblad, representing the Health Care Authority, were selected as co-chairs. Staff 
from the House Office of Program Research provided an overview of the Work Group's purpose and 
duties, as set forth in E2SHB 2439. The Work Group adopted a work plan that outlined their meeting 
schedule and agenda topics.4  

Children's Mental Health Services. Staff from the Health Care Authority (HCA) and the Department of 
Social and Health Services (DSHS) provided an overview of children's behavioral health services in 
Washington State, including a data summary, overview of services delivered, and a continuum of care 
framework. The data summary analyzed 1,602,745 children ages 0-17 in State Fiscal Year (SFY) 2015, 
and found that 64% received at least one service from the DSHS or the HCA and 51% of these children 
were enrolled in Medicaid. Furthermore, behavioral health treatment needs varied by services used, 
with 17% of children with HCA medical coverage demonstrating a mental health or substance use 
treatment need, and that rate increased to 55% of children in foster care and 87% of children in 
juvenile rehab services. In 2013, the DSHS and the HCA reported that approximately 40% of children on 
Medicaid with mental health treatment needs were receiving services.  

 

                                                           

 
1 Children's Mental Health Work Group Website: http://leg.wa.gov/JointCommittees/CMH/Pages/default.aspx 
2 See Appendix G.  
3 Meeting materials from June 21, 2016: 
https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=25322 
4 See Appendix F.  

https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=25322
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Trauma and Mental Health Treatment Needs. Study findings were presented to the members that 
examined the relationship between Adverse Childhood Experiences (ACEs) and health risk behavior in 
adulthood.5 ACEs are defined as traumatic events that can have negative, lasting effects on health and 
well-being. These experiences could include exposure to childhood physical, emotional, or sexual 
abuse, homelessness, death or incarceration of a parent, or other experiences. The DSHS and HCA 
reported that mental health treatment needs rose from 11%, for youth (ages 12-17) reporting no ACEs, 
to 44% for youth reporting five or more ACEs. Additionally, staff presented data findings on the higher 
rates of emergency room use, criminal justice system involvement, and increased risk for homelessness 
for children with mental health service needs. Staff finished their presentation with a summary of the 
continuum of care for children in Washington State.  

 

School- and Early Learning-based Services. Staff from the Office of Superintendent of Public 
Instruction (OSPI) provided an overview of children's mental health services available through K-12 
public schools, including a data summary, guidance on counseling programs, and an overview of other 
projects related to social-emotional learning and mental health services.  

Staff from the Department of Early Learning (DEL) provided an overview of the early intervention 
services they offer for infants and young children, including:  

• Early Support for Infants and Toddlers (ESIT);  
• Early Childhood Intervention Prevention Services (ECLIPSE);  
• Home visiting services;  
• Homeless child care;  
• Early Childhood Education and Assistance Program (ECEAP); and  
• Early Achievers infant-toddler consultation services.  

 

ii. Work Group Meeting on September 8, 2016.6  

At the September 8th meeting, members received background information on workforce, child care, 
and education issues as they relate to children's mental health services; and members participated in 
round table discussion on those issues. Topics discussed included:  

• Workforce development and gaps, including an overview of survey results on the shortages 
that exist in community mental health and potential solutions;  

• Creating diversity in the mental health workforce;  
• Infant mental health and the services provided by professionals with an Infant Mental Health 

Endorsement (IMH-E®);  
• Mental health services provided through K-12 public schools and early learning programs and 

strategies for addressing children's mental health needs in Washington State;  
• School-based support and the ability of Educational Service Districts to provide mental health 

services in K-12 public schools; and  

                                                           

 
5 Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., & Edwards, V. (1998). Relationship of childhood 
abuse and household dysfunction to many of the leading causes of death in adults: The adverse childhood experiences (ACE) 
study. American Journal of Preventive Medicine, 14, 245-258. 
6 Meeting materials from September 8, 2016: 
https://app.leg.wa.gov/CMD/document.aspx?agency=4&year=2016&cid=24093&mid=25387&hid=194370 

https://app.leg.wa.gov/CMD/document.aspx?agency=4&year=2016&cid=24093&mid=25387&hid=194370
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• Trauma-informed care as a mechanism to reduce the rate of preschool expulsions.  

