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Companion Technical Appendices: 
This report is accompanied by a separate document of Technical Appendices including details on the study 
methodology, survey and interview instruments, and types of study participants. Also included in an 
appendix is a more detailed report of the findings from the consumer focus groups. 
 
Ubuntu Research and Evaluation was contracted to perform the data collection, organizing, and facilitating 
of the consumer focus groups.  Ubuntu also analyzed the focus group data and their full report on the 
findings is found in Technical Appendix F.  The main findings from the focus groups are integrated with the 
survey and interview findings throughout this full report.  As a Black Women-owned and -operated 
evaluation group, Ubuntu was subcontracted to distribute resources devoted to this work more equitably 
and to promote focus group participant comfort in speaking candidly. Ubuntu uses liberation and beloved 
community frameworks to evaluate, facilitate, and strategize with individuals, organizations and 
communities. For more detail, see https://www.ubunturesearch.com/.  

 

 
  



 

 

3 

Table of Contents 
Figures ................................................................................................................................................................ 5	
Tables .................................................................................................................................................................. 5	
Common Abbreviations Found in this Report .................................................................................................... 5	
Executive Summary ............................................................................................................................................ 6	
Background ....................................................................................................................................................... 16	
Method ............................................................................................................................................................. 16	

Data Sources: Stakeholders Represented in this Gaps Analysis ............................................................... 17	
Individual Perspectives Represented in the Data ..................................................................................... 18	

Data Analysis Strategy ...................................................................................................................................... 25	
Findings ............................................................................................................................................................. 25	
Service Array Gaps ............................................................................................................................................ 26	

Specific Gaps in Inpatient and Residential Treatment Services ................................................................ 27	
Stakeholder Recommendations: Improve Inpatient and Residential Care ....................................... 30	

Specific Gaps in Community Outpatient Services ..................................................................................... 32	
Stakeholder Recommendations: Improve Community Outpatient Services .................................... 35	

Workforce Gaps and Shortages ........................................................................................................................ 37	
Gaps/Shortages in Culturally Diverse Providers and Services .................................................................. 39	
Workforce Conditions Contributing to Gaps in the Behavioral Health System ........................................ 42	

Stakeholder Recommendations: Develop Infrastructure, Workforce and Workforce Diversity ....... 43	
Populations Facing the Biggest Gaps ................................................................................................................ 45	

Individuals with Dual Diagnoses ............................................................................................................... 49	
Children and Young Adults ........................................................................................................................ 49	
The Elderly ................................................................................................................................................ 50	
Unhoused People ...................................................................................................................................... 51	
Consumers with Multiple Marginalized Identities .................................................................................... 52	

Barriers to Accessing the Behavioral Health System ........................................................................................ 52	
Payment, Insurance, and Eligibility Barriers ............................................................................................. 54	

Stakeholder Recommendations: Address Eligibility, Insurance, and Cost Barriers ........................... 63	
Geographic and Physical Access Barriers .................................................................................................. 65	

Stakeholder Recommendations: Address Transportation Barriers ................................................... 68	
System Coordination ................................................................................................................................. 70	

Stakeholder Recommendations: Improve System Coordination and Cooperation .......................... 72	
Service Adequacy Barriers ........................................................................................................................ 76	

Stakeholder Recommendations: Improve the Adequacy of Existing Services via Workforce 
Development and Accountability ...................................................................................................... 80	

Cultural & Stigma Barriers ........................................................................................................................ 84	
The Cultural Mismatch of Behavioral Health Services and Non-Western Thinkers .......................... 85	
Stigma Regarding Behavioral Health Needs ...................................................................................... 85	
Behavioral Health Stigma in Rural Areas ........................................................................................... 89	

Marginalized by the System: Themes in Health Inequities by Population ....................................................... 90	
Bias at the Intersection of Criminal Justice and Behavioral Health .......................................................... 91	
Historical and Emergent Community-level Trauma .................................................................................. 92	

Stakeholder Recommendations: Address Stigma, Historical, and Emergent Trauma ...................... 94	
Challenges Coordinating Services with Sovereign Nations Leaves Gaps for Native American/Indigenous 
Consumers ................................................................................................................................................ 96	



 

 

4 

Existing Translation Services Are Insufficient ........................................................................................... 97	
Stakeholder Recommendation: Improve Access for ESL and Non-English Speakers ........................ 99	

Knowledge of Marginalized Populations is Limited to the Margins of the BH System ........................... 100	
Stakeholder Recommendation: Address Limited Knowledge of Marginal Populations .................. 101	

Lack of Protections and Accommodations for the Working Poor & Caregivers ..................................... 102	
Stakeholder Recommendation: Reduce Health Inequities Created by the Lack of Protections and 
Benefits for the Working Poor ........................................................................................................ 103	

County Levy System Exacerbates the Health Consequences of Segregation and Income Inequality ..... 104	
Stakeholder Recommendations: Reduce the Impacts of the County Levy System on Health 
Inequities ........................................................................................................................................ 105	

Insufficient Community Input in Services ............................................................................................... 105	
Implications: The Consequences of Inaction .................................................................................................. 106	
Priorities for Change in the Behavioral Health System ................................................................................... 107	

From the Voices of Those Most Impacted: Strategies for Advancing Health Equity .............................. 108	
Themes in Suggested Remedies of Gaps by Survey Respondents .......................................................... 111	

#1 Increase Accessibility ................................................................................................................. 111	
#2 Develop the Workforce .............................................................................................................. 113	
#3 Improve Funding ........................................................................................................................ 114	
#4 Supplement the Approach to Clinical Treatment ....................................................................... 117	
#5 Improve System Coordination .................................................................................................... 120	

Limitations ...................................................................................................................................................... 122	
Next Steps ....................................................................................................................................................... 123	
References ...................................................................................................................................................... 124	
  



 

 

5 

Figures  
Figure 1: Perspectives on the Behavioral Health System by Service Area ........................................................ 18	
Figure 2: Lifetime Years of Professional Experience in the BH System ............................................................. 19	
Figure 3: Years of Experience in Current Position ............................................................................................ 19	
Figure 4: Survey Respondent Roles in the Behavioral Health System, by Percent of Cases Reporting ............ 21	
Figure 5.  Adult and Youth Service System Experience ..................................................................................... 23	
Figure 6. Racial/Ethnic Composition of Interview and Survey Respondents .................................................... 23	
Figure 7. Buprenorphine Prescriber Availability by Wisconsin County ............................................................. 34	
Figure 8. Number of Psychiatrist Full-Time Equivalents Needed to Reduce Significant Shortages .................. 38	
Figure 9. Workforce Conditions Contributing to Gaps in the BH System, by Service Area ............................... 42	
Figure 10. Perceived Barriers to Intensive Service Array .................................................................................. 53	
Figure 11. Perceived Barriers to Outpatient, Community Services .................................................................. 54	
Figure 12. Frequency of Barriers Associated with Geography .......................................................................... 66	
Figure 13. Stigma Barriers for Mental Health and Substance Use Services ...................................................... 86	
Figure 14. Recommendations for Prioritization from Survey Respondents ................................................... 111	
  

Tables 
Table 1. Roles and Experience of Key Informants Interviewed ........................................................................ 20	
Table 2. Roles Represented by Survey Respondents ........................................................................................ 22	
Table 3. Consumer Focus Group, Survey, and Workshop Demographics ......................................................... 24	
Table 4. Greatest Substance Use and Mental Health Service Gaps, by Rank ................................................... 26	
Table 5. Rankings of Unique Populations Facing the Largest Gaps .................................................................. 46	
Table 6. Causes of Behavioral Health Gaps by Population ............................................................................... 47	
Table 7. Population Groups with Highest MH/SUD Prevalence Rates .............................................................. 47	
Table 8.  Evidence-Based Practice Recommendations from Survey ................................................................. 78	

 

Common Abbreviations Found in this Report 
BH= Behavioral Health 
BIPOC= Black, Indigenous, Person of Color  
CCS= Comprehensive Community Services 
CSP= Community Support Program 
DHH= Deaf and Hard of Hearing 
DHS= Department of Health Services 
LGBTQ+= Lesbian, Gay, Bisexual, Transgender, Queer or Questioning and others 
MA= Medicare 
MAT= Medication Assisted Treatment 
MH= Mental Health 
SUD= Substance Use Disorder 
 

 

  



 

 

6 

Executive Summary 

In the fall of 2018 the Bureau of Prevention, Treatment, and Recovery in the Wisconsin Department of 
Health Services (DHS) funded a Behavioral Health Gaps Study to conduct a multi-method assessment of the 
gaps and needs in the behavioral health service system for individuals with mental health (MH) and 
substance use (SUD) needs. While previous assessments relied on existing data from state and federal data 
systems, the Behavioral Health Gaps Study collected the knowledge and experience of stakeholders to 
assess the gaps and needs.  Another unique feature of the study is its assessment of stakeholder priorities 
and recommendations to address the needs and gaps. The assessment consists of interviews, surveys, and 
focus groups with a wide range of stakeholder groups with experience in the behavioral health system 
including public and private providers, advocates, and consumers. Administrators and direct providers with 
experience in the youth and adult service systems participated from both urban and rural areas. Consumers 
from a variety of historically underserved populations provide their perspectives to the study as well. This 
report summarizes the behavioral health system needs and gaps based on these perspectives. 

Overall Key Gaps and Barriers 

A primary component of the study was the identification of the gaps and barriers in the behavioral health 
service system and their importance. Stakeholders were asked about gaps in the service array, the 
accessibility of services, the quality of services, and the preparedness of the workforce.  Opportunities were 
provided to describe gaps and barriers in both the mental health and substance use service systems and to 
identify specific populations that may be more adversely affected by the gaps and barriers. 

The key gaps in behavioral health services highlighted across data sources included: shortages in child and 
geriatric psychiatrists; shortages in mental health inpatient beds and residential facilities for treating 
substance use; the inadequacies of the medical transportation system; a need for improving crisis 
stabilization services in the community that focus on reducing contact with police officers; shortages in 
medication-assisted treatment providers and clinics; long waitlists across the service array; shortages in 
competent translation services; and the need to provide wraparound services, particularly for consumers 
with families. 

Across the service array, without looking at region or whether the services are for youth or adults, survey 
respondents listed the most frequent barriers to receiving treatment in the following order: 1) cost or 
insurance rules, 2) geography, 3) cultural mismatch between service and clientele, 4) workforce or facility 
shortage; and 5) other. Comparing relative frequency across and within each service array suggests that 
according to respondents of the survey, payment /insurance barriers and geographic barriers are most 
frequent among inpatient and residential services.  Among SUD services, workforce/facility shortages are 
suggested to be equally most frequent for both detox and inpatient/residential services, whereas a 
workforce/facility shortage was noted as most frequent in the MH service array among outpatient services. 
For both MH and SUD services, cultural barriers were identified as most frequent in outpatient services. 
Stigma in the form of worldviews that imbue shame onto behavioral health needs and contexts that 
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discriminate against consumers that have sought behavioral health services were noted as two notable 
barriers to behavioral health services across the arrays. It was also highlighted that stigma regarding both 
MH and SUD needs may be particularly deep rooted in rural areas. 

Perhaps of greatest concern for health equity is the perception that, due to the lack of available and 
accessible services, some consumers may only be able to receive care after becoming involved with the 
criminal justice system. This appears to be disproportionately true for youth of color. Additionally, the lack 
of effective coordination with BH services for consumers taken into custody and during transitioning out of 
incarceration were raised as key areas for the BH system to focus on addressing health inequities.  

Workforce Conditions Associated with Gaps 

Across the array, the top three workforce conditions perceived to be contributing to gaps in services 
included too few workers with expertise for specialized populations; too few entering the field in total and 
the strong perception that the root cause of the workforce shortages is the low wages relative to the private 
sector.  These low wages were unanimously attributed to insufficient increases in the Medicaid 
reimbursement rate over the last two decades. In the survey, “salary too low” and “too few entering the 
field” tied for most acute workforce conditions in SUD services, whereas “too few prepared for specialized 
populations,” and “too few entering the field” tied as most acute among MH services, reflecting the 
patterns expanded upon below. 

Specific Populations Falling Through the Gaps 

Consumers with co-occurring MH and SUD diagnoses, young people up to the age of 25, the elderly and 
those multiply marginalized by falling into one of the aforementioned groups in addition to being a racial 
minority, sexual or gender minority, facing homelessness or an undocumented resident were most 
frequently identified as falling through the gaps in the system. For individuals with co-occurring needs, the 
lack of insurance coverage to address both issues simultaneously was a key theme attributed to 
underserving this population, for the both children and the elderly the lack of an appropriately trained 
workforce and the lack of community-based services were key themes. Consumers with either MH or SUD 
needs and a cognitive/intellectual disability, veterans, criminal justice-system involved, the deaf and hard of 
hearing (DHH) community, those with chronic illnesses and the uninsured were other populations 
highlighted as particularly underserved by the current BH system. 

Mental Health Gaps and Barriers 

In the interviews, psychiatrists and psychiatric prescribers were the most common workforce gap identified 
in mental health. Inpatient and residential mental health services were identified as most challenging to 
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access because of both insurance limitations/cost and physical distance to said facilities in the current state 
of the system. 

Rural areas struggle with transportation barriers and hiring challenges due to better wages in the private 
system and across state lines, and that medical transportation is currently ineffective in closing geographic 
gaps in facilities. In urban areas, long waitlists and lack of sufficient workforce diversity were highlighted as 
key challenges. Across the state, there were also serious concerns about individuals with mental health 
needs ending up in the criminal justice system and not getting appropriate care facilitative of recovery. 

Challenges with the crisis service system were frequently discussed, the perception that consumers are 
frequently deemed ineligible for treatment until their condition has worsened, consumer costs associated 
with services, punitive no-show policies and general challenges in navigating the system among both 
providers struggling to interpret codes and consumers unaware of available MH services were all identified 
as significant barriers to care in the MH system. Although knowledge of evidence-based practices was 
perceived as high, fidelity to their effective application was identified as low due to workforce shortages.  

Almost half of the respondents to the survey highlighted the need to increase access to mental health 
services as a priority area including suggestions to develop a regional model such as the hub and spoke 
model utilized in SUD. Close to one-third of respondents highlighted a need to both develop the workforce 
and focus on funding in order to reduce operating costs and reduce turnover for individual behavioral 
health organizations. One fifth felt that the service array needed to be altered by increasing case 
management services, offering respite to families, addressing the root causes of MH challenges via 
improving the social determinants of health such as safe and affordable housing and childcare, and by 
improving crisis services with a reduced reliance upon police as a resource. 

