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Department of Social and Health Services
Evidence-based and Research-based Practices
Strategies, Timelines and Cost


Introduction

In accordance with ESSHB 2536, The Department of Social and Health Services (DSHS) and the Health Care Authority (HCA) shall report to the governor and to the appropriate fiscal and policy committees of the legislature on recommended strategies, timelines, and costs for increasing the use of evidence-based and research-based practices across the child serving systems of child welfare, juvenile rehabilitation, and children’s mental health services by                December 30, 2013.  The assessment must include prevention and intervention services provided through Medicaid fee-for-service and Healthy Options managed care contracts.  The report shall include recommendations for:

	(a) Substantial increases in Evidence Based (EBP) and Research Based     Practices (RBP) throughout Washington’s Child Serving Systems
	(b) Strategies to identify EBPs and RBPs that are effective, particularly with ethnically diverse communities, tribal governments, and rural areas.
	(c)  Strategies, timelines and costs for increasing use of EBPs and RBPs, and distinguishing between reallocation of existing funds and new funds needed to increase the use of these practices.
	(d) Substantial increases in the use of EBPs and RBPs for Biennium’s 2015-2017 and 2017-2019

The following report provides information on how the child servings systems of Behavioral Health and Service Integration Administration’s (BHSIA) Division of Behavioral Health and Recovery (DBHR), Children’s Administration (CA), juvenile courts,  the Juvenile Justice and Rehabilitation Administration (JJ&RA), and the Health Care Authority (HCA) plan to further the use of evidence based, research based and promising practices.  

Tribal Governments are open to the idea of implementing E/RBPs, they also reserve the right as a sovereign nation to be exempt from E/RBP legislative requirements.   This is based on the fact that not only have there not been a sufficient number of E/RBPs that have been normed for American Indian and American Native populations







Background

Children’s Mental Health

Over the last decade, a number of initiatives/circumstances, including legislation, have provided direction for improvements to the Children’s Mental Health System.  This includes Second Substitute House Bill 1088, passed in 2007, that provided clear policy direction for the children’s mental health system to rely to a greater extent on evidence-based practices.  This legislation established the University of Washington Evidence-Based Practices Institute (EBPI) and directed DSHS to contract for implementation of a wraparound model of integrated children’s mental health service delivery in up to four Regional Support Networks in Washington State.  In 2012, the passing of Engrossed Second Substitute House bill 2536, the basis for the development of this report, provided further direction regarding increasing evidence-based and research-based mental health services to children.  
Driving improvements to the Children’s Mental Health System also include the filing of a class action lawsuit, the receipt of federal grants, and an effort to improve how residential treatment is used in the continuum of care. 

In 2009, a federal Medicaid class action lawsuit, known as T.R. vs. Dreyfus and Porter, was filed that identified insufficient access to intensive home and community based services for children and youth with serious emotional disturbances.  In a collaborative effort between the DSHS/HCA and plaintiff’s attorneys a settlement agreement was filed with the court on August 29th, 2013.  The purpose of the Settlement Agreement is to increase access to intensive home and community-based mental health services to eligible children and youth funded by Medicaid.  Using research based Wraparound, within five years Wraparound with Intensive Services (WISe) will be implemented statewide.  Both the System of Care Grant and the Administration of Children and Families’ Creating Connections Grant provide an added emphasis on the use of EBPs.      

Since 2006, DBHR has implemented and assisted Regional Support Networks (RSNs) and providers in developing and implementing the following evidence-based programs:
· Trauma Focused – Cognitive Behavioral Therapy (TF-CBT);
· Cognitive Behavioral Therapy (CBT) for Anxious children;
· Cognitive Behavioral Therapy (CBT) for Depressed children;
· Cognitive Behavioral Therapy (CBT) for Behavioral;
· Wraparound;
· Dialectical Behavior Therapy (DBT); 
· Multi-Dimensional Treatment Foster Care (MDTFC); and
· Multi-Systemic Therapy (MST)

DBHR provided assistance by funding training to RSNs and Community Mental Health Agencies on specific EBPs and by funding capacity for fidelity reviews. Additional resources will be utilized in the years to come, through the above mentioned initiatives that will further expand the state’s use of EBPs for children and youth across Washington State and within tribal and urban health Indian programs.

Child Welfare

Children’s Administration began implementing EBPs in 2005, and has been committed to expanding the number and scope of evidence-based programs since that time.  The Children’s Administration began purchasing evidence-based and research-based programs, along with fidelity monitoring, in 2006.  CA has implemented the use of evidence-based and research-based programs consistent with the 2003 Washington State Institute for Public Policy’s (WSIPP) findings that evidence-based programs must be implemented with on-going quality assurance (i.e. fidelity monitoring) in order to achieve the researched outcomes of evidence-based programs.  With a consistent focus on sustainability and expansion of evidence-based programs since 2006, CA currently purchases seven evidence-based and research-based practices that are identified on the Inventory of Evidence-Based, Research-Based, and Promising Practices prepared by WSIPP:
· Functional Family Therapy;
· HomeBuilders;
· Incredible Years;
· Multi-Dimensional Treatment Foster Care;
· Parent Child Interaction Therapy;
· SafeCare; and
· Triple P – Level 4, Pathways, and Teen

Juvenile Justice

The Washington State juvenile justice system has been utilizing researched based and evidence-based programs since the mid-1990s.  In the mid-1990’s, JJ&RA introduced the use of mentoring and Dialectical Behavioral Therapy (DBT) on a small scale.

In 1997 the Washington State Legislature began to significantly invest in juvenile justice evidence-based programs by passing the Community Juvenile Accountability Act (CJAA).  The Washington State Institute for Public Policy (WSIPP), in collaboration with the juvenile courts and JJ&RA, identified a range of effective approaches that cost effectively reduced juvenile offender recidivism.  All of the programs that were identified then are still being utilized within the juvenile courts today.