The Workforce Team and the Child Care and Education Team provided members with a progress update 
and an overview of their work for the final report.  

 

Creating Workforce Diversity and Addressing Workforce Shortages.  The Work Group discussed the 
issue of workforce diversity and found that a lack of data exists on the diversity of practitioners in the 
mental health field. The Work Group recommended that the final recommendations request a study be 
conducted that analyzes the current diversity in the children's mental health field, and how that 
workforce mirrors the diversity of the children and families served.7 The Work Group also discussed 
including children's mental health in the definition of basic education.  

 

Alicia Ferris and Scott Hanauer, representatives from Community Youth Services, provided survey results 
on the current workforce shortage in community mental health agencies. 86% of the survey 
respondents reported having ever been employed at a community mental health agency, however, only 
43% of those surveyed still worked at a community mental health agency. The top sited reasons for 
leaving employment with a community mental health agency were low pay (17.3%), overworked 
(15.6%), poor management (12.6%), and too much paperwork (12.0%). The top reasons study 
participants provided for never working at a community mental health agency were low pay (40%) and 
overworked/high case load (36%). A number of solutions were discussed with the Work Group including 
efforts to increase Behavioral Health Organization (BHO) and Managed Care Organization (MCO) 
reimbursement rates, lifting the state set indirect and administrative cap of 10%, reducing paperwork 
and relying on evidence-based practices (EBPs) for quality assurance.  

 

Infant and Early Childhood Mental Health.  Dr. Sabine Thomas, Executive Director of the Washington 
Association for Infant Mental Health, provided an overview on infant mental health and the work of 
professionals with an IMH-E®. Dr. Thomas defined infant mental health as "the developing capacity of 
the child from birth to three to: experience, regulate and express emotions; form close and secure 
interpersonal relationships; and explore the environment and learn, all in the context of family, 
community, and cultural expectations." She discussed how the IMH-E® could be used as an innovative 
solution to address the current workforce shortage and provide an interdisciplinary, professional 
development system to expand and recognize competency in the field of early childhood and infant 
mental health.  

 

Themes in Addressing Children's Mental Health. The co-chairs of the Child Care and Education Team 
conducted an informal survey on strategies for addressing children's mental health in Washington State. 
The team received over 900 responses and the following themes emerged from the data set:  

• Provide sustainable funding;  
• Provide onsite mental health services in early learning and K-12 settings;  

                                                           

 
7 See recommendation K in section V of this report.  
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• Require increased collaboration across early learning, Educational Service Districts (ESDs), K-12 
schools, and community mental health organizations;  

• Increase access to quality care;  
• Increase parent support and engagement;  
• Invest in prevention and intervention services by supporting a continuum of care;  
• Address provider shortages; and  
• Increase the use of EBPs.  

 

ESD Panel: School-based Mental Health. Representatives from three ESDs - Olympic ESD 114, Capitol 
ESD 113, and NorthEast Washington ESD 101 - each discussed school-based mental health services and 
the number of students enrolled in K-12 who are experiencing significant mental health issues. The 
representatives discussed how school-based support is a critical element of the full continuum of care 
for mental health, and how the ESDs have a history of facilitating the rollout of statewide initiatives, and 
are prepared to do so with mental health in schools.  

 

Director Kristin Schutte from ESD 114 provided a summary of the 2015-16 School-Based Mental Health 
Program, which served over 350 high school students and 230 elementary students. She stated that 
89% of educators surveyed in regard to this program reported significant improvements in the 
classroom and school climate. Director Erin Riffe reported that ESD 113 is the first ESD in Washington to 
be dually licensed to provide both mental health and substance abuse clinical treatment services, and 
they are currently piloting a comprehensive school-based mental health service model. Assistant 
Superintendent Mick Miller reported that ESD 101 received a USDE School Safety Grant, which was used 
to fund mental health therapists (8 FTE) to provide year-round mental health services in four school 
districts and 15 schools. The ESD representatives recommended that the Work Group make 
recommendations in their final report to fund ESDs to establish school-based mental health services.  

