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Executive summary 
Engrossed Substitute Senate Bill 5092 (2021); Section 215(47) appropriated funds for the Washington 
State Health Care Authority (HCA) to convene a workgroup to develop a recommended teaching clinic 
enhancement rate for behavioral health agencies training and supervising students and those seeking 
their certification or license. This work should include developing standards for classifying a behavioral 
health agency as a teaching clinic, a cost methodology to determine a teaching clinic enhancement rate, 
and a timeline for implementation. The workgroup must include representatives from: 

• The Department of Health 
• The office of the Governor 
• The Washington Workforce Training and Education Board 
• The Washington Council for Behavioral Health 
• Licensed and certified behavioral health agencies 
• And higher education institutions 

To complete this work, HCA convened the workgroup of the representatives required above and executed 
a contract with Mercer Government Human Services (Mercer) to develop a teaching clinic enhancement 
rate, identify provider reimbursement strategies, and provide fiscal impact analyses in support of this 
proviso.  

Community behavioral health agencies invest significant time and resources into training, supervising and 
developing new clinicians only to lose them to higher-paying industry competitors once they complete 
agency sponsored supervision and become independently licensed. While these investments benefit the 
broader industry, community behavioral health agencies assume a disproportionate share of the costs, 
which may not be fully accounted for in the Medicaid rate setting process. This training function is vital for 
growing the workforce, but may not be sustainable at the current level of Medicaid reimbursement. 
Providers and their associations represented on the proviso 74 workgroup further believe that a Medicaid 
rate that more accurately reimburses for the costs of training could help reduce worker turnover and 
burnout, incentivize hiring, and increase access to services. 

The proviso formalized the structures around the teaching clinic model, directs the assessment of costs 
associated with the model, and directs the development of Medicaid funding strategies to sustain the 
model.  

Note: Mercer’s analyses do not reflect an actuarial analysis of an equitable fee reimbursement level. 
Stakeholders cautioned that Medicaid rates have not kept pace with the cost of inflation and an 
enhancement rate based on current rates may not achieve the goals of proviso 74. Mercer’s analyses and 
this report also do not address the potential need for non-Medicaid resources to support the cost of the 
teaching clinic role.   
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Background 
The behavioral health workforce crisis is a complex issue. There is not a single problem facing the industry, 
nor is there single solution that will fix it. Addressing the challenges will require investments, policy and 
regulatory changes, and collaboration at all levels. For this reason, the proposed enhancement rate in the 
Mercer report (Appendix A) will not by itself resolve workforce shortages. 

National employment trends are provided in this report to illustrate that workforce shortages are not 
limited to behavioral health or the broader healthcare industry alone. This information serves as a 
reminder that although additional funding may help slow worker turnover and incentivize workforce 
development, additional strategies will be needed to stabalize the workforce. Additional strategies may 
require statutory and regulatory changes, changes to licensing requirements, diversified funding 
strategies, including non-Medicaid resources, better alignment across payers, improved workflows and 
business practices, additional investments in evidence-based practices, alternatives to the traditional 
education pipeline, more effective DEI recruitment strategies, and retention strategies that focus on 
worker wellbeing.  
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Workgroup engagement  
Advance coordination 
In July of 2021, HCA met with the Washington Council for Behavioral Health and the Workforce Training 
and Education Coordinating board (WTB) to begin scoping the work for proviso 74 and identifying 
workgroup representatives. HCA convened the first workgroup meeting in August 2021. Between 
September and December 2021, HCA and the workgroup drafted teaching clinic and training standards 
based on the work group’s understanding of current clinic practices. To inform these draft standards, HCA 
developed a provider survey with support from Mercer and feedback from the workgroup. The survey 
solicited information about the service codes student interns and pre-licensed trainees were billing, cost 
and revenue differentials for interns and trainees compared to other employees, and supervision and 
other expenses related to training and supervision. 

