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Executive Summary 

 
Purpose: 
 
A priority of the RI Senate has been to enhance the behavioral health service system in RI. There 
was a major emphasis on the opioid overdose epidemic over the past several legislative sessions, 
with a comprehensive package of legislation and budget investments adopted to address 
substance use disorders. However, substance use disorders are only one component of mental 
and behavioral health. These issues are complex, and finding solutions requires creative and 
comprehensive approaches. Unmet needs are high, and a state policy agenda of multi-faceted 
interventions and investments is necessary to improve the mental health status of the Rhode 
Island population. 
 
In the fall of 2016, the Senate Health and Human Services Committee held a series of five 
hearings to assess the status of mental health services in Rhode Island, and to compile a list of 
recommendations for legislative action. This effort was not intended to be a comprehensive and 
intensive review of every aspect of the mental health system in our state. Nor does it serve to 
replace ongoing needs assessment, system planning, and interventions that are conducted by 
numerous other public and private entities. The Senate’s goals have been to promote leadership, 
public awareness and action to address a critical, yet often overlooked, health care crisis. 
 
The Committee’s identified issues and suggested recommendations are as follows: 
 
1) Address payment for mental health direct care workers 

 Work to increase wages for lowest paid direct care mental health workers 

 Address delays in Medicaid claim reimbursement for services rendered by providers 
 

2) Minimize risk by focusing on mental health prevention and early intervention 

 Expand the Home Visiting Program at DOH to meet the need among all at-risk families 

 Work with health care providers of young children to implement psycho-social and 
behavioral assessments as preventive visits per the Bright Futures Guidelines and Early 
and Periodic Screening, Diagnostic and Treatment (EPSDT) to implement screening for 
early childhood adversity and risk factors for toxic stress 

 Work with RI Department of Education (RIDE) to implement universal screening for 
adverse childhood experiences (ACEs), including: 

o Early screening of children in schools 
o ACEs training for teachers to detect and refer 
o Increase public awareness of toxic stress 

 Identify funding for after-school programs for youth (e.g., Boys and Girls Clubs) to 
build support networks and feelings of community 

 Fund suicide prevention programs in schools 

 Increase students’ awareness of existing school-based mental health resources 

 Work with RIDE to better utilize Medicaid matching funds for school districts to hire 
mental health workers 
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3) Address the serious mental health workforce shortages (particularly adult and child 
psychiatrists and psychologists) 

 Improve access to psychiatrists and other mental health providers 
o Expand the DOH/RISLA loan forgiveness program to attract mental health 

professionals in varied settings 
o Encourage mental health professionals working at Federally Qualified Health 

Centers (FQHCs) to apply to the National Health Services Corps’ (NHSC) student 
loan forgiveness program 

o Support state and private efforts to recruit and retain psychiatrists 
o Ensure professional licensure consistency and/or reciprocity with other states 
o Encourage insurers to improve the credentialing process 
o Encourage adequacy of commercial insurers’ reimbursement of mental health and 

behavioral health services and treatment including tele-psychiatry, and remove 
licensure barriers for mental health providers to provide tele-psychiatry 

o Streamline and clarify RIDOH provider license reciprocity regulations to address 
the shortage of mental health professionals 

o Explore the application of waivers for disqualifying information on background 
checks for peer recovery coaches 

o Support the State Innovation Model (SIM) Child Psychiatry Access Program 
 

4) Fund training for law enforcement, sheriffs, and Department of Corrections (DOC) 
officers/staff 

 Identify funding to expand continuing education and training for all levels of law 
enforcement and DOC officers/staff to ensure accurate identification of situations 
involving mental health emergencies, and to develop strategies for proper responses 

 
5) Reduce high prevalence of individuals with mental health issues in the criminal justice 
system 

 Support Justice Reinvestment legislation, including 2017 Senate Bill 10 that authorizes a 
superior court diversion program, enhances pre-trial screening for behavioral health 
issues of defendants, and allows law enforcement to transport individuals to appropriate 
settings in lieu of jail 

 Expand forensics capacity at Eleanor Slater Hospital to improve the treatment of 
inmates with serious mental illness 

 Establish a mental health court—and/or expand scope of existing diversionary courts or 
calendars 

 
6) Reduce the high prevalence of individuals with mental health issues who are homeless 

 Address the mental health issues of individuals who are homeless through increased 
housing subsidies and vouchers 

 Support the development of mobile outreach efforts which provide screening and access 
to services to persons living on the street 
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7) Increase alternative models to emergency departments in mental health crisis 
intervention 

 Increase capacity and reduce obstacles to use of Crisis Stabilization Units (or similar 
model) that serve as alternatives to unnecessary emergency department visits for mental 
health needs 

 Support the Governor’s Overdose Prevention and Intervention Task Force Emergency 
Department and Hospital Standards for Opioid Safety 
o Expand the scope of this project to include standards for mental health care 
o Ensure that these proposed standards include adequate safeguards for appropriate 

transfers of care in a tiered system 
 

8) Improve access to community-based services 

 Support team-based approaches, such as collaborative care models that treat both the 
mind and body of patients 

 Support state Medicaid efforts on Assertive Community Treatment (ACT) teams, and 
mobile van for individuals who are homeless 

 Support the implementation of evidence-based practices in the community mental health 
center and alternative payment models 

 Support crisis mental health services, including: 24-hour mobile crisis teams, crisis 
hotlines, emergency crisis intervention, and crisis stabilization 

 Address the need for a comprehensive and effective Olmstead plan for serving qualified 
people with mental disabilities in less restrictive settings 

 
9) Ensure mental health parity 

 Support OHIC’s ongoing review of insurers’ compliance with mental health parity 

 Fund social workers to assist the Mental Health Advocate and Child Advocate 

 Reduce insurer barriers to mental health care: 
o Reduce or eliminate certain prior authorization requirements 
o Consider an exception to “step therapy” (patient trial and error of generic drugs) 

for severe mental illness 
 
10) Address cost sharing requirements for mental health and behavioral health treatment 
which serve as a barrier to access of care 

 Examine insurance plan design and ensure that patient payment obligations are not a 
barrier to care for mental health and behavioral health patients 