 

Trauma-Informed Child Care. Representatives from Wellspring Family Services - Dr. Megan Beers, 
Bevette Irvis, and Jenn Sparr - discussed trauma-informed child care with the Work Group. Wellspring's 
Early Learning Center serves children ages one through five who are currently homeless or have a 
recent history of homelessness. A significant proportion of these children have experienced a high 
number of ACEs and intergenerational trauma. Wellspring has a non-expulsion policy at their Early 
Learning Center. In order to provide a system of supports and care for high-needs children, Wellspring 
implements policies and procedures that: 1) avoid re-traumatizing children and families; 2) place a high 
value on the relationship with the child and family; and 3) support staff in meeting the needs of children 
who have experienced trauma.  Wellspring staff provided the following recommendations to promote 
trauma-informed care at early learning centers across the state:  

• Create and promote training on trauma-informed care for providers enrolled in Early Achievers;  
• Fix the Early Achievers rating process to remove the current disincentives to take children with 

social and emotional problems;  
• Provide a system of support to providers who serve children with greater social and emotional 

needs; and 
• Increase the capacity for providers to access mental health consultation for both program-level 

and child specific needs.  
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iii. Work Group Meeting on September 28, 2016.8  

Members received background information on assessment, eligibility, and billing issues as they relate to 
children's mental health services; and members participated in round table discussion on those issues. 
Topics discussed included:  

• Barriers to billing and payment under Medicaid and other coverages;  
• Billing for confidential services for minors;  
• A summary of infant and early childhood mental health screening, assessment, and evaluation 

tools;9 
• Reimbursement for maternal depression screenings under Medicaid; and  
• Care coordination in the pediatric behavioral health care system.10  

The Assessment, Eligibility, and Billing Team provided members with a progress update and an overview 
of their work for the final report.  

 

Barriers to Treatment. A panel of three parents - Peggy Dolane, Laura Ruderman, and Roseann 
Martinez - provided information on their experiences with the children's mental health system and the 
barriers they faced while trying to find appropriate and adequate care. All three families had 
commercial insurance.  Several common barriers emerged from the presentations and Work Group 
discussion including: insurance coverage gaps for specialized mental health services; lack of an intensive 
in-home treatment and support option for children and youth experiencing a mental health crisis and 
their families; an adequate and appropriate referral and outreach system for mental and behavioral 
health services; a lack of treatment options for children and youth presenting with mental health 
symptoms that are not considered severe enough to warrant immediate treatment;  and difficulties 
initiating mental health treatment for youth over the age of 13 who do not consent.  

 

Confidential Billing. Lonnie Johns-Brown, Legislative Director for the Washington State Office of the 
Insurance Commissioner, provided an overview on billing for confidential services for minors. RCW 
26.28.010 outlines the circumstances under which a minor can access medical services without parental 
consent. Services commonly considered confidential are: outpatient mental health services and 
inpatient mental health services; 11 outpatient substance abuse treatment and inpatient substance 
abuse treatment;12 prenatal care services; abortion services; birth control services; Sexually Transmitted 
Disease (STD) testing and treatment (including HIV); and emergency medical services.  

 

Health carriers and insurers are required to adopt policies and procedures to conform administrative, 
business, and operational practices to protect an enrollee's right to privacy or right to confidential 
health care services granted under state or federal law. Lonnie Johns-Brown reported that the Office of 

                                                           

 
8 Meeting materials from September 28, 2016: 
https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=25392 
9 See chart: file:///C:/Users/paintner_as/Downloads/Sharon%20Shadwell,%20DOH-%20Chart%20handout%209-28-
16%20(%20(1).pdf 
10 See Appendix D.  
11 For inpatient mental health services, a parent or guardian must be notified.  
12 For inpatient substance abuse treatment, a parent or guarding must be notified.  

https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=25392
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the Insurance Commissioner is currently working on R 2013-11 in response to a request from a 
stakeholder coalition who expressed concerns that insurance companies sometime disclose information 
regarding one family member's health care services (often through an Explanation of Benefits13) to 
other family members who are on the same policy. She explained that private insurers currently use an 
opt-in system for youth who are at the age of consent, therefore, youth age 13 and over must notify 
their insurance plan if they want their mental health records to remain private from their parent or 
guardians. The Work Group discussed the challenges faced in regard to privacy and additional strategies 
for addressing confidentiality concerns.  

