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Strengthen Washington’s Nurse and Allied Professional Workforce 

 

The Problem 

Hospitals, health systems and the patients they serve are facing critical shortages of nurses and allied health 
professionals. Worker shortages are a national challenge across nearly all industry sectors. For decades, the health 
community in the United States has been predicting major nursing shortages, with a particular focus on the aging 
population of nurses and retirements. According to 2017 data from the American Hospital Association, more than 
half of all nurses were age 50 or older, and almost 30 percent were age 60 or over. The COVID-19 pandemic has 
exacerbated and accelerated existing health care staffing shortages, most significantly shortages of nurses. 
 
According to WSHA’s 2021 survey of acute care hospitals, there are 4,552 vacant Registered Nurse (RN) full-time 
equivalents (FTE) in Washington. According to the data, it would take 6,100 licensed RNs (full-time and part-time) 
to fill all the open positions in acute care hospitals – which only accounts for one of the many settings where nurses 
are needed. Hospitals are working hard to fill these critical vacancies, but the average number of days RN vacancies 
remain open after posting the job continues to rise. From 2019 to 2021, the average length of time it took to fill an 
RN vacancy in a Washington acute care hospital increased by 54 percent – from 74 to 114 days. According to the 
same survey, as of November 12, 2021, hospitals are utilizing nearly 3,000 travel nurses (temporary staff) to help 
fill some of the gaps, but it is not a sustainable nor desirable model.  
 
The shortage of nurses is at the forefront of the workforce conversation for the 2022 legislative session. Hospitals 
are also reporting concerns with rapidly growing shortages of ancillary professionals, putting even more pressure 
on existing care teams. According to hospitals in Washington, the second-highest workforce need is certified 
nursing assistants (CNA), closely followed by housekeeping staff, medical assistants, lab personnel and various 
types of medical technicians.  
 
Health care worker shortages are a complex problem that must involve the entire health care community coming 
together to find long-term solutions in the best interest of all Washingtonians. Workforce, and particularly the 
need to rebuild and strengthen the pipeline of health care workforce, will likely continue as a high-priority 
discussion over multiple legislative sessions.  
 

Proposed Solution 

Hospitals and health systems are actively engaging with key stakeholders and policymakers to develop creative and 
lasting solutions to strengthen the health care workforce, and particularly focusing on nurses in 2022. The ultimate 
solution is to graduate more nurses who will stay and practice in Washington, and WSHA is collaborating with 
legislators and key stakeholders to increase the number of RN training slots by 800 to 1,000 – an increase hospitals 
can support with clinical placements. Nursing programs are turning away up to 1,900 qualified applicants a year.   
 
To achieve this critical goal, multiple components must be addressed, including: (1) increasing availability of 
nursing education programs, (2) expanding capacity for clinical placements for RN students, and (3) supporting 
access to nursing education through financial assistance for students.  
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Hospitals and health systems are committed to increasing clinical placements to train more nursing students. To do 
this most effectively, hospitals need flexibility from nursing program partners to add weekends and potentially 
swing shifts and night rotations, as well as year-round rotations. In conjunction with this commitment, nursing 
programs need to also think differently about how to maximize the number of graduates.  
 
Washington hospitals have a long history of supporting expansion pipelines for nurses and allied professionals and 
are poised to act as an engaged partner to support activities that may not be directly linked to hospitals but are 
closely connected to the larger goals to graduate more nurses and strengthen the health care workforce.  
 

Budget Ask 

The health care workforce crisis will require a substantial public investment and holistic approach to increase and 
retain additional nurses in Washington. WSHA continues to work with other health care stakeholders and the 
Chairs of the House Health Care & Wellness Committee and House College & Workforce Development Committee 
to develop specific budget numbers to support these investments. Hospital and health systems support the 
following initiatives: 

 
Secondary Support for Agency Budget Requests  
Targeted funding to agencies for specific priorities will also help to bolster the health care workforce. Various 
agencies, such as the Washington State Department of Health’s Nursing Care Quality Assurance Commission, serve 
as critical partners in developing long-term solutions to strengthening the nursing and allied professional 
workforces.  
 
In addition to the primary budget requests, WSHA also supports the following agency requests related to 
strengthening Washington’s health care workforce, listed in order of priority: 
 

Initiative Summary 
Increase the number of 
training slots at nursing 
programs 

Increasing training slots at nursing programs across Washington State by an 
anticipated 800-1,000 graduated nurses each year. 
 

Increase nurse faculty and 
nurse faculty wages 

Increasing number of nurse faculty positions and faculty wages in Washington 
nursing programs (ADN and RN programs). Funding for preceptors was included 
in the Governor’s proposed budget. 
 

Fund simulation laboratories 
 

Funding simulation labs and ensure training of appropriate clinical faculty for 
labs. Funding for simulation laboratories was included in the Governor’s 
proposed budget. 

Fund grants to nursing 
students 

Providing grants to students to continue in health careers, such as financial 
assistance for NCLEX exam, childcare opportunities and other support for 
career ladders. 

Increase loan repayments 
for nurses and allied 
professionals 

Increasing loan repayments for nurses and allied professionals in various health 
settings, including acute and long-term care, including through the Washington 
Health Corps program. 

Expand allied professional 
training 

Expanding allied professional training programs. Providing one-time grants and 
ongoing funding to community colleges to expand high-shortage allied 
professional training programs, such as those for respiratory therapists, surgical 
technicians and pharmacy technicians. Hospitals will work to expand clinical 
training slots to support these additional students. 
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Budget Request Details Agency 
$2,488,000  
(federal funds) 

Improving health professional credentialing – adds 
staff to reduce timeframe to complete processing of 
applications. 

Washington State 
Department of Health 

$2,028,000  
(other funds) 

Licensing delays – provides spending authority to the 
NCQAC and meets the new expectation to process 
nurse licenses in seven days or less as mandated in the 
2021-23 operating budget. 

Washington State 
Department of Health, 
Nursing Care Quality 
Assurance Commission 

$3,399,000  
(2,638,000 GFS, 
761,000 other) 

Long-term care nurse staffing crisis – supporting 
continuation of efforts of the NCQAC to reform and 
sustain the nursing workforce in long-term care 
settings. 

Washington State 
Department of Health, 
Nursing Care Quality 
Assurance Commission 

 
Legislative Asks 

Support thoughtful scope-of-practice expansions as a creative way to extend health care workforce capacity. With 
critical health care workforce shortages, hospitals and health systems support deliberative and safe scope-of-
practice legislation enabling providers to practice at the top of their licenses.  
 
Support standardizing the number of clinical placement hours required to graduate a nurse in Washington. 
Currently, different numbers of hours are required to graduate, depending on the nursing program. 
Standardization and consistency of required clinical hours for nursing students across programs becomes 
increasingly important as hospitals increase clinical placements to ensure all nursing students can be placed. 
 

Key Messages 

• The nursing shortage not only affects hospitals and health systems but all levels of the spectrum of patient 
care. Now is the time to come together as a health care community to identify and advance long-term 
solutions to the nursing and broader workforce crisis. It is essential for all key stakeholders to think 
differently and constructively to address these challenges.  