 
11) Increase identification and treatment of depression and substance use disorder in 
pregnant and postpartum women 

 Support DOH’s efforts to educate and encourage medical professionals serving pregnant 
women to screen for mental health issues and refer for appropriate treatment and support 
services 
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Introduction 
 
Mental illness and substance use disorders can have a powerful effect on the health of 
individuals, their families, and their communities. In 2014, an estimated 9.8 million adults aged 18 
and older in the United States had a serious mental illness, and 1.7 million of which were aged 18 
to 25.1 Also 15.7 million adults (aged 18 or older) and 2.8 million youth (aged 12 to 17) had a 
major depressive episode during the past year.2 In 2014, an estimated 22.5 million Americans 
aged 12 and older self-reported needing treatment for alcohol or illicit drug use, and 11.8 million 
adults self-reported needing mental health treatment or counseling in the past year. These 
disorders can create various degrees of disability and carry a high burden of disease in the United 
States, resulting in significant costs to families, employers, and publicly funded health systems. By 
2020, it is predicted that mental and substance use disorders will surpass all physical diseases as 
the major cause of disability worldwide.3 

According to the CDC, suicide is the 2nd leading cause of death for young people age 10-34, and 
the 4th leading cause of death for adults age 35-54. Tragically, more than 1,200 Rhode Islanders 
have lost their lives to suicide since 2006.4 In 2015, there were 125 suicides in RI; this represents 
an almost 50% increase in annual suicides in RI in the past decade.5 Given the gravity of the 
problem, Rhode Island’s vision is to ensure that all of its residents have the opportunity to 
achieve the best possible mental and behavioral health and well-being within healthy local 
communities that promote empowerment, inclusion, and shared responsibility. 
 
In 2016, The Lancet performed a global return on investment (ROI) analysis on mental health 
that focused on depression and anxiety. These are the most prevalent mental health disorders and 
lead to large losses in work participation and productivity that lend themselves to effective and 
accessible treatment.6 Results from the analysis suggest that financial benefits of better health and 
work force outcomes outweigh the costs of achieving them by 3.3 to 5.7 to 1; this means that 
every dollar invested in treatment yielded $3.30-5.70 in savings. Because treatment of common 
mental disorders leads to significant improvements in economic production and health outcomes, 
the study’s authors recommend that clinicians increase the detection and management of people 
with depression and anxiety disorders. 
 
In its continuing efforts to fulfill this vision, and in response to a legislative directive, the Rhode 
Island Executive Office of Health and Human Services (EOHHS); the Department of Behavioral 
Healthcare, Developmental Disabilities, and Hospitals (BHDDH); Department of Health 
(DOH); and the Office of the Insurance Commissioner (OHIC) contracted with Truven Health 
Analytics to develop a series of reports that quantify statewide demand, spending, and supply for 

                                                           
1 Substance Abuse and Mental Health Services Administration (SAMHSA), http://www.samhsa.gov/prevention. 
2 Ibid.  
3 Ibid.  
4 Deborah Garneau, Chief of the Office of Special Health Care Needs, RI Department of Health, Presentation to 
Senate HHS Committee (October 2016). 
5 Ibid. 
6 Chisholm, Dan; Sweeny, Kim, et al., Scaling-up treatment of depression and anxiety: a global return on investment 
analysis, The Lancet Psychiatry Vol.3-5 (2016), pp.415-424.  
 
 

http://www.samhsa.gov/disorders
http://www.samhsa.gov/prevention
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the full continuum of behavioral health services in the state.7 Subsequent to these analyses, 
Truven Health was asked to develop a summary report recommending practices, policies, and 
system structures to further the goal of providing accessible, high quality, and affordable care. 
 
According to the Truven report, the following examples are of primary concern in RI: 
 

 Children in Rhode Island face greater economic, social, and familial risks for developing 
mental health and substance use disorders than children in other New England states and 
the nation. 

 Individuals in Rhode Island are more likely to report unmet need for behavioral 
healthcare services than adults in any other New England State. 

 One in five Rhode Island Medicaid beneficiaries hospitalized for a mental illness had no 
follow-up mental health treatment 30 days after discharge. 

 Rhode Island has fewer behavioral health and substance abuse counselors per capita than 
other New England states. The lack of substance abuse human resource capacity is 
significant given clients with persistent high service needs i.e. those that use acute 
inpatient care. 

 Rhode Island has no mental health programs offering specialized services for traumatic 
brain injury (TBI), and had the lowest % of mental health facilities offering programs 
specifically designed for Veterans or for individuals with Alzheimer’s disease or 
Dementia. 

 Recently, Rhode Island closed a number of residential treatment beds, with adolescent 
substance use disorder residential treatment being hit the hardest. 
 

The report made the following overarching recommendations: 
 

 Recommendation 1. Children in Rhode Island face greater economic, social, and familial 
risks for developing mental health and substance use disorders than children in other 
New England states and the nation. These greater risks necessitate that Rhode Island 
place greater emphasis on investments in proven, effective, preventive services and 
supports for children and families. 

 Recommendation 2: Rhode Island should shift financing and provision of services away 
from high-cost, intensive, and reactive services toward evidence-based services that 
facilitate patient-centered, community-based, recovery-oriented, coordinated care. 

 Recommendation 3: Rhode Island should enhance its state and local infrastructure to 
promote a population-based approach to behavioral healthcare. Specifically, Rhode Island 
should: (1) routinely generate and disseminate behavioral healthcare need, supply, use and 
spending information across funding and organizational silos; (2) develop planning 
processes that involve and incentivize disparate organizational, financing, and delivery 
systems; and (3) create accountability measures that are tied to population-level outcomes. 
 

Additionally, in July 2016, the Governor’s Council on Behavioral Health highlighted several areas 
of need related to mental health services: residential treatment services for adolescents; disparities 

                                                           
7 Rhode Island Behavioral Health Project: Final Report, http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/ 
Truven%20Rhode%20Island%20Behavioral%20Health%20Final%20Report%209%2015%202015.pdf (September 
2015). 

http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/%20Truven%20Rhode%20Island%20Behavioral%20Health%20Final%20Report%209%2015%202015.pdf
http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/%20Truven%20Rhode%20Island%20Behavioral%20Health%20Final%20Report%209%2015%202015.pdf
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between physical and behavioral health in Medicaid managed care plans; a shortage of behavioral 
health providers to meet the increased demand created by Medicaid Expansion; and the shortage 
of affordable housing. 
 