Teaching clinic vision statement 
The workgroup representatives, led by the Washington Council for Behavioral Health, believed it was 
important to adopt a vision statement to guide the work under this proviso. They agreed on this 
statement:  

Community behavioral health agencies are recognized as Behavioral Health Teaching 
Clinics. These teaching clinics are highly desirable settings for students seeking 
professional education in behavioral health disciplines, for new graduates working 
toward licensure, and for seasoned professionals providing supervision and support to 
the next generation of clinicians. Statewide standards ensure excellence in supervision 
and promotion of best practices in clinical care for people with mental illness and/or 
addiction disorders. Behavioral health agencies are appropriately compensated for this 
role, thus contributing to system stability and accessibility.  

Provider surveys  
HCA developed a provider survey wth support from Mercer and feedback from the workgroup. The 
purpose of the survey was to obtain current information about the service codes that student interns and 
pre-licensed trainees are billing, cost differentials for interns and trainees compared to other practitioners, 
supervision and other expenses, and the impacts on productivity related to a teaching clinic model. After 
several iterations, HCA distributed the survey to 33 behavioral health agencies and encouraged the two 
provider associations on the workgroup to distribute it to their members, and encourage their 
participation. The Seattle Counseling Services also forwarded the survey to the King County provider 
network to encourage participation. HCA further encouraged association executives and other workgroup 
members to support their members and colleagues by providing technical assistance or referring them to 
HCA one-on-one technical assistance meetings. 

Completing the survey was a challenge. The provider agencies that participated in the survey receive 
Medicaid reimbursement through a variety of payment arrangements. Extracting cost and revenue data, 
by staff type, from these various payment arrangements was complex and required a high degree of 
technical experties and a significant time commitment. To support providers through this process, HCA 
hosted three survey walkthrough meetings, four technical assistance meetings, and met with providers 
one-on-one to support their participation. Seven providers turned in completed surveys. Although the 
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survey sample was small, the quality of completed surveys provided the information HCA and Mercer 
needed to develop enhancement rate assumptions. 

Note 1: upon their request, Federally Qualified Health Centers were invited to join the workgroup and 
participate in the surveys. They declined citing, “they work in an integrated model of care, so it would be 
almost impossible to estimate Cost to agency to deliver service and since most of our patients are coming 
with PMPM managed care contracts, Revenues Billed for service would not be inclusive of all the revenue 
associated with their work. Similarly, staff vacancy information would be misleading at an organizational 
level if the ask is mostly to BH-only agencies.” 

Note 2: After this report was submitted for HCA approval, one of the surveyed providers informed HCA 
that the survey data they provided was inaccurate. HCA scheduled a technical assistance session with the 
provider to update their information. This new information was sent to Mercer to determine if it would 
change the enhancement rate. Following their review, Mercer concluded that there would be no material 
change to the conclusions in their report.  

Teaching clinic standards 
A set of teaching clinic standards were initially developed by the proviso 74 workgroup and then 
expanded upon based on Mercer’s recommendations to align standards with education program 
characteristics, which include a minimum number of supervision hours; although, Mercer’s enhancement 
rate methodologies include compensation for teaching clinic staff to meet these supervision standards as 
well as compensation for the time required to interact with the educational facilities. 

Upon review of the expanded teaching clinic standards in this report, stakeholders expressed concern that 
they were over prescriptive, would likely increase the administrative burden on BHAs, and that they do not 
take into consideration the various characteristics of training program models. For example, small BHAs in 
rural areas may only have one supervisor to oversee all clinical staff, while other BHAs may have 
supervisors that only supervise and do not carry a case load. Stakeholders further commented that rigid 
standards may preclude small BHAs from being able to participate. 