The Juvenile Justice and Rehabilitation Administration (JJ&RA) and the Juvenile Courts have continued to improve the program delivery system.  In 2002, the JJ&RA implemented a new parole model based on the core elements of Functional Family Therapy (FFT) called Functional Family Parole (FFP).  In 2003, as recommended by WSIPP, program quality assurance was developed and implemented to ensure individual treatment programs were being delivered with fidelity.  As the needs of our clients have changed the juvenile justice system continues to adapt.  As a result of a growing trend of youth with co-occurring substance abuse and mental health disorders in the juvenile justice system, the Family Integrated Transitions (FIT) program was added to the menu of program options for JJ&RA in 2002 and in the juvenile courts in 2008.  

The following juvenile justice programs will be included in this baseline assessment:
· Aggression Replacement Training (ART);
· Coordination of Services (COS);
· Dialectical Behavior Therapy (DBT);
· Functional Family Parole (FFP) 
· Functional Family Therapy (FFT);
· Family Integrated Transitions (FIT);
· Multi-Dimensional Treatment Foster Care (MDTFC); and
· Multi-Systemic Therapy (MST)

Health Care Authority

The Health Care Authority Medicaid program covers mental health counseling services for children (clients18 years of age and younger with services being available to anyone 18-20 years of age under EPSDT provisions), psychiatric services by psychiatrists and psychiatric ARNPs and Psychological testing by psychologists 

The following mental health professionals, as defined in RCW 71.34.020 and licensed by the Department of Health (DOH), may provide and bill the agency fee-for-service for the counseling benefit for mental health services to children: 
Psychologists, Psychiatric Advanced Registered Nurse Practitioners, Licensed Independent Clinical Social Workers, Licensed Marriage and Family Therapists and Licensed Mental Health Counselors.  These providers must certify that they have two years of experience working with children before they can be enrolled as a provider for Medicaid.  Currently HCA does not require E/RBPs to be provided as a condition for providing these services.




An Overview of what has been done 

Washington’s child-serving systems (BHSIA, CA, JJ&RA & HCA) are working toward achieving the legislature’s vision of increasing evidence and research based practices (E/RBPs).  It is expected that the programs and services we select demonstrate through data and outcomes that they are achieving positive results.  It is also expected that we use evidence-based practices where they exist and are appropriate. 

Families, children and the general public are demanding accountability within the child-serving systems that are designed to meet behavioral/emotional needs. Mandating the use of evidence-based, research-based and promising practices is a movement toward accountability within Washington’s child serving systems which will produce outcomes that will benefit children.  Lack of accountability was highlighted by Research Review when they wrote, “…too often programs continue to run without ever showing that what they do works for the children and families they serve.  A program may appear on the surface to work and logically should work, but when formally evaluated it may show no results or may in fact be harmful to the population it serves.”[footnoteRef:1] [1:  Williams-Taylor, L. (September, 2007). Research Review: Evidence-Based Programs and Practices: What Does It All Mean? Children’s Services Council of Palm Beach County, 2300 High Ridge Road, Boynton Beach, FL 33426.  Retrieved from: http://www.evidencebasedassociates.com/reports/research_review.pdf.
] 


 Implementing these changes will allow Washington State and its partners to offer the best possible programs and services, in the most convenient locations and at the time the consumers’ need it. Infusing these practices into our current service framework will take both time and money, along with a willingness to make the shifts necessary to see the positive outcomes that can come from such a change.  In cooperation with our partners we can achieve these great outcomes together. 

Since the passage of ESSHB 2536 in the 2012 legislative session, there has been a collaborative effort in moving forward the mission of increasing evidence-based and research-based practices within Washington’s child serving systems.  Together DSHS (BHSIA, CA, JJ&RA), HCA, WSIPP, and the EBPI have worked on producing the following work leading us to this report:

· WSIPP and EBPI updated the definitions of evidence-based, researched based and promising practices. (Inventory of Evidence-Based, Research-Based, and Promising Practices, Page 4)
· WSIPP has created an inventory of evidence-based, researched-based and promising practices that applies the new definition and looks at the cost benefit and heterogeneity of the practice.  To date there have been three inventories published September 2012, January 2013 and June 2013.  
· DSHS and HCA created an Evidence-based and Research-based Baseline Report that was submitted to the legislature on 06/30/2013.  
· BHSIA, CA and EBPI created a baseline report brief to highlight the work that has occurred to date.
· The establishment of a HB 2536 advisory committee that will represent diversified Tribal Governments and stakeholders.  DSHS and HCA will actively be involved in this advisory committee.

Training and Fidelity—an essential requirement for successful implementation of E/RBPs
(there is a cost/resource related to provider training and fidelity infrastructure)  (KISS principle)

· Training
· Resource intensive
· Time Intensive
· Education of staff
· Education of providers
· Cost to model developer
· Turn over
· We have to do fidelity within Washington State (WSIPP quote?)
· DSHS/HCA come to a common approach to implementing  Fidelity (principles and standards—WSIPP report 2003)

We are going to need independent research support to insure outcomes

One of the essential pieces needed when implementing a successful evidence-based or research-based practice is fidelity.  Fidelity (sometimes called adherence or integrity) to the prescribed model demands structure and replication with an overall goal of effective and positive outcomes.  