These studies and recommendations provide an overarching framework for the series of Senate 
mental health hearings. The goal of each of hearing was to outline the constraints to improved 
mental health services in our state, and to discuss model or proposed solutions that will help 
remedy each concern. Appropriate stakeholders have been engaged in the process of identifying 
the issues and involved in the genesis of the recommended solutions. 
 
The Senate HHS Committee would like to thank all the experts and members of the public who 

shared their valuable insights and experiences during the hearing series, including: Secretary 

Elizabeth Roberts, Meg Clingham, Jim McNulty, Ruth Feder, Dr. Susan Storti, Richard Harris, 

Dr. Michael Silver, Dennis Roy, Mary Dwyer, Dr. Peter Oppenheimer, Dr. Dale Klatzker, 

William Emmet, Dr. Nicole Alexander-Scott, Rebecca Boss, Dr. Elinore McCance-Katz, John 

Holiver, Dr. Richard Goldberg, Dr. Lisa Shea, Dr. Jeffrey Hunt, Dr. Monica Darcy, Denise 

Panichas, Col. Ann Assumpico, Dr. Gary Bubly, Margaret Holland-McDuff, Kathy Heren, 

Sabrina Rivera, Bridget Bennett, McKenna Colman, Kim Colman, Lori Ziegler Halt, Marc 

Dubois, Michelle Taylor, David Spencer, Jane Hayward, Dr. Robert Swift, Dan Kubas-Meyer, 

Dr. Craig Kaufman, Megan Smith, Attorney General Peter Kilmartin, A.T. Wall, Linda Johnson, 

Michael Dexter, Dr. Matthew Collins, Yuriel Melendez, Ruth Feder, Jamia McDonald, Deb 

Garneau, Michael Reis, Yuriel Melendez, Col. Hugh T. Clements, Jr., Dr. Francisco “Paco” Trilla, 

Stephen Kozak, Deb Florio, Al Charbonneau, and Ben Lessing. 
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Issues & Recommendations 
 
1) Address payment for mental health direct care workers 

 

 Findings: 
 
Multiple presenters lamented the low pay for direct care workers and the detrimental 
effect this has on staff retention, training costs, and, as a result, quality of care. This is a 
national problem; as demand for direct care workers has grown, their wages have 
fallen. From 2005 to 2015, total direct care worker employment grew by nearly a million 
workers, from 2.6 to 3.6 million.8 The majority of this growth occurred in home- and 
community-based settings, where employment doubled, from 700,000 in 2005 to nearly 
1.5 million in 2015.9 

 
The Bureau of Labor Statistics (BLS) lists national level wage data for Health Support 
Occupations. This category includes several types of direct care and support workers, 
who provide routine individualized healthcare to persons with disabilities at a patient's 
home or in a care facility. In 2015, the average private-sector direct care worker in RI 
earned $10.82 per hour, and the average annual staff turnover rate was approximately 
33%.10 
 
Over the last five years the Health Support Occupation industry has experienced a 
stagnant wage growth as compared to the minimum wage growth rate.  
The minimum wage has increased by 30% since 2012, but the rate paid to these essential 
direct care providers has remained flat. This problem will be only be compounded by the 
fact that the demand for direct care workers is expected to rise dramatically in the coming 
decades as the population ages. It is estimated that the U.S. will need one million new 
direct care workers by 2024, meaning that the number of homecare workers will grow 
more than any other occupation, with 633,000 new jobs.11 
 
Additionally, multiple local providers have experienced significant reimbursement delays 
due to the new Integrated Health Home (IHH) and Assertive Community Treatment 
(ACT) Medicaid managed care program implementation. The IHH Program is a team-
based service that provides patient-centered care approaches to healthcare that assist the 
client in accessing the medical, behavioral health and substance use providers, as well as 
other medical specialists, in a coordinated manner.12 The ACT Program is a mental health 
program made up of multidisciplinary staff who work as a mobile team that provides 
psychiatric treatment, rehabilitation and support services in community locations.13 Mary 

                                                           
8 American Society on Aging,  http://www.asaging.org/blog/wage-increases-direct-care-workers-insufficient-build-
workforce. 
9 Ibid. 
10 U. S. Department of Labor, Bureau of Labor Statistics, Residential Intellectual and Developmental Disability, Mental 
Health, and Substance Abuse Facilities, http://www.rilegislature.gov/pressrelease/_layouts/RIL.PressRelease.List 
Structure/Forms/ DisplayForm.aspx?List=c8baae31-3c10-431c-8dcd-9dbbe21ce3e9&ID=12236 (October 2016). 
11 Paraprofessional Healthcare Institute, http://phinational.org/policy/states. 
12 RI Executive Offices of Health and Human Services (EOHHS), http://www.eohhs.ri.gov/Portals/0/ Uploads  
/Documents/SPA/15-016_Notice_to_Public.pdf (December 18, 2015). 
13 Ibid. 

http://goo.gl/vmu7IE
http://goo.gl/vmu7IE
http://www.asaging.org/blog/wage-increases-direct-care-workers-insufficient-build-workforce.
http://www.asaging.org/blog/wage-increases-direct-care-workers-insufficient-build-workforce.
http://www.rilegislature.gov/pressrelease/_layouts/RIL.PressRelease.List%20Structure/Forms/%20DisplayForm.aspx?List=c8baae31-3c10-431c-8dcd-9dbbe21ce3e9&ID=12236
http://www.rilegislature.gov/pressrelease/_layouts/RIL.PressRelease.List%20Structure/Forms/%20DisplayForm.aspx?List=c8baae31-3c10-431c-8dcd-9dbbe21ce3e9&ID=12236
http://phinational.org/policy/states
http://www.eohhs.ri.gov/Portals/0/%20Uploads%20/Documents/SPA/15-016_Notice_to_Public.pdf
http://www.eohhs.ri.gov/Portals/0/%20Uploads%20/Documents/SPA/15-016_Notice_to_Public.pdf
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Dwyer (RI Nurses Association), Dave Spencer (Leadership Council) and Ben Lessing 
(Community Care Alliance) testified that the payment delays for these programs have led 
to cash flow issues and staff layoffs at several Community Mental Health Organizations 
(CMHOs). 
 