 

Maternal Depression Screening and Treatment. Gail Kreiger, a representative from the HCA, discussed 
some of the billing options and codes available under Medicaid for services provided to the parent in 
order to benefit the child. She provided information on how Medicaid can reimburse for a maternal 
depression screening under the child's insurance.  

 

Care Coordination. Kristin Houser, Dr. Francie Chalmers, and Libby Hein presented a proposal for the 
pediatric behavioral health care system.14 The proposal focused on the following key components of an 
effective, accessible system: an emphasis on prevention and early intervention; care coordination; 
access to treatment through either primary care or mental health providers; annual screens for child 
and adolescent mental health needs; maternal depression screening at well child visits; shared 
treatment plans among providers; access to psychiatric consultation services; ability to maintain 
treatment with same provider; and evidence based and cost effective care.  

The presenters stated that the goal for a model system should be for children to receive early 
identification of behavioral health needs and timely, supportive help in accessing appropriate care to 
meet these needs and realize the best possible outcomes. Kristin Houser explained that care 
coordination should be the "glue" that holds the system together and discussed several key 
responsibilities of their proposed care coordinator model. She also discussed the importance of 
psychiatric consultation services for primary care providers, and the need for uniformity of providers in 
public programs so children are not forced to change providers.  

 

iv. Work Group Meeting on October 13, 2016.15  

The October 13th meeting was reserved for the Work Group to present and engage in round table 
discussion of the draft recommendations. The Work Group heard recommendations from the:  

• Assessment, Eligibility and Billing Team;  
• Child Care and Education Team; and  
• Workforce Team.  

                                                           

 
13 An Explanation of Benefits (common referred to as an EOB) is a document from a health insurance plan to an enrollee with 
a description of the care provided, the charges that were submitted to the insurer, the amount covered by insurance, the 
amount not covered and the policyholder's or patient's remaining financial responsibility, if any.  
14 See Appendix D.  
15 Meeting materials from October 13, 2016: 
https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=25399 

https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=25399
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Following the meeting, and as a result of the group discussion, the teams made revisions and 
submitted their agreed upon recommendations to staff.16 Staff compiled the recommendations into a 
matrix and sent the recommendations and matrix to the Work Group.  

 

Medicaid Billing in Schools. Staff from the HCA presented a brief overview of Medicaid billing options 
in K-12 schools. Behavioral health services are available to all Medicaid eligible children aged 0-20 
through Apple Health MCOs, or through BHOs. Examples of covered mental health services include 
crisis intervention, counseling, outpatient and inpatient services, and psychological testing. Members 
received information on the following options for school districts to provide mental health services:  

• School-Based Health Care Services;  
• Medicaid Administrative Claiming;  
• School-Based Health Centers; or  
• Centers for Medicare and Medicaid Services Free Care Policy.  

Data presented showed that four school districts in Washington state consistently bill Medicaid for 
mental health services, resulting in just over $100,000 in Medicaid expenditures annually which is 
approximately 1% of the School-Based Health Care Services budget. Staff stated that many school 
districts do not have qualified staff to meet program requirements in order to bill for mental health 
services.  

v. Work Group Meeting on November 1, 2016.17  

On November 1, 2016, the Work Group discussed and voted on recommendations to be included in the 
final report to the Legislature. Recommendations offered by individual Work Group members and the 
matrix developed from the recommendations submitted by the teams were discussed and voted on.18 
Members approved 21 total recommendations and prioritized five (see section IV of this report).19  

                                                           

 
16 See Appendix F.  
17 Meeting materials from November 1, 2016: 
https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=26450 
18 Matrix: file:///C:/Users/paintner_as/Downloads/FINAL%20CMHWG%20Matrix.pdf 
19 Prioritized Recommendations: file:///C:/Users/paintner_as/Downloads/Prioritization%20voting%20results.pdf 

https://app.leg.wa.gov/CMD/agenda.aspx?agency=4&year=2016&cid=24093&mid=26450
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IV. STATEMENT OF INTENT.  
Representative Senn and MaryAnne Lindeblad, the Work Group's co-chairs, submitted the following 
statement of intent:  

The three subcommittees generated dozens of ideas on how to improve mental health delivery for 
children. Some important common themes emerged. 