Implementing E/RBPs does have an increased cost associated with both the provider training and infrastructure needed to sustain the change within an organization.  This was highlighted by Aarons, Hurlburt, and Horwitz in 2010 when they indicated:

“Just as usual care services must be funded, sustaining EBP after initial implementation requires a commitment to ongoing funding.  Funding can be dedicated to the support of the particular practice or can be allocated more generally for supporting the services—and associated organizations and staff—in the implementation setting.  However, some additional costs are generally associated with EBP that go beyond usual services such as costs associated with monitoring the fidelity with which an intervention is delivery and then providing relevant feedback, coaching, or support to service providers.  Additional costs are also associated with training new staff in the EBP and, in many cases, supporting staff until they are certified in the practice.  These can be a particularly critical issue in public sector service organizations where turnover rates can range from 20% to 50% annually.   A concern for many service systems is supporting EBPs—that are generally more costly to deliver than usual care services—while reaching clients in need.  This translates into a challenge for service organizations that have to balance providing high quality care while meeting productivity requirements.” (Aarons, Hurlburt, Horwitz, December 2010)(citation needs work: Outlook:fidelity file---Advancing a Conceptual Model of Evidence-Based Practices Implementation in Public Service Sectors)

Literature has strongly emphasized the necessity of competent delivery and fidelity. The Washington State Institute for Public Policy (WSIPP) found that when programs do not adhere to the original design, they can fail.  In fact, they found that juvenile justice programs can increase the recidivism rates of participants when they are delivered poorly[footnoteRef:2] Many researchers have shown that providers tend to stray from an EBP model over time and when they do, the beneficial results of the EBP tend to be reduced[footnoteRef:3] (e.g., Schoenwald, Henggeler, Brondion, & Rowland, 2000). In sum, providers who are not competent will not be able to deliver EBPs, and without some support for adherence to the contents of the EBP it is likely that providers will drift away from the EBP model. [2:  Barnoski, R. (2004) Outcome evaluation of Washington State’s research based programs for juvenile offenders. Document No. 04-01-1201)Olympia, WA: Washington State Institute for Public Policy.
]  [3:  (need still)] 



· December 2003 Juv justice—speaks to fidelity
· Turn over—large (CA/MH)—time money spend retraining
· Require more of providers but not really paying them more
· Basic 







(there is a cost/resource related to provider training and fidelity infrastructure)






Administration’s Philosophy for serving children and families

Each administration and HCA has a unique way in which they serve children and families.   This also drives decision making in how E/RBPs are selected and implemented within each organization.

Children’s Mental Health:

The Behavioral Health and Service Integration Administration (BHSIA), Division of Behavioral Health and Recovery, along with our community, state and national partners, is committed to providing evidence-based, cost-effective services that support the health and well-being of individuals, families and communities in Washington State.  To guide this work and provide a framework for both BHSIA and our system partners when serving multi-systemic children/youth, the Washington State Children’s Behavioral Health Principles have been adopted. These principles are grounded in System of Care values.  
[image: Youth and Family Voice and Choice][image: cid:image003.png@01CE9E74.625BC760]
Family and Youth Voice and Choice: Family and child voice, choice and preferences are intentionally elicited and prioritized during all phases of the process, including planning, delivery, transition, and evaluation of services. Services and interventions are family-focused and child-centered from the first contact with or about the family or child.

Team-based: Services and supports are planned and delivered through a multi-agency, collaborative teaming approach. Team members are chosen by the family and connected to them through natural, community, and formal support and service relationships. The team works together to develop and implement a plan to address unmet needs and work toward the family’s vision.

Natural Supports: The team actively seeks out and encourages the full participation of team members drawn from family members’ networks of interpersonal and community relationships (e.g. friends, neighbors, community and faith-based organizations). The care plan reflects activities and interventions that draw on sources of natural support to promote recovery and resiliency.

Collaboration: The system responds effectively to the behavioral health needs of multi-system involved children and their caregivers, including children in the child welfare, juvenile justice, developmental disabilities, substance abuse, primary care, and education systems. 

Home and Community-based: Children are first and foremost safely maintained in, or returned to, their own homes. Services and supports strategies take place in the most inclusive, most responsive, most accessible, most normative, and least restrictive setting possible.

Culturally Relevant: Services are culturally relevant and provided with respect for the values, preferences, beliefs, culture, and identity of the child/youth and family and their community.

Individualized: Services, strategies, and supports are individualized and tailored to the unique strengths and needs of each child and family. They are altered when necessary to meet changing needs and goals or in response to poor outcomes.

Strengths-based: Services and supports are planned and delivered in a manner that identifies, builds on, and enhances the capabilities, knowledge, skills, and assets of the child and family, their community, and other team members.

Outcome-based: Based on the family’s needs and vision, the team develops goals and strategies, ties them to observable indicators of success, monitors progress in terms of these indicators, and revises the plan accordingly. Services and supports are persistent and flexible so as to overcome setbacks and achieve their intended goals and outcomes. Safety, stability and permanency are priorities.

Unconditional: A child and family team’s commitment to achieving its goals persists regardless of the child’s behavior, placement setting, family’s circumstances, or availability of services in the community. The team continues to work with the family toward their goals until the family indicates that a formal process is no longer required.



Child Welfare:


Juvenile Justice:


Health Care Authority:


Feedback and Subsequent Planning

Stakeholder feedback

DSHS has engaged its stakeholders across multiple administrations and communities regarding the implementation of HB 2536 and some of the common themes across the administration that were heard were: 

· Cost
· Fidelity
· Lower caseloads
· Cultural/ethnic piece
· Jjra-engage youth and family, experts in diverse community, ongoing dialogue, fysprt engagements
· Unknown impacts on disproportianlity and culture—not being studied when developed/ make sure that all programs work for all kids.
· Access to service (ebps) is as equitable as possible to all children/youth across the state of washington.

Tribal Feedback

In honoring the unique government to government relationship between the State of Washington and Tribal Governments and Recognized American Indian Organizations, DSHS and HCA have sought out consultation with the tribes through a formal consultation process.  The following is a summary of the information shared during the consultation process:  

Tribes have shared that there are limited Evidence-based, Research-based and promising practices that have been tested in tribal communities.  The range of Washington’s tribal communities (urban, rural and frontier) adds another level of complicity to finding E/RBPs that have been adequately normed for tribal communities.  What is known is that a cookie-cutter approach to services does not work.  E/RBPs are expensive to implement and maintain.  For any E/RBP to be effective there has to be ongoing fidelity monitoring and technical assistance—this is an additional cost to the actual service provision.  For those practices that may exist other barriers come into play,  including conflicts with the primary funding streams Tribes use for providing Behavioral Health services, including; Indian Health Services, Medicaid, tribal and state.