• Hospitals across the state are working to retain staff in the face of the pandemic. Hospitals want to invest in 
their workforces and especially in their local regions to give back to their communities. Many of the 
hospital retention activities involve financial incentives, such as increases in base pay, retention bonuses 
and extra shift bonuses. Additional retention activities include increasing access to mental health services, 
childcare resources, tutoring resources for children and more. 

• Hospitals are concerned with the total number of RN travel nurses currently being utilized. While hospitals 
in Washington are relying on nurse travelers to fill the gaps left by the thousands of open RN positions, this 
is not sustainable. Contracting with such a greater number of travel nurses is not what hospitals want to do, 
but it is what must be done to ensure patient safety when there are not enough available nurses to employ.  

• Worker shortages are a national crisis impeding nearly all industry sectors. They do not only impact 
hospitals and health systems. According to a CNN Business article, published on October 25, 2021, nearly 
half of American companies say they are short on skilled workers. (link to CNN Business article). 

 

Contact Information 

Ashlen Strong, JD, MPH Len McComb 
Senior Director, Government Affairs WSHA Lobbyist 
AshlenS@wsha.org  |  206.216.2550 twomedicine@live.com  |  360.951.1661 
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Increase Patient Access to Appropriate Post-Acute Care Settings  

 
The Problem 

Patients are living in hospitals because they cannot transition to appropriate post-acute care settings. An 
August 2021 WSHA survey of hospitals in Washington State showed more than 900 patients ready to be 
discharged from acute care hospitals who were stuck in the hospital. Those 900-plus hospital beds were not 
available for people who really need acute care because the beds are occupied by non-acute patients. Caring 
for these patients who do not need to be in the hospital is impacting hospitals’ ability to handle COVID surges, 
as well as caring for patients who need elective procedures. Hospitals are delaying routine and important care 
for patients including removal of slow-growing cancers, colostomy reversals and hip and knee surgeries where 
patients are in pain. According to our survey, some of the top barriers that keep patients in hospitals despite 
their readiness for discharge include: 

• Delayed assessment from the Department of Social and Human Services  

• Need for assignment of a guardian  

• Cognitive impairment (Alzheimer’s/dementia/TBI)  

Public investment in additional Home and Community Services (HCS) staff to support acute care transitions, 
availability of public guardians for low-income patients, and financial incentives for accepting patients with 
cognitive impairment in long-term care settings can ameliorate these three reasons that patients 
unnecessarily languish in hospitals.  

The COVID-19 pandemic has laid bare the long-standing problems with patients remaining in hospitals beyond 
their need for acute care services, many of which are due to chronic underfunding of the long-term system 
amid a growing population in need of those services. The Department of Social and Health Services (DSHS) 
implemented a discharge incentive program to accelerate movement of difficult-to-discharge patients to more 
appropriate long-term care settings during the pandemic. These incentives are working, and they will require 
additional public investment to extend beyond the public health emergency declaration.  

Additionally, DSHS funded COVID+ skilled nursing facility (SNF) capacity and COVID strike teams to staff long-
term care facilities in need during a COVID surge. We anticipate COVID-related hospital capacity surges to 
continue, and it would put us several steps behind in responding to a capacity surge if we had to re-establish 
COVID+ SNF capacity or COVID strike teams to maintain acute care hospital capacity for people who need it 
most.  

DSHS and the Health Care Authority are also seeking federal permission to establish presumptive eligibility for 
Medicaid long-term services and supports (LTSS) for patients discharging from acute care settings. This 
presumptive eligibility will come with a cost that we believe is well worth the investment. 

Please see WSHA’s issue brief on LTSS Consent for more information about a policy barrier to accessing long-
term care decision-makers and a potential solution.   
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Proposed Solution 

WSHA supports additional public investment to address the top reasons for patients’ inability to access care in 
the most appropriate long-term care setting. Our proposed solution comes in the form of a package of 
investments in various parts of the long-term care system. 
 
Fund Additional HCS Staff for Acute Care Hospital Transitions 
DSHS acknowledges the delay in assessments by HCS staff and has requested funding to hire 12.0 FTEs for 
acute care hospital transition staff. WSHA strongly supports their proposal. The agency states that “without 
dedicated staff, the case management and transition coordination necessary to respond to increasing 
demands for expedited eligibility determination and service planning will not take place for the complex 
individuals with transition barriers in need of community resources.” 

Fund Public Guardianships for Low-Income Patients 
DSHS does not have the authority to compensate guardians for low-income patients in need of guardians to 
consent to long-term care decisions. However, the Office of Public Guardianship (OPG) is designed to fund 
guardians for low-income Washingtonians and is administered by the court system. DSHS and OPG have 
partnered with the Health Care Authority (HCA) to request funding as a part of the Medicaid Transformation 
Project (MTP) 1115 Waiver renewal to compensate OPG-contracted guardians that provide the decision-
making support during times of transition when a guardian may be necessary to provide informed consent. 
WSHA supports this proposal. 
 
Continue Discharge Incentives Introduced During the Public Health Emergency 
DSHS Incentives: During the COVID-19 pandemic, DSHS began offering one-time discharge incentives to 
nursing facilities, assisted living facilities and adult family homes to accept patients ready to be discharged 
from hospitals. These incentives have successfully increased the number of long-term care providers accepting 
patients from hospitals. These DSHS-funded incentives were structured as follows: 
 

Facility Type Eligibility Amount 
SNF Dually eligible for Medicaid/Medicare $6,000 
ALF/AFH  59 days or less since HCS referral $3,000 
ALF/AFH  60 days or more since HCS referral $6,000 

 
WSHA supports continuing these incentive programs beyond the public health emergency declaration to 
ensure that patients continue to receive care in the appropriate setting after the pandemic recedes. 
 
HCA Incentives: HCA also provided $6,000 one-time discharge incentives for Medicaid-only members in need 
of skilled nursing care during the pandemic.  WSHA also supports continuation of these incentives through the 
remainder of the biennium. 
 
Continue COVID + SNF Units 
During the public health emergency, DSHS provided funding for additional skilled nursing facility capacity for 
patients who had acquired COVID-19. This was necessary to provide more capacity in hospitals for the sickest 
patients who were not otherwise in need of LTSS and allows hospitals to transfer patients who no longer 
require hospitalization but are still testing positive for COVID. To be prepared for subsequent COVID-19 
surges, we believe funding for these facilities should remain in place throughout the remainder of the 
biennium. 
 



Continue and Expand COVID Strike Teams 
DSHS is currently deploying strike teams comprised of RNs, LPNs, and CNAs to work in long-term care facilities 
facing staff shortages during COVID surges. The teams total 60 staff people. WSHA advocates expanding the 
strike teams to 300 staff to meet current and anticipated needs in communities across the state.  
 
Institute Presumptive Eligibility for Medicaid LTSS 
DSHS has again partnered with HCA to request inclusion of presumptive eligibility for Medicaid LTSS in the 
Medicaid Transformation Project 1115 Waiver renewal. This agency request would apply presumptive 
eligibility to individuals applying for all LTSS, including in-home and community-based residential settings. This 
would allow applicants to access LTSS prior to completion of a final financial eligibility determination and a full 
functional eligibility assessment, thus expediting access to care in the most appropriate setting. 
 