 Recommendation(s): 

 Work to increase wages for lowest paid direct care mental health workers 

 Address delays in Medicaid claim reimbursement for services rendered by providers 
 

2) Minimize risk by focusing on mental health prevention and early intervention 
 

 Findings: 
 
Preventing mental health and substance use disorders in children, adolescents, and young 
adults is critical to Americans’ behavioral and physical health. Behaviors and symptoms 
that signal the development of a behavioral disorder often manifest two to four years 
before a disorder is present.14 In addition, people with mental health issues are more likely 
to use alcohol or drugs than those not affected by a mental illness. A 2014 report showed 
that of those adults with any mental illness, 18.2% had a substance use disorder, while 
those adults with no mental illness only had a 6.3% rate of substance use disorder in the 
past year.15 
 
Federal Medicaid law requires mental health screening as part of the Early and Periodic 
Screening, Diagnostic and Treatment (EPSDT) program.16 Margaret Holland-McDuff 
(Family Services of RI) testified in support of early screening for adverse childhood 
experiences (ACEs). Individuals with high ACEs scores have poor mental and physical 
health outcomes. If communities and families can intervene early, behavioral health 
disorders might be prevented, or symptoms can be mitigated. Data have shown that early 
intervention following the first episode of a serious mental illness can have an impact. 
Coordinated, specialized services offered during or shortly after the first episode of 
psychosis are effective for improving clinical and functional outcomes.17 
 
Yuriel Melendez (Generation Citizen, Juanita Sanchez School) testified that he witnesses 
students struggling in school, acting out, sleeping at their desks, chronically absent, and 
having thoughts of suicide. The severity of the problem is increasing, and there is a need 
for additional mental health support services in schools. Also, school outreach and 
guidance needs to be a priority so that students are aware of the support systems that are 
in place. 
 

                                                           
14 Substance Abuse and Mental Health Services Administration (SAMHSA), http://www.samhsa.gov/prevention. 
15 SAMHSA, Behavioral Health Trends in the United States, Results from the 2014 National Survey on Drug Use and 
Health, http://www.samhsa.gov/data/sites /default/ files/NSDUH-FRR1-2014/NSDUH-FRR1-2014.pdf. 
16 National Alliance on Mental Illness (NAMI), State Mental Health Legislation, 2015: Trends, Themes and Effective 
Practices, https://www.nami.org/About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-
Legislation-2015/NAMI-StateMentalHealthLegislation2015.pdf (December 2015). 
17 SAMHSA, http://www.samhsa.gov/prevention. 

http://www.samhsa.gov/prevention
http://www.samhsa.gov/data/sites%20/default/%20files/NSDUH-FRR1-2014/NSDUH-FRR1-2014.pdf
https://www.nami.org/About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-Legislation-2015/NAMI-StateMentalHealthLegislation2015.pdf
https://www.nami.org/About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-Legislation-2015/NAMI-StateMentalHealthLegislation2015.pdf
http://www.samhsa.gov/prevention
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A multi-pronged approach at different ages and in different settings is likely to be most 
effective strategy. Since children spend significant hours per day in school, training staff 
and students in suicide prevention and awareness makes sense, and can lead to 
recognition and intervention that saves lives. In response to this, several states have 
recently passed legislation that supports suicide prevention training for school staff.18 A 
recent issue brief by Rhode Island Kids Count outlined the prevalence of bullying in 
Rhode Island, as well as the effects and outcomes of bullying on children.19 Importantly, 
evidence suggests that bullying is a leading contributor to future drug use, mental health 
disorders, and is associated with higher rates of overall risky behavior. Providing mental 
health screenings and appropriate interventions in schools ensures that all children have 
access to mental health care. 
 
In addition to improved outcomes, early intervention saves money. An Institute of 
Medicine report notes that cost-benefit ratios for early treatment and prevention 
programs for addictions and mental illness programs range from 1:2 to 1:10.20 This means 
a $1 investment yields $2 to $10 savings in health costs, criminal and juvenile justice costs, 
educational costs, and lost productivity. 
 

 Recommendation(s): 

 Expand the Home Visiting Program at DOH to meet the need among all at-risk 
families 

 Work with health care providers of young children to implement psycho-social and 
behavioral assessments as preventive visits per the Bright Futures guidelines and 
Early and Periodic Screening, Diagnostic and Treatment (EPSDT) to implement 
screening for early childhood adversity and risk factors for toxic stress 

 Work with RI Department of Education (RIDE) to implement universal screening 
for adverse childhood experiences (ACEs), including: 
o Early screening of children in schools and childcare personnel 
o ACEs training for teachers to detect and refer 
o Increase public awareness of toxic stress 

 Identify funding for after-school programs for youth (e.g., Boys and Girls Clubs) to 
build support networks and feelings of community 

 Fund suicide prevention programs in schools 

 Increase students’ awareness of existing school-based mental health resources 

 Work with RIDE to better utilize Medicaid matching funds for school districts to 
hire mental health workers 
 

 

                                                           
18 NAMI, State Mental Health Legislation, 2015: Trends, Themes and Effective Practices, https://www.nami.org/ 
About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-Legislation-2015/NAMI-
StateMental HealthLegislation2015.pdf (December 2015). 
19 Rhode Island KIDS COUNT, Issue Brief: Preventing Bullying in Rhode Island Schools, http://www.rikidscount. 
org/Portals/0/zUploads/Documents/Issue%20Briefs/12.16%20Bullying%20Issue%20 Brief-RIKC-Final. pdf 
(December 2016). 
20 Institute of Medicine, Preventing Mental, Emotional, and Behavioral Disorders Among Young People: Progress and Possibilities 
(2009). 