There needs to be an explicit acknowledgement that Tribes know what works best in a tribal community and that a pilot project or study that works in one Tribal community may not necessarily be easily replicated in another.  Each tribe in Washington has its own rich and unique history, culture and traditions.  It is essential for the development of culturally appropriate and responsive providers for Behavioral Health services that interact with the tribes directly.

Tribes also shared that E/RBPs are not a panacea.  The Tribes have a strong interest in looking at current Tribal practices and pursuing them as promising practice.  Through this process find what will fit within the current Tribal Health system and make adjustments as necessary to keep the core practice.  A key concern expressed is that if Tribal practices are explored and operationalized, the practices keep the integrity and feelings that come inherently with cultural and spiritual practices—and not lose them through the academic manualization process. Keeping in mind who we are serving and the goal of healing individuals.

In collaboration with the Tribes DSHS and HCA will initiate discussions to explore implementing elements of effective E/RBP programs for tribal youth to ensure the research based components of the models will meet the cultural and spiritual aspects unique to each Tribe. 



Subsequent Planning  (pull together the two and use bullets

Fidelity applies to all
 (infusing EBP in all areas of the state)  
(EBPs that are able to be culturally/ethnically responsive)

		Informed by Cultural and Ethnic Diversity



· Recruit a diverse workforce able to effectively deliver services and meet the needs of diverse populations in the communities we serve. This includes ability to respect and serve families where there is diversity in religion, sexual orientation, gender identity and expression, language, race, ethnicity, and culture. (uban rural? Socioeconomic?)

· Provide the resources needed to support practitioners to be able to meet the diverse needs of the family they serve.   

· Continue to seek ways to enhance current approaches and services to meet the needs of children, youth, and families. 



Opportunities and Challenges facing each system

Implementing change with current practices not only takes commitment and time, but also comes with opportunities and challenges unique to each systems within DSHS and HCA.

DSHS and HCA common ThemesOpportunities: 

Better outcomes for youth and families
Moving toward consistency and standards that will provide effective programs across the state.
Better use of tax payer dollar—invest in programs that ultimately create better outcomes and inturn savings down the road.
Better align training and quality control standards across DSHS and HCA
Finding efficiencies across DSHS and HCA to partner in funding allowing for maximum impact in purchasing.
 

Challenges:  

 (workforce turnover)—recruit, training, maintaining 
(cost/resources related to provider training)
 (a workable fidelity infrastructure)
Availability of trained and certified providers in light (Obama care)



Children’s Mental Health (BHSIA)

Opportunities:

· Less re-referral of individuals for services as their concerns are better addressed the first time.
· Using E/RBPs can lower the length of stay in service.
· Providing services that are supported by research will increase effectiveness and will increase positive outcomes. 
· Creates an opportunity to enhance and convert service models within contracts.
· Positive engagement with clients and families when administering a science based model.  Provides tangible treatment steps which in turn bring stress reduction.
· Easier collaboration with community members.  Having a research based product is compelling when speaking about treatment.
· Potential to collect data measuring outcomes for Performance Based Contracting and Performance Improvement Plans (PIP).

Challenges:
· High expense for Certified Mental Health Agencies (CMHA)—practitioners get trained and then leave public service.
· High turnover at CMHA leads to increased expense.
· Rural/Frontier communities have a smaller capacity.  If a small agency is at capacity, how would the provider meet the need for a specific E/RBP?
· E/RBPs are not always a working model within group therapy.  
· E/RBPs may not fit the population we work with since the evaluation of the practice was tested in areas that do not match the RSN population served. 
· Particular E/RBPs team based models may not have the right people in the right positions when the model requires consistent staffing. 
· Adaptability—with a cultural/ethnic lenses
· Agency Culture—agencies need to have an infrastructure and values infused through the entire organization. Need to have administration; E/RBPs tend not to be sustainable if only supported by the clinical level of staff in a CMHA.


Child Welfare (CA)

Opportunities

Challenges

Juvenile Justice (JJ&RA)

Opportunities 

Challenges

Health Care Authority (HCA)

Opportunities 

Challenges















Behavioral Health and Services Integration Administration (BHSIA)

Cost

With the introduction of E/RBPs, costs will increase.  The exact dollar amount is difficult to project considering the changing landscape of both medical and behavioral health care.  Certain fixed costs are associated with any E/RBPs introduced into the service array. Adequate funding is critical to the success of the E/RBPs.  Fixed costs associated with implementation and maintenance of a modality, and the awareness of these items helps us understand the total cost increase that will likely occur when introducing these services.  Some of those fixed costs include:

	· Training
	
	· Materials Manuals

	
	
	

	· Re-training
	
	· Monitoring practice (internal/external)

	
	
	

	· Local implementation costs
	
	· Adaptation for underserved populations and changing service climates

	
	
	

	· Licensing fees
	
	· Infrastructure implementation

	
	
	

	· Staffing
	
	· Analytical/Decision Support



· Ongoing supervision and coaching to a specific model

Since the majority of BHSIA’s behavioral health services are provided through the RSN’s who contract with mental health agencies, it is important to understand the unique pressures an agency director faces when implementing changes that affect the day-to-day delivery of services.  In addition to the items listed above, Agency directors look at many areas and how it affects their business model, including cost, while holding the standards of providing high quality services. These areas will be subject to discussion when the RSN’s contract for public mental health with these agencies.  Some of those items are:

· Does the E/RBP model have a manual that will fit the local culture and language?
· Is the purveyor of the E/RBP local to the area to provide the assistance needed with implementation?
· Has implementation of a particular E/RBP taken into consideration the cost of ‘non-billable hours’?
· Cost associated with Economy of Scale—larger areas will have an easier time implementing E/RBPs while smaller communities will struggle in meeting a mandate due to the low census of a community.  Time away to train can severely disable an agency.
· Licensing rules of certain E/RBPs can tie the hands of an organization due to the caseload size mandates—thus, leading to extra costs.
· The cost of working within a unionized work environment.  Collective Bargaining Agreements mandate structures that may be cost prohibitive to agencies when working on adopting certain E/RBPs, or E/RBPs may require service staff outside of routine agreements.
· What is the “true” cost of implementing E/RBPs?

