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Agenda Items Time Lead 

1. Welcome and Introductions 1:00 – 1:10 
(10 mins) 

Representative Noel Frame, Co-Chair 
MaryAnne Lindeblad, Co-Chair 

2. Update on Initiatives

a. E2SHB 2779/SSB 6452:  Partnership Access Line Plus (PAL) – Mary
Fliss

b. E2SHB 1713:  Standardization of Pediatric Healthcare Screens  –
Gail Kreiger

c. E2SHB 2779:  Home Visiting & Medicaid Financing – Shannon
Blood

1:10 – 1:55 
(45 mins) 

Various 

 


 Gildred, Tory
tory.b.gildred@coordinatedcarehealth.com

mailto:randona@ichs.com
mailto:Noel.Frame@leg.wa.gov
mailto:MaryAnne.Lindeblad@hca.wa.gov
mailto:avantirs@gmail.com
mailto:robert.hilt@seattlechildrens.org
mailto:Laurie.Lippold@gmail.com
mailto:rubush@coordinatedcarehealth.com
mailto:houser@sgb-law.com
mailto:John.Lovick@leg.wa.gov
mailto:Michelle.Caldier@leg.wa.gov
mailto:Mona.Johnson@k12.wa.us
mailto:Joel@wsaheadstarteceap.com
mailto:Cockrdd@dshs.wa.gov
mailto:ljohnsbrown@gmail.com
mailto:Christi.sahlin@molinahealthcare.com
mailto:J.Darneille@leg.wa.gov
mailto:kim.justice@commerce.wa.gov
mailto:tana.senn@leg.wa.gov
mailto:jamie@wa-aimh.org
mailto:judy.king@dcyf.wa.gov
mailto:maryss@ccsww.org
mailto:Carolyn.Eslick@leg.wa.gov
mailto:aklinefelter@daybreakyouthservices.org
mailto:trupin@u.washington.edu
mailto:Lacy.Fehrenbach@doh.wa.gov
mailto:sKutz.health@cowlitz.org
mailto:Judith.Warnick@leg.wa.gov
mailto:thatcherf@yvfwc.org
mailto:nickolausl@lummi-nsn.gov


 

P a g e  2 | 2 
 

 
 

 

d. E2SHB 1713: Trauma Informed Care, Childcare Health 
Consultation, School Readiness Plan  – Jennifer Helseth/DEL/DCYF 

 

e. HB 2779:  Parent Initiated Treatment (PIT) Advisory Group – Diana 
Cockrell 
 

f. E2SHB 1713/E2SHB 2779:  ESD Pilot – Mona Johnson 
 

g. Workforce Committee – Laurie Lippold  
 

3. Early Intervention Psychosis                     
                                                                         

 
1:55 – 2:25 
(30 mins)  

 
Joan Miller, Sr. Policy Analyst 
Washington Council for Behavioral 
Health  
 

4. Infant and Early Childhood Landscape Analysis  

 
2:25 – 2:35 
(10 mins)  

 

 Jamie Elzea, Director, WA-AIMH 

 
5. Next steps  

a. Proposed future meeting dates   
o December 2018  (7th or 14th) 

o May 2019 
b. Proposed Topics: 

 

2:35 – 2:45  
(10 mins) 

MaryAnne Lindeblad, Co-Chair 

Public Comment                                                                                                 

 
2:45 – 3:00 
(15 mins) 

 

 

Adjourn 3:00 All 



 

Medicaid Program Operations and Integrity, Community Services, Family Health Services 
Home Visiting & Medicaid Financing 
11/1/18   1 

Home Visiting & Medicaid Financing 
Update for 11.1.18 Children’s Mental Health Work Group 
  

Engrossed 2nd Substitute - E2SHB 2779 
Session Law: http://lawfilesext.leg.wa.gov/biennium/2017-18/Pdf/Bills/Session%20Laws/House/2779-S2.SL.pdf  
 

NEW SECTION. Sec. 4.  
A new section is added to chapter 74.09 RCW to read as follows: 
(1) The authority shall collaborate with the department of 
children, youth, and families to identify opportunities to 
leverage medicaid funding for home visiting services. 
(2) The authority must provide a set of recommendations 
relevant to subsection (1) of this section to the legislature by 
December 1, 2018, that builds upon the research and strategies 
developed in the Washington state home visiting and medicaid 
financing strategies report submitted by the authority to the 
department of early learning in August 2017. 