Gaps and Barriers Specific to Youth and Elderly MH Services 

Broadly, interviewees felt that youth faced similar but wider gaps in mental health services. However, there 
were some priorities identified that are specific to youth. Schools face administrative barriers to housing 
outpatient mental health services, even though they are now billable through Medicaid. Child and 
adolescent psychiatrists and psychologists were cited as a critical workforce shortage in Wisconsin, more 
acute than psychiatrists generally.  There were also calls for increasing access to youth crisis diversion and 
intervention, and residential options to prevent youth entry into the juvenile justice system, child welfare, 
or out-of-state treatment. Finally, a key concern with the elderly population is that in the absence of a 
workforce knowledgeable in navigating the unique needs of an aging population combined with the absence 
of community-based options, the elderly are unnecessarily placed in more restrictive environments 
inappropriate to their needs and therefore not conducive to recovery. 

Substance Use Gaps and Barriers 

Interviewees and respondents called for increased access to medication-assisted treatment (MAT), 
especially in the northern half of the state and in more rural areas. There was also an identified need for 
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more and better crisis services, particularly detox, and sober housing options. As with mental health, rural 
areas struggle with transportation barriers and hiring challenges. In urban areas, there was a focus on long 
waitlists and lack of sufficient workforce diversity. There were also concerns about people detoxing in jails 
and prisons without adequate care, leading to overdoses upon release or cycles of incarceration. Although 
stigma was listed as a barrier across the system, it was described as a stronger barrier to substance use 
services with respondents indicating that even within behavioral health services, there is common stigma 
regarding the use of MAT and that mental health providers are reluctant to treat individuals with substance 
use needs.  

Substance use recommendations centered on securing better reimbursement rates for substance use 
services and expanding the list of credentials eligible for reimbursement, ensuring the training provided to 
this expanded list of credentials includes sufficient training in SUD, and working with primary care providers 
to provide medication-assisted treatment. There was also a repeated concern that more oversight or free 
training is needed to ensure current providers with mental health backgrounds that are approved to treat 
SUD are adequately prepared to do so. Peer specialists were listed as an underutilized resource that should 
be better incorporated into the behavioral health system. Finally, addressing the social determinants of 
health such as housing and employment, particularly during re-entry from the correctional system or 
transition from the youth to adult service systems, was highlighted as an important precursor to successful 
recovery from addiction. This included changing the income limitations for Medicaid in order to sustain 
treatment beyond initial reintegration into the workforce when occasional relapses are common.  

Gaps and Barriers Specific to Youth and Elderly SUD Services 

Services for adolescents with SUD needs were identified as lacking with residential treatment options 
identified as non-existent.  Offering services in schools and educating young people about SUD and how to 
access treatment via the BH system were two recommendations identified to address gaps and barriers 
specific to youth.  For the elderly, the key concern was that their SUD needs are often overlooked and that 
when they are identified, the knowledge needed to coordinate SUD services with other aging needs is highly 
specialized and generally lacking in the current workforce population.   

Health Inequities and the Behavioral Health System    

Marginalized social groups experience disproportionate risk of behavioral health challenges as a result of 
coping with historical and ongoing systematic reduction of community resources, incarceration, 
displacement, social alienation, and state violence. Access to needed care among these groups is also 
constrained by marginalizing policies and practices currently in place within the behavioral health system.  

Results from this evaluation indicate a range of health inequities that both affect the behavioral health 
system and are sometimes created by it. For example, the lack of culturally diverse behavioral health and 
other community providers can directly lead to reduced access to care for culturally diverse consumers.  
Legacies of ineffective or inappropriate care for people of color was described as discouraging care-seeking 
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in the first place.  When symptoms escalate in the absence of adequate services, the abiding concern is that 
the behavior of consumers of color is more likely to be deemed criminal, thus contributing to the inequities 
seen in disproportionate incarceration rates of Wisconsin residents of color. 

Difficulties in coordinating services with sovereign nations were noted as a prominent challenge potentially 
attributing to health inequities documented in tribal nations. Similarly, the absence of a living wage, or 
workforce protections for those without salaried positions combined with the strain of caregiving for either 
aging adults or young children was highlighted as compounding the impacts of the various barriers and gaps 
described in this report. 

Historical, community-wide traumas and ongoing/emergent personal experiences of institutional 
mistreatment contribute to some communities’ lack of trust in behavioral health systems. When individuals 
from these groups do seek help, services may not be equipped to adequately meet their needs: treatment 
approaches lack cultural appropriateness; they may face implicit bias in intake, eligibility, and treatment; 
and translation services may not be available or adequate. On the system side, behavioral health 
organizations struggle to hire diverse and multilingual providers in a context of widespread workforce 
shortages. Statewide attention to these health inequities, and the policies, practices, and conditions that 
produce them, is a critical step forward. 

Stakeholders’ Prioritized Recommendations 

Priorities often reflected the experience of the group responding. For example, many interviewees were 
State staff and their priorities centered on improving funding, addressing the statutes that govern care and 
licensure requirements, and addressing inequities in the diversity of providers and services. Conversely, 
survey respondents, who were predominantly composed of outpatient providers, administrators and 
advocates, focused more on improving access to the system. Finally, and most importantly, priorities 
suggested by the focus group participants reflected their perspectives as hypermarginalized consumers and 
centered on addressing the mechanisms of marginalization in the system.  

Nevertheless, the most consistent recommendation was to increase reimbursement rates and the list of 
reimbursable activities. A close second was the recommendation to combine mental health and substance 
use services while requiring all behavioral health providers to be dually-credentialed, and third, to adopt a 
regionalized hub and spoke model in an effort to combine resources and promote geographic coordination. 
Shy of these system-wide changes were recommendations to address gaps in services by increasing the 
array of Medicaid-reimbursable behavioral health services (such as peer specialist services) and providing 
startup grants for new providers seeking to relocate in the northwest region of the state. Outside of financial 
and system coordination concerns the priority areas that emerged included addressing stigma about 
behavioral health and spreading awareness of what services are available as well as how to access them, 
particularly among youth in middle school and high school. 
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As noted by the World Health Organization, “a characteristic common to groups that experience health 
inequities—such as poor or marginalized persons, racial and ethnic minorities, and women—is a lack of 
political, social or economic power. Thus, they instruct:  “to be effective and sustainable, interventions that 
aim to redress inequities must typically go beyond remedying a particular health inequality and also help 
empower the group in question through systemic changes, such as law reform or changes in economic or 
social relationships (WHO, 2020).” As such, this analysis prioritizes recommendations that address these 
root causes of health inequities and invests in the leadership of marginalized groups. 

Most Urgent System-wide Priorities: Addressing Health Inequities 

Priority recommendations to help address the inequities in the behavioral health system include: 1) 
prioritize recruiting and offering incentives for providers of color and bilingual providers to join the 
profession including using grants and reserving funds for subsidizing educational costs for psychiatrists of 
color or funds to support translation services for deaf and hard of hearing providers in training; 2) Build 
partnerships with historically marginalized communities by including representatives in decision-making 
bodies regarding system and service changes and to employ community members to serve as system 
navigators; 3) Increase provider capacity for a trauma-informed and healing-centered approach for 
working with historically marginalized populations and provider oversight to address implicit bias; 4) Invest 
in crisis diversion alternatives that avoid criminal justice engagement and advocate for collectively 
addressing the social determinants of health such as housing, childcare and worker protections as a 
fundamental driver of mental health or substance use disorders; and 5) shift away from a county-levy 
funding system to a more regional approach in order to dampen the ongoing inequities put into place by 
segregation and redlining policies. 

Most Urgent System-wide Priorities: General 

The vast majority of priorities identified by survey respondents centered on improving access to the system, 
particularly for consumers with dual diagnoses, consumers aged 25 and under, the elderly and those 
facing homelessness. Although listed in the surveys as the least urgent area for prioritization, in actuality, 
combining the administrative rule for SUD and MH services is a necessary step in improving access for 
consumers with dual diagnoses.  

The second most urgent solution areas highlighted were, with equal frequency, increasing funding and 
developing the workforce. The third and fourth most urgent recommendations were to change the 
approach to behavioral health treatment and to improve internal coordination of services. Stakeholder 
recommendations within each of these five major themes are described below. Note that although focus on 
funding emerged as third most urgent, changes to funding are likely necessary to pursue any of the 
recommendations identified in the two more urgent priority areas. 
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#1 Increase Accessibility 

Recommendations of this type addressed areas such as awareness of how to access services, location of 
services, reduction of waitlists, rule changes to increase providers and/or consumers in the system, increase 
technical assistance from and increase the speed of provider approval within the State Department of 
Human Services; and increase the variety of treatment and wraparound services for consumers in transition 
from restrictive placements.   

Hire community-based system navigators from marginalized communities to perform outreach and 
referral services. In order to increase access to the behavioral health system among underserved 
communities, individuals from these communities should participate in the outreach and referral work to 
their own communities. 

Reduce geographic barriers by providing more services within the community. While increasing 
transportation options was mentioned, the more frequent recommendation was to increase the availability 
of services where people live such as in-home therapy programs, drop-in community-based wellness and 
recovery centers, telehealth, and school-based services. Transition to a regional, hub and spoke model was 
also a common suggestion for addressing geography and facility shortages. 

Provide access points to services that are independent to the criminal justice system and child protective 
services. Although many county services are co-located in order to share overhead costs, given that the 
pursuit of behavioral health services used by the legal system as a sign that someone is less competent of a 
parent or trustworthy of a parent, providing satellite locations was highlighted as an important solution to 
dampening the effect of institutionalized stigma upon the willingness to pursue services. 

Prioritize crisis response alternatives that avoid engaging the police and criminal justice system. Noted as 
serving as a mechanism of inequity, a source of emergent trauma, and a deterrent to health seeking 
behavior from communities facing disproportionate contact with law enforcement, identifying solutions to 
reduce reliance upon police contact would increase system accessibility. 

Increase intensive outpatient services for consumers in transition. A common concern was the absence of 
the coordination of intensive services for consumers transitioning back into the community from 
incarceration or restrictive services such as hospitalization. For consumers with substance use needs, for 
example, the use of sober houses and halfway houses were identified as under-utilized. 

Increase availability of youth full-day treatment and overnight respite for families. Full rather than half-
day treatment better accommodates working parents’ schedules and respite helps preserve family 
relationships when parents have the opportunity for a break during intense or prolonged periods of stress.  

Offer more specialized substance use support groups. Access to support groups addressing specific rather 
than all substance use issues as well as support groups offered in Spanish and other languages would 
increase their effectiveness. 
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Reduce wait lists by broadening the array of professionals allowed to be reimbursed. Expanding the 
allowable role of professionals such as peer specialists, marriage and family therapists, and licensed social 
workers can help address workforce shortages and thereby reduce time spent waiting for treatment.  

#2 Develop the Workforce 

Recommendations of this type addressed areas such as workforce shortages, education costs, dual 
certification requirements, recruitment into specific positions, working with diverse populations, and the 
use of evidence-based practices. 

Change licensing policies to enable more substance use providers. License certification can be complicated 
and thus discouraging for some potential substance use providers. In addition, Medicaid licensure 
requirements in order for substance use services to be reimbursed is viewed by some to be unduly 
burdensome. 

Improve provider capacity to work with diverse, specialized populations contended with the stressors 
associated with social marginalization. In addition to prioritizing the recruitment and hiring directly from 
these communities, enhancements can be made to higher-education training programs and accountability 
measures can be built into ongoing licensure requirements in order to improve cultural humility, knowledge 
and care for marginalized consumers. Priority populations include in no particular order: the deaf and hard 
of hearing community, children, the elderly, individuals with co-occurring needs, and consumers that do not 
speak English. 

Train providers in a variety of sectors in trauma-informed care. Providers inside and outside the behavioral 
health system including teachers, childcare providers, police, and social workers need continued education 
on the effects of historical trauma on an individual’s behavioral health condition. 

Address the provider shortage in rural Wisconsin, especially in psychiatry. Suggestions for doing so include 
pointed recruitment strategies, offering tuition remission, providing internships in rural areas, offering 
grants for startup costs, and student loan forgiveness programs. 

#3 Improve Funding 

Recommendations of this type addressed areas such as Medicaid reimbursement rates, public and private 
insurance coverage, parity, and overall funding levels in the behavioral health field. 

Increase the Medicaid reimbursement rate. The majority of interviewees directly called for increasing the 
rate of Medicaid reimbursement for behavioral health services which they believe can reduce service gaps, 
improve workforce recruitment and retention, and encourage innovative approaches to care. 

Expand Medicaid/Medicare coverage. Examples included expanding Medicaid coverage to services such as 
peer specialist outpatient services, remote psychiatric consultation to primary care, and holistic care like 
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yoga and acupuncture. Also mentioned was expanding Medicare for the provision of SUD services to the 
elderly. In addition, the Medicaid reimbursement rate for satellite locations is lower than the rate for the 
hub agency location which is restricting access to services in the satellite agency locations. 

Identify new sources of state revenue for behavioral health services. Even for some consumers with 
insurance, high deductibles and copays can be cost-prohibitive. Contributing more state revenue in targeted 
areas could help including earmarking taxes on alcohol sales to provide no-cost inpatient treatment options. 
Another example offered was using fines for operating while intoxicated offenses for treatment of drunk 
drivers, even if they have insurance, which is currently restricted. Alternately, it was suggested that the cost-
savings of preventing incarceration with adequate treatment will pay for themselves given the costs of 
incarceration. 

Increase affordability for consumers.  Some recommendations here ranged from increasing the range of 
treatments that are reimbursable, to free-of-charge. A very common barrier was the co-pay for treatment.  
Too many consumers who could truly benefit from treatment cannot afford to pursue it. 

Enforce parity in coverage between behavioral health and physical health as well as between base and 
satellite locations for services. Some interviewees suggested increasing state enforcement of parity in 
coverage between behavioral health and physical health is necessary. For example, one recommendation 
was to increase resources for the Office of the Commissioner of Insurance to ensure staff can follow through 
comprehensively on parity investigations. Others noted that in the existing organizations offering a hub-and-
spoke model for access often fail to reimburse spoke/satellite locations with parity to hub/base locations. 

#4 Supplement the Approach to Clinical Treatment 

Recommendations of this type addressed areas such as a recovery vs. treatment approach, holistic 
conceptualizations of behavioral health care, the role of stigma, and the inclusion of non-traditional 
providers into the behavioral health service provision process. 

Intensify efforts to build a recovery-oriented system. An example cited was expanding recovery-focused 
staff to be at every contact point in the behavioral health system including administrative positions as well 
as direct service positions. 

Focus on preventative services. Many respondents would like to see a shift in resources and attention 
toward prevention and early intervention services to identify behavioral health needs earlier and prevent 
expensive, emergency care later.  Respondents also asked for more data collection and analysis of 
preventative activities to demonstrate the long-term cost-saving impacts and justify the investment. 

Counter the stigma that delays help-seeking. The sooner the view that behavioral health concerns are a 
sign of defect or criminality is eliminated, the sooner people will seek support thereby potentially reducing 
the strain on intensive behavioral health resources for public and private service providers. 
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Incorporate efforts to address the social determinants of health for consumers. Social determinants such 
as physical health, income, and community connections can have a significant impact on behavioral health.  
Increased efforts to provide adequate housing for consumers was mentioned frequently to provide stability 
during treatment. 