As indicated by Suzanne Kerns, PhD, of the University of Washington:

“…decision-makers such as state policymakers and agency directors are likely to have little information about the full, “true” cost of adopting an EBP. Even EBPs with “price tags” provided by purveyors of specific EBPs do not typically include estimates of the most expensive elements of program adoption, such as the cost of local staff time, fringe benefits, decreases in initial productivity, ongoing program marketing, and necessary investments in information and data systems. Extant cost studies for children’s EBPs generally focus on cost-effectiveness of particular interventions or the per-person cost of providing treatment (e.g., (Aos, 2004; Blonigen et al., 2008; Edwards, Ceilleachair, Bywater, Hughes, & Hutchings, 2009; Foster, Olchowski, & Webster-Stratton, 2007; Jensen et al., 2005). To our knowledge, a comparative cost analysis that systematically examines the costs of implementing children’s mental health EBPs, and the organizational, system, and programmatic factors that impact those costs, has not been conducted.”[footnoteRef:4] [4:  Aos, S. (2004). Washington State’s Family Integrated Transitions Program for Juvenile Offenders: Outcome Evaluation and Benefit-Cost Analysis. Olympia: Washington State Institute for Public Policy.
Edwards, R., Ceilleachair, A., Bywater, T., Hughes, D., & Hutchings, J. (2009). Parenting programme for parents of children at risk of developing conduct disorder: cost effectiveness analysis. British Medical Journal, 334, 682.
Foster, E. M., Olchowski, A. E., & Webster-Stratton, C. H. (2007). Is stacking intervention components cost-effective? An analysis of the Incredible Years program. Journal of the American Academy of Child and Adolescent Psychiatry, 46, 1414-1424.
Jensen, P. S., Garcia, J. A., Glied, S., Crowe, M., Foster, M., Schlander, M., et al. (2005). Cost-effectiveness of ADHD treatments: Findings from the Multimodal Treatment Study of Children with ADHD. American Journal of Psychiatry, 162,1628-1636.
] 


The University of Washington Evidence Based Practices Institute in a February 2011 survey to mental health providers also found that:

“…Despite the broad interest in training for evidence-based practices, most survey respondents indicated that they have a limited capacity to be able to pay for training and, as the costs of training increase, the number of clinicians who would reasonably receive training decreases.  Therefore, balancing costs and considerations of reach must be balanced when considering program dissemination efforts.  Furthermore, cost associated with training, particularly for programs whose purveyors tightly control training costs (which is the majority of the programs).  Identifying additional support to supplement agency or provider contributions may be necessary to ensure adequate training reach.  An additional, more systematic approach might include provision of incentives for agency procurement of training for staff in evidence based practices.”[footnoteRef:5] [5:  Kerns, S., Kisicki, M., Lee, T., Rivers, A. & Trupin, E. (2011), Supporting & Expanding Evidence Based Practices in Washington State, A survey of Public and Private Children’s Mental Health Practices, p 10.] 


Understanding the costs related to implementing models gives a glimpse into the possible overall cost increase in operationalizing many E/RBP within the current service delivery system for children’s behavioral health services.  With this knowledge it is easy to see that projecting future cost is not an easy task and would not truly represent the projected increased cost in the of  2015-2017 and 2017-2019 bienniums.  

To better understand the effects of increasing evidence and research based practice within BHSIA will require a multi-phased effort across multiple bienniums to make thoughtful and purposeful changes.  This three phase process will allow BHSIA to work collaboratively and broadly with it partners in creating an action plan and cost structure that will produce an effective, productive and sustainable effort.











Study—examine the landscape of current services and ‘gaps’ within children’s behavioral health and the ‘true cost’ impacts on provider agencies when implementing E/RBPs. 
Build—informed by the study, select and operationalize practices into the current service array to build capacity across the entire state.
Maintain—develop a cost structure that funds the long-term sustainable implementation into the future.



Study

Within this biennium the Behavioral Health and Services Integration Administration in partnership with the Evidence Based Practice Institute will conduct a ‘Gaps Analysis’ study to examine areas within the state that are at a discrepancy in interventions to meet identified needs compared to the rest of the state.  

The ‘Gaps Analysis’ study will focus on the following: 

· Identify large groups of individuals that are not being served 
· Examine within each area the unique ethnic/cultural needs that require  adaptation to current E/RBPs 
· Explore communities and geographical areas that do not have E/RBP services 
· Determine large diagnostic categories that may not have E/RBP treatment modalities currently in place 
· Examine the unique needs of rural and frontier communities

We will also partner with the University of Washington’s Evidence Based Practice Institute to conduct a ‘True Cost’ study with a focus on:

· Exploration phase, initial implementation phase (materials/data systems/updating forms), full implementation phase (turn over, fidelity monitoring, marketing, Adaptation/sustainability phase (tweak and adapt to meet the need unique population)
· The program structure and intensity in relationship to the implemented E/RBPs.
· The unique cost structure that drives service delivery within a provider system.
· the ‘billable’ and ‘non-billable” tasks when implementing a program within an agency.
· Economy of Scale and the effects of metropolitan and rural settings.
· the impact of:  lower caseloads, training dollars, turnover, coaching/supervision, supervisor training, unions, workforce development, and any other unforeseen impacts on ‘true cost’.

The outcomes of this study will provide input to the legislature as to the real cost incurred to the system to implement and sustain E/RBPs throughout the state.

Build

Upon completion of the GAPS Analysis the Behavioral Health and Services Integration Administration in partnership with the Regional Support Networks will create an action plan that will address identified needs.  E/RBPs will be selected or endorsed to meet the needs of identified large populations of underserved to insure that programs are available in the areas needed.

