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Executive Summary

In largely rural states, such Hawai'i, there have been historical difficulties in recruiting and
retaining an effective behavioral health workforce. Additionally, the recent report of the

Pr e s i New Rreedosn Commission on Mental Healdscribed in detail the significant

problems facing mental or behavioral health systems throughout the country, particularly in rural
areas. These incluaeitical gaps in accessibility to services, critical shortages in the availability
of providers angbrograms, impaired acceptability of care due to wthased models and

strategies, and establishing mental health policy without consideration of its rural impact.

The national, regional, and state efforts currently underway indicate significant momentum
behind behavioral health workforce development, particularly in rural épasifically, the

creation of a national behavioral health workforce development strategy is being spearheaded by
the Annapolis Coalition on Behavioral Health Workforce. Ruralkfarce development is a

major component of this effort. Regionally, western states such as Aasi@na Nevadaand

North Dakotehave undertaken their own stdéeel workforce initiatives with the help of the

Western Interstate Commission for Highelugation (WICHE) Mental Health Prograifhese

activities provide a coekt in which the State ddawai’iis now undertaking its own workforce
development project.

WICHE has been asked to facilitdiea w a workforge developmergrocess, part of which is
producing a reportlesigned to present a picture of the current stats behavioral health
workforce. Specifically, this report will describe 1) activitegshe federal, regional and state
levelthat have set the groundwork for a more formal prootssrkforce development, 2)
components of an effective workforc® population trends and projectiody prevalence

estimates of behavioral health disorders and unmetBbeed, t he st at eds occupat

6) existing behavioral health traigjprograms in higher education



National Issues for Rural Behavioral Health

More than 60% of rural Americans live in mental health professional shortage areas.

More than 90% of all psychologists and psychiatrists, and 80% of MSWik exdusively
in metropolitan areas.

More than 65% of rural Americans get mental health care from their primary care provider.
Rural Americans travel further to provide and receive services.
Comprehensive services are often not available.

Few prograns train professionals to work competently in rural places.

Hawai'i Behavioral Health Workforce Data

Virtually the entire states designated as a federal Mental Health Professional Shortage Area.

o Ranked9" among states in psychiatris&8" for psychologistsper capita and 7"
among states in social workers per capita.

The vast majority of providers are in the most densely populated areas.

There is a significant amount of unmet neetiawai i.

H a w a Odcupational and Population Trendand Projections

H a w a fietirebnent population is growing at a much higher rate than its workforce
population (79.7% vs. 37.8%). In 2000a w a depeddency ratio was 67.4. It is projected
to rise to 83.3 by 2020 and 89.9 by 2030.

Employment in Hawai'is projected to grow by 14 percent from 2002 to 2012, growing the
workforce from 558,220 to 636,480.

On averagetHawai'iranks 8' among the 15 WICHE statesaitual numbers of
professionals



Ha w a Edudatoon System
The number of public high Bool graduates is expected to decreas:362 in 201718, a
14.3% declinefrom 200%2.
Hawai'i ranked 3% in the nation in the high school graduation rate at 69%.

Hawai'i has experienced the steepest decline in the nation of the percentage ofdogh sch
students enrolling in college by age 19.

Only4®oofful-t i me coll ege students complete a Bact
Only26.20 of the st at e &s5 phoapsu laatttiao nn eadg ead B2a5c hel o

There are at least sbehavigal health programs offered in thiawai'i higher educational
system (e.g., psychology, social work,)etc
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Introduction
i

Rural BehavioralHealth Faces Persistent and Pervasive Issues

The April 2002 r eNpwhFreedomm Commiksmn of MentliHdakistribéds

in detail the significant problems facing mental health systems throughout the country,
particularly in rural areas. These include critical gaps in accessibility to services, shortages in the
availability of providers and programs, limited acceptability of care due to stigma, and
establishing mental health policy without consideration of its rural impact, to name just a few.

The Pr eComnmissionepdrsacknowledged that incremental reform of the memealth
system is no longer a viable option; a fundamental transformation is néededicated in the
AVi si on Statemento of the report:

iwWe envision a future when everyone with a mental
illnesses can be prem&d or cured, a future when mental illnesses are detected early, and a future

when everyone with a mental iliness at any stage of life has access to effective treatment anddsupports
essentials for living, working, learning, and participating fullyinrt c o mmuni t yo ( p. 1) .

A strong and stable behavioral health workforce is necessary in order to attain and maintain this
vision.

Behavioral Health Workforce Shortages are a National Issue

Multiple reports dating from the Eisenhower era Presidentialrflisgion on Mental Health

through today indicate that the behavioral health workforce shortage problem is persistent with
little improvement: This is particularly true in rural and frontier areas. For instance, the National
Advisory Committee on Rural Hehl(1993) noted that across the 3,075 counties in the United
States, 55% had no practicing psychiatrists, psychologists, or social workeal, @friiese

counties were rural. Additionally, over 85% of 1,669 federally designated Mental Health
ProfessioneShortage Areas are rufdtefer toFigurel; please see Appendix for a definition

of MHPSAS). The National Advisory Committee on Rural Health (2004) reported that the supply
of psychiatrists i@bout 14.6 per 100,000 people in urban areas compared to 3.9 per 100,000 in
rural areas. Similar shortages exist for other behavioral health professions as well, such as social
work and counseling.

The ratio of behavioral health providers to the poputatiorsens as rurality increastidolzer
and colleagues studied the availability of health and mental health providers by population

! Bird et al., 1999; Flax et al., 1979; Larson et al., 1994: Murray & Keller, 1991
%Bird et al., 2001
3 Holzer et al., 2000



density? They found that only about 10% of fronfieounties had psychiatrists and less than 1%
of very frontief counties had any psychiatrists. These rates of psychiatrists per 100,000 people
for frontier and very frontier counties are 1.3 and 0.1, respectively. Additionally, only 13.3% of
very frontier counties had psychologists (13 per 100,000), although frontier coiatie! 3.1%
(18.1 per 100,000). For very frontier counties, 18.5% had social workers (12.8 per 100,000),
while 23.4% exist in frontier counties (9.1 per 100,000). This data shows the strong trend of
sharply declining numbers of behavioral providers asget® farther away from urban areas.

Figurel: Designated Mental Health Professional Shortage Areas: Nationally
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Due to these facts, accessing mental health services is difficult in rural AmedditioAally,

rural Americans have to travel further to provide or receive services, are less likely to have
insurance benefits for mental health care, and are less likely to recognize mental illnesses and
understand their care options. As a result, rurakAcans enter care later in the course of their
disorders, with more advanced symptoms, and require more intensive and expensive
interventions. Compounding the problem is that there are few programs training professionals to
work competently in rural pl&s. Stigma is associated with having mental illness, and there is
some professional misunderstanding about rural America, as indicated by the prevalent
assumption that urban models of treatment and practice will work in rural areas.

* http://www.du.edu/frontiemh/letter11.html
SThedefni ti on of #@Afrontiero is based on

of the Front. i

county with less than 7 persons per square mile (it is slightly altered to be 2 to 6.9 persons per square mile, to

include the cadrmrtgiogna)ati on Avery fr
*AVery Frontiero is a county with 0 t

persons per



In summary, rural Ameéeca needs, but does not have, an appropriate supply of technically
competent and skilled professionals who have demonstrated knowledge and experience in
rural/remote practice.

Federal, Regional and State Activities

Efforts to address behavioral healtbrkforce shortages have been underway for several years.
At present, there is a national endeavor to increase the workforce for all Americans, which
includes rural as one of its primary focuses, as well as regional antestltactivities that have
also primarily focused on rural workforce. These efforts will be briefly discussed here.

At the national level, thA&nnapolis Coalition on Behavioral Health Workfolee a multiphase
process to create a national strategic plan for behavioral health voerkfevelopmeniThe plan
was ponsored by all SAMHSA Centers (i.e., CMHS, CSAT, CSAP) and encompasses
workforce issues for a comprehensive range of specialty areas (e.g., ro@tucong
disorders). A major goal was to focus on common issues, wikpeceng the unique needs of
each specialty area.

The results from the mulphase process included the following: 19dd national consensus on
mission, vision, and strategic directions; 2) a proposed plan of action for SAMHSA and its
federal partners3) a set of high priority interventions; 4) new or strengthened partnerships to
implement the interventions; 5) focused action at federal level; 6) focused action at the state and
local levels; 7) focused action at the organizational level (providers;iagens, educational);

and 8) stimulate collective and individual action.