Budget Ask 

$46 million general fund-state ($94 million total) to support this package of initiatives to bolster the LTSS 
system to ensure patients have access to the right array of LTSS when and where they need them. 
 

Initiative Agency Summary Total state funds per 
biennium  

(dollars in thousands) 

Total federal funds per 
biennium 

(dollars in thousands) 
HCS staff support 
for assessors 

DSHS Funding for 12.0 FTE for acute care 
hospital transition staff. 

$1,078 $1,077 

Fund public 
guardianships 

HCA Funding for 102 additional guardianship 
slots through the OPG (increasing to 200 
in subsequent biennia). This is part of the 
Medicaid Transformation Project Waiver 
renewal. 

$424 
 

(Increases to $832 in 
subsequent biennia) 
 
These are local/IGT 
funds. No GF-S 
needed. 

$423 
 

(Increases to $832 In 
subsequent biennia) 

DSHS hospital 
discharge 
incentives 

DSHS $3,000-6,000 one-time discharge 
incentive payments to LTSS providers per 
the table above. Likely to serve 295 
incentive slots per month for the 
remainder of the biennium.  

$14,580 
 
 

$14,580 
 
 

HCA hospital 
discharge 
incentives 

HCA $6,000 one-time discharge incentive 
payments and $100/day/patient rate 
enhancement to SNFs for Medicaid 
members discharging from acute care 
hospitals. Likely to serve 1,820 clients per 
year. 

$8,190 
 
 

$8,190 
 
 

COVID+ SNF Units DSHS To ensure we are prepared for COVID 
surges that may arise outside of a 
declared public health emergency, WSHA 
recommends investing to maintain 
COVID+ SNF units that were opened and 
funded during the public health 
emergency. Current monthly spend is 
$1,620/month for 150 slots per month. 

$22,162 $6,998 
 

This is a 76%/24% 
state/federal match. 

COVID Strike 
Teams 

DSHS Expand COVID strike teams to 300 staff. 

 

$0 $7,500 
 

Assumes strike teams can 
be funded w/ federal 
pandemic relief funding. 



Presumptive 
eligibility for LTSS 

HCA Expand presumptive eligibility for all 
those requesting Medicaid LTSS. FY23 
would serve 512 clients phased in over 
12 months. FY24 continues the phase 
until we reach 800 in December 2023 
with a cost of $25.9M total funds. FY25 
has all slots phased in with ongoing costs 
of $27.3M total funds. This is part of the 
Medicaid Transformation Project Waiver 
renewal. 

$4,007 
 
(Increases to 
$13,500 in 
subsequent biennia) 
 
These are local/IGT 
funds. No GF-S 
needed. 

$4,006 
 
(Increases to $13,500 in 
subsequent biennia) 

 

Other Funding Requests WSHA Supports 

The entire long-term care system requires additional support to meet the needs of an aging population, 
ensuring that people in need of LTSS have a safe place to live and recover when they are no longer in need of 
acute care services. In addition to our top funding priorities to address the problem of patients with 
unnecessarily long lengths of stay listed above, WSHA also supports the long-term care providers’ request for 
$21 million to increase Medicaid payment rates for assisted living facilities to 77% of cost and $96 million to 
increase skilled nursing facility Medicaid payment rates by 5.4% and increase wages for low-wage workers. 
 
Key Messages 

• Acute care hospital beds are a finite, expensive resource. Patients who need acute care need access to 
these beds, especially in a critical time like the current COVID-19 pandemic or during future 
emergencies. Patients who need post-acute care should be discharged to appropriate community 
settings.  
 

• Finding appropriate care for patients who no longer require care hospital services is a top priority for 
all hospitals in Washington State, regardless of size, geographic location or specialty. This was a need 
prior to the pandemic, but it has been both highlighted and exacerbated since March 2020. 

 
• The LTSS system of care needs public investment—both to meet current needs and in anticipation of 

the aging population. These initiatives provide a strong starting point for necessary system 
improvements. 

 
• WSHA has worked closely with state agencies to understand concrete and realistic budget needs for 

the recommended initiatives. 
 

• Much of the requested budget allocations can be federally funded, either through pandemic relief 
funding, Medicaid waiver funding or Medicaid matching funds. 

 
 

Contact Information 

Ashlen Strong, JD, MPH Len McComb 
Senior Policy Director, Government Affairs WSHA Lobbyist 
AshlenS@wsha.org  |  206.216.2550 twomedicine@live.com  |  360.951.1661 
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Strategic Investment in the Behavioral Health System of Care 

 

The Problem 

The behavioral health system of care is chronically underfunded in the United States, including in Washington 
State. Due to the nature of severe and persistent behavioral health conditions, many individuals living with 
these conditions are insured by Medicaid. Thus, a greater proportion of behavioral health services are paid at 
a rate that does not cover costs. Over time, this has led to a shortage of necessary behavioral health services 
across the continuum of care, so Washingtonians who need behavioral health services cannot access them 
when and where needed.  

For hospitals, this ultimately results in patients who do not need a hospital-level of care being unable to 
transition to step-down services, which in turn results in a shortage of hospital beds for those who do need a 
hospital-level of care. Additionally, the lack of community behavioral health services can allow these 
conditions to go untreated and worsen, resulting in avoidable hospitalizations. 

Statewide Strategic Plan for Behavioral Health: Complex problems require comprehensive solutions. The 
entire behavioral health system of care requires thoughtful reform and public investment.  

Partial Hospitalization/Intensive Outpatient Treatment: This evidence-based treatment model for people 
with severe mental illness is covered by 29 states’ Medicaid programs and many commercial health plans in 
Washington State. It is not currently covered by Apple Health, leaving low-income children in Washington 
without equitable access to this important treatment model. 

Children’s Long-Term Inpatient Program (CLIP): CLIP serves children with the highest psychiatric needs in our 
state, and we have insufficient beds to serve all children eligible for this program. As a result, a number of 
Washington children lack access to the appropriate level of care for their needs or are sent out of state to 
receive inpatient mental health services. 

Washington Health Corps Program: The nationwide health care workforce shortage has not spared the 
behavioral health system or Washington State. We need to strengthen and fund the Washington Health Corps 
loan repayment program to incentivize students to enter the behavioral health service provision workforce. 
 

Proposed Solution 

WSHA supports additional public investment to increase access to behavioral health services. Access to 
behavioral health services is lacking across the continuum of care. We need legislative investments in the 
behavioral health system, including behavioral health workforce development, expanded coverage of services, 
and additional step-down options to ensure access to services before people are in crisis and after 
hospitalization. Specifically, we support the following general fund-state investments in the 2022 legislative 
session: 
 

• Developing a statewide strategic plan for improving the behavioral health system of care ($2 million) 
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• Expanding the children’s partial hospitalization and intensive outpatient treatment programs (PHP/IOT) 
to a third pilot site at MultiCare’s Navos facility. ($4.4 million)  

• Expanding CLIP beds for children and youth ($15 million) 
 
Behavioral Health Strategic Plan 
One of the Children and Youth Behavioral Health Workgroup recommendations for the 2022 session is to 
develop a statewide behavioral strategic plan for services directed to people ages 0-25. We support this 
proposal but also believe the entire behavioral health system of care—for people of all ages—deserves a 
comprehensive strategic plan for investment and improvement. This plan should build on the work of the 988 
crisis system of care workgroup. 
 