Coordinate with schools to improve awareness and access. A large number of respondents described the 
need to more actively engage with schools including the use of a full-time staff member specialized in 
behavioral health rather than the part-time social worker model used in some schools.  The need to educate 
school staff about warning signs of early or acute symptoms was also described. 

Create opportunities for greater community representation in decision-making bodies executing changes 
to the BH system. Bringing marginalized populations into the decision-making process is a best practice in 
the work to advance health equity.  This includes approaching consumers with the dignity they deserve and 
re-organizing decision-making bodies and processes so that the voices of those most impacted by the gaps 
in the system are given greater weight and their solutions a higher priority. 

#5 Improve System Coordination 

Recommendations of this type addressed areas such as regulations that govern mental health and substance 
use services, regional or statewide system coordination, use of data reporting systems, coordination with 
primary care providers, and technical assistance for other providers outside the behavioral health system. 

Revise and combine statutes that govern behavioral health care. Interviewees commonly called for an 
update to the statutes and administrative codes that regulate behavioral health services. The effective 
integration of mental health and substance use services is sometimes inhibited by old statutes and codes 
that do not incorporate the best practices that are available today. 

Integrate behavioral health training into all health system positions. There are also key opportunities to 
improve consumer access by strategically connecting behavioral health to other systems. Significant support 
exists for increasing the capacity of primary care providers to initiate conversations with patients about 
mental health and substance use, including co-locating behavioral health services with primary care services 
to reduce transportation barriers and promote follow-through on referrals.  

Move to a regional model for funding and services. A common suggestion was to move toward 
regionalizing funding structures, unifying behavioral health data systems, strengthening regional behavioral 
health coordination and leadership, or investing in hub-and-spoke or telehealth models. 
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Background 
 
Every two years, the Bureau of Prevention Treatment and Recovery within the Division of Care and 
Treatment Services (DCTS) in the Department of Health Services (DHS) writes a Behavioral Health Needs 
Assessment Report to inform its distribution of federal Block Grant and state funds to support and improve 
the public behavioral health service system. In the fall of 2018, the DCTS authorized an expanded 
assessment of Wisconsin’s behavioral health service system addressing mental health (MH) and substance 
use (SUD) disorders called the Behavioral Health Gaps Study. While the traditional Needs Assessment relied 
on existing data from state and federal data systems and surveys, the Behavioral Health Gaps Study seeks 
the knowledge and experience of stakeholders in Wisconsin’s behavioral health system.  Another unique 
feature of the study is its assessment of priorities and recommendations for action from stakeholders. It is a 
one-time special study conducted by the University of Wisconsin Population Health Institute on behalf of the 
DCTS.   
 
The following evaluation questions were developed in collaboration with DHS staff and guided the 
development of the methodology of this project: 
 

● What are the major systems-level gaps in the availability of behavioral health services?   
● What are the barriers to accessing services? 
● Are there areas/regions wherein the gaps are particularly pronounced?   
● Are their populations that are particularly underserved by the system?   
● What gaps in the workforce impact its ability to meet the needs of the population?  
● How and in what ways does implicit bias play a role in producing these gaps?  
● What are the stakeholders’ recommendations for improving the behavioral health service system?  

 

Method 

An advisory team internal to the Division of Care and Treatment Services (DCTS) was assembled in January 
of 2019 to provide oversight of the project. This diverse team consisted of DCTS management, clinical staff, 
program planners, evaluators, a Special Populations Coordinator, and a Consumer Affairs Coordinator. 
Following a brief literature review of similar analyses of other statewide behavioral health systems, key 
informant interview questions and the online survey instrument were developed concurrently through an 
iterative process with the internal advisory group, and via piloting of the instruments by DCTS staff external 
to the advisory group (See Technical Appendix A for details on the data sources used for the gaps analysis 
and Technical Appendix B for a copy of the semi-structured interview questions). The scope of this gaps 
analysis was limited to assessing gaps in behavioral health (BH) services outside of the forensic system. 
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Data Sources: Stakeholders Represented in this Gaps Analysis 
 

Three methods were used to gather input from different individuals with different relationships to the 
behavioral health service system in Wisconsin.  Face-to -face interviews, web-based surveys, and focus 
groups were all used to gather a broad set of input in a complimentary manner.  Each methodology was 
used to involve slightly different groups of individuals. Data from all three sources were compared and 
triangulated in order to provide clarity where there is consensus about the gaps and where the different 
data sources disagree and demonstrate the influence of different perspectives.  In all, this mixed-method 
approach allowed a broad set of perspectives to be included in the report. 

Key informant interviews.  With the guidance of the internal advisory team, key stakeholders were 
identified for in-depth interviews.  Interviewees were selected based on their broad experience and 
systems-level knowledge, and included State DHS staff, County BH directors and program managers, 
advocacy agency directors, and directors/CEO’s of private BH service agencies. Additionally, a balance of 
perspectives was sought between urban and rural areas, youth and adult services, public and private 
behavioral health services, and statewide and local concerns. In all, 39 individuals completed interviews. 
Respondents were first asked to share their perspectives on gaps in the Wisconsin behavioral health system, 
in terms of availability, accessibility, and adequacy of services. They were also asked to identify particular 
areas or populations for whom the gaps are most pronounced.  After reflecting on perceived gaps in the 
systems, respondents were asked to identify their hypotheses regarding the root causes of these gaps, their 
consequences, and potential remedies. 

Online survey of behavioral health system stakeholders. The provider survey was designed to obtain input 
from a larger number and wider range of stakeholders than the key informant interviews.  While the 
interviews included mostly State government staff and local administrators and managers, emphasis was 
given to including direct service providers in the survey process. The survey was distributed to service 
providers including county behavioral health providers, state mental health institutes, private behavioral 
health providers, and behavioral health professional associations. In addition to direct providers, state 
behavioral health agencies and other state agencies that oversee behavioral health services for special 
populations (i.e. Department of Corrections, Department of Children and Families) were invited to respond.  
Peer specialists and advocacy organizations were also invited to respond.  

After indicating if they wish to respond about the MH service system, the SUD service system, or both, 
respondents described the barriers to accessing services that consumers face (e.g. geographic barriers, cost, 
etc.). They identified barriers separately for four primary service array components.  For the MH system, for 
example, the service components were inpatient, residential, crisis, and outpatient. In later sections of the 
survey respondents were asked to reflect on which populations were most vulnerable to falling through 
gaps in services and to describe their recommendations and top priorities for improvement of the system. 
Finally, respondents were asked to share their demographic characteristics. See Technical Appendix E for a 
copy of the survey. 
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Although 1,362 individuals started the survey, as is typical with surveys, there was considerable attrition 
with the numbers completing each question continuously declining throughout.  As such, the numbers of 
respondents to each question fluctuates considerably. In total 1062 surveys regarding MH services were 
begun and 841 completed in full. Conversely, in total 754 surveys regarding substance use disorders (SUD) 
services were begun and 574 completed in full.   

Consumer focus groups with marginalized populations. Although some consumers completed the survey, 
focus groups were specifically used to ensure consumer input on the behavioral health system. While the 
interviews and surveys included mostly structured questions that created a very structured input process, 
focus groups were designed to give consumers more flexibility to share their personal perspectives in their 
own way. A second objective of the focus groups was to provide a forum for historically marginalized 
populations to be heard.  Between May and September of 2019, 71 consumers participated in 9 focus 
groups facilitated by a Black women-owned and run Evaluation organization subcontracted to both 
distribute resources devoted to this work more equitably and to support focus group participant comfort in 
speaking candidly. Input from twelve additional hypermarginalized consumers was obtained via alternative 
protocols deemed more appropriate. For example, in lieu of focus groups that relied upon interpreters, a 
survey was used to obtain input from individuals who are deaf or hard of hearing (n= 6). Additionally, a 
workshop format was utilized to collect input from consumers made up of Chin, Burmese and Rohingya 
refugees (n=6).  

Focus groups lasted between 30 to 90 minutes and were held at sites across the state that were convenient 
and comfortable for participants. At the beginning of each focus group, the facilitator welcomed people into 
the space, explained the purpose of the focus group, answered any questions and obtained written and 
verbal consent. Each focus group began with an activity that allowed participants to get comfortable before 
the focus group discussions. Each verbal focus group was audio-recorded and subsequently transcribed. The 
evaluation team is bound by a non-disclosure agreement to fulfill participants’ reasonable expectation of 
confidentiality.  The transcriptions were then coded and analyzed.  

Individual Perspectives Represented in the Data 

In the survey and interviews, participants were asked to identify their current role in the BH system; what 
parts of the system they are familiar with (i.e. mental health of substance use services, or both); the length 
of time they have been in their current role; and the length of time they have been affiliated with the 
behavioral health system in total. This latter question allows for an understanding of professional movement 
within, or adjacent to, the system. Finally, demographic characteristics were collected because race, gender, 
and sexual orientation can affect how people perceive the world—and what they don’t perceive.  The goal 
of these questions was to help get a better sense of the different perspectives that the survey and interview 
results reflect. 

Perspectives on the behavioral health system by service area. Among both the key informants interviewed 
and survey respondents, over half had experiences with both mental health (MH) and substance use (SUD) 
services, and just under half indicated the ability to speak to services for both youth and adults (See Figure 
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1.).  As is reflective of the composition of the workforce, the smallest subgroup in our survey sample were 
individuals that only felt prepared to reflect on the array of services for treating SUD (n=41). Most focus 
groups participants reported utilizing MH services. While the use of SUD services did not emerge organically 
during the discussion portion of the focus groups, several participants did refer to SUD services during their 
warm-up activities. 

Figure 1: Perspectives on the Behavioral Health System by Service Area  

 

 

 

 

 

 

 

 

 

 

 

Years of professional experience within the BH system. Most of the individuals surveyed and interviewed 
drew on a long history of work in the field of behavioral health. Over half of the survey respondents 
reported that they had been in the field for over ten years 57% (n=632) and over three-fourths of the key 
informants interviewed reported 10+ years of experience with the system (n=29). In contrast, only 12% of 
survey respondents (n=130) and 6% of key informants (n=2) had been working in behavioral health for less 
than a year (Figure 2).  

Figure 2: Lifetime Years of Professional Experience in the BH System

 

Although the 
stakeholders that 
contributed to this 
analysis were largely 
tenured in the field, both 
data sources were 
composed of a fairly 
evenly distributed 
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experience in one's current role in the behavioral health system (Figure 3). 

Figure 3: Years of Experience in Current Position 

 

 

 

 

 

 

Current role in the system. A list of potential key informants was generated by the DHS internal review staff 
in an effort to represent a balance of perspectives and as can be seen in Table 1 represent a balance of 
system experience, age group experience and geographic experience. 

Table 1. Roles and Experience of Key Informants Interviewed 

 BH system experience Age group experience Geographic experience* 

 MH SUD 
MH & 
SUD Youth Adult Y&A Rural Urban R&U 

TOTAL Interviewed (N=39) 28% 
(11) 

21% 
(8) 

51% 
(20) 

15% 
(6) 

31% 
(12) 

54%(
21) 

23% 
(7) 

29%  
(9) 

48% 
(15) 

State DCTS staff (n=8) 2 3 3 1 5 2 N/A N/A N/A 

Other state agency staff 
(n=8) 1 -- 7 1 -- 7 3 1 4 

County BH admin (n=4) -- -- 4 -- -- 4 1 2 1 

County BH program 
managers (n=2) -- -- 2 -- 1 1 1 1 -- 

Direct service providers 
(n=11) 5 3 3 3 3 5 2 5 4 

Advocates (n=6) 3 2 1 1 3 2 -- -- 6 

Note: Discrete data not available for staff working statewide. However, 20 interviewees indicated the ability 
to speak to statewide patterns.  
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Survey recruitment cast a broader net and accordingly gathered a greater diversity of perspectives. Whereas 
state staff made up half of the key informants, as can be seen in Figure 4, staff affiliated with the state only 
composed 14% survey respondents with community-based providers or managers making up just over 50% 
of the survey sample.   

Figure 4: Survey Respondent Roles in the BH System, by Percent of Cases Reporting 

 

Nevertheless, the perspectives represented in the survey data suggest that each role represented had equal 
representation in answering questions regarding each service array (see Table 2, below, for counts and 
percentages of each role reflecting on gaps in needs regarding each array of behavioral health services). 
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Table 2. Roles Represented by Survey Respondents 

 Cases prepared to reflect on types of service arrays 

Role in Behavioral Health System  
Total respondents 

N (%) 
MH surveys 

N (%) 
SUD surveys 

N (%) 

Community-based behavioral health provider  293 (27) 279 (26) 183 (24) 

Advocate 270 (25) 266 (25) 165 (22) 

Community-based behavioral health manager or 
administrator  265 (24) 259 (24) 211 (28) 

Recovery coach/peer specialist  124 (11) 118 (11) 100 (13) 

Other state agency staff  111 (10) 107 (10) 78 (10) 

Inpatient/residential behavioral health provider  67 (6) 63 (6) 41 (5) 

Primary care manager or administrator  63 (6) 62 (6) 42 (6) 

Long-term care (LTC) provider  62 (6) 62 (6) 26 (3) 

Criminal Justice system/Treatment Courts  50 (5) 45 (4) 49 (6) 

Inpatient/residential behavioral health manager or 
administrator  

49 (4) 45 (4) 32 (4) 

State behavioral health agency staff  47 ( 4) 43 (4) 35 (5) 

Other local human services provider  26 (20) 26 (2) 17 (2) 

Parent/family member of consumer  14 (1) 13 (1) 5 (1) 

School or educational Agency  12 (1) 12 (1) 8 (1) 

Consumer  10 (1) 10 (1) 5 (1) 

Note:  A total of 1103 individuals answered both the questions regarding the role they hold in the system 
and what arm of the system they feel prepared to reflect on (i.e. mental health or substance use services). 
Respondents could list more than one role, and many completed the questions in the survey regarding MH 
services and questions regarding SUD services resulting in N=1062 Mental Health Service surveys started 
and N=754 Substance Use Service surveys started.  As a result, while 1103 different people completed the 
survey, a total of 1816 surveys were completed, thus, totals will not equal 100%. 

As seen in Figure 5, the vast majority of respondents had experience with the adult BH service system.  In 
both data sources, a minority of respondents had experience with only the youth service system.  
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Figure 5.  Adult and Youth Service System Experience 

Demographics of 
interview and survey 
respondents. The 
survey concluded with 
a series of questions 
about respondents’ 
personal backgrounds. 
Both the interview and 
survey respondents 
were primarily white 
(85% and 87%, 
respectively) and both 
samples largely 
identified as women 
(65% and 78%, 
respectively) and cisgender (92% of the survey respondents). Less than 1% of the survey sample identified as 
genderqueer or agender (n=4), 0.5% identified as transgender (n=3), while 4% “preferred not to say” (n=44). 
Our sample of key informants exclusively identified as cisgender. Finally, of the survey respondents, just 
over 5% of respondents identified as lesbian, gay, bisexual, queer, questioning, or asexual (LGBQA).  