Washington Council for Behavioral Health demonstration 
In 2021, the Ballmer Group gifted $38 million to various institutions to address the state’s behavioral 
health workforce shortages, including $1.1 million to the Washington Council for Behavioral Health 
(WCBH) to fund a demonstration project that will recognize, describe and test a formal teaching clinic 
classification for behavioral health agencies that provide training and supervision for students and post 
graduates seeking licensure. The project will identify quality standards and financing mechanisms for a 
rate enhancement, thus supporting essential training and supervision infrastructure at community 
behavioral health agencies (BHAs), improving the quality of clinical supervision, and sustaining this critical 
workforce development pipeline. The funds will be used to support subject matter experts in best 
practices for teaching, training, and supervision, as well as financial consultants experienced in Medicaid 
financing and alternative payment methodologies.  

WCBH launched the demonstration in the fall of 2022 and have identified six behavioral health agencies 
that are interested in serving as demonstration sites over the next two years. They will provide data and 
feedback necessary to enhance and build on the foundational work completed by HCA, the Mercer 
actuaries, and the Proviso 74 workgroup. The project will prepare a final report with recommendations to 
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share with HCA and the legislature. The Council plans to coordinate this demonstration in ongoing 
partnership with HCA.  

Stakeholder feedback 
Stakeholder feedback was encouraged and documented throughout the proviso 74 work. Their 
knowledge of BHA business operations, workforce challenges, and dedication to quality behavioral health 
services was invaluable, and their voices are reflected throughout this report, including WCBH feedback 
on the Mercer report, attached in whole (Exhibit B). 
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Employment trends  
National  
Workforce shortages are a national issue 
affecting American businesses of every size, 
across every industry, in every state.1 The 
Bureau of Labor Statistics (BLS), Job Openings 
and Labor Turnover Survey (JOLTS), reported 
that 47.4 million people quit their job in 2021 
compared to 42.1 million in 2019. While 
workers are quitting in record numbers, new 
hires remain strong and have exceeded quits 
since November of 2020. For example, the BLS 
reported that 4.2 million people quit their job 
in June of 2022 while new hires came in at 6.4 
million. Unemployment numbers remain low 
as well. 

According to many economists, people are not quitting the labor force, they are quitting their employer. 
Although the reasons for leaving vary, there are common themes. These include better wages and 
benefits, advancement and lateral opportunities, flexibility work arrangements, better work-life balance, 
remote work options, and a better workplace culture. Given worker attitudes in the current market, 
traditional recruitment and retention efforts may not be enough to attract or retain workers. 

These same trends are apparent in the community behavioral health industry in Washington. According to 
a 2021 survey by the Washington Council of Behavioral Health, turnover rates for CBHAs range from 28 to 
32 percent with an average time to fill master’s level positions at five months.2 Although modest increases 
in Medicaid rates will help workers and businesses, as mentioned above, it will not be enough by itself to 
resolve worker shortages. Legislators, funders, payers, and providers will need to work together in 
ongoing collaboration to address workforce shortages long-term.  

Washington behavioral health investments 
Over the 2021-2023 biennium the legislature appropriated $131,000,000 in provider relief and increased 
Medicaid rates by nine percent. These investments were specifically intended to address workforce 
shortages and the impacts of the COVID-19 public health emergency on Washington’s behavioral health 
industry. Although these investments provided critical resources at a time of significant need, they will not 
be enough to resolve the high turnover rates common in the community behavioral health workforce.  

 
 
1 https://www.uschamber.com/workforce/understanding-americas-labor-shortage 
2 https://www.thewashingtoncouncil.org/wp-content/uploads/2020/05/COVID-impact-
survey_wacouncil.pdf 
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Teaching clinic as a business model component 
Historically low Medicaid reimbursement rates have made it difficult for community behavioral health 
agencies, particularly small agencies and those in frontier and rural communities, to offer competitive 
compensation packages that attract new talent, retain current talent, or even maintain adequate staffing 
levels. 