 
• System Capacity: The goal of our work is to increase mental health care access for children. But 

whether it is done in the doctor’s office, school setting or elsewhere, there is a shortage of 
mental health providers at all levels from child psychiatrist to mental health social worker. There 
are many reasons for this shortage (low pay, high-stress, few residencies) and addressing it is a 
clear priority. In particular, the lack of training and providers focused on infant mental health is 
troubling. When addressing these workforce shortages, not only is it important to build in 
screening capacity, but the ability to provide appropriate diagnostics and treatment is also 
essential.   

 
• Culturally and Linguistically Appropriate Services and Assessments: One major barrier to 

mental health services is a lack of culturally and linguistically appropriate services. Assessments 
are often only performed in English with limited access to interpreters with a mental health 
background, and may not recognize different cultural norms.  The lack of diverse providers 
creates another barrier for patients to access treatment, and stigma in almost all cultures 
remains.  
 

• Collaboration across health care, early learning and education: Care coordination is critical to 
ensure that patients’ physical and mental health needs are treated in tandem. Prescribing by 
more than one provider may create health dangers. The education system and health care 
delivery system rarely coordinate, leading to missed warning signs and opportunities. Early 
learning providers do not have the resources or incentives to help the children in the greatest 
need. And a ‘warm hand-off’ to referrals is needed but often not available.  

 

Below are the recommendations that received clear priority and broad support from the workgroup. 
However, the subsequent recommendations have additional, and often targeted, recommendations 
that can make a marked impact on the delivery system as well.  

 

For instance, it is not surprising that a recommendation such as “reduced paperwork” did not receive 
the highest of priority, but the benefits may prove significant, achievable and low-cost. 
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V. 2016 FINAL REPORT RECOMMENDATIONS.  
The Work Group was required to identify barriers to accessing mental health services for children and 
families, and to advise the Legislature on statewide mental health services for this population in a 
report due to the Legislature on December 1, 2016. On November 1, 2016 the work group voted on 
and approved 21 total recommendations, and voted to prioritize the top five recommendations in the 
following order of priority.20  

 

Prioritized Recommendations 

Relating to Medicaid Rates.  

1. The Legislature should provide funding to increase Medicaid rates to achieve equity with 
Medicare rates, in order to increase the number of providers who will serve children and 
families on Medicaid. 
 
After the rate increases have been implemented for two years, the Legislature should require 
an outcome-based study on providers, analyzing the impact on the workforce and the number 
of providers who serve children and families on Medicaid. 

 

Relating to Screening and Assessment.  

2. The Legislature should require the Health Care Authority (HCA) and the Division of Behavioral 
Health and Recovery (DBHR) to assemble a work group or work groups21 to: 

• Identify a standardized list of culturally and developmentally appropriate screening tools for 
children aged 0-20, for use by all primary care practitioners whether covered by Medicaid 
or commercial insurance;  

• Identify standardized mental health assessment, outcome, and diagnostic tools that are 
culturally and developmentally appropriate for children aged 0-5 that support access to 
Behavioral Health Organization (BHO) services, and clearly delineate what substantive 
mental health challenges look like in young children. Identify billing options and propose 
coverage for a new or redefined code with an adequate reimbursement rate for the 
following services performed during an Early and Periodic Screening, Diagnostic, and 
Treatment (EPSDT) visit, or other primary care office visit for a child:   

• Maternal depression screening, to be provided when children are aged 0-5; and  
• Behavioral health screening, including depression screening, for children aged 0-20. 