NEW SECTION. Sec. 5.  
(1) By November 1, 2018, the department of children, youth, and 
families must:  
     (a) Develop a common set of definitions to clarify differences 
between evidence-based, research-based, and promising practices 
home visiting programs and discrete services provided in the home;  
     (b) Develop a strategy to expand home visiting programs 
statewide; and 
     (c) Collaborate with the health care authority to maximize 
medicaid and other federal resources in implementing current home 
visiting programs and the statewide strategy developed under this 
section. 
(2) This section expires December 30, 2018. 

 

Activities Since June 28, 2018 
 

July - August Cross-agency planning and materials development for statewide community workshop meetings to explore 
financing options, pros/cons, and impacts.  

September - 
October 

Community Input Process: 80 participants from local home visiting programs and other stakeholders 
attended one of eight half-day community workshops: Spokane, Tukwila, Sequim, Lacey, Burlington, 
Vancouver, Yakima, and Olympia. 
 

Workshop Participant Key Messages: 
• Home visiting programs need less reporting and administrative burden and more support. 
• Think big and take time to get it right; keep programs involved in the planning process. 
• Consider these criteria in selecting financing option(s). Does it:  

o Promote high levels of coordination; 
o Limit (reduces, if possible) home visiting staff burden; 
o Promote sustainability; 
o Increase continuity of care; 
o Include families with kids up to 5 years old; 
o Reach more families; and, 
o Provide flexibility/equity for rural/urban and other specialized population needs. 

• Finalize draft recommendations and plan for the cross-agency executive leadership review and 
approval meeting. 

 

Looking Ahead  
 

November • Conduct cross-agency executive leadership review and approval on November 5, 2018. 
• Incorporate any additional edits or changes to the recommendations as required by cross-agency 

leadership review and decision process. 
December • Final joint agency review and approval of the recommendations report. 

• OFM review and approval of recommendations report. 
January 2019 Submit recommendations report to legislature on January 8, 2019. 

 

http://lawfilesext.leg.wa.gov/biennium/2017-18/Pdf/Bills/Session%20Laws/House/2779-S2.SL.pdf


The Promise of 
Coordinated Specialty 
Care

Children’s Mental 
Health Work Group

November 1, 2018

Presenter
Presentation Notes
Introduce self and CouncilThank committee for invitation to presentExplain that we’re here to tell them about an evidence-based practice that helps youth, young adults, and their families recover from a first psychotic break, which can be caused from schizophrenia, bipolar disorder, or other similar disorders. 



VISION FOR WASHINGTON STATE

Screening for and early identification of psychosis 
among adolescents and transition-age youth will 

become a universal health practice and evidence-
based health and recovery support interventions will 

be available to those in need.

Presenter
Presentation Notes
Half of mental health conditions begin by age 14, and 75% of mental health conditions develop by age 24. We envision that all of these youth and young adults are identified and supported as early as possible.
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Current Challenges in the Mental Health System

• Western State Hospital deficiencies and federal 
decertification

• Lack of inpatient beds, both short- and long-term

• Trueblood lawsuit related to competency evaluation 
and restoration

Presenter
Presentation Notes
Unfortunately, Washington State is pretty far away from this vision.We have all heard the stories about how the mental health system is “broken.” If you’re on this Work Group, you’ve probably heard about the crisis at Western State and all the money that has been poured into that facility over the years. Our state has spent millions of dollars on fines related to the Trueblood  lawsuit because we were not meeting our constitutional duty in ensuring timely competency evaluations and restoration.We are facing these problems now, mostly because we did not help people earlier. Most people are first diagnosed between the ages of 15 and 25. They have their whole lives ahead of them. And we need to help them when they first get sick. 
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Before Stage Four

“If you catch cancer at Stage 1 or 2, almost everybody lives. If 
you catch it at Stage 3 or 4, almost everybody dies. 

We know from cervical cancer that by screening you can reduce 
cancer up to 70 percent. We’re just not spending enough of our 
resources working to find markers for early detection.”

---Lee Hartwell, MD
Nobel Laureate, Medicine

President and Director, 
Hutchinson Center

New York Times Magazine
December 4, 2005, p. 56

Presenter
Presentation Notes
For most diseases and chronic illnesses, we do in fact help people when they first get sick. And we can help young people with schizophrenia and other psychotic disorders AND their families before they reach Stage 4.Just like cancer, there are early warning signs and screening tools for these types of mental illnesses, and we need to be using them.
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Common Experiences Without Early Intervention
• Obstacles, delays, trauma, 

isolation

• Involuntary entry, lack of 
evidence-based care

• Families are isolated

• Lack of supported employment 
or education

• High doses of medicine

• Stigma and discrimination

• Institutionalized poverty

 But also resilient, emerging 
leaders in provider agencies 
working with what they’ve got.