The phases of planning for development of the national strategy began at the start of 2005, with
expert input from persons in recovery and their families, as well as specratis¢sfield, and
consensuduilding occurring from February to September, 2005. A draft plan was disseminated
in early 2006, followed by public comment. The next step in developing the national strategic
plan was to build on previous workforce initiativeesd seek broad input from the field to

identify a core set of strategic directions, specific, achievable goals, and a set of high priority
actionitems for strengthening the workforce. The final plan is available on the Annapolis
Coalition web site atttp://www.annapoliscoalition.org/national_strategic_planning.php

On aregional level, the call for western states to engage in formal efforts to develop a strong and
able behawral health workforce occurred in September 2003, during a regional meeting in

Reno, Nevada. The basic premise of the meeting was that behavioral health and higher education
can collaborate to develop effective workforce development strategies. Thigedegui

discussion of the multilevel contexts in which workforce shortages exist, the implications of

these shortages, and possible solutions.

Top educators, providers, and legislators attended the Reno Meeting from western states,
including representatigefrom Nevada. The Western Interstate Commission (WICHE) Mental
Heal th Program facilitated the meeting for Hi


http://www.annapoliscoalition.org/national_strategic_planning.php

assisting states in the improvement of systems of care for consumers and their families and 2)
advancimg the preparation of a qualified workforce in the West.

The Reno Meeting identified a number of factors and issues that confront behavioral workforce
development in rural and frontier areas, including:

Components of a transformed rural and frontier @dmalth shortage initiative;
Strengths of the region;

Regional barriers/challenges;

Academic Assets.

PowppE

Following the Reno Meeting, the WICHE Mental Health Program received funding from
SAMHSA to sponsor a second conference to bring together the pubdgibel health system
and higher education stakeholders to continue the efforts of the Reno Meeting. "Building
Partnerships in Rural Mental Health Workforce Development Meeting" was held in Mesa,
Arizona in March 2008.WICHE collaborated with th&nnapois Coalitionto merge efforts and
inform the national strategy on issues germane to rural behavioral health.

Four specific recommendations for rural behavioral health initiatives were produced by the
attendees to be included in the National StrategyMorkforce Development:

1. Distance Learning: Use Distance Education as a strategy to deliver seamless training across
the rural behavioral health care career ladder. (Each State will identify their unique needs.)

2. CommunitySpecific Needs: Consult communitigsout their specific needs as defined by
the community itself.

.l nclude ARural o in Cultural Competence: Det
humilityo into cultural competence (i .e., U
individual and community, spirituality, and linguistics).

4. Training in Model Rural Treatment Programs: Promote the adoption of rural training
programs by identifying model programs and replicating and tailoring them to other rural
communities.

Finally, the WICHE Mental Health Program has worked with four of its member states (Alaska,
Arizona, Nevada, and North Dakota) on projects specifically focused on developing the rural
behavioral health workforce. The first project occurred in Alaska shortly after the Retingnee

In December 2003, faculty in behavioral health disciplines from the University of Alaska,
Fairbanks and Anchorage campuses met to discuss important issues and goals related to
developing the workforce. The WICHE Mental Health Program conducted fayniant

surveys of faculty and facilitated the December meeting, then helped organize and facilitate the
Alyeska summit in May 2004, which resulted in the identification of specific workforce
development goals and support of 1.178 million dollars for te#eds.

A particular strength of the Alaska approach was using adifatan decision making process.
University faculty involved in the partnership, with the help of WICHE, synthesized data

Re no Re p o http:Mrurathaaith.hizsa gowpebé\WichedMiH.asp
Mesa Repor t contacting WIBHE divebtly & wwwenmtheledu

ot 3t
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regarding behavioral health professional shortage areas,osekbrojections, student totals in

each of the behavioral health programs and projected graduates, as well aewehtrends

such as the number of people projected to enter versus leave the workforce by 2025. The use of
data helped clarify areas ofatg present and future workforce trends, and focused decision
making.

The State of Arizona began its behavioral health workforce development initiafyeilir2004

to integrate higher education behavioral health curricula with state practice modtids and

reality of practice in the public behavioral health system. This partnership has involved a number
of meetings of faculty, CMHC staff, consumers and consumer advocates, as well as state
personnel. WICHE facilitated the meetings which focused on dewglopission statements and
specific, concrete, and achievable goals. In addition to the goal of integrating clinical practice
models with higher education curricula, Arizona is ultimately tryingeteetbp and recruit a

workforce that is representativetoth e | ocal communities, wusing a
Although the project continues, a major event was adayeconference held in April 2005 to
disseminate the project to university faculty and enlist their help in making it a reality. North
Dakota ompleted a similar process in the summer of 2007.

The most current state that WICHE is working with on workforce initiatives is Nevada. Nevada
is in the beginning stages of this process and recently convened an inforgadhiering

meeting in Las Vega®levada commissioners, the Director of Mental Health, and numerous
representatives from higher education institutions attended this meeting. Nevada is one of the
fastest growing states in the country and is facing a severe shortage of mental health
professbnals. Nevada is proactively working with its colleges and universities to develop an
integrated system of graduate programs based on the Alaska model and specifically tailored to
meet the growing mental health needs of its diverse rural population.

* * *

The national, regional, and state efforts currently underway indicate significant momentum
behind behavioral health workforce development, particularly in rural areas. These activities
provide a context in which the State of Hawai'i is now undartgiks own workforce

development project. Hawai'i already has initiated some focus on mental health workforce
issues. Plans are in the works to conduct a Health Workforce Summit and/or Search Conference.
Ideas and activities produced from the summit anderence will likely be very informative to

the current behavioral health workforce project. This report presents a picture of the current state
of Ha w a behabiaral health workforce. Specifically, this report will describe 1) activities at the
federal,regional and state level that have set the groundwork for a more formal process of
workforce development, 2) components of an effective workforce, 3) population trends and
projections, 4) prevalence estimates of behavioral health disorders and unmbétheed, he st at €
occupational forecast, and 6) existing behavioral health training programs in higher education,
including enrollment trends where available.

This report is an initial step in synthesizing relevant information that can inform future

discusgns and activities. However, it is beyond the scope of this report to describe all possible
factors that impact workforce development. Instead, it looks at four key areas that have arisen in
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similar work in other states that bear most directly on behaviiealth workforce. It is assumed
that those in Hawai'i working in the system understand issues that also affect the workforce but
that are not described fully here.

H a w a Publi@ Behavioral Health System

The Hawai'i Department of Healthiscommitte t o Apr ot ect and | mprove
environment for all people in Hawai'ido accomplish this mission in the behavioral health
field, theDepartmenestablished the Behavioral Health Services Administration (BHSA) to
oversedour Divisions, 1) the Atohol and Drug Abuse Division (ADAD), 2) the Child and
Adolescent Mental Health Division (CAMHD), 3) the Adult Mental Health Division (AMHD)
and 4) the Developmental Disabilities DivisiidDD). Each one is described briefly below. The
four Divisions utilize a strong collaboration structure, which facilitates communication and the
ongoing development of a solid commuHigsed system of mental health care throughout the
state. However, the BHSA also recognizes that there are issues present that hindler the f
accomplishment of their respective and collective missions. This report presents the major
barriers and provides a platform for the stakeholders in the state to design and implement
responses to address those barriers.

T he A RmbBto feduce the gerity and disability effects related to alcohol and other drug

use by assuring access to an integrated, high quality, public/private comivasety system of
prevention strategies and treatment services designed to empower individuals and communities
tomakeheatte nhanci ng choices regarding the use of

T he CA Mibmdto ifmprove the emotional wdilking of children and adolescents, and to
preserve and strengthen their families by assuring early access to a child and adolescent
centered, famiikfocused communitpased coordinated systaeyhcare that addresses the child's

and adolescent's physical, social, emotional, and other developmental needs within the least
restrictive environment . 0 The@enters (BGCs)spmeadoatt a |
across the islands (please see AppeBdur a listing of FGC locationsAdditional mental

health services are provided by community agencies under Purchase of Service (POS) contracts.