https://www.nami.org/%20About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-Legislation-2015/NAMI-StateMental%20HealthLegislation2015.pdf
https://www.nami.org/%20About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-Legislation-2015/NAMI-StateMental%20HealthLegislation2015.pdf
https://www.nami.org/%20About-NAMI/Publications-Reports/Public-Policy-Reports/State-Mental-Health-Legislation-2015/NAMI-StateMental%20HealthLegislation2015.pdf
https://www.nap.edu/read/12480
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3) Address the serious mental health workforce shortages (particularly adult and child 
psychiatrists and psychologists) 
 

 Findings: 
 
While the U.S. is facing an overall shortage of doctors, there is more of a shortfall of 
mental health providers than in any other category. According to the Health Resources 
and Services Administration (HRSA), 89.3 million Americans live in federally-designated 
Mental Health Professional Shortage Areas.21 Dr. Michael Silver (RI Psychiatric Society) 
testified that, according to the American Medical Association, the total number of 
physicians in the U.S. increased by 45% from 1995 to 2013, while the number of adult 
and child psychiatrists rose by only 12%. Nationally, the number of psychiatrists 
graduating from residency programs from 2007-2013 was essentially flat, showing only a 
slight uptick in 2015. 
 
According to Dr. Silver, reimbursement rates in Rhode Island are lower than in 
surrounding states. While only certain counties in Rhode Island are federally-designated 
Mental Health Professional Shortage Areas, there are statewide shortages of psychiatrists 
available to see people in community settings. This is especially true for child 
psychiatrists. One critical problem affecting the supply of psychiatrists available to see 
patients in the community is the trend away from psychiatrists accepting any kind of 
insurance. A study published in the journal JAMA Psychiatry, found that approximately 
50% of psychiatrists accepted health insurance, compared to approximately 80% of non-
psychiatrists. 
 
Dr. McCance-Katz (Chief Medical Officer, BHDDH) stated that in RI, 38% of all 
psychiatrists are over age 55, so many may be retiring soon. Since only 4% of medical 
students choose psychiatry as a career, there will be an even greater shortage in the 
coming years. Despite focused efforts, she has not been able to recruit a single new full-
time psychiatrist to Eleanor Slater Hospital (ESH) due to the low state salary. Dr. 
McCance-Katz has started a training program that allows senior residents in the Brown 
Psychiatry Residency Program to take on-call shifts at ESH. This effort aims to encourage 
residents to stay in RI after their training is completed. 
 
Educational loan repayment is a long-standing, effective strategy to boost the mental 
health workforce. Emerging professionals benefit from student loan repayment in return 
for a post-graduate period of practice with an underserved population.22 Also, the State 
Innovation Model (SIM) is launching a Child Psychiatry Access Program that aims to 
improve access to mental health treatment for children. The program will establish a 
consultation team to work with primary care providers to meet the needs of children with 
mental health needs. The program is based on the model implemented in Massachusetts, 
which consists of regionally based teams that provide real-time telephone consultation 

                                                           
21 Health Resources and Services Administration (HRSA), https://datawarehouse.hrsa.gov/topics/shortage 
Areas.aspx. 
22 Rural Iowa Primary Loan Repayment Program, https://www.iowacollegeaid.gov/content/rural-iowa-primary-
loan-repayment-program. 

https://datawarehouse.hrsa.gov/topics/shortage%20Areas.aspx
https://datawarehouse.hrsa.gov/topics/shortage%20Areas.aspx
https://www.iowacollegeaid.gov/content/rural-iowa-primary-loan-repayment-program
https://www.iowacollegeaid.gov/content/rural-iowa-primary-loan-repayment-program
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with child psychiatrists, face-to-face appointments for acute evaluations, and assistance 
with accessing community-based behavioral health services.23 
 

 Recommendation(s): 

 Improve access to psychiatrists and other mental health providers through: 
o Expand the DOH/RISLA loan forgiveness program to attract mental health 

professionals in varied settings 
o Encourage mental health professionals working at Federally Qualified Health 

Centers (FQHCs) to apply to the National Health Services Corps’ (NHSC) 
student loan forgiveness program 

o Support state and private efforts to recruit and retain psychiatrists 
o Ensure professional licensure consistency and/or reciprocity with other states 
o Encourage insurers to improve the credentialing process 
o Encourage adequacy of commercial insurers’ reimbursement of mental health 

and behavioral health services and treatment including tele-psychiatry, and 
remove licensure barriers for mental health providers to provide tele-
psychiatry 

o Streamline and clarify RIDOH provider license reciprocity regulations to 
address the shortage of mental health professionals 

o Explore the application of waivers for disqualifying information on 
background checks for peer recovery coaches 

o Support the State Innovation Model (SIM) Child Psychiatry Access Program 
 

4) Fund training for law enforcement and Department of Corrections (DOC) 
officers/staff 
 

 Findings: 
 
In the absence of adequate crisis response systems, law enforcement officers have 
increasingly become default first responders to mental health crises. First responders and 
correctional officers need training in mental health crisis de-escalation. A new state law 
requires the Commission on Standards and Training to provide training and instructions 
for police officers to more accurately identify complaints involving mental health 
emergencies, and to develop appropriate responses to such emergencies. The training is 
designed to help law enforcement officers recognize the signs and symptoms of common 
mental health issues, de-escalate crisis situations safely, and initiate timely referrals to 
appropriate resources in the community. 

 

Colonel Hugh T. Clements, Jr. (Chief, Providence Police) and Colonel Ann Assumpico 
(Superintendent, RI State Police) testified about the importance of officer training. A 
police officer today has a dual role, both as a police officer and a social worker, when 
dealing with mental health issues. Officers’ reactions are extremely influential in the 
outcome of a call. Officers have received some training, but there is a need for additional 
training for both new recruits and for seasoned officers. Trained officers are needed 
specifically for psychiatric issues; there are models for specially trained units throughout 

                                                           
23 The Massachusetts Child Psychiatry Access Project, http://www.mcpap.com/Default.aspx. 

http://www.mcpap.com/Default.aspx
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the country, and funds are needed to implement these programs. A.T. Wall (RI 
Department of Corrections (DOC)) also testified about the importance of training. He 
advocated for funding to increase in the mental health staff at the ACI, as well as for 
evidence-based training for all correctional officers and staff. 
 