Presenter
Presentation Notes
We need to be helping young people when they first get sick. But instead, here’s the common family experience when a mental illness first emerges. I’m sure many of you have heard this refrain before: “There’s nothing we can do until your child is an imminent threat to self or others.”And as a result, families become isolated. Kids drop out of school. There is more trauma and delay getting treatment.
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The Negative Consequences of Inaction
• The duration of untreated psychosis (DUP) in the United States 

is a little over 2 years.

• Psychosis can be profoundly disabling.

• People who experience psychosis have a shortened life 
expectancy of 28.5 years.

• 1 in 10 individuals with psychosis will take their own lives.

Presenter
Presentation Notes
And delays in receiving treatment have extremely negative consequences that can last a lifetime.The delay of untreated psychosis in the United States is a little more than two years. It is an important indicator because we know longer DUP contributes to: Unnecessary traumaMore frequent relapse (i.e., more hospitalizations, crises, and decompensation)A longer course of illness, and A trajectory toward a lifetime of disabilityIn fact, the World Health Organization ranks psychosis as the 3rd most disabling condition in the world, and this is among ALL HEALTH CONDITIONS. Individuals who experience a psychotic disorder die an average of nearly 30 years earlier than their peers who do not have psychosis. Cardiovascular disease, cancer (particularly lung cancer) and type II diabetes are among the leading causes of death, with smoking being a significant contributor.Suicide rates are also higher, particularly among young people: 1 in 10 will take their own lives.But there is hope! We know what works. And so I’m going to turn it over to Dr. Maria Monroe-DeVita, our state’s early intervention expert. She’s going to talk about an evidence-based model of early intervention and how we have implemented this model in parts of Washington State. 
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The Promise of Coordinated Specialty Care (CSC)

• Based on early intervention models originally implemented in 
other countries

• Multidisciplinary

• Multi-component 

• Person-centered

• Applies shared decision-making

• Some degree of collaboration with primary care

Presenter
Presentation Notes
Fortunately, we already know how to mitigate these negative outcomes that occur when people do not get the right care at the right time. Coordinated Specialty Care is an evidence-based model for first episode psychosis that has decades of research from around the world. The United Kingdom, Australia, Denmark, and Canada have had early intervention for 20 to 25 years now. Oregon’s program has been sustained for over a decade now. Landmark research demonstrating outcomes have come from New York, Maine, and the RAISE-Early Treatment Program; it is abundantly clear now that the Coordinated Specialty Care model works.In addition to working, it is also a cost-effective program:  the annual cost of CSC is approximately equal to a two-week hospital stay, and most programs pay off within two years.
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CSC Service Components

• Community Outreach & Engagement
• Assertive Case Management
• Individual & Group Psychotherapy
• Supported Employment & Education
• Family Education & Support
• Low doses of select antipsychotic medications 
• Peer Support

Presenter
Presentation Notes
Here are the specific service components of the CSC model. [Not 100% sure everyone in the room will be familiar with Supported Employment and Education]Peer support provided by a trained professional with lived experience with mental illness has been added to many CSC models in the US. 
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Demonstrated Outcomes with CSC in the U.S.

Compared to clients getting treatment as usual, CSC clients:
• Were more likely to stay in treatment
• Experienced greater reductions in symptoms
• Had greater improvements in quality of life
• Participated more in work or school
• Had reductions in hospitalizations 

Presenter
Presentation Notes
These outcomes are based on the RAISE-ETP project/NAVIGATE, the model program New Journeys is following. They are also consistent with the OPUS study and other research findings. 



Presenter
Presentation Notes
Washington State’s first CSC teams, called New Journeys, began in 2016, when the federal government began to require states to set aside 5% of their Mental Health Block Grant funds for early intervention. A year later that percentage was upped to 10%. Since 2016, we have used these federal funds to establish the New Journeys Network of demonstration sites with five different behavioral health agencies located in six regions of the state. However, there has been no state investments to support this evidence-based practice. So if you are a Washington resident, you do not have access to this program unless you live in one of those six regions. It should go without saying that accessing care should not be dependent on where you live.EXPLAIN HOW THE DEMO SITES CURRENTLY PAY FOR THE CSC COMPONENTS ON THIS SLIDE. (e.g., we bill Medicaid and commercial plans for things like therapy; use MHBG for outreach)MENTION THAT 60% OF CLIENTS ARE ON PRIVATE INSURANCE.