The AMHD fiseeks trovide a comprehengy integrated mental health system supporting the
recovery of adults with severe mentalillness Ser vi ces include ment al
treatment and rehabilitation through commuitigsed mental health centers, and apatient

state hospital faciljt for persons with mental illnessascluding those referred through courts

and the criminal justice systeost community health centers contain an interdisciplinary team
consisting of a psychologist, mastelegreed social worker, psychiatrist, andidicensed

addiction counseloFigure?2 lists the core services provided by AMHEdditional mental

health services are provided by community agencies under Purchase of Service (POS) contracts.
In addition, the Hawai'i State Hasgl provides total care to individuals with mental iliness

and/or substance abuse issues consisting of physical, medical, psychological, rehabilitative,
social, recreational, and spiritual services.

12
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The DDD ai ms #fto pr eve nwithdenepmertaldisabditesathroughat i o n
communityb ased services. o0 The Division provides s
Supports Branch and the Case Management and Information Services Branch.

BHSA supportghesefour agenciess theyprovide a network of services across the state that
encompasses the spectrum of necessary mental health care. Through the collaborative efforts of
theBHSA, consumers and family membepsivate providers, consumer advocate groups, local
representatives, andamy other mental health stakeholders, the commiaised mental health
delivery system continues to grow and thrive. Please see Appétidina complete list of the
community mental health centers.

Figure2: Core Services of WHD®
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Ongoing and New Activities in Hawai'i at the State Level

Listed below are some of the initiatives undertaken in collaboration witBHIS:
e Three divisionfADAD, CAMHD, AMHD) have contracts with the University of
H a w a Departments of Psydhiry (Substance Abuse and Psychopharmacology), Social
Work, and the School of Social Sciences (Evaluation) to provide faculty positions,
resident trainings, and internship posititfhhese positions were designed to encourage
future professionals to entire workforce and reduce shortages, as well as to to improve
system accountdlity and workforce quality. fie UH John A. Burns School of Medicine,

o http://www.amhd.org/Consumer/ServiceArray.asp
1 personal Communication with Dr. Thomas Hester, Chief, Adult Mental Health Division, January 09, 2008.
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Department of Psychiattyas implemented a new track that provides students with
exposure to telehealth anaral mental health issues encouraging young professionals to
adopt the use of this technology and information in their future practices. This extends
the reach of mental health services to underserved &B&spreviously had a contract
with the School bSocial Work, which ended recently in June 2007. There are currently
no plans for a new contract.

e The AMHD also provides incentives for undergraduate students to pursue advanced
psychiatric and nursing degrees.

e The Hawai'i Center for Evidendgased Praate (HI CEBP) was established in August,
2003 to encourage wider use of evidebased practices, for resitts aged 18 and
above, itH a w a jpublié mental health systétnThe HI CEBP is a collaboration of the
Hawai'i Department of Health, its Adult Mentdéalth Division, and the University of
H a w a (UH)&shool of Nursing, School of Social Work, Department of Psychology,
Social Sciences Research Institute, and the School of Medicine's Department of
Psychiatry. The HI CEBP is a virtual center guided lbpardinator in concert with an
interdisciplinary consortium of representatives from the AMHD and UH collaborating
programs.

o The AMHD was successful in obtaining a SAMHSA funded grant in the amount
of $940,000 for the introduction of two EBRhe treatmmt of co-occurring
disorders and illness management and recovery. The EBPs will be implemented in
six community mental health centers and the impact of the EBPs and their
changes upon consumers' outcomes and their satisfaction with the services that
they received will be evaluated. The grant will also provide funding to train
providers and other involved stakeholders in the selected EBPs.

e All of the psychiatrists at the Hawai'i State Hospital are UH faculty members. This dual
role provides a strong link heeen training and practice and ensures clients reap the
benefits of upgo-date practices. It also provides a venue for UH to provide its students
with handson training via rotations and encourages them to consider state employment
upon graduation.

e In 2003 a Center for Nursing was established within UH to ensure the quality of
healthcare by addressing the current and future shortage of registered nurses and others
within the healthcare workforce that provide nursing ©are

e The AMHD is currently working wh APRNSs with prescriptive authority to integrate
physical and mental health across the eight state community health centers.

e In an effort to boost the behavioral health workforce in underserved areBs]3i#ehas
increased:

0 The salary range of nurses grgychiatrists at the state hospital as well as the
medical directors of the community mental health centers;

o0 The salary ranges for the psychiatrists on the main island of Hawai'i since it is the
most challenging part of the state to recruit and retainhpelyists; and

o0 The capacity for recruiting additional psychiatristdichwas recently approved
by the Department of Health.

1 http://www.amhd.org/CEBP/
12 hitp://www. hinursing.org/index.html
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e The Psychiatric Access Collaboration was established two years ago as a joint venture
betweemumerous partners includitige Hawai State Hospital, the University of
Hawai'i, and AMHD tadentify needed systemic changes and effective immedate
long-term solutions for sustainable access to psychiatric services with an emphasis on the
specific needs of rural communities.

e In November 2007, the FCC awarded a $4.8 million grant to the Rural Health Care
Division of the Universal Service Administrative Company (USRCJhe application
was submitted through the collaboration of UH, the Department of Health Sites, HlI
Health Systems Cogpation, HI Public Health, VA Pacific Island Health Care System,
American Samoa Medical Center, and STAN sites. Essentially, the grant will serve to
develop a pilot program to examine how the rural health care funding mechanism can be
used to enhance pubndnorpr of it heal th care providerso
telecommunications and information services.

e The UH John A. Burns School of Medicine has begun a preliminary assessment of
Hawai'i physicians to determine the supply, demand, and trends of engpitym

13 Information gathered from a Power Point presentation given on December 13, 2007 by Dr Normare(iam

the Soci al Science Research Institute at the Universit)
Demonstration Project: Status Report on Application to
14 power Point presented by Kelley Withy, MD, Brand David Sakamoto, MD, MBA, of the John A. Burns

School of Medicine, entitled AHawai i Heal th Wor kforce
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According to the U.S. Department of Health and Human SerVidéswai'i:

U0 Had 178 psychiatrists, 300 psychologists, and 2,280 social veark@000. This was
equal to 15.0 psychiatrists, 24.7 psychologists, and 188.0 social workers per 100,000

population.

Ranked & among states in psychiatrists per capitd! 88 psychologists per capita and

17" among states in social workers p

er capita.

Employed more than 42,000 workers in the health sector in Hawai'i in 2000, 7.7% of
H a w a total woskforce, lower than the national rate of 8.8%. Hawai'i ranked 41st
among states in per capita health services employment.

Health services employment gre@ 4o

population grew by 12% during that period, resulting in a net per capita growth of 24% in

bet ween 1988 and

2000,

health services sector employment, slightly higher than the national rate of growth.

15 http://bhpr.hrsa.gov/healthwkforce/reports/statesummariesivai'i.htm
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The National Alliance for Mentalllln e(NAM®) 2006 r eport o6Grading the
Hawai'i for the significant improvements in the mental health system in the past 16 years. In

1986, 1988, and 1990, Hawai'i ranked'B#hind all the other states and the District of

Columbia in qubty mental health services. In 1991, the Department of Justice entered the state

to activelyaddress and monitor state mental health improvements in all three areas:

U The Hawai'i State Hospitavas under a US Department afsfice Settlement Agreement
for 13 years.

U The Adult Mental Health Divisio was under a US Department atice Settlement
Agreement for 3 %2 years.

U The Children and Adolescent Mental Health Division was under the Felix consent decree
for many years.