 Recommendation(s): 

 Identify funding to expand continuing education and training for all levels of law 
enforcement and DOC officers/staff to ensure accurate identification of situations 
involving mental health emergencies, and to develop strategies for proper responses 

 
5) Reduce high prevalence of individuals with mental health issues in the criminal justice 
system 

 

 Findings: 

There is significant overrepresentation of people with mental illness in the criminal justice 
system.24 The goal of mental health or diversion courts is to link offenders to long-term 
community-based treatment as an alternative to prison. These courts rely on mental 
health assessments, individualized treatment plans, and ongoing judicial monitoring to 
address both the mental health needs of offenders and public safety concerns of 
communities.25 Like other problem-solving courts such as drug courts, domestic violence 
courts, and community courts, mental health courts seek to address the underlying 
problems that contribute to criminal behavior.26 

 

 Recommendation(s): 

 Support Justice Reinvestment legislation, including 2017 Senate Bill 10 that 
authorizes  a superior court diversion program, enhances pre-trial screening for 
behavioral health issues of defendants, and allows law enforcement to transport 
individuals to appropriate settings in lieu of jail 

 Expand forensics capacity at Eleanor Slater Hospital to improve the treatment of 
inmates with serious mental illness 

 Establish a mental health court—and/or expand scope of existing diversionary 
courts or calendars 

 
6) Reduce the high prevalence of individuals with mental health issues who are homeless 

 

 Findings: 
 
Stable housing provides the foundation upon which people build their lives. Without a 
safe, affordable place to live, it is almost impossible to achieve good health or to achieve 
one’s full potential. According to the Office of National Drug Control Policy, 

                                                           
24 The U.S. Department of Justice reports that 16% of inmates in the U.S. reported either a mental condition or an 
overnight stay in a mental hospital, and were identified as mentally ill. See "Mental Health and Treatment of Inmates 
and Probationers" U.S. Bureau of Justice Statistics, https://www.bjs.gov/index.cfm?ty=pbdetail&iid=787. 
25 Principles of Problem-Solving Justice, Bureau of Justice, http://www.courtinnovation.org/sites/default/files/ 
Principles.pdf.  
26 Ibid.  

https://en.wikipedia.org/wiki/Problem-solving_courts
https://en.wikipedia.org/wiki/Drug_court
https://en.wikipedia.org/wiki/Domestic_violence_court
https://en.wikipedia.org/wiki/Domestic_violence_court
https://en.wikipedia.org/wiki/Community_court
http://www.whitehouse.gov/ondcp/chapter-integrate-treatment-for-substance-use-disorders
http://www.ojp.usdoj.gov/bjs/pub/pdf/mhtip.pdf
http://www.ojp.usdoj.gov/bjs/pub/pdf/mhtip.pdf
https://www.bjs.gov/index.cfm?ty=pbdetail&iid=787
http://www.courtinnovation.org/sites/default/files/%20Principles.pdf
http://www.courtinnovation.org/sites/default/files/%20Principles.pdf
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approximately 30% of people experiencing chronic homelessness have a serious mental 
illness, and around two-thirds have a primary substance use disorder or other chronic 
health condition.27 These health problems may create difficulties in accessing and 
maintaining stable, affordable, and appropriate housing. 

Ruth Feder (Mental Health Association of RI) testified that U.S. Housing and Urban 
Development (HUD) funded housing is not available to people with criminal records – 
which sometimes include only charges not actual convictions – from housing. Dan 
Kubas-Meyer (Riverwood Mental Health Services) estimates that there are currently 400 
people in RI who are chronically homeless. Approximately 40% of these individuals 
suffer from severe mental health issues, at a tremendous cost to taxpayers. 

Improved mental health services would combat not only mental illness, but homelessness 
as well. Megan Smith and Craig Kaufman, MD (House of Hope) testified that outreach 
programs are most successful when workers establish a trusting relationship through 
continued contact with the people they are trying to help. Because of policies and 
guidelines, people who are homeless are sometimes terminated from programs (i.e. for 
missed appointments). Systems of care are very structured and people without homes 
need more flexibility, for example, having access to walk-in care, mobile outreach vans, 
day centers, and shelters. Even if individuals with mental illnesses who are homeless are 
provided with housing, they are unlikely to achieve residential stability and remain off the 
streets unless they have access to continued treatment and services. Investment in 
housing not only enhances recovery, it saves states money that is otherwise spent on 
crisis services, homeless services, and criminal justice systems. 
 
The costs of homelessness are high, and there is significant evidence supporting the 
relationship between housing interventions and health outcomes among individuals who 
are homeless. One example is the Housing First model, a harm-reduction approach in 
which adults who are homeless and who have mental and behavioral health conditions 
are provided supportive housing without having to abstain from drugs and alcohol.28 This 
model has been associated with lower healthcare utilization and net annual per person 
cost savings of $29,388.29 These costs include jail bookings, days incarcerated, shelter and 
sobering center use, hospital-based medical services, publicly funded alcohol and drug 
detoxification and treatment, emergency medical services, and Medicaid-funded 
services.30 Another study, the 10th Decile Project, found that for every $1 spent, there was 
a savings of $2 in reduced spending the following year and $6 savings in subsequent 
years.31 

 
 
 
 

                                                           
27 Executive Office of the President, Office of National Drug Control Policy, https://obamawhitehouse. 
archives.gov /ondcp/chapter-integrate-treatment-for-substance-use-disorders. 
28 Larimer, M. E., et al. Health care and public service use and costs before and after provision of housing for 
chronically homeless persons with severe alcohol problems. JAMA, 301.13 (2009), 1349-1357.  
29 Ibid.  
30 Ibid.  
31 Burns, P., et al. Getting Home: Outcomes from Housing High Cost Homeless Hospital Patients. Economic 
Roundtable (2013). 

http://www.whitehouse.gov/ondcp/chapter-integrate-treatment-for-substance-use-disorders
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 Recommendation(s): 

 Address the mental health issues of individuals who are homeless through increased 
housing subsidies and vouchers 

 Support the development of mobile outreach efforts which provide screening and 
access to services to persons living on the street 

 
7) Increase alternative models to emergency departments in mental health crisis 
intervention 

 

 Findings: 
 
Dr. Gary Bubly (Medical Director, Emergency Medicine, Miriam Hospital) testified that 
hospital emergency departments currently play a critical role in evaluating patients with 
suicidal ideation and in psychiatric crisis. They are the safety net available for an illness 
that presents 24/7, but managed by a care system that does not always operate as 
continuously. Most patients identified with suicidal ideation and or substance abuse 
problems are usually brought by emergency medical services (EMS) to emergency 
departments for medical clearance and psychiatric evaluation. Unfortunately, these 
patients are often “boarded”— or held – in emergency departments awaiting consultation 
and/or an inpatient bed if needed. This added emergency department wait time can range 
from a few hours to as long as 10 days. 
 