 

 

                                                           

 
20 Recommendations 1 and 2 tied for priority one with 8 votes each, and recommendations 4 and 5 tied for priority three with 
6.5 votes each. The voting breakdown for the prioritized recommendations can be found here:  
file:///C:/Users/paintner_as/Downloads/Prioritization%20voting%20results.pdf 
21 The work group(s) should be composed of a diverse membership, including representatives from early learning and K-12 
education.  
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Relating to Children's Mental Health Workforce Supports and Incentives. 

3. The Legislature should provide a tuition loan repayment program targeted for child 
psychiatrists, therapists, and clinicians working for BHO- or MCO-funded agencies that serve a 
high percentage of children, youth, and families on Medicaid. The tuition loan repayment 
program should be directed at professionals in the above fields who make a commitment to 
work for 5 years in the public sector setting, working more than 20 hours per week on average. 
Loan repayment amounts should be commensurate with the average training costs for the 
respected specialties. 
 

Relating to Mental Health Service Delivery and Care Coordination.  

4. The Legislature should: 
• Fund an FTE mental health lead at each of the nine Educational Services Districts (ESDs) and 

a coordinator in the Office of Superintendent of Public Instruction (OSPI). The mental health 
leads will help coordinate Medicaid billing, mental health services, and other system level 
supports; 

• Create 2-3 regional pilot projects to fund a provision of mental health services in school 
districts struggling to address mental and behavioral health needs in K-12; and 

• Fund one “lighthouse” ESD, which has experience with providing mental health services to 
serve in an advisory role for the other districts. The “lighthouse” ESD will have experience 
with providing mental health services and billing through Medicaid. 
 

5. The Legislature should require the HCA to incorporate care coordination into larger primary 
care provider practices. The care coordination model must: 
• Use a psychiatric registered nurse or master’s level mental health clinician with specified 

knowledge and training in mental health care, including but not limited to mental health 
screening, motivational interviewing, suicide prevention. 

• Provide advocacy and engagement services which foster warm hand-offs to mental health 
professionals, tracks compliance with recommendations and referrals, facilitates 
communication between health care providers, and provides education to children and 
families. 



 
 

Supported Recommendations 

The following recommendations approved by the Work Group are not listed in any order of priority, but 
are organized by topic.  

 

Relating to Network Adequacy. 
A. In addition to the network adequacy reporting requirement established in E2SHB 2439 and 

other federal requirements, state agencies should ensure network adequacy and promote 
continuity of care in multiple care settings for both commercial and Medicaid coverages by: 

i. Performing quarterly evaluations of network adequacy; 
ii. Encouraging MCOs to contract with private behavioral health providers who are part of 

the BHO; 
iii. Increasing primary care provider and care coordinator awareness of the Partnership 

Access Line (PAL) consultative services; and 
iv. Facilitating or requiring provision of telephonic or telemedicine consultations with 

psychiatric care. 
 

B. The HCA should establish performance measures for MCOs relating to the delivery of: 
i. Developmental screenings; 

ii. Behavioral health screenings for children aged 5-12; 
iii. Adolescent depression screenings; and 
iv. Maternal depression screenings.  

 
Relating to Screening and Assessment. 

C. The Legislature should:  
i. Require the HCA and the DBHR to provide outreach and education to primary care 

practitioners and mental health providers regarding:  
a. Expectations of services to be performed during an EPSDT exam;  
b. Maternal depression or other contributing mental health conditions that directly 

impact the child in the child’s treatment plan; and  
c. Billing requirements for mental health screening and referrals to mental health 

services, including new billing and coverage options developed pursuant to 
recommendation #2 from the prioritized list.  

ii. Identify a full complement of medically necessary behavioral health services to be covered 
by all commercial carriers.  

 
D. The Legislature should enlist local health districts and other appropriate venues and providers to 

provide behavioral health screening for all children aged 0-20. 
 
 
 

Relating to Paperwork Reduction. 
E. In accordance with the federal Paperwork Reduction Act of 1995, state agencies should reduce 

the amount of paperwork required by clinicians providing mental health services to children on 
Medicaid by replacing current rules with regulations that focus on the use of best practices for 
age-appropriate, strength-based psychosocial assessments, including current needs and relevant 
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history in areas such as behavioral/emotional, mental health safety/risk, and functional 
impairment. 