Figure 6. Racial/Ethnic Composition of Interview and Survey Respondents 

 

 

 

 

 

 

 

 

 

Respondents were asked to indicate all of the racial or ethnic groups that aligned with their identity (Figure 
6). The majority of respondents (85%) identified as White, with Black or African American being the next 
largest group (5% of respondents). Latinx, Hispanic, or Latin Americans; Native American or Alaskan Natives; 
and Asian or Pacific Islanders each comprised about 1% of the sample.   
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Demographics of consumers who participated in focus groups. The sample of Wisconsin residents in this 
evaluation were primarily Black, Indigenous, People of Color (BIPOC) and varied by age, gender identity, and 
sexual orientation (See Table 3 for more detail). 

Table 3. Consumer Focus Group, Survey, and Workshop Demographics 

Partner Organization Population Number of Participants 

Beloit (Rock County) 

Beloit College BIPOC/LGBTQ+/Living with Disabilities 1 

Whitewater (Walworth County) 

Alpha Kappa Alpha BIPOC/LGBTQ+/Living with Disabilities 5 

Wausau (Marathon County 

Faithful Consulting LLC, Hmong 
Mutual Aid Association 

Hmong (Elders) 8 

Milwaukee (Milwaukee County) 

Hmong American Women’s 
Association 

Hmong (Youth) 8 

New Hope Black/Latinx (Youth) 6 

Diverse & Resilient Black trans women 10 

CORE El Centro Latinx (18)/white (1) 19 

Salvation Army Unhoused Men  9 

Open Call BIPOC/LGBTQ+/Living with Disabilities 5 

Independence First  Deaf & Hard of Hearing (survey) 6 

Aurora Walker’s Point Community 
Clinic 

Chin, Rohingya, and Burmese 
Refugees (workshop) 

6 

Total Number of Participants: 83 

Note. BIPOC= Black, Indigenous, Person of Color; LGBTQ+= Lesbian, Gay, Bisexual, Transgender, Queer or 
Questioning and others. 
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Data Analysis Strategy  

Findings from qualitative data were developed using thematic analysis. Thematic analysis is an iterative 
process of pattern recognition, where relevant information shared in interviews and via open-answer survey 
questions is compared across participants and distilled (Fereday & Muir-Cochrane, 2006). This process 
utilizes both deductive and inductive coding techniques to answer the evaluative questions posed by the 
internal review team. 

The purposive sampling for informant interviews resulted in a group of informants with distinct professional 
expertise and perspectives. Accordingly, in our analysis, a single comment was considered as potentially 
important as those that were repeated.  

The findings from analyses of the three data sources were integrated in the following manner. First, results 
from the key informant interviews were described to provide a nuanced and detailed account of the current 
state of the behavioral health system from a state-level perspective. Second, survey data findings were 
woven throughout to substantiate results from key informant interviews. Ideas that came up repeatedly 
across data collection methods were given prominence, as they likely reflect concerns relevant to many 
stakeholder groups. Following the equity principle that directs us to center the voices of those most 
impacted by the shortcomings of social institutions, data from the hypermarginalized consumers who 
participated in the focus groups was given priority in the description of the findings below. Direct quotations 
that lack detail on the respondent’s background were pulled from the survey and thus stripped of their 
demographic information before thematic analysis. The narrative of the report primarily summarizes themes 
and specific quotations are included as examples of a summarized theme. Quotations have mostly be 
replicated verbatim; changes made to ensure comprehension are indicated by the use of brackets (i.e., [  ]). 

Findings 

The results of this gaps analysis are presented as follows. After reviewing the themes in overall service and 
workforce gaps reported, the various barriers (i.e., payment and insurance; geographic; system 
coordination; service adequacy; and cultural barriers that contribute to the gaps in who receives treatment 
are reviewed.  The final section reviewing the themes in gaps in Wisconsin’s behavioral health services 
focuses on the mechanisms that lead to health inequities through gaps in treatment. Each section on gaps 
and barriers is paired with a list of targeted solutions recommended by stakeholders to address each specific 
gap or barrier.  Finally, the report concludes with a list of the actions prioritized either across data sources or 
highlighted as a solution that addresses the root causes of health inequities resulting from gaps in the 
behavioral health system of services to address mental health and SUD needs. Note that unless specifically 
addressed, all findings are in reference to the behavioral health system of services that address mental 
health and SUD needs as a whole.  Similarly, if a specific population is not highlighted, the finding pertains to 
all potential consumers of behavioral health services. 
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The reader is advised to keep in mind that this report represents the perceptions of those who provided 
data.  It is anticipated that this largely reflects real-life, however, as is highlighted in the limitations section, 
there are biases in all data collection endeavors. As a result, some of the findings reported may reflect 
common misunderstandings regarding how the behavioral health system works rather than reporting on 
how the system actually works.  This, too, is helpful information to have as it points to the need to address 
misconceptions regarding the actual opportunities and constraints provided by current system functioning. 
When possible, known misunderstandings are clarified with facts, such as the incorrect citation of a state 
administrative rule. 

Service Array Gaps 

In the surveys, respondents were asked to rank each in a list of 18 services based on “how large of a gap 
there is between service need and service availability in the area(s) where [they] work.” The service with the 
greatest gap between need and availability was ranked 1, and the one with the least was ranked 18. Mental 
health (MH) and substance use services (SUD) were listed in two separate questions, which respondents 
completed based on their area of expertise. Similar to interviews, psychiatric prescription or medication 
management was the most highly ranked gap in MH services. Psychiatric inpatient hospital services and 
crisis intervention and stabilization were also in the top five. See the Technical Report available on the DHS 
website for the full rankings of service array gaps.  

Table 4. Greatest Substance Use and Mental Health Service Gaps, by Rank 

Rank Substance Use Service Gaps Mental Health Services Gaps 

1 Integrated MH and SUD treatment Psychiatric prescription services or medication 
management 

2 Sober housing Crisis intervention and stabilization services 

3 Residential treatment Integrated MH and SUD treatment 

4 Transitional residential services Transportation 

5 Detoxification services Psychiatric inpatient hospital services 

Possibly reflecting regional lack of service access, respondents also highly ranked transportation as a gap. 
Integrating MH and SUD treatment was highly ranked for both MH and SUD services. However, it was the 
top gap for SUD services and the third most highly ranked gap for MH services (See Table 4).  

In interviews, people in the SUD service field noted that most people with SUD challenges also faced MH 
issues. As one person working in both MH and SUD services recounted, “[The] co-occurring disorders that a 
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lot of individuals experience, it's pretty rare that you're going to get somebody with just a SU disorder.” 
However, the reverse pattern did not emerge in this study. This may contribute to the higher priority given 
to integrated care by those working in SUD services. Sober housing, residential treatment, and detoxification 
services filled the other positions in the top five gaps identified for SUD services. These responses indicate a 
need for increased facility-based and residential care in the SUD field. 

Among the MH services listed, the lowest ranked services (those perceived to have the smallest gap) were 
evidence-based practices, day treatment, health promotion, peer specialists, and recovery support services. 
For SUD services, the lowest ranked items were drug of choice specific programming, SUD commitments and 
court orders, and vocational services.  

Specific Gaps in Inpatient and Residential Treatment Services  

The most commonly cited services that were needed but not covered were residential and inpatient SUD 
and MH services. Broadly, inpatient services are hospital-based and include 24-hour monitoring, while 
residential treatment tends to consist of longer-term facility-based services for consumers with less acute 
behavioral health conditions and medical needs. Some interviewees reflected on the history of this gap in 
Wisconsin, which is linked to the deinstitutionalization of individuals with MH challenges in the late 1970s. 
The 1976 Mental Health Act set forth stricter standards for involuntary commitments to care institutions, 
coinciding with normative shifts towards outpatient and medicalized care for individuals struggling with 
mental illness (Erickson, Vitacco, & Van Rybroek, 2005). Residential substance use services have not been a 
covered service under Medicaid historically which has contributed to the lack of access, especially for low-
income individuals. 

Key informants described a need 
for residential and inpatient 
care that exists for individuals 
struggling with severe mental 
illnesses as well as those with 
co-occurring MH and SUD 
challenges. Some drew a 
parallel between this gap and 
the lack of parity between 
behavioral health and 
conventional healthcare. As one 
person working across MH and 
SUD services in rural Wisconsin 
described, “[If] you go for a hip 
replacement, you might spend a week in a residential facility getting cared for before you're ready to go 
home on your own. We don't have that service for MH or substance abuse.”  

“Wisconsin does not have a lot of residential/inpatient substance 
use services, and the ones that [it] does have are slim and spread 

throughout the state. This causes consumers – adults and youth – 
to have to leave their families and stay somewhere unknown to 

themselves, for long periods of time. Which, in turn causes those 
to not seek treatment for fear of the system and fear of being 

alone and isolated in an unfamiliar place. Hospitals need to open 
their inpatient services back up, and the state needs to fund more 

peer run respites in various counties to have alternatives and 
additional beds [rather] than just inpatient psych wards.” 
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Certain inpatient and residential services are not currently covered under Medicaid. The Institutions for 
Mental Diseases (IMD) exclusion rule prohibits Medicaid reimbursement for adults between the ages of 21-
64 receiving services in large psychiatric treatment facilities with 16 or more beds.  One individual in rural 
Wisconsin reported, “[Right] now, Medicaid does not reimburse the costs of..… being treated in a psychiatric 
hospital, and that's at about $1300 a day.…. [This] can have a huge financial impact on our county mental 
health system.” Although grants are able to fill some funding gaps, respondents noted that grant funding is 
relatively unstable over time, making it difficult for organizations to do long-term planning and investment. 
Additionally, the only traditional coverage for residential substance use services under Medicaid has been 

within the Comprehensive Community 
Services (CCS) program, which covers 
only non-IMD’s. However, in early 2020, 
the Wisconsin Division of Medicaid 
Services (DMS) received approval to 
extend Medicaid coverage for residential 
SUD treatment and policies are currently 
being developed to implement this 
change. 

Gaps in residential and inpatient SUD treatment facilities 
are widespread, but some regions may feel these gaps more acutely. One person observed, “[If] you draw 
a line from [Appleton] up toward the top corner of the state, the top western corner of the state, there's a 
lot of area with very few services.” This was echoed by others, who emphasized the lack of youth and adult 
inpatient care and residential SUD services in that area. Detox facilities were described as a gap in that 
northern part of the state, but also in rural Wisconsin more generally. Access to residential treatment for 
many of the tribes was also highlighted as a severe regional gap. One person working in Milwaukee also 
noted the need for more residential services for families, and for sober living options, in Milwaukee and 
surrounding counties.  

Some subpopulations face larger gaps in intensive services. Interviewees also indicated gaps in some 
specialized residential and inpatient services. Inpatient and residential MH options for adolescents, children 
under 12, the elderly, and individuals with cognitive delays and behavioral health needs are particularly 
limited. The absence of transition services for young adults aging into the adult programs was also a noted 
gap. 

Not all residential MH facilities embody a focus on recovery. Many of our informants were concerned 
about the quality of services at residential and 
inpatient facilities.  While noting that staff are 
likely very overburdened and facilities may be at 
or over capacity, some were concerned that the 
conditions of care in some facilities may lead to 
trauma for some consumers. Especially for 
consumers involuntarily committed to a facility, if 

“There simply are not enough residential mental health 
options available across the state. In rural areas, for example 

(and Wisconsin is FULL of rural), there is absolutely nothing 
available. With the exception of an occasional group home – 

which is not appropriate for everyone and is almost always 
full.” 

 

“A place to stay does not mean treatment, and 
it is difficult to find a place for high needs clients 

to stay, let alone get proper treatment when 
they are there.” 
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the conditions of care do not help stabilize or improve your mental health, being locked up involuntarily 
seems unnecessary and may contribute to worsening your health. Others had the impression that physicians 
and other staff working inside MH facilities were not coordinating with a consumer’s community outpatient 
provider on a treatment plan. One survey respondent argued, “There needs to be more oversight of the 
inpatient units at local hospitals. They discharge clients too early; they change meds without consulting 
outpatient providers, they treat outpatient providers poorly, and are generally not very collaborative.”  

Because of the lack of voluntary residential and inpatient facilities for youth, the emergency detention 
process may be misused to obtain services. A subset of respondents who identified a gap in residential care 
also discussed the lack of inpatient services for youth. They described situations across the state where 
youth experiencing severe behavioral health needs are being sent through the emergency detention process 
even if unwarranted, in part because of the lack of residential and inpatient services for youth. One person 
working in MH services reported, “I would say, there are so few beds, that we have run into situations every 
year where there are no beds available in the entire State of Wisconsin outside of those that are held for 
kids that are on [emergency] detentions.... But if it's a voluntary basis, it's hard. The facilities just simply 
don't exist." Not only is emergency detention an inadequate response to the care needs of young people, 
interviewees felt the detention may be causing harm, even if the youth ended up being connected with 
behavioral health services. Along these lines, another survey respondent suggested that youth be allowed 
“access to residential treatment without having to go through court [as] this deters parents from [the 
pursuit of] needed services due to fear of stigma and loss of control of decisions about their child.” 

There is a need for more residential SUD services and sober housing. The lack of residential SUD services, 
particularly detox, have significant downstream effects on patient outcomes. One person working in the 
field of SUD services recounted, “There's a lack of services for withdrawal management or detox services, so 
when someone decides they want to seek treatment for their SU disorder … they need medical assistance to 
go through the withdrawal process and there just are not facilities that do that. Hospitals have no idea what 
to do. People show up in emergency rooms and basically don't receive the services they need, and they 
continue to use.”  

Sober housing and housing in general for individuals with SUD needs also came up in interviews as a needed 
form of relapse prevention and holistic support. One individual working in rural Wisconsin in both MH and 
SUD services observed, “For people who have significant MH and SUD challenges… [they] may need a little 
more than the average person as far as support when they're back in housing, especially in an early 
recovery. There are almost no resources for them currently.”  