Psychiatric patients wait an average of three times longer than patients waiting for 
medical bed.32 However, not all psychiatric patients need inpatient care; approximately 
70% of psychiatric emergencies can be stabilized in less than 24 hours.33 Additionally, 
90% of patients with mental health issues do not need medical clearance, and even if they 
do, it can be done in a less costly environment.34 Regionalized, dedicated emergency 
psychiatric facilities can provide a less expensive and more therapeutically effective model 
to traditional emergency departments. 
 
Governor Raimondo’s Overdose Prevention and Intervention Task Force is creating 
voluntary best practices standards to address opioid use disorders and overdoses in the 
hospital, clinic, urgent care, and emergency department settings.35 The standards propose 
a three-level tiered designation for hospitals, with Level 1 providing the most 
comprehensive array of services. 
 

 Recommendation(s): 

 Increase capacity and reduce obstacles to use of Crisis Stabilization Units (or similar 
model) that serve as alternatives to unnecessary emergency department visits for 
mental health needs 

                                                           
32 Moulin A, Jones K. The Alameda Model: An Effort Worth Emulating, Western Journal of Emergency Medicine 15.1 
(2014): 7-8.  
33 Ibid.  
34 Ibid. Insurers can negotiate a crisis hospitalization rate that is less then what an inpatient stay would cost 
35 Prevent Overdose RI, http://preventoverdoseri.org/wp-content/uploads/2016/07/draft-ed-standards-1.pdf. 

http://preventoverdoseri.org/wp-content/uploads/2016/07/draft-ed-standards-1.pdf
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 Support the Governor’s Overdose Prevention and Intervention Task Force 
Emergency Department and Hospital Standards for Opioid Safety 
o Expand the scope of this project to include standards for mental health care 
o Ensure that all proposed standards include adequate safeguards for appropriate 

transfers of care in a tiered system 
 

8) Improve access to community-based services 
 

 Findings: 

Dr. Peter Oppenheimer (Psychologist, Chair, RI Primary Care Behavioral Health 
Network) testified that mental health and behavioral health services have long been 
devalued in our system of care in favor of expensive technologically-driven medical 
care. There is a great need for community-based services that provide a broad range 
of evidence-based interventions. People with mental illness often need access to 
treatment, rehabilitation, and support services within the community through a 
variety of social, health, and mental health agencies. Gaining access to the right 
agency is often a difficult and complicated process. 

Mary Dwyer (RI Nurses Association) testified that better care coordination between 
physicians, other providers, and care managers can help to facilitate access, improve 
outcomes, and avoid hospitalizations. Dr. Matthew Collins (Blue Cross & Blue Shield 
of RI) described an innovative collaboration between BCBS and Bradley Hospital for 
children with behavioral health needs. The Mindful Teen Program uses an alternative 
payment model, and it aims to keep children in the least restrictive setting during 
treatment.  

The Governor’s Committee on Behavioral Health is looking at creating an Olmstead 
plan.36 Many states have Olmstead Plans, which help keep people with mental illness 
in the community by ensuring seamless transitions across the lifespan, including 
transportation and housing. 
 
Best practices are designed to provide a comprehensive range of mental health and 
behavioral health services, particularly to vulnerable individuals with the most 
complex needs, offering the following services, directly or through approved referral 
networks: 

 Crisis mental health services including 24-hour mobile crisis teams, crisis 
hotlines, emergency crisis intervention, and crisis stabilization 

 Screening, assessment, and diagnosis including risk management 

 Patient-centered treatment planning 

 Outpatient mental health and behavioral health services integrated with 
primary care 

                                                           
36 Olmstead v. L.C., 527 U.S. 581 (1999); In Olmstead, the U.S. Supreme Court held that under the Americans with 
Disabilities Act, individuals with mental disabilities have the right to live in the community rather than in institutions 
if "the State's treatment professionals have determined that community placement is appropriate, the transfer from 
institutional care to a less restrictive setting is not opposed by the affected individual, and the placement can be 
reasonably accommodated….”  

http://preventoverdoseri.org/wp-content/uploads/2016/07/ED_Hosp_standards_RI_v3.pdf
https://en.wikipedia.org/wiki/List_of_United_States_Supreme_Court_cases,_volume_527
https://en.wikipedia.org/wiki/United_States_Reports
https://en.wikipedia.org/wiki/Supreme_Court_of_the_United_States
https://en.wikipedia.org/wiki/Americans_with_Disabilities_Act
https://en.wikipedia.org/wiki/Americans_with_Disabilities_Act
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 Connections with other providers and systems (i.e. criminal justice, foster 
care, child welfare, education, primary care, hospitals) 

 Psychiatric rehabilitation services 

 Peer support, counseling services, and family support services 
 

 Recommendation(s): 

 Support team-based approaches, such as collaborative care models that treat both 
the mind and body of patients 

 Support state Medicaid efforts on Assertive Community Treatment (ACT) teams, 
and mobile van for individuals who are homeless 

 Support the implementation of evidence-based practices in the community mental 
health center and alternative payment models 

 Support crisis mental health services, including: 24-hour mobile crisis teams, crisis 
hotlines, emergency crisis intervention, and crisis stabilization 

 Address the need for a comprehensive and effective Olmstead plan for serving 
qualified people with mental disabilities in less restrictive settings 
 

9) Ensure mental health parity 
 

 Findings: 
 
The US Mental Health Parity and Addiction Equity Act (MHPAEA) of 2008 requires 
health insurers to guarantee that financial requirements on benefits (e.g. co-pays, 
deductibles, and out-of-pocket maximums) and limitations on treatment benefits (e.g. 
caps on visits with a provider or days in a hospital visit) for mental health and behavioral 
health services are not more restrictive than the insurer's requirements and restrictions for 
medical and surgical benefits. The challenge is to ensure that insurers are properly 
implementing mental health parity in all areas of coverage, from plan design to patient co-
sharing responsibilities. 
 