The current focus for FY 2013-2014 is to continue to work on rolling out WISe and continue to build up on TF-CBT and CBT+ investment within the state that has already begun.  This focus will cover over 80% of the children/youth that present with the RSN system and meets the needs of cultural, ethnic, community diversity.

Maintain

In order for any evidence based practice to remain sustainable over time, it must eventually be built into the mainstream rates paid to the Regional Support Networks to provide the expected services, maintain a well-trained workforce, and provide for the monitoring the standards set forth by the practice.  BHSIA intends to work with its Actuary to build standards into the capitated payments for all Medicaid eligible clients sufficient to sustain the practice over time and embed the costs into the Medicaid benefit to maximize its ability to receive federal match for the established practice.  Over time, training and monitoring which by themselves are not matchable, become part of administrative costs and are then matchable through Federal Medicaid.

NOTE: Future Drivers to Evidence Based Practices-Federal Block Grant Funding
(may need a home/not sure yet)

The Substance Abuse and Mental Health Services Administration (SAMHSA) awards the State of Washington Federal Block Grant funding that supports many projects and initiative within the Behavioral Health Services and Integration Administration.  This process of awarding the funds requires a biannual application process that requires BHSIA to respond to questions that drive the direction of spending within the state.   In the FY 2014—2015 cycle federal block grant officers have required five percent of the award be spent on evidence-based practices.  In the narrative section of the application it say,

“N.2. Evidence Based Prevention and Treatment Approaches for the MHBG (5 percent)

States are being asked to utilize at least five percent of their MHBG funds to award competitive grants to implement the most effective evidence-based prevention and treatment approaches focusing on promotion, prevention and early intervention…”  

Within the Federal Block Grant funding allocation there are fixed and flexible categories.  Of the fixed categories five percent (5%) must be dedicated to Administration and twenty percent (20%) must be dedicated to Children’s Services.  This leaves seventy-five percent (75%) to work within to make the necessary changes as set forth by SAMHSA.  BHSIA is aware that this change will change the internal and external funding structure of evidence base practice while at the same time it will reinforce and build upon the goal of increasing E/RBPs within prevention and treatment. 

Evidence Based Practices Expansion

At the time of the June 30, 2013 baseline report BHISA was challenged in capturing data for the baseline assessment.  Providers bill for services of Medicaid children’s mental health clients in the Provider One System.  At that time services were listed by type of service provided but not by the program utilized, like an evidence-based practice.

To capture the number of children participating in evidence-based and research-based practices a survey was developed which was sent to providers in December, 2012.   Providers were asked to list evidence-based and research-based practices they were carrying out, the number of children participation, and the level of fidelity for the practices.


Children’s Mental Health 
	Practice
	Participants

	Parent-Child Interaction Therapy
	42

	Dialectic Behavior Therapy (DBT)
	40

	Cognitive Behavioral Therapy (CBT) for Anxious Children
	494

	Cognitive Behavioral Therapy (CBT) for Depressed Adolescents
	44

	Full Fidelity Wraparound for Youth
	197

	Cognitive Behavioral Therapy (CBT) – Based models for Child Trauma
	187

	Cognitive Behavioral Treatment Plus (CBT-Plus)
	114

	Total
	1,118


TABLE 1
To estimate the number of children participating in evidence-based and research-based practices, a survey was developed and sent to providers in December, 2012.  Providers were asked to identify the evidence-based and research-based practices they are using, the number of children participating, funding sources and the level of fidelity for the practices.  The information in Table 1 represents programs that are solely RSN-funded, monitored for fidelity, and for which agencies reported the number of children and/or youth served in FY 2012.

Ninety-four percent (94%) or 175 (from 37 counties) of the 186 children’s mental health treatment providers responded to the survey. (Survey used for the baseline report—xx/xx/xxxx)

 The survey for the baseline report produced useful information, but also highlighted a need for a better data tracking system that would provide a capturing of what services were being provided within children’s behavioral and mental health on a daily basis.  BHSIA addressed this issue by adding a three digit modifier code in Provider One.  The three digit modifier code references evidence-based and research-based practices listed on the Inventory of Evidence-Based, Research-Based and Promising practices published by the Washington State Institute for Public Policy.  To enable better tracking of the number of E/RBPs utilized in the state and the number of children receiving these services, providers were asked to complete the coding when entering data into their reporting systems. This reporting system took effect in April, 2013 and language has been added to Regional Support Network contracts to support the change in reporting to create a more reliable stream of data coming from providers.  Below is a capturing of the Children’s Mental Health Evidence Based Practices as of 08/30/2013.
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The information presented above represents data reported through the CIS database.  As part of the improvement process described in this report RSNs and providers are using the Provider One system to report EBP services.

	
EBP Services Reported in Provider One by RSN

	
	
	

	RSN
	Cleints EBP 
	

	PENINSULA
	201
	

	CHELAN/DOUGLAS
	11
	

	GRAYS HARBOR
	6
	

	CLARK
	0
	

	GREATER COLUMBIA
	0
	

	KING
	0
	

	N. CENTRAL
	0
	

	N. SOUND
	0
	

	PIERCE
	0
	

	S. W. (COWLITZ)
	0
	

	SPOKANE
	0
	

	THURSTON
	0
	

	TIMBERLANDS
	0
	



Need some type of lead in or discussion paragraph
	Outpatient CD Treatment EBP By Governing County
	
	

	Youth Patients Reported as Receiving an EBP between 7/1/2012 and 6/30/2013 

	
	
	
	
	

	Governing County
	# youth 
receiving 
EBP
	# Youth
 (<= 20 yrs) 
receiving any
 CD Service
	% of youth
 receiving CD
 EBP Services