Case 
Management

Individual 
Resiliency 
Training

(IRT)
Supported 

Employment
& Education 

Peer Support 
Services

Family 
Education

Pharmacological 
Treatment

New 
Journeys

Community 
Outreach & 
Education

0.25 FTE 

0.5 FTE 

0.5 FTE 

1.0 FTE

1.0 FTE
Program 
Director 

1.0 FTE 

Serving approx. 
30 clients 
x2 years

Screening

Presenter
Presentation Notes
Briefly review each of the roles/interventions to provide more detail on this slide. Mention outreach & education – this model is different because we’re actually going out and trying to find people who aren’t in services.
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FAMILY PERSPECTIVE ON
NEW JOURNEYS

Presenter
Presentation Notes
Maria to introduce New Journeys mom.
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“[T]he question to ask is not whether early intervention works 
for FEP (first episode psychosis) but how specialty care 
programs can be implemented in community settings 
throughout the United States.” 

2014 NIMH report, Evidence-Based Treatments for 
First Episode Psychosis: Components of Coordinated 

Specialty Care

Presenter
Presentation Notes
[Back to Joan] So as you have heard, coordinated specialty care works! And it provides hope for families who are struggling through a scary time. So the question for you all as policymakers and leaders, is how can we ensure it is implemented throughout our communities in Washington State.We have some ideas.  
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Next Steps for Change
• Conduct a study for the development and implementation 

of Coordinated Specialty Care in community settings
• The study will:

o Develop a discrete benefit package and case rate;
o Analyze existing benefit packages, payment rates, and 

resource gaps;
o Identify costs for statewide startup, training, and 

community outreach; and
o Determine the number of required teams for each 

region

Presenter
Presentation Notes
Although we know coordinated specialty care works and current demonstration sites are billing for what they can, we also know that to bring this program to communities everywhere, we will need general state fund appropriations for the components that insurance doesn’t cover.A study of the kind described in our proposed proviso would provide us with data to determine how much our state would need to chip in in order to scale and spread this program to all regions of the state. It would be a really good first step in the right direction.I know we’ve already said this a couple of times already – but when psychotic symptoms first appear, they’re usually appearing in teenagers. They are 15, 16, 17 years old. They’ve just started their first job. They are getting ready to graduate from high school. They’ve applied to colleges. They’re 18 years old. They have their whole lives ahead. We have got to help them sooner.
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Questions?
• Joan Miller, JD, Senior Policy Analyst

Washington Council for Behavioral Health 
jmiller@thewashingtoncouncil.org

• Maria Monroe-DeVita, PhD, Associate Professor 
University of Washington
mmdv@uw.edu

mailto:jmiller@thewashingtoncouncil.org
mailto:mmdv@uw.edu
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to make the logo transparent or not.

Interim Report
September 2018

BACKGROUND: In 2017, House Bill 1713 directed the Office 
of Superintendent of Public Instruction (OSPI) to 
provide leadership in supporting two Educational 
Service Districts (ESD) to hire a dedicated 
staff person as a Behavioral Health Systems 
Navigator (BHSN). 

The role of the BHSN is to increase access to behavioral health 
services and supports for students and families by piloting 
regional coordination. The primary responsibility of the BHSN 
is to bridge the gap between the education and behavioral 
health systems. In fall of 2017, Northeast Washington ESD 101 
(serving 59 districts in 6 counties) and Capital Region ESD 113 
(serving 45 districts in 5 counties) were selected as pilot sites 
to increase access to behavioral healthcare services for youth 
eligible for Medicaid.

WHY IS THIS WORK 
IMPORTANT?
PROJECT GOAL: To increase equitable access to 
behavioral healthcare and services for students in need 
through state and regional cross-system collaboration 
with schools and communities.

PROJECT PURPOSE: To investigate the benefits of 
a dedicated staff person networking with regional 
partners and K–12 school districts for the coordination of 
behavioral health services to students and families who 
are eligible for Medicaid.  

1 in 5:
The number of 
children ages 
13-16 diagnosed 
with a significant 
behavioral health 
problem

17%:
The percentage of 
Medicaid covered WA 
youth that exhibit a 
behavioral health need

Nationwide, WA ranks 
among the highest in 
the prevalence of mental 
health and substance 
use disorder issues, but 
in the bottom half in 
accessibility to needed 
services

#41
(Needs)

vs. #28
 (Access)

This project aligns with the State 
Medicaid Plan through a combination 

of state general funds and federal 
Medicaid-match dollars. It is an 

innovative approach to leveraging 
existing funds to increase access to 
behavioral healthcare services and 
supports for students and families 
through strong school-community 

partnerships and collaboration.