Partial Hospitalization (PHP)/Intensive Outpatient Treatment (IOP) 
As a vital part of the mental health continuum of care, PHPs and IOPs focus on teaching and building effective 
coping skills to improve self-management of care, enabling participants to continue treatment in a family and 
community setting.   
 
PHP and IOP patients generally meet several times 
a week and work with a multidisciplinary team of 
professionals, such as psychiatrists, psychiatric 
nurse practitioners, masters-level licensed 
therapists and mental health technicians. Each 
follows treatment regimens tailored to the 
patient’s specific needs. Participants also engage 
in motivational group and individual therapy 
sessions, develop cognitive and dialectical 
behavior therapy skills, and receive medication 
management consultations. 
 

• IOPs are usually part-day programs (up to 3 hours a day, 2-to-3 days a week).  
• PHPs are usually full-day programs (anywhere from 3-to-8 hours a day, up to 5 days a week).  

 
In the 2020 legislative session, the legislature funded a children’s PHP/IOP pilot program for Medicaid 
members at two of the state’s three largest children’s hospitals: Seattle Children’s Hospital and Sacred Heart 
Children’s Hospital in Spokane. Both hospitals have developed PHP/IOP programs and find them to be helpful 
to patients. Ultimately, we believe these services should be available to all who would benefit from them. At a 
minimum, this means expanding the pilot to the Navos Lake Burien campus.  
 
MultiCare proposes to pilot a PHP for adolescents aged 13-17 for mood disorders using a dialectic behavioral 
therapy (DBT) mode beginning in Q4 of 2022 at the Navos Lake Burien campus. The pilot would serve 12 
patients at a time, with a plan for eventual expansion to 18 patients at a time. Duration of treatment would be 
six weeks. They estimate serving 90-160 patients in a single year depending on when they increase the census 
to 18 patients and whether patients repeat treatment.  
 
Children’s Long-Term Inpatient Program 
The Children’s Long-Term Inpatient Program (CLIP) is the most intensive inpatient psychiatric treatment 
available to children ages 5-17 in Washington State. WSHA supports the Health Care Authority’s agency 
budget request to increase the number of CLIP beds to decrease the wait time for the services, allow children 
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currently served outside of Washington to receive in-state treatment and decrease inpatient costs by an 
estimated $7 million. 
 
Washington Health Corps Program 
The Washington Health Corps program supports licensed health professionals in providing care at approved 
sites in critical shortage areas. Many types of health care providers are eligible, in a variety of clinical settings. 
In exchange for loan repayment, participants commit to serving in certain communities for a set period of 
time. This repayment program should be significantly expanded, including for the behavioral health workforce. 

Budget Ask 

At least $21.4 million general fund-state ($36.5 million total) to support this package of initiatives to bolster 
the behavioral health system of care. This number will increase after negotiations with other stakeholders and 
legislators regarding funding for the Washington Health Corps Program. 
 

Initiative Summary Total state funds 
per biennium 

(all dollar amounts in 
thousands) 

Total federal funds 
per biennium 

(all dollar amounts in 
thousands) 

Behavioral Health 
Strategic Plan 

Develop a statewide comprehensive behavioral 
health strategic plan. 

$2,000 $0 

PHP/IOT Expansion Expand the children’s PHP/IOT pilot to Navos Lake 
Burien. 

$4,400 $0 

CLIP Beds Expand in-state CLIP beds to meet current need. $15,040 $15,040 
Washington Health 
Corps Program 

Expand the health care loan repayment program to 
behavioral health providers. 

TBD TBD 

 
 
Other Initiatives WSHA Supports 
Additionally, there are several agency decision packages and other group proposals that WSHA supports in an 
effort to bolster the behavioral health system of care. 
 

Initiative Summary Total state funds per 
biennium 

(all dollar amounts in 
thousands) 

Total federal funds 
per biennium 

(all dollar amounts in 
thousands) 

Increased Community 
Behavioral Health 
Provider Rates 

Both the Behavioral Health Workforce Advisory 
Committee (BHWAC) and the Children and Youth 
Behavioral Health Work Group (CYBHWG) are 
recommending a 7% increase in community 
behavioral health provider rates. The governor’s 
budget proposes funding a 4.5% rate increase 
instead. 

$44,790 $99,690 

Residential Crisis 
Stabilization Program 

HCA requests funding to develop a short-term 
Residential Crisis Stabilization Program (RCSP) for 
youth with severe behavioral health diagnoses. 

$65 
 
(Increases to $10,351 
in subsequent 
biennia) 

$66 

Child Study and 
Treatment Center 

DSHS requests funding for the Child Study and 
Treatment Center (CSTC) for additional staff to 
open an additional 18-bed cottage (San Juan), 
resulting in a 33% increase to census. 

$55 
 
(Increases to $506 in 
subsequent biennia) 

$392 
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Key Messages 

Behavioral Health Strategic Plan 

• Just like physical health care, Washingtonians deserve access to necessary behavioral health services 
across the continuum of need and throughout their lives. Currently, our state is unable to provide the right 
level of care when and where residents need behavioral health services.  

• The pandemic has exacerbated behavioral health issues across the country. It has also resulted in additional 
federal investment in health care services. The time is ripe for strategic investment in the statewide 
behavioral health system of care. 
 

Partial Hospitalization/Intensive Outpatient Treatment Programs 
• PHP/IOP are also critical services in the continuum of mental health care.  

o It is “step up” care for adults and children who have mental health illnesses that are too severe for 
community providers but not severe enough to meet admissions criteria for inpatient psychiatric 
care. It is also “step down” care for patients who are discharged from inpatient psychiatric care but 
still need intensive mental health services. 

o For low-income Washingtonians on Medicaid, accessing PHP/IOP is about health equity. 
Washingtonians who have Medicare or commercial coverage may access these programs. 
Individuals who have Medicaid coverage should be able to access the same mental health care.  

 
• For hospitals, broader patient access to PHP/IOP will likely:  

o Reduce hospitalizations by helping stabilize patients outside of inpatient care settings;  

o Ease discharge issues if patients can continue their mental health care by transitioning to an 
intensive outpatient care program once they no longer meet inpatient admissions criteria;  

o Help reduce psychiatric readmissions because patients can access medication management and 
therapies; and 

o Provide options for individuals who come to the emergency room in psychiatric distress but do not 
meet inpatient admissions criteria. 

 
Children’s Long-term Inpatient Program 

• CLIP is one program for children that we know is underfunded in our state. We must send children who 
are Medicaid members in need of CLIP services to out-of-state programs because we do not have an 
adequate supply of CLIP beds in our state. This level of care must be funded in-state. 
 