	Adams
	0
	14
	0.00%

	Asotin
	0
	22
	0.00%

	Benton
	0
	252
	0.00%

	Chelan
	0
	186
	0.00%

	Clallam
	23
	239
	9.60%

	Clark
	0
	437
	0.00%

	Columbia
	0
	3
	0.00%

	Cowlitz
	0
	169
	0.00%

	Ferry
	0
	9
	0.00%

	Franklin
	0
	208
	0.00%

	Garfield
	0
	1
	0.00%

	Grant
	0
	35
	0.00%

	Grays Harbor
	18
	221
	8.10%

	Island
	1
	40
	2.50%

	Jefferson
	0
	25
	0.00%

	King
	0
	1746
	0.00%

	Kitsap
	0
	295
	0.00%

	Kittitas
	0
	36
	0.00%

	Klickitat
	0
	18
	0.00%

	Lewis
	0
	169
	0.00%

	Lincoln
	0
	19
	0.00%

	Mason
	0
	133
	0.00%

	Okanogan
	0
	60
	0.00%

	Pacific
	0
	42
	0.00%

	Pend Oreille
	0
	8
	0.00%

	Pierce
	0
	861
	0.00%

	San Juan
	0
	15
	0.00%

	Skagit
	0
	294
	0.00%

	Skamania
	0
	18
	0.00%

	Snohomish
	0
	853
	0.00%

	Spokane
	0
	519
	0.00%

	Stevens
	0
	28
	0.00%

	Thurston
	0
	384
	0.00%

	Wahkiakum
	0
	15
	0.00%

	Walla Walla
	0
	77
	0.00%

	Whatcom
	0
	433
	0.00%

	Whitman
	0
	6
	0.00%

	Yakima
	0
	418
	0.00%

	Statewide
	42
	8170
	0.50%

	
	
	
	
	

	Source: DSHS/DBHR TARGET database
	
	
	

	Run Date: 9/16/2013
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	Prevention Participants by Program Type
	
	

	Counties and Direct Provider Contracts (Tribes and OSPI excluded)
	
	

	Recurring Services between 7/1/2012 - 6/30/2013
	
	

	All Ages
	
	
	

	
	
	
	

	 
	Participants

	WSIPP Category
	Curriculum
	#
	%

	Evidence-based
	LifeSkills Training (LST)
	3350
	24.3%

	 
	Mentoring: Big Brothers/Big Sisters
	92
	0.7%

	 
	Project Towards No Drug Abuse
	0
	0.0%

	Evidence-based Total
	3442
	25.0%

	 

	Research-based
	Guiding Good Choices
	57
	0.4%

	 
	Strengthening Families Program: For Parents and Youth 10-14
	563
	4.1%

	Research-based Total
	620
	4.5%

	 

	Promising practice
	Strengthening Multi-Ethnic Families and Communities
	16
	0.1%

	Promising Practice Total
	16
	0.1%

	 

	DBHR EBP program
	Class Action
	48
	0.3%

	 
	Creating Lasting Family Connections (CLFC)/Creating Lasting Connections (CLC)
	7
	0.1%

	 
	Curriculum-Based Support Group (CBSG) Program
	124
	0.9%

	 
	Family Matters
	19
	0.1%

	 
	Incredible Years
	94
	0.7%

	 
	Keep A Clear Mind (KACM)
	365
	2.6%

	 
	Leadership and Resiliency Program
	16
	0.1%

	 
	Media Detective
	39
	0.3%

	 
	Nurturing Parenting Programs
	350
	2.5%

	 
	Parenting Wisely
	62
	0.4%

	 
	Positive Action
	180
	1.3%

	 
	Project ALERT
	714
	5.2%

	 
	Project Northland
	333
	2.4%

	 
	Project SUCCESS
	587
	4.3%

	 
	Protecting You/Protecting Me
	403
	2.9%

	 
	Say It Straight
	29
	0.2%

	 
	Second Step
	850
	6.2%

	 
	Strengthening Families Program
	63
	0.5%

	DBHR EBP Program Total
	4283
	31.1%

	 

	Innovative Programs
	Local Innovative Program (164 programs)
	5428
	39.4%

	Innovative Program Total
	5428
	39.4%



	




With the addition of a more detailed reporting system within Provider One and reporting requirements within contract, the reported use of evidence and research based practices has not seen a better capturing and there is still work to be done.

The reporting system and the Encounter codes have been established by BHSIA to allow providers to reports, however, many providers reported their hesitation in using the new modifier codes were due to the definitions in the July 2013 Service Encounter Reporting Instructions (SERI) page 89 , which stated, “…only services that are delivered with adherence to the researched program model should be reported using this procedure.”  This language led many providers to not report their information as they did not feel comfortable certifying that the practices they are administering are being done with fidelity to the model that the State expects. In order to validate the concern and yet encourage reporting it was discussed that a guidance document would be created to mitigate these concerns and allow providers to move forward with reporting.  However, to date this document has not been created and the data problem that existed at the time of the June 30th Baseline report still exist.  Regional Support Networks and provider have both indicated that they are not willing to code the EBP encounter data until assurances are made that the information provided will in turn not be used against them later down the line.	Comment by Endler, Gregory (DSHS/DDD): Reserve this depending on how the letter shakes out.  MP is working on this project.
______________________________________________________________
   This agreement between the State and the RSN’s will allowed for the needed gathering of service performance data to help with planning and tracking while allowing needed time for both parties to explore and address the concerns around certification of practice and fidelity.  (hold to use if for some reason a resolution comes about.)	Comment by Endler, Gregory (DSHS/DDD): Hold: meant for a positive outcome of the letter.
_______________________________________________________________

The current strategy of expansion of Evidence and Research Based Practices is to work on the following:

· Focus on those E/RBPs that are currently being offered and continue to expand the reach of the services across the entire state.
· Strive to serve the majority of children/youth with an offering of an E/RBP within RSN level of care.
· Based on the ‘Gap Analysis’, continue to address and target areas to insure that E/RBPs are available statewide and to increase the number on children/youth served.
· Focus on meeting large diagnostic criteria that may not have a E/RBP 
· Focus on meeting heterogeneity when identifying E/RBPs

It is felt that the current offering of E/RBP have established a very good start in the direction of offering an array of services that touch many of the most presenting issues facing the community mental health system.  The infrastructure build and the ability to more accurately measure the work being done will provide more in depth picture of how services are being delivered and how they will expand to meet the timelines described below.