 
State agencies should eliminate duplicate documentation requirements in state rules for 
provider agencies, except when this documentation is required for medical necessity or meeting 
access-to-care standards.22 
 

F. State agencies should review the E3SHB 1713 Sec. 533(4) report and the Workforce Training and 
Education Coordinating Board 2017 report regarding paperwork reduction, and suspend the 
development of any new rule changes related to behavioral health until rule integration is 
finished in 2017. 
 

Relating to Medicaid Rates. 
G. State agencies should remove limitations on treatment options focused on treating the family 

dyad or a particular familial relationship. 
 

H. The Legislature should provide increased funding for specialized children’s mental health 
services and training including, but not limited to: 

i. Infant mental health services and training (IMH-E®, Level 3); 
ii. Early interventions for treating psychosis; 

iii. Wraparound with Intensive Services (WISe);  
iv. Treatment for eating disorders; and 
v. Interventions and services that are culturally and linguistically appropriate. 

 
Relating to Children's Mental Health Work Force and Incentives. 

I. The Legislature should incentivize clinical supervision of therapists working in MCO or BHO 
agencies through individual agency contracts, by restricting counselor-to-supervisor ratios in 
contracts with MCOs and BHOs, and/or by capping the caseload size for supervisors to be 
consistent with recommendations from evidence-based and research-based practices. 

 

Relating to Recruiting and Maintaining a Diverse Workforce. 
J. The Legislature should increase options for payments and increase the variety of professionals 

who can help provide mental health interventions, such as parent-family partners and peer 
support in communities and non-traditional locations, including settings such as primary care, 
education, child welfare, and juvenile justice, in order to increase the diversity of the settings in 
which mental health settings can be provided. 
 

K. The Legislature should require the Washington State Institute for Public Policy, or a similar 
organization, to conduct a study in collaboration with interested stakeholders and communities 
to evaluate the children’s mental health system and available workforce. At a minimum the 
study should evaluate: 

i. The number of mental health providers serving children, including children birth to age 
5 and those on Medicaid; 

                                                           

 
22 This recommendation shall be integrated with the rule changes and integration in 2017. 
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ii. The demographics of providers and their clients including, but not limited to, race and 
ethnicity, languages services are provided in, ages of children served, the use of 
screening tools and assessments that are culturally and linguistically appropriate, and 
the level of cultural competency training received by providers; 

iii. The availability of culturally and linguistically diverse services and providers. 
 

The study should also review the public mental health services available to children and the 
corresponding child outcomes in order to determine where racial and ethnic disparities exist 
and the severity of those disparities. Racial and ethnic disparities should be monitored on an 
ongoing basis.23 

 

Relating to Child Care Services. 

L. State agencies should provide at least 12 months of stable child care through the Working 
Connections Child Care (WCCC) program for children involved in the child welfare system or 
who are homeless, regardless of the employment status of their parents or guardians. 
 

M. The Legislature should require the Department of Early Learning (DEL) to reinstate and expand 
mental health consultation and coaching for child care providers who care for children with 
behavioral health needs.  
 

N. The DEL Early Achievers program should provide funding to assist participating child care 
providers in meeting the necessary training and supervision requirements for an Infant Mental 
Health Endorsement (IMH-E®) at the infant family associate or specialist levels to serve children 
birth to age three. 

 

Relating to Mental Health Training and Education. 
 

O. The Legislature should fund development of expanded behavioral health training and coaching 
opportunities for early learning through K-12 providers, educators, administrators, and parents, 
which are culturally competent and utilize multiple approaches including employment of 
paraprofessionals and peers.  
 

P. The Legislature, state agencies, and school districts should implement developmentally and 
culturally appropriate K-12 Social Emotional Learning (SEL) standards and competencies to 
complement existing early learning SEL standards, using the proposed SEL framework outlined 
in the October 1, 2016, Legislative report, “Addressing Social Emotional Learning in 
Washington’s K-12 Public Schools.”  
 