Many people testified about the lack of parity for mental health, particularly with non-
quantitative treatments, such as incomparable provider networks or formulary tiers. Linda 
Johnson (OHIC) and Michael Dexter (DOH) testified about their respective state roles in 
ensuring mental health parity. OHIC is restarting a previously begun Mental Health Parity 
Market Conduct Examination to determine whether each of RI’s four major health 
insurance companies are meeting their legal obligations with respect to covering mental 
health and behavioral health benefits. In addition to the market conduct exam, OHIC is 
monitoring the number and type of patient complaints received. OHIC looks at both the 
quantitative and qualitative parity issues that are embedded in insurer plan design 
documents. 
 
Dave Spencer (The Substance Use and Mental Health Leadership Council of RI) 
commented that the average length of stay for residential treatment for substance abuse 
used to be four months; now, the average is only twenty days due to restrictive insurance 
practices. Individuals are often being denied payment for initial residential treatment 
admission or continued lengths of stay after 2-3 weeks. He has documented cases of 
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individuals who have ended up in the emergency room due to denials of payment for 
residential treatment. There are also cases of drug overdoses and some suicides in this 
same population. 
 

 Recommendation(s): 

 Support OHIC’s ongoing review of insurers’ compliance with mental health parity 

 Fund social workers to assist the Mental Health Advocate and Child Advocate 

 Reduce or eliminate insurer barriers to mental health care: 
o Reduce certain prior authorization requirements 
o Consider an exception to “step therapy” (patient trial and error of generic 

drugs) for severe mental illness 
 
10) Address cost sharing requirements for mental health and behavioral health treatment 
which serve as a barrier to access of care 

 

 Findings: 
 
Even with insurance or financial assistance, mental healthcare services can be costly. 
Copays and deductibles add up quickly when a diagnosis requires regular therapy, 
complicated medication management, or intensive treatment programs. Patients who 
cannot afford out-of-pocket costs may forgo treatment, leading to poor management 
of the patient’s mental illness. Testimony included statements that many patients’ 
mental health treatment plan necessitates both a weekly individual and group 
counseling session. These two co-pays can conservatively amount to $75-$100 per 
week, which can be cost-prohibitive and a barrier to adherence to the treatment plan. 
Cost sharing may disproportionately affect people with mental illness, who have 
lower family incomes and are more likely to be living in poverty than those without 
mental illness.37  
 

 Recommendation(s): 

 Examine insurance plan design and ensure that patient payment obligations are 
not a barrier to care for mental health and behavioral health patients 

 
11) Increase identification and treatment of depression and substance use disorder in 
pregnant and postpartum women 
 

 Findings: 
 
Depression is one of the most common complications in pregnancy. As many as 
12.7% of pregnant women experience a major depressive disorder.38 Depression 
during pregnancy is not only the strongest risk factor for post-natal depression but 

                                                           
37 Rowan, Kathleen et al., Access and Cost Barriers to Mental Health Care by Insurance Status, 1999 to 2010, Health 
Affairs (Millwood) 32.10 (2013): 7. 
38 Lancaster, Christie A. et al., Risk Factors for Depressive Symptoms during Pregnancy: A Systematic Review, 
American Journal of Obstetrics and Gynecology 202.1 (2010): 5–14.  
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also leads to adverse obstetric outcomes.39 Studies have shown that babies and 
toddlers with depressed mothers are subject to a myriad of problems; they may be 
more difficult to console, less likely to interact, and more likely to have sleeping 
problems. Therefore, addressing the mother’s illness helps to prevent potential future 
childhood disorders. 

 
The U.S. Preventive Services Task Force (USPSTF) and the American Congress of 
Obstetricians and Gynecologists recommend screening for depression in the general 
adult population, including pregnant and postpartum women. There is convincing 
evidence that screening improves the accurate identification of adult patients with 
depression in primary care settings, including pregnant and postpartum women. 
Evidence-based screening should be implemented with adequate systems in place to 
ensure accurate diagnosis, effective treatment, and appropriate follow-up.40 
 
One of the risks of mental health issues in pregnancy is substance use. In utero 
exposure to certain substances can cause the newborn to go through withdrawal after 
birth when the exposure ends. Neonatal withdrawal most commonly results from in 
utero exposure to opioids but is also associated with pre-birth exposure to 
benzodiazepines, barbiturates, and alcohol. Neonatal Abstinence Syndrome (NAS) 
refers to clinical findings associated with the newborn’s withdrawal symptoms, e.g. 
neurological excitability and gastrointestinal dysfunction. Deb Garneau (RIDOH) 
testified that between 2005 and 2012, the rate of NAS in Rhode Island resident births 
increased from 4.4 to 8.3 cases per 1,000 live births. Identification and treatment of 
the mother’s illness will result in a healthier start for the baby. 
 

 Recommendation(s): 

 Support DOH’s efforts to educate and encourage medical professionals serving 
pregnant women to screen for mental health issues and refer for appropriate 
treatment and support services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
39 Ajinkya, Shaunak, et al., Depression during Pregnancy: Prevalence and Obstetric Risk Factors among Pregnant 
Women Attending a Tertiary Care Hospital in Navi Mumbai, Industrial Psychiatry Journal 22.1 (2013): 37–40. 
40 Siu AL, and the US Preventive Services Task Force (USPSTF), Screening for Depression in Adults: US Preventive 
Services Task Force Recommendation Statement, JAMA 315.4 (2016):380-387.  
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