Timeline

Behavioral Health Services Integration Administratoin (BHSIA) has a great opportunity to set long term goals.  The goal is to increase the amount of evidence based practices administered to children/youth to reach the goal of  fourty-five percent (45%) percent by the end of the year of 2019.   Undertaking this level of change will take both a concerted focus and resources for our provider network to implement the changes.  We have provided a steady and incremental goal to allow for the system to change gradually as opposed to forcing a quick change that the system is currently not able or ready to absorb.
As indicated in table (A) BHSIA has set out a six year plan to increase the use of E/RBPs provided to children/youth[footnoteRef:6] by stepping-up the target by 7.5% each year.  The data pulled when working with table (A) will run from January through December. [6:     WAC 182-534-0100: EPSDT.  Children/Youth are eligible for coverage through the early and periodic screening, diagnosis, and treatment program up through the day before their twenty-first birthday. ] 










	  Year
	    COB % 

	  2014
	    7.5%

	  2015
	    15%	

	  2016
	    22.5%

	  2017
	    30%

	  2018
	    37.5%

	  2019
	    45%



	Biennium
	COB %

	
2013-2015
	
15%


	2015-2017
	30%


	2011-2019
	45%

	
	











	    (Table A)	   (Table B)

As indicated in Tabel (B), bench marks will also be measured at the biennium level.   Looking at date at this level will allow BHSIA to project and determine whether goal will be obtained or actions need to be taken to be sure that goals are being obtained as layed out by this legislative report.



Children’s Administration (CA)
(Hold for Tim’s Section Due 09/25/13)

Juvenile Justice and Rehabilitation Administration (JJ&RA)
(Hold for Cory’s Section Due 09/25/13)

Health Care Authority (HCA)
(Hold for Ellen’s/Alice Line Section Due 09/25/13)

Approaches for Prioritizing Promising Practices
(Hold for Judy’s Section)
1. Approach for Prioritizing Promising practices
0. Dept. plan for work for achieving that work- 
0. Workgroup charter
0. Membership
0. Work plan
1. Meet regularly
1. identify best match/fit
1. cultural responsive
1. addressing urban vs. rural
ESSHB 2536 (Chapter 232, Laws of 2012) requires DSHS to prioritize promising practices in the following way:

“Using state, federal, or private funds, the department shall prioritize the assessment of promising practices identified in (a) of this subsection with the goal of increasing the number of such practices that meet the standards for evidence-based and research-based practices.”

A workgroup was formed to develop a prioritization process for these practices. The workgroup met over 6 months and shared our prioritization process with the University of Washington Evidence-based Practice Institute to solicit feedback and recommendations.

While the Department supports the expanded use of research and evidence based practices across services and programs, considerable cost and time commitments are required to bring a promising practice up to the standards for evidence-based and research-based practice. The Department must carefully balance the resources needed for EBP expansion with the resources needed to increase the number of promising practices that meet the standards for evidence-based and research-based.  The January 2013 “Inventory of Evidence-Based, Research-Based and Promising Practices” lists 18 promising practices. DSHS is very willing to help support applications submitted by promising practices to obtain research funding, but the Department will be able to directly prioritize only one or two practices at most for the in-depth assessment needed to meet EBP standards.  

The prioritization process developed by the Department takes the promising practices identified by the University of Washington and looks for practices that serve a population or need that is not addressed by existing evidence-based or research-based practices.  These can include a diagnosis that is not addressed, or the needs of a special population, or special needs and considerations for children served in rural areas.  The process then reviews the available promising practices to make sure that they serve a meaningful portion of youth in services, fit with DSHS values, and have been developed enough for implementation to effectively occur within DSHS programs so that the effectiveness of the practice can be evaluated with children and youth served by DSHS. 


Summary

Highlight the goals of bill
Quick summary of 

BHSIA
Child Welfare
JJ&RA
HCA

Independent evaluation of effectiveness of services we use today
Research dollars for long term (RDA FTE?)—subtle ask


Next Steps
 (Action Steps)
 (Reorganization of work depending on funding)


In accordance with ESSHB 2536, DSHS and HCA will provide updated recommendations to the governor and the legislature by December 30, 2014 and December 30, 2015. 

If the Department or Health Care Authority anticipates that it will not meet its recommended levels for an upcoming biennium as set forth in its report, it must report to the legislature by November 1st of the year preceding the biennium.   This report shale include:

1. The identified impediments to meeting the recommended levels;
2. The current and anticipated performance level; and
3. Strategies that will be undertaken to improve performance.




Study


Build


Maintain
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Youth Mental Health Enrollment and Services in Evidence Based Practices by RSN
‘Consumers 20 years old and younger
Services between 7/1/2012 and 8/30/2013

#RSNYouth  #Youth #YouthEBP % of Youth
Clients (<=20yrs) (<=20yrs) % of RSN Youth Enrollees receiving EBP Enrollees
receivingany  enrolled Clients enrolled  MH OP service

RSN MHOPService inanEBP  inEBP __duringenrollement _OP service
THURSTON 2,209 164 7.42% 15 70%
'GREATER COLUMBIA 7,508 8 0.91% 54 79%
N. SOUND 6,846 55 0.80% a7 5%
‘GRAYS HARBOR 851 3 270% 5 65%
PENINSULA 1,943 1 0.57% 10 1%
SPOKANE 5,360 a 0.07% a 100%
KING 10,964 a 0.04% 2 50%
CHELAN/DOUGLAS 1375 2 0.15% 2 100%
CLARK 4,298 1 0.0% 1 100%
N. CENTRAL 1164 [ 0.00% [

5. W, (COWLITZ) 1758 [ 0.00% [

PIERCE 5,765 [ 0.00% [

TIMBERLANDS 963 [ 0.00% [

AIIRSNs 49,549 332 0.67% 249 5%
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