As a result, significant changes lavccurred over the last decade, including those noted in the
NAMI report'® and thoseoted inH a w a 200665stewide Comprehensive Integrated Service
Plart’. Please see Appendixfbr a listing of Legislative issues that were passed in fiscal year
2006. Tle following financial changes were noted in the 2006 Department of Health Financial
and Compliance Audit:

The Behavioral Health Services Administration expended a significant 3@gpafrtmental funds, an
increase of $15.0 million from fiscal year 200%ig administration is responsible to provide available and

coordinated ment al health and substance abuse treat
increase in expenditures is attributed tdentift he Adul t
pl ace, and treat eligible clients. AMHDG6s Access Li

site for information as well as a referral point for possible clients. CAMHD responds to ongoing
requirements of the settled Felix Case, adl/AD r esponds to the Administratio
and the expenditure of the additional funds appropr
statements from 2005 to 2006 are generally attributable to the requirements of the mandated court

settlements and other natiscretionary items. Of significance are the additional revenues and expenditures

for the Adult Mental Health andawai’i State Hospital programs which successfully exited the last portion

of the U.S. Department of Justice lawsiif f ect i ve November 30, 2006élt is
Adolescents Mental Health Division has stabilized its Felix client counts and reassigned autistic children to

the Developmental Disabilities Division and to the Department of Education whichdsaited in a
significant reduction in this programbs expenditure

The 2006NAMI report analyes four main areas: Infrastructure, Information Access, Services,
and Recovery Supports. Please a@pendixE for a complete listing of each of these
componentsnd their respective scores. In particular, under Infrastructure, Hawai'i scored a zero
on Workforce Development and Strategic Plan. This report is designed to be an initial step in
developing a strong workforce plan based specifically on the needsstétbe

Based on the selflentified areas of unmet need listed below, Hawai'i is implemgtinumber
of remedial actions.

18 http://ww.nami.org/gtsTemplate.cfm?Section=Grading_the States&Istid=676
M http://amhd.org/Plans/BlockGrantStatePlanFY2007.pdf
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Tablel: Unmet Service Needsy County

Service Need Hawai'i Kauai Maui Oahu
Licensed Crisis ResideatiShelter (LCRS) and 23/59 and 72 Hou X X X
Community Stabilization Beds
CMHC Case Management Staff to Meet Best Practice Ratios X X X X
Specialized Residential Services for MISA X
Jail Diversion X X
Homeless Shelter (Weblkawai'i); Safe Haverin Kauai X X
Interim Housing for Persons who are Homeless X X
Homeless Outreach X X
Supported Employment X X
Assessment Services X
Client Transportation X
Community Housing X X X
ACT Team for Persons who are Homeless X
Full Implementation of ACT (fidelity) X X
Specialized Residential X

To accomplish these and other workforce development goals in Hawai'i, collaboration among

the following programs will be necessary: 1) Executive Branch of state government, including

the Degrtment of Health (DOH); 2) Legislative Branch of government, 3) University of Hawai'i
System; 4) occupational and licensing boards; and 5) the Western Interstate Commission for

Higher Education. Improving recruitment and retention will improve accesgiilHawai'i. It

is imperative to impress upon those who msjy&emiadecisionsand address unmet nedHat
Hawai i programs can succeed only if they are
(not urban) and in an appropriate cultural context

In addition to the potential strategies alluded to above, Hawai'i can choose from a wide variety
of methods to develop the behavioral health workforce. However, some of the best strategies
come from people working in the behavioral health system oehiggiucation in Hawai'i,
particularly those with training responsibilities. Thus, the WICHE Mental Health Program will
help Hawai'i through facilitation of processes used successfully in other states for workforce
development. The commendable changes oicguin Hawai'i demonstrate its serious dedication
and commitment to improving the quality of behavioral health services
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Components of a Strong and Effective Workforce

At any given time, the need for workforce development in behaviorahhsaletermined by the
prevalence of behavioral health disorders and the number and location of professionals to
provide services. Prevalence rates are based on epidemiological studies of populations, while the
number and location of clinicians is basedioainterplay of education and occupation trends.

Both are estimates, and there are multiple reasons beyond limited availability why those who
need treatment do not seek it (e.g., lack of awareness of a problem, stigma, etc.). Additionally, a
competenand adequatevorkforce has the right number of experienced and skilled people in the
right jobs at the right time.

Thus, establishing and sustaining an effective mental health workforce involves several
components:

A profile of presenpopulationand demgraphics;

An estimation of thgrevalenceof mental iliness;

An analysis of the professionatcupationsavailable to serve the community;

A picture of thehighereducationprograms designed to supply wahined professionals.

Figure4: Workforce Components
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Each of these four components interrelates, and changes to one often affect the others. For
instance, large and rapid increases in population can translate into greater numbers of people
with a behavioral health problefaven if percentage remains the same). Nevertheless, it can also
mean more people available to enter the behavioral health field as clinicians. Thus, it is
important to study previous trends to project future courses. More importantly, these projections
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allow decisionmakers to identify potential avenues of growth, as well as barriers and means of
overcoming them. The sections that follow review relevant data in each of these four areas.

H a w a Pdpuwasion Demographics

Hawai'iis comprisel of islands ad atolls extending across a distance of 1,500 miles. Of these,

eight islands are considered the "main islands." These islands are, in order from the northwest to
sout heast, Ni 6i hau, Kauai, Oahu, Mol okai, Lan
is the capital, Honolulu, located along the southeast coast of the island of Oahu. For the purposes

of this report we will use the five county designations, Hawai'i, Honolulu, Kalawao, Kauai, and

Maui.

According to the 2005 US Census Bureau ddtayai'ihas an estimated 2006 population of
1,285,498, which is an estimated increase of 73,961, or 6.1%, since the US Census 2000. With a
land area of 6,422.62 square miles, Hawai'i has an overall average of 188.6 persons per square
mile, (please see Appendefor a list of county populations and densitiesy.noted inFigure5,

Hawai'i County is classified as metropolitan, three counties are designated micropolitan and
Kalawao County is designated as noncore.

Figure5: US Census 2000 Hawai’i Profile
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Based on these numbers, it would seem that Hawai'i is mostly an urbahisteg¢ser, he
Hawai'i Office of Rural Health uses the Research Service Rluten Commuting Areas
(RUCA) to determine the rural areasthe state (Please see Appen@ifor a definition and
explanation of RUCA codedrigure6 shows the RUCA rural designations for Hawai .

Figure6: RUCA Designations of Rural Areas in Hawai’i

Rural: RUCA tracts with codes 4-10
- Urban: RUCA fracts with codes 1-3

Thereare also a number of federally designated Menegllth Professional Shortage Aréas
(MHPSA; please see Appendikfor a complete listing of MHPSAs in Hawai'i) includidg

rural health clinic, 13 community health centers, 6 geographic areas and 2 coatectio
institutions. In addition,ite geographic conditions in Hawai'i create unique challenges to service
provision, including isolated islands that make travel difficult and mountains that create
underserved population pockets.

Population by Age

The totd Hawai'i estimated population for 2006 is 1,285,498. The greatest population density by
age in the State of Hawai'i is in the 25 to 44 age gneith,362,336 residents. The lowest

density is in the 18 to 24 age group with 114,893 residents.

8 Health professional(s) shortage aregans any of the following which the Secretary determines has a shortage of
health professional(s): (1) An urban or rural area (which needamform to the geographic boundaries of a

political subdivision and which is a rational area for the delivery of health services); (2) a population group; or (3) a
public or nonprofit private medical facilitittp://bhpr.hrsa.gov/shortage/hpsacrit.htm
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Figure7: Population by Age

Hawai'i Estimated 2006 Population by Age
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Population by Gender andRaceEthnicity

H a w a popuéation consists of approximately 49.9% males and 50.1% females. Hawai'i is one
of only four states in the nation which nblispanic whites do not far a majority. It is also the

most ethnically diverse state in the natibina w a llargest £thnic population reported is Asian,
which represents 41.6% of the population. The second largest ethnicity reported is White, which
represents 24.2% of the poputetti Of the remaining ethnic groups, Nathtewaiiars represent
9.4%, Blacks represent 1.8%, and American Indians represent 0.2% of the population. Hawai'i
also has the largest percentage of persons of mixed race, which represented 21.4% of the total
populdion. Hawai'i is ranked®lin the nation for highest population percentage of both Asians
and NativeHawaiiars. Hawai'i is ranked 4%in the nation for lowest population percentage of
Whites (with DC being the lowest)he federal government considerseand Hispanic origin

to be two separate and distinct concEpfhus,Hispanicsand Latinosnay be of any race. Of
thel,211,53Mawaiiars, 87,699identified themselves as Spanish/Hispanic/Latih@% of the

total population).