There are no residential SUD or detox options for adolescents. More than one interviewee noted a gap in 
“the higher level of care for children or youth that have a SUD issue.” However, the need to fill this gap was 
not unanimous.  As another person who had worked in SUD services for over 20 years argued, “I think when 
we talk about youth services, people are like, ‘There's not enough youth SUD services. We need a youth 
residential treatment.’ Honestly, I probably only ever in my career would have sent maybe a couple kids to a 
youth residential treatment. They're just not, their use hasn't progressed enough to be at that level.” 
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Parents in need of SUD support have few family-friendly options. Adults with young children face 
additional challenges to accessing residential SUD treatment. In talking about Waukesha and more rural 
areas around the state, one individual working in the SUD system noted that “they have a very few number 
of residential facilities for SUD. They have even fewer sober living situations. ...They have only two facilities 
that mothers can take their children, and 
they may be limited to the number of 
children they can take when they go into 
treatment.” The gaps in child-friendly 
treatment options limit the ability of 
individuals struggling with addiction to make 
a sustainable recovery, particularly people 
who have children or live in less populated 
areas of the state.  

Insurance limits coverage of required assessments for inpatient treatment. Providers shared the concern 
that specific assessments required for covered services are not themselves covered.  This unfairly 
disadvantages low-income consumers, who may not be able to pay out of pocket for the assessments 
necessary to access inpatient services.  

Many local hospitals refuse to offer detox services. In both surveys and interviews, a common frustration 
shared was that though facilities with the capacity to offer detox are present, hospitals decline to admit 
consumers except when their health is in immediate crisis. Additionally, there were several comments about 
consumers being turned away for chronicity; situations wherein hospitals will monitor but not extend detox 
support because, “they’ll just drink again.” In other cases, hospitals reportedly only offer detox services for 
specific forms of substance abuse: “Not all substances meet medical necessity criteria for a detox admission 
(like opiates).” Specifically, clients using IV drugs, and stimulants who seek treatment were often noted as 
being denied access to inpatient treatment. In place of treatment, providers report that hospitals are 
“sending addicted clients home with medications they often abuse and not enough support to help them 
take the next steps.” This appears to be another area wherein providers are forced to escalate a voluntary 
case to an emergency detention simply to acquire services: “people are not allowed into detox without first 
going to a doctor or are brought in by a law enforcement officer.”  It was noted that some consumers are 
being denied care until they are involved with law enforcement: “IV drug users do not have many inpatient 
treatment options and are often incarcerated before treatment is an option offered to them.” 

 
Stakeholder Recommendations: Improve Inpatient and Residential Care 

Use state/federal funding for start-up costs to expand services, particularly in the Northwest region. 
Several respondents felt that the state could play a role in financing capital expenses for the construction of 
new residential facilities. One person, focusing specifically on residential elder care, suggested, “I don't think 
that money is the solution to absolutely everything. But at the same time, if there's some startup funding 
available or maybe just general funding, grant opportunities, etc., so that providers can retrofit a facility or 

“Where providers are not local, the time that it would take a 
parent to leave work, pick up their child, travel to a provider, 

have the appointment, drop off the child at home/school and 
return to work is no financially viable, especially where care is 

needed frequently.” 
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build a facility to meet the needs of our elders, I think that would go a long way.” This proposal could also 
apply to other residential services, to help counties and regions fill gaps in their service array. The 
recommendation to reduce operating costs, including providing funding for start-up costs, was proposed by 
a quarter of all survey respondents in open-ended responses. This suggestion may be especially relevant for 
rural and northern areas of the state, which lack service infrastructure. Similarly, startup funding could 
benefit less-intensive services and open up space in existing residential and inpatient treatment facilities: 
“create infrastructure and services for intensive outpatient and day treatment levels of care and sober living 
services.  There is nothing here but outpatient.”   

Increase the number of general hospitals with psychiatric units. One route for improving access to 
inpatient care is to increase the number of hospitals that have beds available and increase the number of 
beds they have. One interviewee put this at the top of their list of priorities saying, “[The] first thing we need 
to change is having more general hospitals that have psychiatric spots.” The state could also put pressure on 
hospitals to provide inpatient behavioral health care through Medicaid contracts, or other incentives. One 
person recounted, “[We] have two hospitals, high tech tertiary care and minimal to no psychiatry. They can 
do high-level brain surgery, highly recognized heart surgery, whatever. Almost no behavioral health services 
and yet they're affiliated with Medicaid managed care contracts. That's unacceptable.” Another person 
suggested requiring that “if you [a hospital] become the medical health home for somebody you're 
obligated to have enough psychiatry and behavioral health services to care for that person also.”  

Work with hospitals to accept more voluntary commitments for inpatient mental health care. There was 
also a sense among some respondents that hospitals were refusing to accept patients committing 
themselves to treatment on a voluntary basis. This forced some providers to escalate to an involuntary 
commitment, solely for the purposes of getting someone into inpatient care. One person working in MH in 
rural Wisconsin said, “I think it's possible that we could do fewer Chapter 51s in the state if more hospitals 
were willing to accept individuals on a voluntary basis.” She (and others) also suggested that hospitals 
wouldn’t hold beds for voluntary commitments “because of their belief that [patients will] get on the unit 
and then they're just going to leave.” Some mentioned this in the context of implicit bias, wondering 
whether this pattern of denial of voluntary commitments had to do with administrative biases towards 
individuals having a MH crisis. Regardless, it seems there is room for the state to intervene to reduce the use 
of involuntary commitments in cases where it isn’t warranted.  
 
Include coverage of residential SUD treatment services as a Medicaid benefit for all AND implement an 
IMD exclusion waiver. Funding was identified as a key part of the solution to gaps in residential and 
inpatient behavioral health services. Since only consumers eligible for CCS currently qualify for coverage of 
residential stay for SUD treatment, an important first step is to offer this benefit to all consumers. A part of 
the current funding context is the Institute for Mental Disease Medicaid exclusion. One interviewee 
explained, “That's the rule that says that Medicaid can't pay for a facility in excess of 15 beds. That rule was 
never intended to be a barrier, it was supposed to eliminate the proliferation of large institutions, state-
operated hospitals.” Wisconsin has secured a Section 1115 Medicaid waiver to allow coverage of SUD 
services in larger facilities, but the waiver has not yet been implemented. A similar waiver is now available 
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for MH service facilities and has been secured by Washington D.C., Vermont, and Indiana (Medicaid Waiver 
Tracker: Approved and Pending Section 1115 Waivers by State, 2020). One interviewee urged, “[The] people 
at DHS needed to be prodded and say, ‘Yes, we would like to pursue that.’ I think it's through a waiver. If ... 
there's an option that the MA will pay for it rather than the county, I think that's a no-brainer. They should 
have put that as a priority.” 

Create a separate administrative rule for adult residential crisis stabilization. Interviewees celebrated the 
recent creation of an administrative rule defining youth crisis stabilization, an important step toward making 
that service accessible. One respondent suggested that a similar rule for adult residential crisis stabilization 
would go a long way: “I wonder if they'd be more common or easy to open or more fiscally sustainable if 
there was an administrative code or even just add a section to the CBRF [community-based residential 
facility] code or something that just makes it a little more clear, a little bit easier... to open one of these 
facilities up.” 

Specific Gaps in Community Outpatient Services  

Community outpatient services include a range of treatment options that help keep the consumer in the 
community, rather than providing care in restrictive environments.  

Due to insufficient availability of outpatient services, “Too many people who could benefit from 
outpatient services receive inpatient services.” In both the survey and key informant interviews, 
respondents identified that MH conditions worsen to the point where more intensive—and more 
expensive—treatment modalities become necessary as a consequence of inadequate availability of 
outpatient treatment options. One statewide children’s MH advocacy organization has highlighted that 

according to SAMHSA, Wisconsin’s rate of state 
hospital bed use for children and adolescents is 
approximately five times the national average. 
Further, Medicaid benefits are 
disproportionately allocated to institutional 
services, rather than to early intervention, 
prevention, and treatment.  

Too few crisis stabilization beds and crisis diversion services. Several respondents also claimed that with 
the dearth of crisis stabilization services, families and other community members call law enforcement to 
intervene during a crisis.  Even with training in crisis de-escalation, police will eventually default to arrest in 
order to isolate a person in crisis.    

According to a nationwide survey of law enforcement agencies, the current practice of relying upon police to 
stabilize individuals in crisis is a strain on limited law enforcement resources.  This study found that due to 
the limited number of inpatient beds and crisis stabilization services, when police are called to respond to an 
individual in psychiatric crisis or in need of transport to a facility, the officers have to drive five times the 

“I feel the gap is getting the help they need BEFORE they 
enter an institute. Many are not able to get the meds 
they need or the help they are asking for before their 

offense. Families feel at a loss of what to do.” 
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distance it would take to bring a person to a local jail, and on average wait 3 hours for admission to a 
medical facility versus 37 minutes for admission to a jail. According to a Wisconsin-based respondent, such a 
call is at least an 8-hour commitment, forcing an officer to make tough choices when another situation 
entailing threat of public harm arises (Treatment Advocacy Center, 2019). The use of specialized response 
centers has been found to reduce police frustration and decrease the arrest rates of persons in crisis with 
serious mental illness (Steadman et al., 2000). 

Needed services are not covered by Medicaid. 
Interviewees and survey respondents highlighted 
that some necessary treatment services - such as 
providing crisis support for the support system of 
the individual in crisis- are not eligible for 
Medicaid coverage. Mentioned services include 
telehealth consultation services to primary care 
providers, transportation other than medical transport, SUD supportive services by a recovery coach (rather 
than a peer advocate), and support provided to the family system of symptomatic consumers.  During the 
study, 2019 Wisconsin Act 156 made SUD services provided via telehealth reimbursable under Medicaid. 
More recently, 2020 Wisconsin Act 122 made peer recovery coach services reimbursable under Medicaid.    

There is a statewide shortage in medication services. Most insurers require medication management visits 
with a psychiatrist every 3-6 months. As a result, the limited number of available psychiatrists are frequently 
booked solid with medication monitoring visits several months into the future, thereby limiting access for 
new consumers to be seen.  

Insufficient numbers of providers are willing to provide MAT services especially in the North and 
Northwest parts of the state. A repeated theme that emerged in the interviews and surveys is the 
perception that medication-assisted treatment (MAT) is limited, in part, because of the stigma some 
providers hold regarding MAT and the individuals that need it.  Some suggested that providers don’t offer 
MAT because of a personal abstinence-only recovery philosophy. This perspective is summarized by one 
survey respondent, who wrote: “In [our] County, the strongest sober community is a group of Baptist 
Christians who discourage MAT because they say it's not real recovery and you wouldn't need MAT if you 
accepted god.” Another respondent noted, “[MAT] is perceived as ‘cheating’ or ‘just getting addicted to 

something else.’” There was also a perception that 
some providers believe welcoming in consumers 
struggling with addiction would reflect badly on their 
clinics. Finally, it was noted that methadone 
clinics/Opioid Treatment Programs in particular are 
for-profit and federally regulated, making it difficult 
for other entities to fill gaps where they exist.  

The provision of MAT is particularly scarce in the 
North and Northwest regions of the state.  

“… [Crisis] services are only provided to individuals 
in crisis, not their support system which, without 

education, increases the chances they will 
repeatedly use crisis services.” 

 

“Being in a more rural setting does not draw 
prescribers to the counties that we serve. The 

average wait time to access services to see a 
prescriber is 3-4 months minimally. Some of this 

is also due to the fact that there is a severe 
shortage of them in the whole state.” 
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Buprenorphine, for example, is a drug approved to treat opioid addiction and approximately 880 federally 
approved prescribers of buprenorphine exist in Wisconsin as of March 2019. Even with this capacity, the 
availability of slots and prescribers for this medication continues to impede efforts to provide or expand 
opioid treatment in many areas of Wisconsin. Figure 7 shows the distribution of buprenorphine prescribers 
in Wisconsin and their scarcity in the North and Northwest regions. Fifteen (21 percent) of Wisconsin’s 72 
counties do not have access to a buprenorphine prescriber. 

Figure 7. Buprenorphine Prescriber Availability by Wisconsin County 

 

Source: National Registry of Buprenorphine Prescribers 

Regulations around telehealth limit providers offering this service.   The regulations and MA 
reimbursement requirements for telehealth are one way the state ensures these services are safe, secure, 
and adequate to the needs of consumers. However, they are also barriers for organizations interested in 
providing telehealth services or expanding the kinds of telehealth they provide. Some interviewees pointed 
out the expense of initial investment in secure telecommunications infrastructure. A person working in rural 
Wisconsin across MH and SUD services pointed out other regulatory barriers, arguing, “I need telehealth 
opened wide open. And what I mean by that ... We do a lot of telehealth. But I can't do telehealth groups. ... 
The way telehealth is required right now in this state, the patient has to come to my clinic. The provider can 
be anywhere they want to be, but the patient has to be at my clinic. Well, that doesn't really make any 
sense. I would like treatment to be as available as shopping on Amazon is.”  
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There are no outpatient options for people with intellectual disabilities and co-occurring MH needs. 
Survey responses reflected frustration with the lack of services equipped to support individuals with 
intellectual disabilities. Some noted that, “if IQ is below a certain scale, it is perceived as they are not 
therapy candidates which is affecting their ability to access psychiatric services locally.” Others felt that the 
disqualification of the individuals with intellectual disabilities from receiving CCS or Community Support 
Program (CSP) services is “discriminatory.” One individual working across the behavioral health system in 
rural Wisconsin observed, “Ever since we went to the Family Care Model, there is tremendous 
fragmentation between the MH system and the disability system. … So often people are pushed from 
program to program, because they've carved out MH services from Family Care. Yet the people have needs 
in both systems. ... And nobody wants to be the one to provide it. That really impacts people with 
intellectual disabilities…” 

 

Stakeholder Recommendations: Improve Community Outpatient Services 

Broaden the base of potential MAT providers. In interviews, loosening provider licensing requirements was 
seen as a way to increase access to needed services, particularly MAT. A desire for the state to mandate (or 
encourage) the provision of MAT by SUD service providers was voiced repeatedly. One person working 
across MH and SUD fields suggested that the emergency non-medical codes could be expanded to include 
MAT, arguing, “[That] would be another way to incentivize people ….. to do MAT.” This change could help 
increase access to MAT across the state, particularly in places that don’t have sufficient psychiatrists or 
federally approved prescribers.  

Educate providers on the value of MAT and encourage revision of abstinence-only policies.  As will be 
discussed in more detail in the section on stigma, there is a need for investment in provider education to 
reduce stigma regarding the use of medications to assist substance use disorder treatment. As one provider 
put it, “There is also the stigma against MAT itself where people do not entirely understand the function of 
MAT and the science behind it and thus reject it due to various reasons (e.g. seeing MAT as trading one 
addiction for another).” It was 
repeatedly suggested that primary care 
providers are an underutilized resource 
for addressing regional gaps in MAT 
services, if they are made more 
comfortable with prescribing 
medications like buprenorphine, 
Vivitrol, Campral, and naltrexone.  