“When clinics have the basic financial resources needed to cover their costs of care, they can 
provide more treatment to more individuals. Medicaid and Medicare reimbursement rates 
often require mental health and addiction providers to provide care at a financial loss.”3 

In lieu of attractive compensation packages, these agencies provide training, coaching and mentoring for 
new and prospective entrants to the workforce who are required to complete a significant number of 
supervised experience hours – typically between 1,500 and 4,000 hours over the course of multiple years. 
Some interns are paid a salary for their work, while others are not. Reasons for not paying an intern vary, 
but may include a cost-cutting strategy to reduce overhead, educational program requirements that 
prohibit compensation for students, lack of clear guidance that billing Medicaid for services provided by 
unpaid practitioners is allowable, or the risk of liability for employing unlicensed, low-skilled workers.  

Whether or not interns are paid a salary for their service, the training, supervision and mentoring provided 
by these agencies result in increased business costs. Some of these costs include increased employee-
related expenses for training, travel or equipment, and reduced agency productivity. 

Student interns and pre-licensed clinicians must complete supervised experience hours to graduate and 
become a fully licensed clinician. Behavioral health agencies with resources to provide these supervised 
hours benefit by recruiting entry-level workers at entry-level wages before industry competitors begin 
recruiting them. As a business model, it’s beneficial to the agencies and the workers who both get 
something they need to reach their goals. Like all business models, there are advantages and 
disadvantages for both parties. 

Advantages and disadvantages of a teaching clinic 
Behavioral health agencies that rely on Medicaid reimbursement typically have low profit margins. This is 
especially true for agencies that do not have diversified revenue streams to support business costs. In 
industry terms, low profit margins usually result in compensation packages at the lower end of the 
industry scale. Businesses that offer comparatively low compensation generally look to lower-skilled 
workers or less experienced workers, because they cannot afford to compete for more experienced 
workers. Similarly, less experienced workers need additional training and or education to compete for 
higher wage jobs within an industry. To acquire this training, they typically look for businesses willing to 
provide this training. Both benefit from the arrangement. 

It can take two or three years to develop and train new employees. A business model that relies on entry 
level workers to meet their workforce needs may experience lower employee productivity, higher 

 
 
3 BHECON-Behavioral-Health-Workforce-Fact-Sheet-2018.pdf 

https://www.bhecon.org/wp-content/uploads/2016/09/BHECON-Behavioral-Health-Workforce-Fact-Sheet-2018.pdf
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administrative costs related to training programs, and higher turnover rates in comparison to industry 
competitors.  

New practitioners generally complete supervised experience hours and become independently licensed 
clinicians in two to three years. After receiving their license, these new clinicians frequently look for more 
lucrative opportunities, which not only pay better, but are typically less demanding than community 
behavioral health settings. When fully trained workers leave for higher paying jobs, agencies lose their 
multi-year investment in developing these new clinicians.  

This business model also benefits industry competitors by feeding them with a steady supply of newly 
trained and licensed workers. Beneficiaries include large health systems, hospitals, state and county 
agencies, private practice, national telehealth firms, managed care organizations and institutions of higher 
education. 

While this business model serves as an effective recruitment strategy for community behavioral health 
agencies and a career ladder for workers, it comes at a cost to the agencies; a cost exacerbated by 
chronically high turnover, resulting from low wages, demanding work and administratively burdensome 
documentation and regulatory requirements. Apart from the past two years, Medicaid rates have 
remained relatively stagnant while the cost of living continued to go up. When the costs of this model 
exceed a BHA’s ability to meet overhead expenses, the ripple effect is tragic and widespread, impacting 
workers, communities, and vulnerable individuals in need of service. Signs of this became more evident 
during the PHE with an increase in facility closures, and providers turning down contracts. According to 
providers, many facility closures were due in part to their inability hire the necessary workforce. In cases 
where providers turned down contracts, even contracts that they had been operating for years, they cited 
a lack of workforce or an inability to sufficiently staff the program within the budget proposed in the 
contract.  