Table2: Hawai'i Population by Race, US Census 2000

Hawai'i®®

Total 1,211,537

Asian 503,868 41.6%
White 294,102 24.2%
Native Hawaiianand Other Pacific Islander 113,539 9.4%
Black or African American 22,003 1.8%
American Indian or Alaska Native 3,535 0.2%
Two or More Races 259,343 21.4%

19 http://www.census.gov/prod/2001pubs/c2kb@ pdf

2 http://factfinder.census.gov/serviet/DTTable? bm=g@ntext=dt&ds nameBDEC 2000 SF1 U&
CONTEXT=dt& mt name=DEC 2000 SF1 U PO0O3&e id=4001&redoLog=true&all geo types=N&
caller=geoselect&eo id=04000US15&earch results=01000US&rmat=&- lang=en
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Figure8: Population by Ethnicity
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The charts below break down both the Asian and the Ne&weaiianand Other Pacific Islander
population groups. The Asian population consistesbdéen different races with Japanese and
Filipino being the largest (201,764 and 170,635, respectively). Those groups with a population
smaller than 2,000 were not included in the chart (Laotian, Asian Indian, Thai, Indonesian,
Cambodian, Malaysian, Srialnkan, Pakistani, Hmong, and Bangladeshi). The N&taxgaiian

and Other Pacific Islander population consisted of eight distinct groups. Niavaianand

Samoan were the two largest groups (80,137 and 16,166 respectively). Four groups had less than

1,00 people and were not listed in the chart (Other Pacific Islatdber Polynesiarkijian,

and Other Melanesian).
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Figure9: Hawai'i 2000Breakdown ofAsianRaces

Hawai'i 2000 Breakdown of Asian Races
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Figure10: Hawai'i 200 Breakdown oNative HawaiianandPacific Islander Races
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Population by Poverty

H a w a threedysar average poverty level from 20R@06 was 8.8%, below the natiornlatee

year average of 12.5% Figure11 shows the detailed breakdown of poverty levels by county in
2000. Three counties are in thd® % range, whereas Hawai'i County had 13.5% and Kalawao
County had 40.1 % poverty.

2L http://www.census.gov/hhes/www/poverty/poverty06/state. html
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Figure11: US Census 2000 SF Child and Adult Poverty farawai'iby County?

Population Age 017 Agel8+
County Total Age Age | Below | Above | Percen| Below | Above | Percen
Age 0-17 18+ | 100% | 100% t 100% | 100% t
below below
Hawai'i | 1,211,53] 294,32| 917,21| 40,54| 247,51 14.1% | 85,61 805,12| 9.6%
7 5 2 2 5 2 6
Hawai'i | 148,677 38,821| 109,85 8,202| 29,621| 21.7%| 14,61| 93,310| 13.5%
6 9
Honolul | 876,156 207,44\ 668,71 26,15/ 176,98/ 12.9%| 57,78| 587,32| 9.0%
u 2 4 5 3 2 0
Kalawao 147 0 147 0 0 . 59 88| 40.1%
Kauai 58,463| 15,442| 43,021 2,100| 13,135| 13.8%| 3,985| 38,696/ 9.3%
Maui 128,094| 32,620| 95,474| 4,085| 27,776| 12.8%| 9,167| 85,712 9.7%

Population Trends

According to the Hawai'i Executive Office on Aging, Hawai'i currently has the longest life

expectancy in the United StatésThe US Census projects that over the next ten years significant

increases in Hawai'i will occur in the 60+ age group while the88age groups will likely see
declines in numbers. The state is also experiencing a steady increase in birthrates.

Table3: US Census Population Projections 2000 to 2030 and Percent Change
Census 2000 Projection 2030 Change
Age Group Total Total Total Total
Number Percent Number Percent Number Percent
Under 18 295,767 24.4% 325,503 222 29,736 10.1
5-17 217,604 18.0% 233,221 15.9 15,617 7.2
18-24 114,893 9.5% 151,023 10.3 36,130 31.4
2544 362,336 29.9% 367,925 25.1 5,589 1.5
45-64 277,940 22.9% 294,638 20.1 16,698 6.0
65+ 160,601 13.3% 326,957 22.3 166,356 103.6
A popul ationés dependency ratio is the

elderly population (people ages 65 and above) per 100 people a§43*2h 2000,H a w a i

C
|

dependency ratio was 67.4. It is projected to rise to 83.3 by 2020 and 89.9 byTA080n

2030, for every 10@vorkers there will be89.9 people who depend on them. This is a significant

increase from 2000, where there were only 67.4 dependant peopleefgri00 workersThis
places an increasing burden on the working cohort to provide for proportionately larger
retirement and dependent child groups.

2 http://psy.utmb.edu/cen htm/sf3 stakémhvai'ihixx_kidpov2.htm

2 www.co.maui.hi.us/departments/Housing/@807 2011ProposedStRanAgingExcerpts.pdf

24 http://www.census.gov/ipc/www/idb/idbglcms. html
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The combination of these two trends, the increase in the 65+ and2thdge groups and the
decreasen the 3054 age groups, creates a serious unbalance. It will become increasingly
difficult to find experienced caregivers to offset the increasing mental health needs of the elderly
and youth in the state.

Figure12: PopulatioriTrends by Age Group from 2000 to 2630
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Behavioral Health Disorder Prevalence Data for Hawai'i

The following section is divided into three areas: 1. Adults with Mental lliness, 2. Children and
Adolescents with Emotional Distress, and 3. Adults andlégtents with Substance Use or

Abuse Disorders. The most current prevalence data is presented for all three areas and where
available, treatment needs and prevalence trends are also included. Currently, no data is publicly
available on the presenting pfteims or ceoccurring disorders at each of the regional CMHCs in
Hawai'i.

Adult Mental Illiness Prevalence Rates

Hawai'i does not collect formal estimates of prevalence of Serious Mental lliness (SMI), or of
Serious and Persistent Mental lliness (SPMi)tf@ state. Thus, the following information is

based upon the established prevalence percentages provided by the Substance Abuse and Mental
Health Services Administration (SAMHSA). According to SAMHSA, the prevalence rate for

SMl is 5.4% of the populatioand the prevalence rate for SPMI is 2.6%. Please note that the
numbers for SMI include the numbers for SPMI, rather than being separate populatined.

is reportedn the FY 2007 Hawai'i Mental Health Blo¢rant, whichprovided estimated

prevalences and actual numbers served within the state in4IflB6 is taken fromthe 2007

25 http://www.census.gov/population/wwwi/projections/statepyramid. html
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Center for Mental Health Services/SAMHSA Uniform Reporting System Tables R&pert
following map is provided as a reference to the Hawai'i CMHC locations.

Figure13: Map of Hawai'i CMHC Locations

Statewide, there are an estimated 52,064 adults with SMI and 25,068 adults witth&s¥dIon
the 2000 US Cesus dataOf these adultg,4,276received services from AMHIn 2007(see

Table6). This repesents a potential gap of 3787&ults not receiving services through the state.
Of the SPMI adults receiving services2005 the penetration rate was 40.4% with a remaining

unmetneed of 59.6%.

Table4: Estimate of Statewide Prevalence for Adults with SMI and SPMI, FY 2005

Estimated Estimated
County Adult Adult SMI Adult SPMI | Number Served | ©5 oo SPM!
Population Prevalence Prevalence FY 2005 Served2005
5.4% 2.6%
Statewide Total | 964,147 52,064 25,068 10,136 40.4%

Table5: 2007Adult Clients by Primary Diagnosis Reported

Primary Diagnosis

Total

Schizophreia and Related Disordery

3934
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Bipolar and Mood Disorders 5135
Other Psychoses 241
All Other Diagnoses 1237
No Diagnosis and Deferred Diagnog 4029
Diagnoses Total 14576

Table6: 2007Profile of Adults Served, All Programy Age, Gender, and Race/Ethnicity
1820 21-64 6574 75+ NA
F | M |[NA F M NA| F | M |NA| F |[M|NA|F |M]|NA| Total

American
Indian or
Alaska
Native

Asian 33| 46| O 851 | 1,045| 1 81| 65| 0 58 | 22| 1 9 | 7 | 47 | 2,266
Black or
African 0 7 0 69 106 | O 2 2 0 1 0 0O|0]|O 6 193
American
Native

Hawaiian
or Pacific
Islander
White 49 | 52 | 0 |1573|1970| 5 66 | 58 | 0 | 32 |11| O |10 13| 142| 3981
Hispanic
or Latino 24 | 38 - 419 | 456 1 27 | 17 - 5 8 - 6 | 2| 16 | 1,019
Origin