Children’s Behavioral Health Pilot Project 

RECOMMENDATIONS 
Expand funds for 1.0 
FTE Behavioral Health 
Systems Navigator at all 
nine regional Educational 
Service Districts (ESD).

Provide resources for 
OSPI for  state-level 
leadership to BHSNs at the 
ESDs for implementation 
consistency and adherence 
to the State Medicaid Plan.

Continue funding for 
evaluation and expansion 
of the outcome-based case 
study. 

2  :  104         

     Ratio of
BHSN | Districts

   (2017 Pilot)
0  :  191
 (Current)

     Ratio of
BHSN | Districts

    9  :  295         

     Ratio of
BHSN | Districts

                                                                                            (Goal)

1



Except where otherwise noted, this work by Office of Superintendent of Public Instruction is 
licensed under a Creative Commons Attribution 4.0 International License.

Students and adults often face multiple barriers that inhibit access to behavioral health services: 
• Workforce shortage (particularly in rural areas),
• Treatment deserts (regions where services do not exist),
• Access to culturally and linguistically appropriate services, and
• Lack of service coordination and integration across systems.  

The result of these barriers is lower service utilization and a lack of access to care.

ACTIVITIES & OUTCOMES: The Behavioral Health System Navigator (BHSN) engages in 
coordination, facilitation, integration, and collaboration activities that contribute to the goal of 
increasing equitable access to behavioral healthcare services and supports.

The BHSN coordinates behavioral health resources, supports, service providers, schools, school 
districts, and communities in the ESD region. 

The BHSN connects with each school district to identify a single point of contact. From there, the 
BHSN and the district assesses the district’s capacity to: 

1. Identify gaps and needs in school-based behavioral health services and supports;  
2. Identify students in need of behavioral health services; 
3. Refer students to needed services; 
4. Deliver evidence-based services across tiered systems of support; and
5. Link students and families to community-based providers. 

The BHSN supports the development or expansion of processes and procedures that increase the 
district’s capacity to successfully access Medicaid reimbursement programs (e.g., School-Based 
Health Services and Medicaid Administrative Claiming). Participation in these reimbursement 
programs allows school districts to use funds to bolster supports in their school health system. 
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The BHSN facilitates partnerships across the multiple systems of behavioral healthcare services and 
supports for children and families. By engaging in regional healthcare transformation, staff can 
advocate for services for students and connect 
providers with schools in need.

The BHSN ensures the adequacy of systems-
level supports for students in need of behavioral 
health services through the integration of 
service delivery models. Children in need of 
behavioral health services are often involved 
in multiple systems of supports, including 
education, healthcare, state services (e.g. CPS, 
foster care, juvenile justice), and community-
based services. Staff work directly with 
behavioral health service providers to ensure 
alignment with school- and community-based 
delivery models to reduce barriers and increase 
access to care. 

From the individual school-level to the state 
policy-level, the BHSN has the opportunity to 
bring a diverse group of stakeholders together 
to increase equitable access to care for students 
in need. These collaborative efforts help inform 
the process and contribute to the development 
of models that can be replicated by other ESDs. 

CONTACT: 

Dr. Mona Johnson
Director
Student Support
mona.johnson@k12.wa.us
360-725-6050

WHAT WE KNOW: 
Healthcare transformation 
creates opportunity for increased 
regional coordination, facilitation, 
integration, and collaboration. 

ESDs can play a critical role during 
the healthcare transformation 
process and beyond, providing 
districts, schools, and families 
support to navigate the multiple and 
ever-changing pathways to care..

“I tried to put myself in the shoes of 
a school counselor trying to connect 
a youth to services in this new 
system...Having someone at the ESD 
who can help schools understand 
and navigate this system to connect 
youth to care is essential.”

Sara Ellsworth
Capital Region ESD 113 
Behavioral Health Systems 
Navigator

The BHSN collaborates with pilot sites, OSPI, districts, schools, community 
partners, and other stakeholders to increase access to behavioral 

healthcare services and supports. 

Camille Goldy
Behavioral Health & 
Suicide Prevention 
Program Supervisor
camille.goldy@k12.wa.us
360-725-6071
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