 
 

                                                           

 
23 Consultation with affected communities should take place during the development and implementation of the study. 
Collaboration with other states or the National Conference of State Legislatures to make comparisons of service delivery 
systems for behavioral health services for children across states. 



 
 

VI. ACRONYM GLOSSARY.  
 
ACEs 
Adverse Childhood Experiences; Potentially traumatic events experienced by a child that 
can have negative, lasting effects on health and well-being. These experiences range from 
physical, emotional, or sexual abuse to parental divorce or the incarceration of a parent or 
guardian.  

BHO  
Behavioral Health Organization; BHOs purchase and administer public mental health and 
substance use disorder treatment under managed care on a regional basis for individuals 
enrolled in Medicaid.  

DBHR  
Division of Behavioral Health and Recovery; The DBHR is part of the Behavioral Health 
Administration within the Department of Social and Health Services.  

DEL  
Department of Early Learning; The DEL provides voluntary, comprehensive, high-quality 
early learning programs and support to families and early learning professionals.  

DSHS 
Department of Social and Health Services; The DSHS provides services for Washington's 
most vulnerable residents through behavioral health and developmental disability services, 
aging and long-term care and child and family support, juvenile rehabilitation, and food and 
cash assistance.  

EBP 
Evidence-Based Practice; EBP is the integration of clinical expertise, patient values, and the 
best research evidence into the decision making process for patient care.   

ECEAP 
Early Childhood Education and Assistance Program; ECEAP is Washington's pre-
kindergarten program for low-income 3- and 4-year-old children and their families.  

ECLIPSE 
Early Childhood Intervention and Prevention Services; ECLIPSE is a center-based 
intervention and preventative services program serving children from 0-5 years of age who 
have experienced certain types of trauma and require family centered, child focused mental 
health services.  

EOB 
Explanation of benefits; An EOB is a statement sent by a health insurance company to 
covered individuals explaining what medical treatments and/or services were paid for on 
their behalf.  
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EPSDT 
Early and Periodic Screening, Diagnostic, and Treatment; The EPSDT benefit provides 
comprehensive and preventive health care services for children under 21 who are enrolled 
in Medicaid.   

ESDs 
Educational Service Districts; In Washington state, there are nine ESDs that oversee a total 
of 295 school districts.  

ESIT 
Early Support for Infants and Toddlers; The Department of Early Learning's ESIT program 
provides services to children birth to age 3 who have disabilities or developmental delays.  

HCA 
Health Care Authority; The HCA serves more than 2 million Washington residents through 
the Apple Health (Medicaid) program and the Public Employees Benefits Board (PEBB) 
Program.  

IMH-E® 
Infant Mental Health Endorsement ®; IMH-E® is a recognized endorsement for culturally 
sensitive relationship focused practice promoting infant mental health, that validates a 
provider's education, qualifications, practical and reflective experiences promoting infant 
mental health interventions.  

MCO  
Managed Care Organization; Managed Care is a health care delivery system organized to 
manage cost, utilization, and quality. Medicaid managed care provides for the delivery of 
Medicaid health benefits and additional services through contracted arrangements between 
state Medicaid agencies and MCOs that accept a set per member per month (capitation) 
payment for these services.  

OSPI  
Office of Superintendent of Public Instruction; The OSPI is the primary agency charged with 
overseeing K-12 public education in Washington state.  

PAL  
The Partnership Access Line; PAL is a telephone-based child mental health consultation 
system for primary care providers.   

SEL 
Social-Emotional Learning;  

SFY 
State Fiscal Year; In Washington state, the SFY is a 12-month period extending from July 1 
of one calendar year to June 30 of the next calendar year.  
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WCCC 
Working Connections Child Care; The WCCC program offers subsidies for child care to 
eligible low-income families in Washington state.  

WISe 
Wraparound with Intensive Services; WISe is designed to provide comprehensive 
behavioral health services and supports to Medicaid eligible individuals, up to 21 years of 
age, and their families, with complex behavioral health needs
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