More

than One
Race

Reported

0 1 0 36 32 0 0 0 0 0 110 (1]0 1 72

55 | 74| O | 1409|1444 5 | 43| 41| O 18 113 0 | 9 |11 73 | 3,195

66 | 109| O 610 | 709 | 2 | 23| 26| O |19 | 6| O | 2|6 | 18| 159

Race Not
Available

Not
Hispanic | 183|261| - | 4,267|4964| 12 | 194|180| O |124|48| 1 | 25| 36| 283| 10578
or Latino
Hispanic
or Latino 24 | 38 | - 419 | 456 | 1 | 27 | 17 | - 5 1|8 - 6 | 2 | 16 | 1,019
Origin
Hispanic
or Latino
Origin 123|124 3 | 1,016|1,241| 13 | 40 | 30 | - 36 | 18| - |34|40| 61 | 2,679
Not

Available

As shown inTable7, across counties1 2005 the penetration rate in the SPMI population ranges
from alow of 33.9% (Oahu) to a high of 76.1% (Hawai'i). According to AMHD, there was an
estimated 4,500 clients served in 2000. Of these, 3,886 seeved at the CMHCs, 310 were
served at the statespital,and an estimated 800 were served through contracted providers. This
suggests a penetration rate by AMHD of 17.95% among SMPI adults in 2000. Based on these
numbers, AMHD experienced a 125% irase in the number of clients served between 2000
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and 200%and an increase of 41% between 2005 and 2007. There are a number of explanations
for theseincreass, including but not limitedto changes i n the definiti
changes in the colbtion and reporting of services, expansion of services provided and an

increase in the number of clients seeking services.

(O

It is important to exercise caution in interpreting treated prevalence and unmet need based only

on AMHD service numbers. Approximey 66% ofH a w a popuéatson is covered by

commercial health plans, another 33% are covered by public insurance, and a final 10% are
uninsured. Prevalence rates include the total
population is uninsured or eered by public insurance. However, individuals with SPMI often

need a greater range of care than what is provided by private companies, and are likely to utilize

AMHD services regardless of type of coverage.

Table7: Estimated Adlt SMI and SPMI Prevalence by County, FY 2005

. . Percent

Estimated Estimated . Percent
Count PoAgllg:ion Aduft SM| Adult SPMI Alfjitlltrga;el\;ljl SPI\Il\/lIJIn;,beEi\r/ed SPMI Served

y P Prevalence Prevalence of SPMI

2004 Prevalence FY 2005
5.4% 2.6% Prevalence
by County
Oahu 691,459 37,339 17,978 71.7% 6,090 33.9%
Hawai’i 121,106 6,540 3,149 12.6% 2,395 76.1%
Kauai 46,707 2,522 1,214 4.8% 557 45.9%
Mau’i 104,875 5,663 2,727 10.9% 1,094 40.1%
Statewide 964,147 52,064 25,068 100% 10,136

Child and Adolesa® Mental Iliness Prevalence Rates

CAMHD does not provide formal prevalence numbers of children with Serious Emotional
Disturbance (SED) in Hawai'i; howevéhe following table was published in the 200@nter

for Mental HealthServices/SAMHSA Uniform Regpting System TableReport These
unduplicatechumbers may seem low due to the role of the Department of Education serving
children with low to moderate emotional problems. CAMHD is developing a strategy to increase
the number of children they serve byepting more than just the most severe cases.

Table8: 2007 Actual Numbers of Children Served Bender andRaceéEthnicity

Female Male NA Total
American Indian or Alaska Native 3 4 0 7
Asian 54 71 1 126
Black or African Ameri can 9 16 0 25
Native Hawaiian or Pacific Islander 78 117 0 195
White 99 130 0 229
More than One Race Reported 251 449 0 700
Race Not Available 603 982 4 1589
Total 1097 1769 5 2871
Not Hispanic or Latino 388 612 1 1001
Hispanic or Latino Origin 115 191 - 306
Hispanic or Latino Origin Not Available 594 966 4 1564
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Listed in Appendix lare the estimated numbers of children with SED in each state in 2004 by the
NASMHPD Research Institute (NRI). NRI estimates the number of children with SED in
Hawai'iwas between 13,415 and 16,396 in 200#ese numbersamot be matched up to the

actual service numbers to obtain penetration rates due to the mismatch in age categories. Thus, a
good picture of the penetration rate and unmet need for children with SE&vaii is not

available from this data source

Alcohol and Drug Use Prevalence Rates and Tréndldults, Young Adults, and Adolescents
Alcohol: In 2005, 16.5% oHawaiianadults and 11% dflawaiianyouth reported binge

drinking. These rates are higtibean that reported by U.S. adults (14.4%) and about the same as
U.S. youth (9.9%). For adults, a w a bingeédsinking rate jumped by 5.3 points between 2003
and 2004 and 8.2 points between 2001 and 2004.

Figurel4: Youth and Adit Binge Drinking in Hawai'i and US Populations

20
18 /}\
./ —s—Hawai " i
—-—U. S. i
/ —&— Hawai'i Youth
: —&o— US - Youth

A 4

=
)]

=
N

Percentage of Respective
Population
=
N

=
o

[ee]

2001 2002 2003 2004 2005

Drug Use Adult and youth drug use in Hawai'i is increasiAga w a adultGsig use is
consistently above the US rates; however, the youth rates are similar to that of the US rates.

Drug use amonglawai &auth has increased by 20% (compared to a 7% U.S. increase during
the same time period). In 2004, the ratéld w a youttdreporting drug use was 16% higher
than for the nation. Prevalence rates are not yet available for 2005.

Figure15: Hawai'i and US Youth, Young Adult and Adult Drug Use, 1:2995°

% source: U.S. Department of Health and Human Services, Substance Abuse and Mental Hézeth Serv
Administration, Office of Applied Studies, State Estimates of Substance Abuse.
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The most recent substance abuse and treatment needs suintaw&ianadults was conducted
in 1998 and reported in 2000Figure 16 provides prevaince rates in Hawai'i between 1991
and 1998, broken down by substance.

Figurel6: Adult Substance Abuse Prevalence Rates, 1991 and 1998

60%

o
5
o0

o

20

[ Total 1991 M Total 1998

50%

47

40%

3B 1%

30%

21.0%
23.4%
0,8%

9
)

10% ~

The following information was gathered frdire 2003 Hawai i Student Alcohol, Tobacco, and
Other Drug Use Study (1982003) Executive Summary, 2003The rate of 6 grade students
needing treatment ranged from 0.3 to 0.5%. That rate jumped td83% of 1% graders.

?"please see thafficial report fora description othe methodologyhttp://www.Hawai‘igov/health/substance
abuse/preventiotreatment/survey/report98/report98.pdf
28 http://www Hawai i.gov/health/substanesbuse/preventioitreatment/survey/report2003/index.html
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Table9: Statewide Treatment Needs for SixtliglEh, Tenth, and Twelfth Graders, 2003

6th 8’(h 10th 12th
STATEWIDE TREATMENT NEEDS Grade Grade Grade Grade
Total Student Population 16,649 17,127 15,921 12,824
(a) Estimated # of Students Neediigohol Abuse Treatment 55 389 1,255 1,674
(b) Estimatedt of Students Needingrug Abuse Treatment 62 375 1,091 1,373
(c) Estimated # of Students Needif\gy Substance Abuse Treatmer 85 533 1,667 2,090

There is a significant amount of unmet need in Hawai'i. There are a number of Mental Health
ProfessionaBhortage Areas, includingrural health clinic, 13 community health centers, 6
geographic areas and 2 correctional institutiding statewide penetration rate of SPMI
populations is 40.4%. There is some notable variation among counties. Most collntigisifa

the 30 to 45% range. However, Hawai'i County shows a high penetration rate of 76.1%. There
are numerous possible explanations for this range of penetration rates, includstgnuard

data collection, availability of private services, fundiggpgraphical barriers, and accessibility.

An in-depth review is recommended to determine the causational factors.

Co-Occurring Mental Health and Substance Use Prevalence Data
The folngwing quote was taken from the 2006 AMHD Substance Use Screenimgnisitiation
Manuaf™

The AMHD (2004) found, 16 percent of consumers served in 2003 were identified as haviagcaiting
substance use disorder. The prevalence of individuals witkoaaoring psychiatric and substance use
disorder (ICOPSD) conflied with feedback from providers when describing characteristics of their
caseloads.