Provide administrative support for in-school 
outpatient services. School systems were highlighted as a key ally, in terms of getting children and youth 
access to care. As of 2016, providers are able to bill for in-school, outpatient services for youth who might 
otherwise have trouble getting regular transportation. However, one person noted, “the school districts 
have to have the infrastructure to be able to support that. ... [Not] every school district has ... a system in 

“Educate primary care physicians on M.A.T. I understand many do 
not wish to prescribe Buprenorphine as a regular practice, 

however, there [are] no specialized requirements for being able 
to prescribe Vivitrol. A PCP being able to prescribe and administer 
this in an office setting can greatly increase the availability of this 

option to someone in long term recovery.” 
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place to do the billing,” and that some 
school districts might be dissuaded by 
“red tape.” The state could support the 
growth of this service model by increasing 
state funding for school-based services 
and by helping school districts navigate 
administrative barriers. 

Support or incentivize innovations in crisis 
stabilization services. Crisis stabilization was 

noted as a pivotal moment in a consumer’s episode of care.  One common suggestion was to develop 
innovative solutions that bring these critical services to the consumer.  Respondents identified the value of 
utilizing satellite clinics: “Community based recovery centers that provide peer support services 
independent of the clinical model of care.”  It was emphasized that all crisis stabilization resources should be 
equipped to handle dual diagnoses. “[We need] Mobile Crisis Response Teams - several in every county and 
add at least 5-6 short-term Crisis Response beds in every rural county.” One specific suggestion to improve 
crisis stabilization innovation is to provide grants to fund regional, potentially replicable pilot programs. One 
priority population identified for crisis services was adolescents, who need broader diversion and support 
options, particularly in the form of respite care for families to promote de-escalation and prevent police 
involvement.   

Provide more feedback and oversight for existing crisis services. Providers frequently voiced frustration 
over the quality of crisis services. It was 
suggested that crisis services might benefit 
from greater guidance or coordination that 
comes with quality assurance monitoring.  
Specific ideas included, “increase state 
monitoring of county crisis programs- 
unannounced audits/site visits & chart 
reviews, verification of supervision, staff & 
supervisor credentials, solicit client and other 
agency/provider feedback.”  

Reconsider telehealth access restrictions. 
Telehealth services are a critical opportunity to address gaps in community-based services such as peer 
support, outpatient counseling, group-based care, and day treatment via video conferencing.  However, as 
many noted, the current rules governing telehealth require consumers to travel to a brick and mortar 
building. Altering regulations regarding the use of telehealth could enable consumers to more easily access 
care, including group sessions. Many felt this shift could be particularly useful for areas where services are 
few and far between, provided these areas have reliable technology.  

Continue to advocate for Licensed Marriage and Family Therapists (LMFT) and Licensed Professional 

“Provide respite and emergency/crisis care for 
parents/youth to have a break instead of law 

enforcement and crisis workers just getting a child to 
agree to go to bed for the night. Everyone needs a break 
in order to heal, and start fresh the next day; that is not 

being provided (there is no respite under CCS, only 
waiver which isn’t for behavioral health).” 

 

“In rural areas, crisis often happens completely 
over the phone and is often just a “stamp of 

approval” to hospitalize. There is no mobile crisis, 
no comprehensive crisis planning. With contracted 

crisis agencies or consortiums there is no 
investment to take time to truly provide crisis 

interventions.” 
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Counselors (LPC) to be able to bill Medicare in Wisconsin. Certain national professional agencies, such as 
the American Counseling Association, have advocates [working] in Washington DC working on this issue; 
however, more leverage and buy-in is needed, especially from politicians and policy decision-makers.” 

Workforce Gaps and Shortages 

In addition to insufficient numbers of facilities to house providers across the service array, gaps in the 
behavioral health workforce came up 
as a major theme in interviews with 
staff across the state. Psychiatrists, 
prescribers (like advanced practice 
nurse prescribers), therapists and 
counselors, social workers, and front-
line staff were all highlighted as 
workforce gaps. The lack of diversity 
in the workforce was repeatedly 
identified as a major challenge.  

More psychiatrists and psychiatric prescribers are needed across Wisconsin. All but four interviewees 
discussed the lack of psychiatrists, and many of those individuals identified this lack as the most important 
workforce gap facing our state. Although many acknowledged that this workforce shortage is a national 
phenomenon, the gap is nonetheless acute. Wisconsin ranked 22nd in the nation in 2019 in the number of 
psychiatrists needed to relieve shortage areas (Health Resources and Services Administration (HRSA), U.S. 
Department of Health & Human Services). Interviewees noted that there are others who can be credentialed 
as psychiatric prescribers, most notably advanced practice nurse prescribers (APNPs). Although they saw this 
role as potentially filling the gap in psychiatrists, they also highlighted that there is a workforce gap in APNPs 
as well.   

Respondent perceptions are confirmed by data describing the “significant” shortages in psychiatrists for 
each county which are tracked by the Wisconsin DHS Primary Care Office (Figure 8). A significant shortage 
means having a ratio higher than 10,000 people to one full-time equivalent psychiatrist.  Out of 72 counties, 
55 have significant shortages and 31 need more than 2.0 full-time psychiatrists to eliminate the shortage. 
Although 17 counties show no significant shortage, psychiatrists from some of these counties may spend 
part of their time serving individuals from surrounding counties. Thus, the number of psychiatrists may 
overstate the availability of psychiatrists in these 17 counties and understate the availability of psychiatrists 
in surrounding counties. 

There is a critical shortage of child, adolescent, and geriatric psychiatrists. These professions represented 
the most acute workforce gap in both the interviews and surveys, above and beyond the gap in psychiatrists 
for adults. One person working in rural Wisconsin across both MH and SUD services said, “We can't get 
meds prescribed for people because we don't have anybody qualified to prescribe anymore. It's really hard 

“We have more service gaps that substance abuse. 
Therapists are difficult to find; workforce is impossible to 
sustain and continuous turnover leads to a lack of service 
accessibility and lower quality services. The demand and 

need for services is high, but we don’t have [a] diverse 
enough workforce to meet the need.” 
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in Milwaukee and in Madison. Imagine what it's like to find a psychiatrist if you live in some rural community 
far from a major metropolitan area. ...I mean, we're all together in this nightmare of no psychiatrists.” 

Figure 8. Number of Psychiatrist Full-Time Equivalents Needed to Reduce Significant Shortages  

 

There is a need for dually credentialed providers. A central gap noted across interviews and surveys was 
the shortage of providers who are dually credentialed in SUD and MH care, or even providers who have 
some experience working with dually diagnosed individuals. It was emphasized that although SUD training 
prepares the workforce to understand and treat MH concerns, MH training programs do not specifically 
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cover issues specific to SUD, thus leaving MH 
providers inadequately prepared to support the 
many consumers with a dual diagnosis. Several 
respondents also indicated that the shortage of 
dually credentialed providers that are culturally 
competent in working with consumers not part of 
their culture is an even more dire situation.  

Northwestern Wisconsin, and rural Wisconsin more generally, is perceived to face the most severe gaps in 
behavioral health services and workforce. Respondents from rural, urban, and suburban all discussed rural 
Wisconsin in interviews. Some felt that residents of rural areas faced different and/or more acute barriers 
compared to urban areas. Other interviewees suggested that rural and urban areas struggle with different, 
but equally pressing challenges. Nonetheless, there was a consistent pattern of Northern and Northwestern 
regions—specifically rural areas⁠—being characterized as particularly under-resourced areas. Interviewees, 
especially those working in rural areas, issued a clear call for attention to the unique needs of Northwestern 
Wisconsin and less populated regions of the state.  

The emerging workforce does not want to move to rural areas. Both interview and survey respondents 
shared the concern that rural areas do not draw the emerging workforce, particularly given current 
workforce conditions within the BH system.  One survey respondent wrote: “Residential providers continue 
to close down across the state. There is not the workforce to support group homes in rural areas.” 

Counties that don’t participate in CCS have untapped peer specialists. Peer specialists came up in 
interviews as both a gap and an important opportunity. Some interviewees specifically said they wanted to 
see more peer specialists involved in the behavioral health field in Wisconsin. Others noted that the state 
has made a lot of progress in training a workforce of peer specialists, which they saw as a step in the right 
direction. However, there was a general sense that this workforce is currently underutilized in counties that 
don’t participate in the Comprehensive Community Services (CCS) program. CCS integrates peer specialists 
into care, but according to interviewees, unaffiliated behavioral health organizations haven’t made full use 
of their skills and capabilities if they offer them positions at all. Currently, Medicaid doesn’t reimburse for 
peer specialist services outside of CCS and so this potential workforce is excluded from benefitting 
behavioral health programs outside of CCS. 

Gaps/Shortages in Culturally Diverse Providers and Services 

Culture includes a wide range of phenomena, including social norms, community knowledge, beliefs, art 
practice, laws, customs, capabilities and habits of the individuals in these groups. Culture impacts behavioral 
health in complex ways, including (but not limited to) the language of treatment; acceptable ways to handle 
stress, grief, and joy; and unspoken rules about navigating a conversation with a relative stranger. The 
cultural match of services refers to the extent to which individuals from different backgrounds feel 
comfortable seeking help and feel their needs are met when they do receive services.  Three interlocking 

“Too few substance abuse licensed professionals and 
compounded when you look at trained and licensed 

professionals working with minority populations” 
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conditions that lead to gaps in the cultural match of services were described by key informants—the lack of 
diversity among providers, the lack of culturally appropriate treatment and programs, and the inadequacy of 
translation services which will be discussed in more detail in later sections.  

Behavioral health services are negatively 
impacted by the lack of diversity in the 
provider workforce. Shared provider and 
consumer identity are positively related to 
consumers’ experience of care and level of 
trust, both in medical and behavioral health 
settings (Street, O’Malley, Cooper, & Haidet, 
2008; August, Nguyen, Ngo-Metzger & 
Sorkin, 2011). Additionally, providers’ implicit biases have been found to negatively impact both provider 
decision-making and the provider-consumer relationship (Penner, Blair, Albrecht, & Dovidio, 2014). These 
patterns were also reported in interviews. One person argued: “Sometimes the most critical piece is the 
trust. So even if you spend lots of money to get me there and I get there and the people there don't look like 
me, don't speak my language, can't understand my terminology, I would disappear, and I don't come back 
because I don't trust that you can help me.” This sentiment was reiterated in the survey responses, where 
one person wrote, “Lack of diversity in service provision field makes historically marginalized individuals less 
apt to access services, which can increase stigma for individuals that do access services. “  

Administrators struggle to hire minority providers. In a context of workforce shortages, organizations 
struggle to hire staff whose identities reflect those of the populations with whom they work. In some rural 
areas that do have a behavioral health provider available, the consumer population isn’t sufficient to 
support multiple providers. As one key informant working in both MH and SUD described, beggars can’t be 
choosers: “Counties don't have providers, period. So, if they don't have that, they need to have that 

foundation before they can say, ‘Oh, and are 
you culturally aware of this cultural group? Or 
do you have experience in trauma informed 
care?’ ……..of course we want services to be 
culturally appropriate and recovery-oriented. 
But we don't even have anything yet, period.” 
Until organizations are able to recruit providers 
whose identities reflect the populations they 
serve, behavioral health resources may not 

reliably reach and retain individuals from certain identity groups.  

Availability of culturally matched services is limited. Beyond the identity of providers, the cultural 
appropriateness of the services themselves were also identified in interviews as a key to gaps in adequacy. 
This encompasses gaps for populations like racial and ethnic minority groups, gender and sexual minorities, 
groups of differing abilities, youth, and some men. For these groups, culturally appropriate services may  

“[A consumer] can probably get in to see somebody but 
they’re most likely going to be white. And they’re most 

likely going to be a woman. Because that is our field. 
Which could be perfectly fine. Or not. So that choice is 

there.” 

 

“[Our] workforce does not reflect the population we 
serve. … [The] most in demand… are African American 

male therapists. And we can’t even come close to 
meeting the demand for that, there’s a very small 

number in the network, and they are all booked solid.” 
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mean thinking outside of the box of conventional models of care. As one person argued, “[When] we speak 
about culturally appropriate or culturally responsive services, we're often stuck in a medical model where 

we just expect people to show up once a 
week to a therapist. ...And I think that for a 
lot of populations, that doesn't resonate.” 
Moreover, in the focus groups with 
hypermarginalized populations, participants 
emphasized that providers unfamiliar with 
their culture frequently balk at the idea of 

treating them.   

Providers fluent in deaf and hard of hearing culture are particularly limited. Survey respondents pointed 
out the considerable barriers that deaf and hard of hearing consumers face when attempting to access 
adequate behavioral health care. The limited numbers of providers that are deemed “culturally or 
linguistically sensitive to the needs of the deaf, hard of hearing and deaf-blind” led one provider to declare, 
“Deaf and hard of hearing people have essentially zero options for qualified, truly accessible, direct-service 
providers in our state.”  The limited number of qualified interpreters sparks a “strong fear that the few 
interpreters who work in MH will breach confidentiality and/or judge the person's need for treatment.”  
Additionally, respondents indicated that when the provider is not culturally matched, they feel that 
assumptions and stereotypes about the deaf and hard of hearing community affect the treatment approach: 
“Often it is assumed that those who sign simply need interpreters and those who are hard of hearing simply 
need amplification. The reality is 
that both require astute 
providers with specific training 
and awareness of the pervasive 
effect that hearing loss creates 
including identity, coping, effect 
on relationships and 
relationship dynamics (family, 
friends/associates, employers). 
Those who acquire hearing loss 
frequently experience an 
ongoing crisis state/confusion 
and lack knowledge of how to 
appropriately alter expectations 
and establish appropriate new 
norms.”  

 

“Lack of knowledge and understanding of deaf people and 
American Sign Language. Also, lack of qualified interpreters able 

to do the work. Lack of qualified deaf professionals providing 
mental health services. As a deaf person who works with 

interpreters all the time, it is not possible for me to get the 
services I need with a hearing professional, using a sign language 
interpreter, and as a deaf person who has professional ties with 
other deaf professionals, it’s not possible to have confidence in 

the few (less than a handful) deaf professionals providing mental 
health services. I am unable to get direct services with my peers, 

or with people who don’t know/understand my community, 
language and culture. This a significant gap for my needs.” 

 

“Distrust of emergency crisis line providers due to 
historical trauma and history of racism is a barrier that 

keeps American Indian people in this area from using 
county-run crisis lines. Conventional models of care don’t 

meet [the] needs of cultural minorities.” 
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Workforce Conditions Contributing to Gaps in the Behavioral 
Health System 

Toward the end of each section of the survey, respondents were asked to indicate which of a list of nine 
workforce conditions were contributing to the existence of gaps in MH or SUD services. Respondents were 
also given the opportunity to fill in another pressing issue not represented in the forced choice options. 
Below is a graph of the frequency with which each of the conditions was selected as contributing to the 
existence of gaps in MH and SUD services, respectfully. For SUD services, the most frequently mentioned 
workforce condition contributing to gaps in services was Salary and benefit levels are too low to retain 
providers, while this condition came in third for MH services. The second most frequently identified 
workforce condition contributing to gaps in SUD services was, an Insufficient number of providers entering 
the field to address workforce shortages, and the third most frequently identified issue was an Insufficient 
number of providers with the expertise to treat individuals with specialized needs.  