In addition to these cost pressures, behavioral health agencies face several pipeline challenges. For 
example, there are too few students entering the education pipeline to meet the workforce demand and 
too many workers leaving for more lucrative and less demanding opportunities. In addition, it can take six 
years to produce a single master’s level clinician, and another two or three years for licensure. A six- to 9-
year pipeline with high turnover and an insufficient supply is incapable of meeting the workforce needs – 
current or future. 

Other factors limiting the pipeline include the high cost of education, low earning potential within the 
industry, and a lack of alternative training pathways that provide low or no cost access to education and 
training. An example of an alternative pathway is an apprenticeship program, which allows individuals to 
earn a living while participating in training. Low and no cost options also reduce inequitable access for 
communities of color and low-income individuals who may not be able to afford the cost of education 
and who need to earn an income while participating in a multi-year training program.  
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Implementation timeline  
Timeline background 
The timeline for implementation will vary depending on factors such as legislative appropriations, CMS 
approval of directed payments, IT investments to develop an online application for teaching clinics, and 
whether this work will require a state plan amendment. 

 Figure 1: Teaching clinic implementation timeline  

 

Required actions 
• Legislative appropriation to fund the enhancement rate 
• CMS approval of directed payment 
• HCA application for provider registration 

o IT infrastructure 
o Approval process 
o Approval timeline 

• Washington Council for Behavioral Health demonstration project 
• MCO contract amendments with language for allowable uses of funding 
• Capitation rate development 
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Recommendations 
1. Projected cost of proviso 74 is $39 million to $60 million.  

Over the years, the state has used targeted Medicaid rate increases to support priority services to 
priority populations. Appropriations for a teaching clinic enhancement rate, targeting BHAs that train 
a significant number of prospective clinicians, could support the behavioral health workforce by 
ensuring that the cost of training new clinicians is financially viable, which in turn would support the 
pipeline into behavioral health careers. Based on Mercer’s analysis of current teaching practices, cost 
incurred and revenues generated, the number of interns and trainees in the pipeline, and the 
projected number of BHAs likely to qualify as a teaching clinic, Washington would need to 
appropriate between $39 million and $60 million annually, including federal match. This range may 
increase or decrease depending on the number of eligible clinics, students and interns. Alternatively, 
the legislature could decide how much funding to invest in this strategy and scale implementation to 
fit the appropriation. HCA would need CMS approval for directed payments to implement the 
teaching clinic enhancement rate. 

2. BHAs that do not compensate interns or trainees are not eligible for enhancement rate. 

Based on the proviso 74 provider survey of costs, revenues and current training practices, and 
compensation data from the US Bureau of Labor Statistics, Mercer concluded that BHAs that do not 
compensate their interns/trainees should be able to afford the cost of sponsoring them, without the 
teaching clinic add-on rate, by billing Medicaid for the services these staff provide. They further 
concluded that only when BHAs compensate their interns and trainees should the BHA receive the 
teaching clinic enhancement rate. Based on stakeholder feedback, some BHAs compensate 
interns/trainees for their service and some do not. While HCA is unable to quantify how many do or 
do not, BHAs that do not compensate interns/trainees may be missing out on the important benefits 
of the teaching clinic model, which is the opportunity to hire interns/trainees before their industry 
competitors do.  

Note: Upon review of this recommendation, stakeholders expressed opposition to the 
assumption in the actuary’s report that billing for Medicaid encounters performed by a 
student intern adequately addresses the cost incurred by supervising an unpaid intern. 
Stakeholders strongly recommend that additional consideration is needed to 
determine if this is accurate. 

3. Amend MCO contract for directed payment to qualifying teaching clinics and require providers 
to invest the revenue generated in training and supervising interns/trainees, and workforce 
development infrastructure.  