Washington Health Corps Program 
• The behavioral health workforce in Washington State faces critical shortages. As with other health care 

professions, most notably nursing, the state must take immediate action to build a workforce to serve all 
Washingtonians. Loan repayment is one way to incentivize students to enter the workforce. 

 

Contact Information 

Ashlen Strong, JD, MPH Len McComb 
Senior Policy Director, Government Affairs WSHA Lobbyist 
AshlenS@wsha.org  |  206.216.2550 twomedicine@live.com  |  360.951.1661 
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Adequately Resource the Washington Medical Coordination Center  

 

The Problem 

As the COVID-19 pandemic surged across Washington State, hospitals immediately understood the need for 
an organization to coordinate limited health care resources across the state. Washington State led the nation 
in developing a resource to match patients to available beds and ensure that none of our hospitals were 
overwhelmed when there were resources available in another part of the state. The Washington Medical 
Coordination Center (WMCC), housed at Harborview Medical Center, is the organization that provides this 
coordination across jurisdictional boundaries and health care organizations. The WMCC has been a life-saving 
resource for the people of Washington and other states have since followed our lead in developing this 
resource.  

The Department of Health (DOH) contracted with the WMCC to coordinate hospital resources during the 
pandemic, using one-time federal funds from the U.S. Department of Health and Human Services (HHS) Office 
of the Assistant Secretary for Preparedness and Response (ASPR) Hospital Preparedness Program (HPP). This 
funding was exhausted during the first year of the pandemic. 

Although this funding was initially intended for a short-term pandemic response, WMCC is an on-going, 
long-term service that supports all Washington State acute care facilities. WMCC’s services are coordinated by 
experienced medical professionals that have firsthand knowledge of available resources and required logistics 
needed for capacity management and patient care. WMCC requires state funding to maintain this resource for 
the duration of the current public health emergency, future public health emergencies, and ongoing health 
care resource coordination. 
 

Proposed Solution 

WSHA supports the DOH budget request for funding to continue the WMCC contract through 2023. This 
budget request is fully funded by federal American Rescue Plan Act (ARPA) funds.  
 

Budget Ask 

$1,283,000 appropriation to the Department of Health to contract with the WMCC through June 2023. 
 

Initiative Summary Total state funds per 
biennium 

Total federal funds 
per biennium 

Fund WMCC Contract Fund the WMCC contract from Jan 2022 – June 
2023. DOH estimates the WMCC will facilitate 15 
patient transfers and field over 200 calls from 
hospitals every month during this period. 

$0 $1,283,000 
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Key Messages 

• Washington State is one of the only states that coordinated all hospitals across the state to level-load 
patients and share resources to ensure that no hospital had to enter crisis standards of care – rationing 
life-saving treatments – during the pandemic. It was a remarkable feat that the WMCC was able to be 
stood up so quickly, and we should plan ahead for the next potential health care resource emergency. 

• This initiative can be fully funded with federal pandemic relief funds. This is exactly the type of 
program for which these funds are intended. 

• This program ensures Washingtonians in every community across the state – whether urban or rural 
and regardless of local acute care resources – have access to life-saving hospital care. 

 

Contact Information 

Ashlen Strong, JD, MPH Len McComb 
Senior Policy Director, Government Affairs WSHA Lobbyist 
AshlenS@wsha.org  |  206.216.2550 twomedicine@live.com  |  360.951.1661 
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Allow Loved Ones to Consent to Long-Term Care for Patients Who Lack Capacity 

 

Background 

Due to a recent change in interpretation of state law, a family member can no longer agree to long-term care for a 
patient who lacks capacity. If the patient didn’t appoint a decision maker in a power of attorney document, the 
only option is a court-appointed guardian. The guardianship process is expensive, time-consuming and highly 
restrictive. The state’s position has led to a significant increase in patients across the state being stuck in hospitals 
waiting for a court to appoint a guardian. This is not right for patients, delays appropriate long-term care, burdens 
the court system and ties up hospital beds that should be available for acutely ill patients.  
 
WSHA Position 

WSHA supports clarifying state law to allow close family and friends (listed in the state surrogate decision maker 
law) to consent to long-term care for their loved one. 
 
Key Messages 

• State law provides specific “surrogate decision makers” who can speak for a patient who can’t consent to 
their own care. The surrogate decision maker law, RCW 7.70.065, provides a clear hierarchy of family and 
close friends who can make decisions for a patient who can’t make their own decisions. Until last year, 
these surrogate decision makers could consent to medical care and long-term services and supports – such 
as admission to a nursing home or adult family home.  

• Federal law requires an individual – or the individual’s representative – agree to receive long-term care 
services and supports. Federal law does not require a formal process to determine an individual’s 
representative and defers to state law on who can be a surrogate decision maker for an individual who 
lacks capacity. 

• Nothing has changed in state or federal law to mandate all incapacitated patients need either a power of 
attorney or guardian to access long-term care. Yet the state has changed its position. As a result, hospitals 
across Washington have seen double or triple the number of patients stuck in hospitals awaiting the 
appointment of a guardian.  

• The guardianship process is time- and resource- intensive. Even if a friend or family member is willing to be 
appointed as guardian, the process takes months. If a professional guardian is needed, this adds additional 
weeks and months.  

Contact Information 

Zosia Stanley Lisa Thatcher 
Vice President & Associate General Counsel WSHA Lobbyist 
ZosiaS@wsha.org | 206.216.2511 Lisathatcher@comcast.net | 253.686.8746 
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Preserve Strategic Health Care Relationships 

 

Background 

Washington State hospitals and health systems are dedicated to providing care to their communities 24/7/365 and 
prioritizing access to care across the state. Ensuring this access often requires strategic relationships – including 
mergers and affiliations – with other hospitals or systems to create efficiencies, sustain services, ease the burden of 
complying with state and federal regulations, and respond to the Accountable Care Act’s push toward innovation. 
These arrangements – which include contractual relationships – are subject to antitrust oversight by the state 
Attorney General’s Office and federal antitrust agencies, the Department of Justice, and the Federal Trade 
Commission. The sale, purchase or lease of a hospital in Washington State is also subject to the Department of 
Health’s Certificate of Need review. 
 

WSHA Position 

WSHA supports the ability of hospitals and health systems to work collaboratively to create efficiencies and sustain 
services. These approaches have never been more important, as hospitals provide crucial services while facing the 
enormous financial strain imposed by the unprecedented and ongoing COVID-19 pandemic. Increased 
administrative burden will delay business decisions needed to sustain the financial viability of hospitals. 
 

Key Messages 

• Positive financial margins are necessary for hospitals to invest in facility upkeep, treatments, labor costs and 
technologies to better care for patients and build reserves to meet unexpected expenses or revenue shortfalls. 
Community hospitals and solo providers face continuing challenges to achieve a healthy margin. 

• Provider and facility integration standardizes care across the continuum by sharing financial risk, streamlining 
compliance and business functions, and expanding networks to better coordinate patient care, transitions and 
follow-up. Younger physicians are generally looking to belong to group practices that take care of the business 
aspects of health care and allow for a reasonable work-life balance.  