Figure 9. Workforce Conditions Contributing to Gaps in the BH System, by Service Area 

 

 

 

 

 

 

 

 

 

 

 

For MH services the most frequently identified workforce condition contributing to gaps was Insufficient 
number of providers with the expertise to treat individuals with specialized needs, followed closely by an 
Insufficient number of providers entering the field to address workforce shortages, and in third place for 
frequency was Salary and benefit levels are too low to retain providers.  
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Potential outpatient MH providers disallowed by Medicare rules. Individuals with Marriage and Family 
Therapist (MFT) or Licensed Professional Counselor 
(LPC) licensing are not qualified for reimbursement by 
Medicare.  It was the strong position of many 
providers who completed the survey that this is a 
missed opportunity to close gaps in the workforce and 
is a rule that should be revised.  

Child psychiatry credentialing requires more school, more paperwork, but pays less than adult psychiatry. 
According to key informants, the burden of becoming a psychiatrist with a specialty in children outweighs 
the benefits.  Gaining specialization in children in psychiatry entails more schooling and thus more debt and 
yet pays less than working with adults, by comparison. Additionally, respondents highlighted that there is an 
onus of greater documentation requirements when working with children, which means fewer billable 
hours.  It may be that some would-be child psychiatrists are dissuaded by this combination of factors when 
in medical school and before choosing their area of specialization. 

Stakeholder Recommendations: Develop Infrastructure, Workforce and Workforce 
Diversity 

This section summarizes suggestions interviewees made to address increasing the number and diversity of 
people in the behavioral health hiring pool. 

Create pathways for career placement and professional development in underserved communities. The 
state has an opportunity to create stronger career pathways and financial incentives for newly trained 
behavioral health professionals to stay in Wisconsin, especially in rural and underserved areas of the state. A 
number of key informants interviewed suggested expanding residency opportunities as a promising 
approach for encouraging graduates to remain in the state. One interviewee highlighted that the Medical 
College of Wisconsin had recently expanded residency programs to sites in Northern Wisconsin, 
commenting: “That sort of paradigm needs to be done across all the health professions, particularly the 
behavioral health professions … If you have more than X number of behavioral health social workers, you 
need to become a field placement.” Another person argued that funding residencies is “expensive, but 
they're not. In the grand scheme of things, think of it as an investment and don't think of it as an expense.”  

Begin recruiting for psychiatry in schools, particularly among students of color. The public education 
system was identified as a key lever for 
expanding, diversifying, and improving the 
preparedness of the behavioral health 
workforce in Wisconsin. One avenue for 
change is revising curricula and increasing 
outreach in secondary, postsecondary, and 
professional education to increase student 

“Medicare limits the type of providers that 
they cover, not accepting LPCs or LMFTs” 

 

“Focus on people of color as often they are not given 
the same opportunities as the majority which then does 

not help with culturally responsive therapy for our 
community. Money in the forms of grants for POC 

therapists/agencies should be done.” 
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awareness of careers in behavioral health. Reflecting on the stark gap in psychiatrists in Wisconsin, one 
person said, “I think there needs to be more education to medical students about what psychiatry is and the 
need for it, the importance of it.” These outreach efforts are particularly relevant to the recruitment of 
diverse individuals into the behavioral health field. One professional working across MH and SUD services 
argued, “[There] needs to be some active recruitment and retention of clinicians of color. And I really do 
think that starts even in high school and college ... to really actively encourage people to enter this field and 
support them with different resources throughout the journey so that they are prepared to identify that as a 
career path and stick it out.”  

Offer loan repayment programs and tax 
incentives to all, reserving a portion of them 
specifically for early career psychiatrists of 
color.  A potential set of solutions to 
workforce shortages that featured 
prominently in our data was to provide 
incentives to attract workers to the 
profession, particularly in rural areas of the 
state that struggle with recruitment. One person working in a rural area described how she was able to 
make a recent hire in part because of the National Health Service Corps program, which promised $12,000 a 
year in loan repayment for the provider. She observed, “[When] you look at the debt loads that people are 
having as they come out of school now, it's one of those things that can help attract somebody to an area 
that maybe isn't really where they want to live. … And then you hope that by the time they do their time 
with you, they love it and they stay.” Others suggested the resurgence of retired programs such as the 
Minority Health Training Program: “BRING BACK THE MINORITY TRAINING PROGRAM which allowed 
working individuals to obtain necessary training to go into the field on weekend or evening hours. This 
should be available to encourage participation and cultural diversity of workforce for both MH and SUD” 

Increase provider pay. Without increasing Medicaid reimbursement rates for behavioral health services, 
interviewees predicted that it will be difficult to retain newly trained professionals in the public system (or in 
Wisconsin) after residencies or financial incentives run dry. One interviewee alluded to this “brain drain,” 
suggesting that Wisconsin “do a comparison of your Medicaid reimbursement rates with your surrounding 
states. Those are the ones that are more likely to drain some of our talent from here. So, let's just find out if 
the playing field is level or not.” Another noted a similar challenge in the educational pipeline as well as the 
dynamics between the public and private behavioral health system: “[Reimbursement] of behavioral health 
providers relative to other healthcare providers likely reduces the pipeline of individuals becoming qualified 
as behavioral health providers and then is exacerbated at the public versus private level ... the qualified 
providers are then more likely to work or have the majority of their work in the private system.” 

“Promote psychiatry services in urban areas in 
Milwaukee. Consider working with agencies like the 

National Health Service Corps to attract providers by 
offering repayment of student loans.” 
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Expand the list of reimbursable activities. 
Survey respondents highlighted that the 
paperwork, supervision, consultations and 
the efforts to obtain prior authorization 
from insurance providers are activities that 
are currently not eligible for reimbursement 
but are required, and thus take away time 
that providers could otherwise be using to 

provide services to clients that are reimbursable.  
The limited nature of reimbursable activities thus compounds the financial strain providers are under. There 
were calls to provide reimbursement for case management services, employment services, and the work it 
takes to coordinate services for the more complex patient populations.  

Provide guidance to hospitals on how to integrate and fund peer specialists. Many key informants and 
survey respondents celebrated the growth of the peer specialist workforce in Wisconsin. However, those 
who touted this progress also noted that organizations could make better use of their unique skills. As one 
interviewee argued, “[We] do put a lot of money into training and certifying peer specialists … I think we 
should take the money and scale it up to where it's everywhere, show the hospitals the efficacy of that, and 
then they eventually will absorb them and pay for them. And I think there's a lot of training that needs to 
happen for providers so that they understand the workforce.” 

Populations Facing the Biggest Gaps 

In both the interviews and the survey, stakeholders were asked to identify which unique populations faced 
the largest gaps in services and to reflect on the causes of these gaps for each population identified.  

In the survey, respondents were given the opportunity to identify 3 populations from a list of 18 unique 
populations identified by the internal review committee as most in need of services and least likely to 
receive them. The most frequently identified population believed to be falling through the cracks in the BH 
system was individuals with co-occurring MH and SUD diagnoses.  The next three populations were 
transition-aged youth (i.e. 18-25 years old), then adolescents aged 12-17, followed by children under the age 
of 12. The fifth ranked population was people experiencing homelessness, followed by individuals with a 
history of trauma (see Table 5 for the full list of unique populations identified by survey respondents as 
falling through the gaps in the BH system).  

  

“Increase reimbursement rates and include 
compensation for paperwork, consultation, 

supervision, and prior auths. These are essential 
functions of clinical care, but are not compensated and 

are creating very negative working conditions.” 
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Table 5. Rankings of Unique Populations Facing the Largest Gaps 

Unique Population % of Respondents  # of Respondents  

Individuals with co-occurring MH and SUD needs 10.5% 197 

Young adults/transitional age youth, ages 18 to 25 9.5% 178 

Adolescents ages 12 to 17 9.0% 168 

Children up to age 12 8.6% 160 

Individuals experiencing homelessness 8.1% 151 

Individuals with a history of trauma 6.3% 118 

Older adults, ages 65 and above 6.2% 115 

Individuals with intellectual or developmental disabilities 5.4% 102 

Undocumented individuals 5.1% 96 

Incarcerated individuals 4.9% 91 

Non-incarcerated individuals involved with the criminal justice 
system (e.g. on supervision, out on bail, formerly incarcerated) 4.0% 75 

Trans, genderqueer, two-spirit, and intersex individuals 3.2% 60 

Black/African American individuals 2.7% 51 

Lesbian, gay, bisexual, asexual, and queer individuals 2.3% 43 

Deaf and hard of hearing population 2.1% 39 

Individuals with chronic illnesses 1.9% 36 

Veterans 1.9% 35 

Hispanic/Latinx individuals 1.7% 31 

Refugee populations 1.2% 22 

Hmong individuals 1.1% 20 

Individuals using injection drugs 1.0% 15 

American Indian individuals 1.0% 15 

Multiracial individuals 0.4% 8 

Pregnant individuals 0.4% 7 

Other Asian and Pacific Islander individuals 0.2% 3 

Individuals with HIV 0.1% 1 
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However, it is imperative to note that the results of survey respondents ranking populations is biased by the 
sample makeup. Since white women providers in the community outpatient service array were 
overrepresented in the survey, the perceptions of need held by this group will rise to the top based on sheer 
numbers.  Moreover, given that consumers of color may not pursue BH services in the absence of culturally-
matched providers or services, one would not expect white women working in community outpatient 
services to get a sense that racial and ethnic minority populations, or non-English speaking populations are 
falling through the gaps, as they are unlikely to encounter them in their practice.  

Although national survey data did not offer the same categories as we did in our survey, data regarding rates 
of “any mental illness” (AMI) and substance use disorders suggest the populations with the highest 
prevalence are incarcerated people, followed by those with dual diagnoses and unhoused people. Table 7 
lists the top ten populations that have the highest rates of mental health or substance use needs above the 
national average.  

Table 7. Population Groups with Highest MH/SUD Prevalence Rates 

Mental Health  
Population Group 

AMI 
Prevalence 

Rate (%) 
Substance Use  
Population Group 

SUD 
Prevalence 

Rate (%) 

County Jails 64.0 Corrections (Adults) 56.0 

Corrections (Adults) 50.1 Unhoused 34.7 

SUD (Adults) 45.6 Corrections (Juveniles) 35.1 

Unhoused 45.0 County Jails 32.0 

Lesbian, Gay, or Bisexual 37.4 Trauma 21.5 

Two or More Races 28.6 Mental Illness 18.3 

Unemployed 26.6 Pregnant 16.6 

Ages 18-25 25.8 Lesbian, Gay, or Bisexual 16.4 

Poverty 25.6 Native American 12.8 

Source:  Wisconsin DHS, 2019.  

 

Respondents were then asked to speculate on the causes of the gaps for the populations they suggested and 
the themes are identified in Table 6.   
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Table 6. Speculated Causes of Behavioral Health Gaps by Population 

Population Causes of Gaps in Services 

Co-occurring MH/SUD 
Workforce shortage 
Needed services not covered 

Youth and young 
adults 

Workforce shortage 
Stigma and prejudice 
Cost is the barrier 
Unaware of support options 
Needed services not covered 

Unhoused people 

Re-housing services/affordable housing 
Workforce shortage 
Stigma and prejudice 

Older adults 

Workforce shortage 
Stigma and prejudice 
Geography 
Lack of appropriate community services 

Racial/ethnic groups 

Lack of culturally appropriate services 
Stigma and prejudice 
Fear of governmental authority 

LGBQA/TING 
Lack of culturally appropriate services 
Stigma and prejudice 

Co-occurring BH & 
dev./int. disability 

Medical model not a good fit 
Needed services not covered 
Lack of appropriate community services 

Veterans 

Workforce shortage 
Geography 
Needed services not covered 

Criminal justice 
population 

Lack of reentry support for returning citizens  
Needed services not covered 
Stigma and prejudice 

Other: DHH; chronic 
illnesses; without 
insurance or 
insufficient insurance 
coverage 

Workforce shortage 
Lack of culturally appropriate services 
Stigma and prejudice 
Unaware of support options 
Needed services not covered 

Note. Order of populations is random and does not indicate ranking. LGBTQA= Lesbian, Gay, Bisexual, Queer, 
or Asexual. TING= Transgender, Intersex, Nonbinary or Gender nonconforming. DHH= Deaf or Hard of 
Hearing. 
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Individuals with Dual Diagnoses 

Repeatedly, the concern that individuals struggling with both mental health diagnoses and substance use 
disorders were identified as falling through the cracks in a system designed to treat these two needs in 
isolation. From separate administrative statues to separate credentials, as will be discussed throughout this 
report there are many challenges to serving a person with co-morbid needs in the current BH system. This is 
not a Wisconsin-specific challenge.  As noted by the federal government, suicide and early mortality rates 
are disproportionately high among the dually-diagnosed, prompting the National Association of State 
Mental Health Program Directors to issue a brief on “Integrated Systems and Services for People with Co-
Occurring Mental Health and Substance Use Conditions: What’s Known, What’s New, and What Now?” (See 
Minkoff and Covell, 2019 for more detail). 

Children and Young Adults  

Across data sources, a concern about access and awareness of 
appropriate services for individuals ages 25 and younger was 
common in response to the question regarding specific 
populations falling through the gaps in services.  According to 
SAMHSA, Wisconsin’s rate of State hospital bed use for 
children and adolescents is approximately five times the 
national average. As one interviewee suggests, this reflects inadequate early intervention, prevention and 
treatment, and this concern was widely shared. For example, via the survey, respondents shared the 
concern that services for people up to age 25 are lacking and, at-times, in direct contrast with best-practices. 
For example, one respondent shared the concern that the waiting lists for children 12 and under are 
exceptionally long and often led to services that are not recommended for this developmental stage, such as 
individual therapy for children under age 8.  As one interviewee noted, “whenever there's budget cuts at 
schools, school psychiatrists, psychologists, social workers are often cut first. And to me, these schools [are] 
the first line of service for a lot of kids that are struggling.”  

Another common concern raised in the survey was the belief that 
individuals under age 25 are unaware of how to secure care on 
their own. Once they age-out of being covered by an adult’s care, 
they are sometimes in need of more intensive services to treat.  

Focus group participants also felt that the Wisconsin behavioral 
health systems does not adequately meet the behavioral health 
needs of young people: “Wisconsin’s support seems to not be 
doing much for children with mental health,” and also suggested 
that a priority area should be on public education and outreach 
focused on normalizing MH and SUD struggles and information 

regarding how to access help.  

“For children the issue is lack of 
access to treatment through the 
school system and there can be 
an unwillingness to recognize 

symptoms.” 