To ensure appropriations for a teaching clinic add-on payment are used for their intended purpose, 
HCA should seek CMS approval for directed payments, and amend MCO contracts to include 
language that requires MCOs to pass the enhancement rate funding through to approved teaching 
clinics and require providers use funds to support the teaching clinic model and investments in 
workforce development. Without this language, there is no incentive for providers to use the funding 
for the intended purpose. 
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4. Remove employment requirement in RCW 18.19 and WAC 246-810, and clarify HCA billing 
guidance for services provided by unpaid student interns and pre-licensed clinicians.  

Based on stakeholder feedback, some BHAs may not be billing Medicaid for services provided by 
unpaid interns/trainees due to unclear guidance. Mercer concluded in their report that if these BHAs 
were billing for services provided by unpaid interns/trainees, they should be able to afford the 
additional costs associated with sponsoring interns/trainees. Complicating this issue are Washington 
statutes and regulations that provide conflicting guidance regarding whether unpaid intern services 
may be billed under Medicaid. This issue is noted in the Mercer report below as well as in the 2020 
Proviso 57; Strategies for Enhancing the Behavioral Health Workforce Development report4. Changes 
to RCW 18.19 and WAC 246-810 to remove the requirement that Agency Affiliated Counselors must 
be employed would allow BHAs to bill for services provided by student interns and pre-licensed 
clinicians regardless of employment status, consistent with the State Plan and SERI guidance. 
Additionally, HCA should provide clear guidance and technical assistance on allowable billing for 
services provided by unpaid interns/trainees. 

5. Improve proposed teaching clinic standards using using evidence-based reviews. 

While the teahcing clinic standards in this report reflect minimum standards, more work is needed to 
develop standards that increase quality of care and best practices in supervision, including developing 
metrics to measure impact. HCA should use evidence-informed reviews of supervision practices to 
further inform the standards for a teaching clinic model. This review should include culturally 
responsive, evidence-informed clinical care as well as practices that address staff wellbeing and lead 
to better retention. To inform standards, HCA should collaborate with WCBH in the Ballmer Group 
funded demonstration project to identify best practices in supervision, training programs and care 
quality. HCA should develop these standards in a way that minimizes the administrative impact to 
BHAs, including monitoring against the standards.  

6. Reevaluate training program policies that disincentivize hiring.  

Universities, community and technical colleges offering behavioral health education programs should 
reevaluate policies that disincentivize hiring and paying student interns to better align with industry 
workforce needs. These disincentives may disproportionetly affect low-income students and students 
of color by limiting access to education and family-wage careers in the behavioral health field. 

7. Review regulatory, licensing, and supervision requirements to reduce unnecessary 
administrative burdens. 

As noted in this report, modest rate increases will not resolve the current workforce shortage. The 
state should consider a variety of additional strategies including but not limited to a review of 
regulatory, licensing, and supervision requirements, alignment across payer requirements, and other 
strategies that reduce administrative barriers. In addition to strategies to reduces these these barriers, 

 
 
4 https://www.hca.wa.gov/assets/program/strategies-enhancing-bh-workforce-development-
20201201.pdf 
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Washington providers could benefit from resources that address efficient business practices including 
improved workflows and effective retention strategies. 

8. Develop a framework for reevaluating FTE cost formulas in service contracts. 

Continuing contracts (those contracts issued to the same providers for the same services over 
multiple years) may be using outdated information to calculate employee related costs. For example, 
a contract for outreach services executed in 2016 to achieve X performance at X cost may not reflect 
current employee related expenses. Where they have authority, the DBHR should develop a 
framework for reevaluating FTE cost formulas in service contracts to ensure formulas reflect 
reasonable inflationary changes. HCA contract managers should use the framework to reevaluate FTE 
cost formulas when a contract is extended. 

Proviso 74 workgroup recommendations 
These recommendations were provided by the proviso 74 workgroup and may not represent the views of 
HCA. 