• Oversight of health care transactions and enforcement of antitrust laws must be evenly applied to all types of 
health care entities. This includes non-profit and for-profit entities, religious and secular entities, and care 
provided at the primary, sub-acute, acute, post-acute and long-term care levels.  

• Integration and strategic partnerships are driven by state and federal forces, including low reimbursement by 
government payers, value-based and bundled payments, accountable care organizations, Medicare’s moving of 
more care to the outpatient setting, the complexity of billing and health information technology.  

 

Contact Information 

Zosia Stanley Lisa Thatcher 
Vice President & Associate General Counsel WSHA Lobbyist 
ZosiaS@wsha.org  |  206.216.2511 LisaThatcher@comcast.net  |  253.686.874 
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Sustainable Expansion of State Charity Care Law   

 

Background 

Washington’s hospitals are committed to providing necessary hospital care to all patients, regardless of 
ability to pay. The value of providing care to those that cannot afford to pay has been incorporated into the 
mission of our hospitals. Charity care is an important safety net for patients who have unaffordable hospital 
expenses after they have exhausted their other payment and coverage options, such as insurance. A bill 
proposes to amend the current charity care law to: 

• Expand eligibility for charity care from patients that are at 200% of the federal poverty level (FPL) up 
to patients who are up to 400% FPL ($106,000 annual income for a family of four).  

• Remove the ability for hospitals to set their own sliding fee scales and instead establish specific 
percentage discounts for patients based on their FPL.  

• Prevent hospitals from considering any patient assets when determining patient discounts. 
• Expand the scope of charity care from care provided under the hospital’s license to include all clinics 

affiliated with a hospital.  
 

WSHA Position 

WSHA supports increasing health care access and reducing financial burdens on low-income patients. 
However, this must be done in a way that is financially sustainable for hospitals and equitable across the 
health care system. Charity care is not a substitute for insurance. If hospitals are required to fund coverage of 
both inpatient and outpatient services for an expanded patient population, there may be a disincentive for 
patients to remain insured. Similarly, health insurers may have less incentive to provide more robust 
coverage or to lower deductibles.  
 
Charity care is paid for by hospitals. There is no state funding or mechanism to pay for the cost of care 
provided. Hospitals in Washington State provide $330 million in charity care annually – this is in addition to 
being underpaid $2.2 billion by Medicare and Medicaid. Hospitals are unique. They serve all communities and 
offer different service lines depending on size and geographic location. A one-size-fits-all statewide Charity 
Care Policy, does not give recognition to the many differences among hospitals and patients in the state. 
 

Key Messages 

• Large health systems in Washington State currently provide expansive free or reduced-cost health 
care to patients to reduce the burden of medical bills. The charity care ranges of large health systems 
are similar to the proposal by the Office of the Attorney General. Large health systems are better 
equipped to provide these discounts than smaller systems or individual hospitals thanks to their 
economies of scale and ability to share resources. 
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• Rural hospitals have limited resources and serve a high number of Medicaid and Medicare patients. A 
statewide Charity Care Policy of up to 400% FPL would include 25-38% of a rural hospital’s population. 

• Smaller systems and rural hospitals are not able to provide expansive free or reduced care due to the 
inability to shift these new costs to commercial payers or absorb them within existing resources. 

• While nonprofit hospitals and clinics operating under the hospital’s license benefit from not paying 
property taxes as recognition of the public good provided to the community, this tax break does not 
apply to freestanding clinics owned by the hospital. A charity care proposal should be consistent with 
this longstanding policy and should not include affiliated clinics that do not receive a tax break.  

Contact Information 

Cara Helmer Lisa Thatcher 
Policy Director, Legal Affairs WSHA Lobbyist 
CaraH@wsha.org  |  206.577.1827 LisaThatcher@comcast.net  |  253.686.874 
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Employment Laws Should be Enforced by the State, Not Private Parties  

(HB 1076) 
 
 

Background 

“Qui tam” is when private residents are authorized to sue on behalf of the government in exchange for a 
portion of the financial award. California created qui tam powers to enforce employment law through its 2004 
Private Attorneys General Act (PAGA). It remains the first – and only – state in the nation with this type of law. 
According to California’s Department of Industrial Relations, the law has proven ineffective for protecting 
workers and has proven to be a burden on state resources1. The law also creates obstacles to curing alleged 
violations2 and incentivizes abusive litigation3.  
 
Following California’s overall model, HB 1076 authorizes anyone – regardless of whether they are the 
aggrieved employee – to sue employers under various employment laws relating to wages, overtime, safety, 
leave and others on behalf of state agencies in exchange for up to 40% of the judgment or settlement. HB 
1076 treats every alleged violation as if it is a deliberate action and provides no explicit opportunity for an 
employer to cure an alleged violation. HB 1076 is also ripe for abuse due to minimal state oversight.   
 
 

WSHA Position 

WSHA strongly opposes HB 1076. The bill incentivizes frivolous and abusive lawsuits, and it will penalize well-
intentioned employers as much as bad actors. Now more than ever, as businesses are trying to recover from 
COVID-19 pandemic, we should not be adding additional legal exposure and costs that have not proven to be 
protective of workers. 
 
 

Key Messages 

• HB 1076 circumvents 10 different labor laws that have enforcement procedures and penalty provisions. 
Many of the laws were carefully negotiated by the legislature and would be undermined if HB 1076 
becomes law. 

• Washington does not need private litigation to enforce labor laws on behalf of the Department of Labor & 
Industries (L&I). Employees can file wage and workplace safety complaints directly with L&I via its website 
for investigation. L&I’s enforcement data shows a high success rate in resolving complaints.  

 
1 Department of Industrial Relations. FY 2019-2020 Budget Change Request. (May 2019) 
2 Senate Law and Justice Committee Work Session. (Sep. 23, 2020) 
3 California Assembly Labor and Employment Committee. Analysis of AB 1654. (31 Aug. 2018) 
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• L&I is managing its caseload and does not have a case backlog. L&I’s staff said in February 20214, “L&I does 
not have a backlog of wage complaints it is unable to investigate.” Additionally, the department’s 2020 
report5 on wage and labor law enforcement makes no mention of an enforcement backlog. 

• L&I’s 2020 enforcement data indicates more education for employers is needed as Washington’s labor 
laws continue to change. HB 1076 does nothing to encourage education efforts by L&I. Instead, the bill 
prioritizes punishment and litigation over curing and compliance. This means an employer could face 
enormous penalties for a single unintentional and minor violation without a realistic ability to cure the 
violation.  

• The only way for an employer to work with L&I under HB 1076 is if the agency decides to investigate the 
qui tam claim. However, L&I’s Employment Standards Program anticipates investigating only 7% of an 
estimated 800 qui tam claims per year6. This means most qui tam claims will end up in the legal system 
instead of being resolved through L&I. 

• California’s example demonstrates there are likely to be unforeseen costs to Washington State to 
implement and monitor this type of law. Such resources would be better invested in compliance education 
and prevention work. 