To gain a better picture of the incidence of substance use among AMHD clients, all incoming
mental health clients are given a substance use screening assessment (CAGBEARIDDf their
case managementh@& following table presents data gathered adatch 14, 2007

Figure17: AMHD CAGEAID Score Breakdown by Case Management Type and County

MH -Case Hawai’i Honolulu Kauai Maui Total
Management Type County County County County
Assertive Community | 69.87% 51.15% 0% 0% 58.17%
Treatment (109 of 156) (133 of 260) (0 of 0) (0 of 0) (242 of 416)
Intensive Case 72.18% 66.04% 61.97% 72.87% 67.93%
Management (345 of 478) (986 of 1493) | (44 of 71) (180 0f247) | (1555 of 2289)
Targeted Case 52.99% 42.55% 43.43% 46.75% 45.40%
Management (319 of 602) (674 of 1584) | (109 of 251) | (151 of 323) | (1253 of 2760)
Care Coordination 21.43% 6.54% 19.51% 27.38% 18.16%

(27 of 126) (7 of 107) (8 of 41) (23 of 84) (65 of 358)
TOTAL 58.74% 52.26% 44.35% 54.13% 53.49%

(800 of 1362) (1800 of 3444) | (161 of 363) | (354 of 654) | (3115 of 5823)

2 http://lamh.health.state. hi.us/Public/REP/EvaluationInstruments/MISA%20Screening%20Manual.pdf
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No Case Managemeni 68.44%
Provider (334 of 488)

(Percentage of Consumers with a CAGEAID score of >=1)

Accordingto theAMHD table, Hawai'i County had the greatest prevalence ef@rring
disorders with 58.74% ahental health clients reporting positive scores on the CAGEAID at
intake. The other counties ranged betw®4ri 3% and 44.35%. These percentages arestents
with the national average of 51% mérsons with mental illneseporting a substance abuse
disorder.

Overview and Projections of the Generahd Behavioral HealthWorkforces

Hawai'i is one of the few western states projected to have mortepadpring the workforce
thanleaving it by 2025 (se€able10 below).According tothe WICHE Workforce Brief:

Employment inrHawai'i (including hourly and salaried jobs and seffiployment) is projected to grow by
l4percent from 2002 to 2012, adding over 78,000 new
workforce from 558,220 to 636,480. The rate of growth is slightly lower than the 15 percent increase

projected for the nation as a whole.

However,H a w a iieireénent population is growing at a much higher rate than its workforce
population (79.7% vs. 37.8%Jurrently, according to the 2006 American Community Survey

for Hawai'i,the statewide labor force participation was 66%. Maui was the highest county at
68.7%. The unemployment rate on Maui County was lowest as well with 2.8%. Both Honolulu
and Hawai'i County had an unemployment rate of 4.7%. Hawai'i County had the highest poverty
rates in the state (11.5% of families and 14.1% of the people). The staty paesages were

7.1% for families and 9.3% for indduals.

Table10: Projections of the Working and Retirement Age Populations from 2000 t0°2025.

Projected % % Entering (+)

Actual Pop. PoD. Chanae Actual Pop. § Projected chanae | vs Leavin

Ages 1864 Agé%ggf 4 2(2)8(2)5?0 A(gzeosoggﬂ GPE?E( ?(?295 2((2)8(2)3;) work2f8r2c5egb9
| CA | 21,026,161 | 28352207 | 348 | 3595658 | 6424090 | 787 | +4,497,614
| HI | 755169 | 1,040,295 | 37.8 | 160,601 | 288581 | 79.7 | +157,146
| NM | 1098247 | 1458993 | 328 | 212225 | 440,582 | 107.6 | +132,389
| AK | 400516 | 516611 | 200 | 35699 | 92,235 | 1584 | +59,550
WY | 307,216 | 380,192 | 238 | 57,693 | 144,843 | 1511 | -14,174

30 http://www.higheredinfo.org/
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| SD | 444064 | 469081 | 56 | 108131 | 186,620 | 726 | -53481
| ND | 386,873 | 392293 | 14 | 94478 | 166611 | 763 | 66,713
| ID | 779007 | 940,187 | 20.7 | 145916 | 374,410 | 1566 | -67,314
| UT | 1324249 | 1559168 | 17.7 | 190222 | 494,003 | 159.7 | -68,862
| MT | 551,184 | 599,757 | 88 | 120949 | 274424 | 1269 | -104,902
| WA | 3718130 | 4477116 | 204 | 662148 | 1,580,554 1387 | -159,420
NV | 1267529 | 1344107 | 6.0 | 218929 | 486,854 | 1224 | -191,347
| AZ | 3095846 | 3468872 | 120 | 667,839 | 1368120 @ 1049 | -327,264
| OR | 2136696 | 2387747 | 117 | 438177 | 1,054,368 | 1406 | -365140
| CO | 2784393 | 2971381 | 67 | 416073 | 1,043,918 | 1509 | -440,857

The statesn the Western Region are sometloé most rural in the nation. Behavioral healited

for comparing the states are drawn from the Burgdiabor Statistics (BLS) website. The BLS
maintains data for each of the 50 states regarding 11 behavioral heafthrdis, including

Clinical, Counseling, and School Psychologists; Substance Abuse and Behavioral Disorder
Counselors; Educational, Vocational, and School Counselors; Marriage and Family Therapists;
Mental Health Counselors; Child, Family, and School &8dslorkers; Medical and Public

Health Social Workers; Mental Health and Substance Abuse Social Workers; Psychiatrists;
Psychiatric Technicians; and Psychiatric Aides. Some professionals are grouped together even
though they may have some differences irfggsional focus or activities (e.g., Clinical,
Counseling, and School Psychologists). There was no data for Hawai'i regarding two
professions, Psychologists, All Other, and Psychiatric Technicians, and so these will not be
included in the table.

Tablellbelow presents data from the Bureau of Labor Statistics for each of these disciplines in
Hawai’i for 2006, including the number of employed professionals, number of professionals per
100,000 persons in the state, as well as themgriddi a given profession among the thirteen
Western states. In terms of professionals per 100,000, Hawai'i ranks, on av8iagaeSNest

on professions with available data. The best rankinys 4 for Substance Abuse and

Behavioral Disorder Counkes, Medical and Public Health Social Workers, and Psychiatric
Aides, while the lowest rankings®t@nd 12" were for Clinical, Counseling, and School
Psychologists and Mental Health and Substance Abuse Social Workers, respectively.

Table11: Western Regional Comparisontdfa w a Beha¥isral Health Occupations in 2666

Rank Among
Total Employment 13 Western
Employment® Per 100,000 Regional
State$
Clinical, Counseling, and School Psychologists* 420 32.7 9
Psychologists, AlOther N/A N/A N/A

31 hitp://stats.bls.gov/oes/current/oes_nd.htm
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Substance Abuse and Behavioral Disorder Counse 510 39.7 2
Educational, Vocational, and School Counselors 1,030 80.1 5
Marriage and Family Therapists 50 3.9 6
Mental Health Counselors 510 39.7 5
Child, Family, and School SocisWorkers 1,430 111.2 4
Medical and Public Health Social Workers 530 41.2 2
Mental Health and Substance Abuse Social Workel 240 18.7 12
Psychiatrists* 120 9.3 3
Psychiatric Technicians N/A N/A N/A
Psychiatric Aides 460 35.8 2

Note.Data were not avaible for all states.
3 stimates do not include seimployed workergAlaska, Arizona, California, Colorado, Hawai'i, Idaho, Montana, Nevada, New Mexico,
Oregon, Utah, Washington, and Wyoming.

Several caveats should be kept in mind when considering taekings. First, these

comparisons are among the 13 Western states and rankings might be different if looking at the
whole country. Second, data was not available for given professions (e.g., Marriage and Family
Therapists) in all states, which couldadfect rankings. In addition, there is a recognized
discrepancy between the BLS data and the data reported by the stemfdooard as shown in
Table12.