• While Medicaid is the primary payer for community behavioral health services, there are also 
programs and populations that are not covered by Medicaid but are equally in need of workforce 
development supports. A future step would be to assess the true total cost of functioning as a 
teaching clinic, and then determining which portion can be covered by Medicaid, and what other 
resources are needed to address the gap. This work can be pursued through the Ballmer Grant 
Teaching Clinic Demonstration Project, and possibly through future workgroup efforts.  

• There is a need to explore scaling of teaching clinic compensation to address clinic size, 
geographic location, and number of student and new graduates supported. Further consideration 
of a baseline level of reimbursement to meet basic standards, regardless of volume, would be 
helpful. This step would ensure inclusion of rural and urban, large and small clinics in supporting 
workforce development across the state.  

• Consider establishing the teaching clinic credential as a form of certification within the DOH 
behavioral health licensure WACs.  

• Designate HCA staff time to collaborate with Ballmer Grant Teaching Clinic Demonstration Project 
to be supported by proviso funding for 0.5 FTE. 

• Secure additional cost data and survey responses before seeking final approval from CMS for the 
directed payment for an enhancement rate for teaching clinic functions.  
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Proposed teaching clinic standards and billing 
guidlines 
Teaching clinic standards should accomplish two objectives: first to adequately compensate behavioral 
health agencies for serving as a training ground for the behavioral health industry in Washington, and 
second to enhance quality supervision and care standards. HCA, guided by Mercer’s analysis, and the 
workgroup collaborated to develop these minimum standards to achieve these objectives.  

Clinic eligibility 
A behavioral health teaching clinic will be aligned with the needs and requirements of higher education, 
comply with scope of practice regulations, and promote evidence-best practices in clinical care. Licensed 
and certified behavioral health agencies (BHAs) that primarily serve Medicaid eligible individuals with 
serious mental illness and/or substance use disorders are eligible to become a teaching clinic if they meet 
the following: 

• The behavioral health agency must be licensed and certified to provide behavioral health services 
under RCW 71.24.037. 

• The behavioral health agency must be enrolled with HCA or certified by DOH as a teaching clinic. 
• The behavioral health agency must primarily serve Medicaid eligible individuals. 
• Supervisors in a teaching clinic must meet the criteria for an approved supervisor as defined by 

Washington State Department of Health. 
• Supervisors in a teaching clinic must receive training in evidence-based practices. 
• The teaching clinic must provide two and a half hours of supervision time per week for interns. 
• The teaching clinic must provide two hours of supervision time per week for trainees. 
• Trainees must shadow licensed staff at least 20 hours over the first three months of employment. 
• Interns must shadow licensed staff at least 80 hours over the first two months of employment. 
• Interns must be under the supervision of a licensed behavioral health agency and an accredited 

educational institution or program. 
o The behavioral health agency must attest to having an active contract or agreement with 

an accredited educational institution or program. 
• The behavioral health agency must attest to having a formal training and shadowing program in 

place. The training program must meet regulatory standards and include the following minimum 
competencies: 

o De-escalation, crisis intervention and safety 
o Conflict resolution 
o Cultural competencies 
o Trauma informed care 
o Confidentiality and mandatory reporting 
o Documentation and compliance 
o Evidence-based clinical practices 

• Services provided must be within the scope of an approved training program. 
• The behavioral health agency must attest to having an adequate ratio of approved supervisors to 

interns and trainees. 

https://app.leg.wa.gov/RCW/default.aspx?cite=71.24.037
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Billing eligibility  
The teaching clinic enhancement rate or add-on payment may be billed for Medicaid services provided to 
Medicaid eligible individuals by:  

• A licensed supervisor or provider in an approved teaching clinic when an intern or trainee is 
physically present. 

• An intern or trainee when a licensed supervisor is physically present. 
• An intern or trainee in an approved training program while under the supervision of a licensed 

supervisor. 

Note: the enhancement rate may only be billed when an intern or trainee is paid a salary to provide 
service.    
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Appendix A: Mercer Actuarial Report 
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Appendix B: Washington Council for Behavioral Health 
feedback to Mercer report 
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