 
 

Contact Information 

David Streeter Lisa Thatcher 
Policy Director, Clinical and Data WSHA Lobbyist 
DavidS@wsha.org  |  206.216.2508 Lisathatcher@comcast.net  |  253.686.8746 
 

 
4 Liability Reform Coalition. “HB 1076 (qui tam) is unnecessary.” (Feb. 2021) 
5 Department of Labor & Industries. Wage, Leave, and Youth Employment Investigations: 2020 Annual Report to the Governor. (Dec. 2020) 
6 HB 1076 Fiscal Note. (10 Mar 2021) 
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https://lni.wa.gov/agency/_docs/2020WageLeaveYouthEmploymentReport.pdf
https://fnspublic.ofm.wa.gov/FNSPublicSearch/GetPDF?packageID=62752


 

 
 

Updated: 12/17/21 

 

Allowing Nurses to Distribute Opioid Overdose Reversal Medication in 
Emergency Departments 

 
 

Background 

SSB 5195 took effect on Jan. 1, 2021, requiring hospitals to provide opioid reversal medication to all patients 
presenting to the emergency department with symptoms of opioid overdose, opioid use disorder or other 
adverse events related to opioid use. WSHA supports efforts to save lives with this bill, however, amendments 
made to RCW 70.41.480 have created practical compliance challenges for hospitals. 

SSB 5195, eliminated a provision in RCW 70.41.480(2)(c), which permitted nurses to distribute pre-packaged 
opioid reversal medication, replacing it with RCW 70.41.480(6), which requires these medications to be 
distributed exclusively by a “practitioner”: a person with prescribing authority in the state of Washington. The 
restriction in law that the opioid reversal medication can only be distributed by a practitioner and not a 
nurse imposes a barrier to discharge, creating backlog in the emergency department. WSHA is proposing a 
legislative fix that will add “nurse” as a person who can distribute opioid reversal medication from the 
emergency department as a solution to this problem. 
 

WSHA Position 

Allowing nurses to distribute opioid reversal medication from the emergency department will help address a 
potential backlog at discharge, give hospitals the necessary flexibility to comply with SSB 5195 and ensure 
patient safety from opioid overdose, while also allowing hospital emergency departments to continue 
operating efficiently.  
 
 

Key Messages 

• Hospitals support the need to keep patients safe from opioid overdose and believe in efforts to 
increase distribution of opioid reversal medication to the community. 

• It is essential to emergency departments' efficiency and operation that distribution privileges for 
opioid reversal medication be extended to nurses and not be limited to prescribing practitioners. 

 
 

Contact Information 

Cara Helmer, JD, RN Katie Kolan, JD 
Policy Director, Legal Affairs WSHA Lobbyist 
CaraH@wsha.org  |  206.577.1827 Katie@kathrynkolanpublicaffairs.com  |  206.618.4821 
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Modernize WA’s MRSA Law to Advance Hospitals’ Infection Prevention Work 
 
 

Background 

Washington State’s current law to prevent the spread of methicillin-resistant staphylococcus aureus (MRSA) in hospitals 
needs to be updated to increase patient and staff safety. The legislature passed the law in 2009 based on available 
information. Today, infectious disease scientists’ understanding of MRSA is more comprehensive and the U.S. Centers 
for Disease Control and Prevention (CDC) has identified additional dangerous pathogens. Washington’s MRSA law 
overcommits hospital resources and attention to one pathogen, which consumes staff time and testing supplies, and 
limits hospital space without meaningfully increasing patient and staff safety. Gov. Inslee waived the law in March 2020 
to provide hospitals more flexibility to respond to the COVID-19 pandemic. The waiver remains in effect and allows 
hospitals to prepare and respond to dangerous pathogens like COVID-19 without the MRSA law’s specific requirements.  
 

WSHA Position 

The flexibility provided to hospitals by the MRSA law’s current waiver should continue by modernizing RCW 70.41.430 to 
address dangerous pathogens of epidemiological concern. WSHA’s proposal requires hospitals to develop a policy to 
prevent and control the transmission of pathogens based on a risk assessment and evidence-based intervention 
strategies. The proposal also aligns data reporting requirements with the Centers for Medicare & Medicaid Services’ 
(CMS) requirements to ensure laboratory-confirmed pathogen cases are submitted to the CDC’s National Health and 
Safety Network when required by CMS.  
 

Key Messages 

• Shifting from a narrow risk assessment for MRSA to a broad risk assessment for pathogens of epidemiological 
concern will ensure hospitals include certain pathogens deemed as “urgent threats” by the CDC and emerging 
pathogens like COVID-19 in their infection control work. This will ensure hospitals’ readiness for outbreaks and 
epidemics.  

• Modernizing the MRSA law will require hospitals to use appropriate evidence-based practices to prevent and 
control dangerous pathogens. Depending on the pathogen, interventions to ensure patient and staff safety may 
include patient testing, education, isolation and cohorting. 

• Aligning the data reporting obligation with CMS requirements ensures hospitals are reporting laboratory-
confirmed pathogen cases. This will provide useful data for infection prevention professionals and researchers 
working to address pathogens.  

• Modernizing the MRSA law was developed by a workgroup of leaders from Washington’s Puget Sound Chapter 
of the Association of Professionals in Infection Control and Epidemiology, infectious disease doctors, nurses and 
other health care professionals.   

 

Contact Information 

David Streeter Lisa Thatcher 
Policy Director, Clinical and Data WSHA Lobbyist 
DavidS@wsha.org  |  206.216.2508 LisaThatcher@comcast.net  |  253.686.8746 
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Consumer Data Privacy Alignment with Existing Health Privacy Protections 
 
 

Background 

Bills proposing to regulate how businesses process an individual’s personal data, including their personal health 
information (PHI), could apply to hospitals. “Consumer privacy” bills aim to increase consumers’ access and control 
of their personal data and would require several measures toward that end. For instance, the bills would give 
consumers the ability to “opt-in” or “opt-out” to the processing of their data, as well as impose security and 
compliance obligations on businesses.  
 
 

WSHA Position 

WSHA supports increasing people’s access to and control of their personal data, but we need to ensure state law 
does not create competing compliance obligations or add burdensome requirements over and above the high 
standards hospitals already meet as “covered entities” under the Health Insurance Portability and Accountability 
Act (HIPAA), among other state and federal privacy laws and regulations. 
 
 

Key Messages 

• Hospitals currently protect PHI according to HIPAA standards, as amended by the Health Information 
Technology for Economic and Clinical Health Act (HITECH). These standards address the confidentiality, 
security and transmissibility of a person’s PHI. Patient consent, access and control are central tenets of the 
law. These are stringent standards, and they should be. 

• Hospitals also protect health care related information pursuant to several other state and federal laws and 
regulations. 

• These “same but different” laws would introduce competing requirements, making compliance extremely 
difficult and draining limited time and resources away from hospitals’ existing efforts to protect people’s 
personal data. 