Table12: Licensed Behavioral Health Professitsnfor Hawai'j October20072

2
Occupation ‘—g

S

=
Licensed Bachelor in Social Work 14 13 - - 1 - - - -
Licensed Clinical Social Worker 433 259 56 40| 18| 2 - 56 2
Advanced Practice Registered Nurse 814 472 65 37| 29| 4 - 206 1
(Active)*
Licensed Social Worker 1,230 843 125 68| 48| 4 1 132 9
Marriage and Family Therapist 160 64 38 20| 12| 1 1 23 1
Mental Health Counselor 171 114 25 17 4 - - 11 -
Psychologist (Active) 746 445 57 35| 27 - - 180 2
Psychiatry 233 178 24 19| 8| 3| 1| NA|NA
Certified Peer Specialists 112 84 21 5| 2| - - | N/A | N/A
Totals 3,913 2472 | 411 241 | 149| 54| 16| 6,635| 212
! Since there is no reliable estimate of éhgtric Nurses in the state; APRNs serve as the closest estimate.
2 Gathered from the Hawai'i Psychiatrist Medical Association.
3 Certified Peer Specialists are not licensed by the state.
Table13 below shows data gathered from thiawai'i Workforce Informer websit&for
behavioral health projections.
Table13: 13-Year Behavioral Health Occupation Projections for 2014

| Occupation | Projected |  Annual | Percent Change |

32 Most recent data reported by the Department of Commerce and Consumer Affairs:
http://www.Hawai'i.gov/dccal/areas/pviiain/reports/
3 http://www.hiwi.org/
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Employment 2014 | Growth Rate 20002014
Clinical, Counseling, and School Psychologists 1,030 1.4 14.4
Substance Abuse and Behavioral Disorder Counselo 620 2.4 24.0
Marriage and Family Therapists 140 0.8 7.7
Mental Health Counselors 610 2.0 19.6
Rehabilitation Counselors 340 1.3 13.3
Child, Fanily, and School Social Workers 1,300 1.7 17.1
Medical and Public Health Social Workers 20 2.4 23.8
Mental Health and Substance Abuse Social Workers 360 2.4 24.1
Miscellaneous Counselors, Social, & Religious Worke 1,670 1.6 16.0
Psychiatric Aides 260 0.0 0.0

Additionally, althoughHawai'imay rank highly for a given behavioral heatditcupatiorwithin

the Western region, the trends of the state (based on data presented in earlier sections) suggests a
decreasing workforce ratio, increasing numidgremple with mental health and/or substance use
problems, and a fairly large percent of unmet need (i.e., the number of those estimated to have a
given mental health problem vs. those being served). Thus, these trends strongly suggest the
needtoboostth st at ebs workforce to meet growing denm

There appears to be a sufficient number of psychiatrists in the state, higher than the national
average. However, as is the case in other rural states, the psychiatrists are clustered around urban
centers, leavig rural areas underserved. The DOH does a good job of providing psydmalric
psychologicakervices in the state with the available financial resources, however, there are

service gaps for certain populations, namely children/youth, MEDQUEST patients,
un/underinsured, and rural populations. Factors contributing to these gaps are listed below.

e There are an inadequate number of positions to serve the high number of Medicaid and
uninsured patients, especially in rural areas.

e Providers are not interestamlgerve these areas due to higher cost of living on rural islands
and low reimbursements.

e Current staff in rural areas are overworked, risk burnout, and recruitment of new staff to
support them is challenging.

e Inrural areas, there are no salaried posdtifmn theMedicaid or un/underinsured patients
who do not meet the DOH SMI criteria.

e While training is scheduled to begin in 2008 for monitoring the capitated Medicaid insurance
plan, the oversight program needs to be expanded to ensure quality acoesd éoeas.

e With the consent decree lifted, salary ceilings have been reinstated and some psychiatrists
have left rural areas to go back to Oahu or moved out of state entirely.

e There is lack of child psychiatrisits rural Hawai'i. For example, in East Wai'i, there are
no private child psychiatrists making services difficult to access.

Increased funding for nationally competitive salaries and additional posgiarsghoriterm

solution. Longterm workforce solutions include increased culturally appatg rural training
programs, rural internships with university collaboration, development of local training centers
specific to the needs of each area utilizing a ‘ggowr-own’ approach, and student loan
forgiveness in exchange for rural work. Othargderm solutions include establishing oversight
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committees to review the companies contracted to provide Medicaid insurance to rural
populations and to review the screening practices of the DOE.

H a w a Edudatson System

In order to meet the curremié future unmet needs of those with behavioral hedibrders a

large number of professional positions in behavioral health need to be filled. Additionally, those
trained to become behavioral health clinicians require exposure to issues facing stemse
Higher education behavioral health programs are a logical and important part of achieving these
goals.

Recent research by the National Center for Public Policy and Higher Education suggests that
demographic changes t odldadhte decreasesin high éckoolpmap ul at i
college diplomas, as well as personal income in the next 15¥&pscifically, there are

projected to be fAsubstanti al i ncreases i n Ame
education, combined with theming retirement of the baby boomé&rthe most highly educated
generation in U.S. history...o0o (p. 1). The nu

decrease to 8,962 in 2018, a 14.3% decline over 2002, as show by the figure below.

Figure18: Hawai'i Public High School Graduafés
1987-88 to 2001-02 (actual), 2002-03 to 2017-18 (projected)
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The Manhattan Institute reports that in 2001, Hawai'i rank&drBthe nation in the high school
graduation rate at 6998 With over 45 private high schooldawaii has the distinctioof

educating more students in independent institutions of secondary education than any other state
in the United Statesdawai'ialso has four of the largest independent schadlse country

lolani School, Kamehameha Schools, NRdcific Institute, andPunahou SchooRccording to

the Hawai'i Council of Private Schools, there w@gBe659students enrolled in private (regular

34 http://www.highereducation.org/reports/pa_decline/index.shtml
35 http://wiche.edu/policy/Knocking/1988018/profiles/hi.pdf
38 http://www.manhattasinstitute.org/html/cr _baeo.htm
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and special) schodisduring the 2008007 school yeat During this same year, there were
11,264 students enrolled in Catholitisols, for a total ofi4,923students outside of the public
school systemThe National Center for Public Policy and Higher Education also notes that
Hawai'i has experienced the steepest decline in the nation of the percentage of high school
students enrtihg in college by age 19,

According to a WICHE Workforce Brief on Hawaf9:

Between 2002 and 2012, the rate of job growth in Hawai'i will be average: 14 percent annually... The

demand for weleducated employees will only increase over the next deyeaies. In the decade leading

up to 2012, healthcare occupations will see growth of 21 percent: 900 new and replacement positions will

have to be filleceachyea¢ The gr owt h of t hes &aweacitizebhss sincéeviagegood new
for jobs in thes areas are significantly higher than the averagkldovai'iin general. But entry into these

jobs comes with a price tag: most positions in thes
guestion forHawai'iand other states is how, in ené of tight budgets, to meet the increasing demands on

higher education and thereby meet the needs of an increasingly sophisticated economy.

According to the Rural Policy Research Institute, the percent of the population that has earned a
Bac hel oekedrhigh&redhe @nited States is 24.4 percent and 26.2 percent in Hawai'i.
Figure19 shows the educational attainment between metro and nonmetro populations in the

state. While the graduation rates are higher for nonmetrerstudt the high school level and

first years of college, more students in metr
advanced degree.

Only47% offult i me col |l ege students complete a bache
places residents atdisadvantage when applying for the increasing number of jobs that require a
hi gher education, weakening the statebs econo

Figure19: Educational Attainment in Hawai'i, Metro and Nonmetro Portions, 000

3" This total includes preschool, kindmrten, and all grade levels.

38 http://www.hais.org/about_stats_hcpsenrollrpt.pdf

% http://measuringup.bhereducation.org/_docs/2006/statereports/HI06.pdf
“0 http://wiche.edu/Workforce/2006/H1.pdf

“ http://www.cdkest.com/rupri/Forms/Hawaitidf

“2 http://www.cdktest.com/rupri/FormdAwaii.pdf
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Ha w a Highérg&ducation System

The Hawai'i public higher education system, formally known as the University of Hawai'i
System encompasses one university with two satellite campuses as well as seven community
colleges. There are also eight private fgaar institutios. (Please see Appendifor a lig of

the institutions)Figure20 shows a map of the locations of the higher education institutions in
Hawai’i from the report Measuring Our Progress 2006 produced by the University of Hawai'i.

Figure20: University of Hawai'i Systefi

3 http://www Hawai'i.edu/ovppp/mop/mop06.pdf
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