 
 

Contact Information 

Cara Helmer Lisa Thatcher 
Policy Director, Legal Affairs WSHA Lobbyist 
CaraH@wsha.org  |  206.577.1827 LisaThatcher@comcast.net  |  253.686.8746 
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WSHA Inpatient Behavioral Health Treatment Data Project:  

Executive Summary 
 

Background and Project Overview 

This policy brief presents key findings and policy opportunities from the 2021 WSHA Inpatient Behavioral 
Health Treatment Data Project: a data collection effort completed with inpatient behavioral health treatment 
facilities across Washington State. Little data exists about inpatient capacity and system needs in Washington. 
The project’s purpose was to collect quantitative and qualitative data about inpatient behavioral health 
treatment to identify, quantify, and understand treatment gaps and capacity needs, inform policy and funding 
changes, and support system and quality improvement efforts.   
 
Acute care hospitals with inpatient behavioral health units, freestanding psychiatric hospitals, freestanding 
evaluation and treatment (E&Ts) facilities, and secure withdrawal management and stabilization (SWMS) 
facilities across the state were invited to participate in the project. Approximately 75 percent of hospitals and 
over 70 percent of freestanding E&T/SWMS facilities that offer inpatient behavioral health treatment 
participated in one or more of the project components. Data were collected over four months (April – July 
2021). 
 
This project employed a mixed-method data approach to better understand the following elements: 

• Policy and improvement opportunities 
• Characteristics of facilities providing inpatient behavioral health care in Washington State 
• Numbers and characteristics of patients not finding an inpatient bed and often ending up on a single 

bed certification (SBC)1 
• Length-of-stay characteristics 
• Discharge characteristics and obstacles   

 
Data collection occurred between April and July 2021 and involved four data components. These included the 
following: (1) online survey collecting data on facility characteristics; (2) facility-level weekly declines and 
deferrals (e.g., no bed available, not meeting admission criteria); (3) patient discharge data; and (4) qualitative 
focus groups with hospital and freestanding E&T leaders to better understand the quantitative data findings.  
 
Key Findings 

The findings from the WSHA Inpatient Behavioral Health Treatment Data Project highlight the relationship and 
interconnection between inpatient admission and discharge placement, particularly for patients with complex 
conditions or behaviors, higher acuity, medical comorbidities, and other specialized needs. Findings include:  

 
1 RCW 71.05.745 defines “single bed certification” (SBC). 
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• Diversity and variation exist across inpatient behavioral health facilities and facility types. Not all 
inpatient beds are the same. Facilities vary in their facility design, building and IT infrastructure, 
treatment capacity and specializations, staffing, and other key facility-level characteristics. 

• Inpatient capacity is not meeting the current treatment demand, particularly for specialized 
populations, such as patients with medical complexity; violent, aggressive, or complex behaviors; or 
cognitive impairments/neurodiversity. 

• Patients with specialized treatment needs are often in the hospital longer and are more difficult to 
discharge to safe, stable long-term placements. Community discharge opportunities are limited.  
Placing patients with specialized and complex needs takes increased time and resources for facilities.   

• Discharge challenges impact and influence inpatient capacity. When patients are not able to 
transition back to the community (e.g., stable placements, outpatient services), this affects the 
facility’s capacity and ability to admit other patients. 

• Limited access to outpatient services may impact the need for inpatient treatment. When patients do 
not have timely access to outpatient and crisis services, patients often come to inpatient facilities 
experiencing more acute symptoms and may take additional time/resources to stabilize before 
discharge. 

 
Policy Opportunities 

The findings from the WSHA Inpatient Behavioral Health Treatment Data Project suggest important policy 
opportunities for behavioral health system improvement. Key areas include the following:  

• Increasing inpatient capacity for patients with specialized needs, including patients with complex and 
violent behaviors, medical complexity, and neurodiversity (e.g., developmental disabilities, dementia). 

• Building out step-down services and supports for patients leaving inpatient treatment settings. This 
may include investments in partial hospitalization, intensive outpatient programs, psychiatric and 
medical respites, or other resources to facilitate successful discharges and help individuals reintegrate 
into the community.   

• Strengthening outpatient community behavioral health and crisis diversion resources to support 
individuals in the community and prevent unnecessary emergency department visits and behavioral 
health hospitalizations. 

• Increasing community long-term supports and supportive housing capacity, particularly for patients 
with violent behaviors, greater psychiatric acuity, and complex medical needs. 

• Continued investment in and support of the behavioral health workforce. 

WSHA appreciates the support of Sen. Manka Dhingra (D-45th) in championing the need for a data project like 
this to inform behavioral health policy efforts in the state. Findings were presented to community and 
legislative stakeholders in October 2021. 
 

Contact Information 

Cara Helmer, JD, RN Katie Kolan, JD 
Policy Director, Legal Affairs WSHA Lobbyist 
carah@wsha.org | 206.577.1827 katie@kathrynkolanpublicaffairs.com | 206.618.4821 
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Maintain the Key Patient Protection in the Audio-Only Telemedicine Law 

 
 

Background 

In 2021, the Washington State Legislature passed HB 1196 to establish audio-only telemedicine as a covered and 
reimbursable care option for patients. The new law treats audio-only telemedicine the same as audio-visual 
telemedicine by requiring payers such as Medicaid and commercial insurers to reimburse for audio-only telemedicine 
services at the same rate as services provided through audio-visual means. Beginning Jan. 1, 2023, providers must have 
an established relationship with their patients to be reimbursed by payers for audio-only telemedicine. The established 
relationship requirement requires the provider to see the patient in-person once annually, while also allowing providers 
to refer their established patients to other providers for audio-only telemedicine.  
 
 

WSHA Position 

The current established relationship provision ensures that providers see their patients in-person at least once per year 
to assess their overall health before receiving payment for audio-only telemedicine. The in-person visit provides a 
baseline understanding of the patient’s health that helps ensure audio-only telemedicine is appropriate for the patient’s 
condition and conducted safely. WSHA opposes removing the in-person visit requirement entirely because doing so 
would undermine the patient safety protections created by the in-person visit. However, WSHA supports an exception 
for behavioral health services since in-person interaction may not be necessary for all patients. WSHA also supports 
extending the established relationship time period to two years to increase access to care.     
 

Key Messages 

• The established relationship requirement is reasonable and ensures providers have sufficient knowledge about a 
patient to provide treatment through audio-only telemedicine as safely as possible. 

• Audio-only telemedicine is intended to be an additive modality for treating patients, not a replacement for in-
person care.  

• Allowing an audio-visual visit to satisfy the in-person visit condition for all medical care would remove any 
impetus for in-person care for any condition. This could lead to situations in which patients with serious chronic 
conditions are only seen through remote care and never actually see their provider in person.  

• Extending the established relationship time period beyond two years may inadvertently detract from the 
provider-patient relationship by making the time between visits longer. This is especially problematic for 
patients who are prone to underreport symptoms or conditions that would otherwise be identified during an in-
person visit.  

Contact Information 

David Streeter Lisa Thatcher 
Policy Director, Clinical and Data WSHA Lobbyist 
DavidS@wsha.org  |  206.216.2508 Lisathatcher@comcast.net  |  253.686.8746 
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