 

“17-25 [year olds] are so far 
behind and have so many strikes 
against them and self-esteem is 
ruined by [the time they qualify for 
Medicaid independently]. The 
programs they need are often not 
covered.”  
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Recommendations for minimizing institutional use among children ranged from utilizing national data and 
applying best practices and policy recommendations from CMS, SAMHSA and the Administration for 
Children and Families; adopting the Medicaid benefit early periodic screening, diagnosis and treatment to 
better fund children’s mental health services; improve evidence-based interventions such as nurse family 
partnership in-home visiting for high risk infants and their caregivers; increasing reimbursement for parent 
child interaction therapy and trauma focused cognitive behavioral therapy; and exploring opportunities to 
use Medicaid to support infant and family/early childhood mental health consultation.  

Finally, as many respondents noted, helping children exposed to substances in the home or displaying 
emotion regulation difficulties requires helping their parents. Often parents who have experienced trauma 
struggled to provide the best parenting which affects children’s capacity for emotion regulation. Effective 
consultation can help front-line workers to provide more effective services. 

The Elderly  

Specialized knowledge is required 
to support older adults with BH 
needs. Both respondents and 
informants raised concerns that the 
elderly are a growing population 
that the BH system as a whole is 
under-prepared to support 
effectively.  This population is 
marginalized by ageism, which 
contributes to having their BH 
needs overlooked. The elderly are also at risk of isolation, as their support networks become smaller over 
time and challenges in physically accessing services tend to increase with age.  Interviewees raised the 
concern that elderly consumers are placed in inappropriate services precisely because their BH needs are 
complicated by their developmental needs and related aging concerns. As one respondent noted, “The 
populations of the elderly, specifically those with dementia related aggression often end up in the state MH 
facility. This is not where they belong, and it is only due to no appropriate crisis intervention alternatives.”  
Finally, in addition to the absence of sufficient services to meet the needs of dementia plus emergent BH 
concerns, individuals managing BH challenges via medications for their entire lives also have to manage the 
physical toll the medications take on the body over time.  

The possibility of SUD challenges among the elderly is overlooked. A number of respondents raised the 
concerns that SUD in the elderly population is often overlooked. Specifically, it was highlighted that there is 
a tendency to prescribe pain management medications for older adults without looking into underlying 
behavioral health issues, and without monitoring with the risk of SU disorders in mind.   

“Often this population [the elderly]accesses services at an 
outpatient and/or crisis level but needs a service that is equipped 

to help them navigate services in multiple systems (long term care, 
medical, mental health, etc.). In many cases, it seems that having a 

mental health diagnosis may make it more complicated or 
burdensome for individuals to demonstrate need for care within 
other systems. Mental health case managers who take on these 

cases, often find themselves working within systems that require 
specialized knowledge and training to effectively navigate.” 
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Youth and elderly with a developmental delay and a BH need face considerable gaps. MH and SUD 
challenges, combined with neuroatypicality, require a tailored behavioral health service approach. However, 
according to several respondents, few available services can accommodate, or adequately accommodate a 
child with developmental delays and BH needs or an adult with dementia and BH needs. One interviewee 
reflected, “So, SUD services for kids who might have a slight cognitive delay or on the autism spectrum [but] 
generally very verbal and no underlying cognitive issues but some social communication issues ... That co-
occurring services for that population are really either bad or non-existent.” Developmental delays in the 
elderly in the form of dementia were also highlighted as a population with BH needs that are frequently 
mislabeled or overlooked.  “The elderly population tends to be invisible until significant problems arise 

either medically or due to cognitive 
deterioration associated with dementia.  Early 
screening of [dementia among] the elderly, 
especially those with limited access to services 
such as those in rural areas, could help improve 
both quality and longevity of life.” On the 
whole, one suggestion brought up frequently 
was that providers could benefit from, “more 
training to work with the aging population [on 

issues such as] hospitalization rates, 
independence levels, cognitive resilience, employment, 

etc. Wisconsin is very far behind a number of other states in its ability to serve this population...see 
Minnesota, Arizona, etc.”  

Unhoused People 

Although very limited detail was provided about the challenges consumers who are homeless face in 
accessing the BH system, this population was in the top five of unique populations identified by survey 
respondents as falling through the gaps in the system. Many respondents cited that their specific regions 
lacked affordable housing thus contributing to the rise in unhoused consumers.  Others highlighted that 
services that address the BH needs without also addressing basic needs such as food, shelter and safety, will 
not succeed.  As one respondent put it, “ We have had a 
big increase in the number of [people who are] 
homeless in [our region] in the past decade, and 
consequently, need additional support for managing 
the unique needs that come with trying to help with 
supporting MH stability for individuals who lack any 
housing stability.” Others noted that there is prejudice 
keeping individuals “disabled by MH” from getting into 
stable housing.  Part of the stigma was noted as 

“People with co-occurring intellectual disability- the 
number of people experiencing this is huge but 

largely not adequately served. Many times they are 
overmedicated and not able to self-advocate in the 

manner that most providers are used to with the 
general mental health population.” 

 

“[There needs to be an] acceptance of counties 
for responsibility to care for the [people who 

are] homeless and undocumented in their 
jurisdictions. Too often these people get passed 

around or denied because of inability to prove 
where ‘they belong.’” 
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reflected in a pattern of trying to ‘pass the buck’ on unhoused people. 

Consumers with Multiple Marginalized Identities 

Finally, although the forced choice options provided in the survey did not allow for many inferences 
regarding the challenges consumers face at the intersection of marginalized identities, there is sufficient 
extant data on such patterns for us to offer conjecture based upon the data collected in this gaps analysis. 

Elsewhere it has been documented that a disproportionate number of individuals aged 25 and younger 
facing homelessness identify as LGBTQA (Corliss, Goodenow, Nichols, & Austin, 2011; Grant, Mottet, Tanis, 
Herman, Harrison, & Keisling, 2010). While other data have suggested that LGBTQA youth facing 
homelessness are managing more MH and SUD challenges than are their cisgender, heterosexual 
counterparts (Gattis, 2009; 2013; Gattis & Larson, 2016; National Alliance to End Homelessness).  Given that 
LGBTQA individuals were identified by our data as one population particularly unlikely to be adequately 
served, it is highly likely that LGBTQA consumers facing homelessness are a sub-group particularly 
vulnerable to gaps in services, especially if they are also a person of color. Many other examples could be 
cited as well such as an individual who is Native American, deaf, and has a co-occurring intellectual 
disability.  Individuals with multiple unique cultural and health needs are going to have an exceedingly 
difficult time finding behavioral health services that are culturally appropriate for them. 

Barriers to Accessing the Behavioral Health System 

The lack of certain services and providers result in service gaps amplified by policy, systems and 
environmental barriers to accessing BH care.  This section focuses on the specific barriers to accessing each 
service array component identified by survey respondents. 

Accessibility refers to how easy or difficult it is for consumers to use available services when they do exist. In 
the interview protocol, key informants were asked to speak to what gaps and barriers they saw in the 
system without prompts regarding specific service array components.  In the provider survey, however, 
respondents were asked to indicate which of the following barriers, if any, leads to gaps in various service 
array components. The list of potential barriers to choose from included: geography, payment and/or 
insurance barriers, cultural barriers and workforce/facility shortages.  Respondents were also given the 
option to either indicate that they did not see any barriers to a particular service or to write in a barrier not 
listed. 

The same questions were presented for SUD and MH services in separate sections of the survey that 
appeared, based on the area(s) of expertise reported by the respondent.  In other words, if a provider 
indicated at the beginning of the survey that they could only speak to the MH services, they were only 
prompted to answer questions regarding inpatient MH, residential MH, crisis, and outpatient MH.  If they 
indicated expertise over both arms of the system, they were prompted to answer questions regarding both 
MH and SUD services. For each barrier a respondent selected (e.g. payment and geographic) and for each 
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service array component (e.g. Inpatient MH), they were asked to indicate which specific payment or 
geographic barriers were relevant for that service array component.  

Results show that the response rate for barriers, relative to each other, is consistent across services (see 
Figures 10 & 11). However, the absolute frequency with which a barrier was identified varied. For each of 
the four components of the intensive service array (see Figure 10), payment/insurance was selected most 
frequently, followed by geographic barriers. For both MH and SUD inpatient and residential services, cultural 
barriers were the next most frequently identified barrier, followed by workforce/facility shortage. The third 
most frequently identified barrier for detox was a virtual tie between workforce/facility shortage, and 
cultural barriers and finally, the least frequently identified barrier was other. 

Figure 10. Perceived Barriers to Intensive Service Array 

 

Similarly, patterns of barriers were very similar across community outpatient service array components (see 
Figure 11). For each of the four components, payment/insurance was selected most frequently, followed by 
geographic barriers.  Cultural barriers ranked third most frequently, followed by workforce/facility shortage. 
Other was the most infrequently selected barrier.  Although payment and insurance barriers were the most 
frequently named barrier for each service, 75% of respondents selected this as a barrier for outpatient MH 
services, whereas less than 50% felt it was a barrier to receiving crisis services. 

Of note, respondents were least likely to identify cultural barriers to MAT, and about equally likely to report 
it for MH crisis, and outpatient MH services, and outpatient SUD services. Additionally, survey respondents 
made the most use of the “other” write-in option when identifying barriers to MH Crisis services. The 
primary theme in the “other” category was that the practice of involving law enforcement in behavioral 
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health crises discourages consumers from seeking this type of support when they acutely need it, as does 
stigma about experiencing acute MH crisis in general. 

Figure 11. Perceived Barriers to Outpatient, Community Services 

 

Payment, Insurance, and Eligibility Barriers  

Deciding who pays for services and which services are covered is challenging in a society without universal 
healthcare. Eligibility requirements and insurance limitations act as barriers to services by limiting or 
restricting what kinds of care individuals can receive. These barriers are shaped largely by administrative 
processes, which operate in individual organizations, public and private insurance agencies, state regulatory 
bodies, and state behavioral health agencies. Attention to gatekeeping mechanisms is critical to ensuring 
that the right resources are reaching all individuals with behavioral health needs in Wisconsin.  

Each survey respondent that indicated insurance and cost as a relevant barrier then received a follow up 
question asking them to indicate what type of insurance or payment barriers were relevant. Survey 
respondents were most likely to indicate that provider and facility MA patient quotas are a barrier to 
consumers.  The most frequently noted barriers for consumers on private insurance focused on the 
prohibitive cost of insurance.  Finally, the next most commonly mentioned barrier, for both public and 
private insurance, was coverage limitations.  

See the technical report of the survey results for a list of the frequency of responses to each type of 
payment and insurance barrier.  In the following section, themes that emerged in interviews and focus 
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groups related to these barriers are described. The themes in payment and insurance barriers can be broken 
into two areas of focus: financial barriers and barriers associated with insurance policies regarding eligibility. 

 

Financial Barriers 

Emphasizing their importance, financial barriers were important to individuals in a national survey also.  
When asked about the reasons for not seeking mental health treatment, more people (41%) described the 
cost of treatment as a barrier than any other reason (NSDUH, 2017).  The fifth-ranked reason for not seeking 
mental health treatment was the lack of adequate insurance coverage at 15% of respondents.  For those 
seeking substance use treatment, 31% described the cost of treatment as a barrier which was the second-
ranked barrier and 11% said the lack of adequate insurance coverage was a barrier which ranked eighth.  

Insurance limits on coverage for inpatient and residential services.  As discussed in the section on gaps in 
residential and inpatient services, one of the most commonly cited services that was needed but not 
generally covered by Medicaid was inpatient and residential MH and SUD treatment.  Some believed the 
only route to residential care was via a Chapter 51 commitment. The experience of several providers was 
that, “Residential MH services are extremely scarce in this state, and where they are available, they are 
reserved for people on Chapter 51 commitment.” Similarly, it was noted that, “For youth, residential 
services often require court involvement or a court order.” Additionally, the difficulty of getting insurance to 
authorize this level of care was a frustration commonly voiced in the survey. Through the survey data, 
providers shared that they often disagreed with county decisions regarding eligibility and length of stay 
necessary for stabilization. A number of respondents conveyed the belief that “hospitals are not motivated 
to keep people as long as they need to be kept.”  
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Additionally, in response to the survey question regarding insurance barriers to accessing inpatient and 
residential SUD services, it was highlighted that “Medicare often doesn't pay unless [the worker has a] 
Masters of Social Work. Medicaid pays for residential ONLY through CCS. Medicaid needs to pay an 
appropriate daily rate to all residential facilities who are state-licensed.”  Unfortunately, this is a disincentive 
to providing these services. “MA 
doesn't cover residential in a way 
that is feasible for residential 
providers,” which suggests that 
this policy may be directly 
contributing to the severe facility 
shortages noted by informants 
and respondents that was 
discussed in the section on workforce and facilities gaps.  

Private sector insurance policies resist covering more intensive needs. Private insurers also have a role to 
play in ensuring all people in Wisconsin have access to behavioral health care. Many respondents identified 
a difference between de jure and de facto parity in coverage for behavioral health services. One interviewee 
explained, “Commercial plans do not understand and are not equipped to provide the kind of coverage it 
takes for somebody with a severe mental illness or a severe SU disorder to get the level of services that they 
need. Relapse is a part of SU disorder. Becoming symptomatic can often be a years-long process for people 
who have serious mental illness. So, these things need to be covered if people are going to be able to get 

services.” Some interviewees 
also pointed to a challenging 
dynamic where private 
insurance providers push out 
consumers with more intensive 
needs into public services, 
exacerbating the strain on an 

under-funded system that has a 
mandate to treat all citizens.  

Substance-specific funding streams may serve as barriers to care. The growth in awareness of opioid 
addiction has led to the proliferation of targeted opioid addiction treatment grants from the federal 
government. Conversely, individuals receiving MAT for opioid use disorders may not be able to access some 
services, such as residential treatment and sober housing, due to abstinence-only treatment models. 
Additionally, Individuals with other SUD service needs, or who are addicted to multiple substances, are faced 
with sparser treatment options. Finally, substance-specific funding streams create challenges for individuals 
abusing multiple substances to get the treatment they need.  

“Extremely brief times allowed for people in IMD’s. Also, the habit of 
IMD’s stopping all meds and discharging people without adequate 

time to titrate up and absorb the new medications and achieve real 
stability creating havoc in the community and bouncing between 

hospitals for members.” 

 

“The private sector hasn’t been keeping up with the need for higher 
end placements for behavioral health kids. I know there’s quite a few 
counties in the area, in our area that are shipping youths out of state. 
There’s ten different reasons why we couldn’t want to do that. Their 

back’s against the wall because the providers we have here won’t 
admit them or won’t take them,” 
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Costs to consumers, including co-
pays, are prohibitive. Survey 
respondents emphasized that the 
high cost of service is a barrier to 
receiving treatment. Inability to pay 
is particularly troublesome among 
consumers beginning recovery, 
who may be well-enough to sustain 
employment but no longer qualify 
for public aid. This may be a barrier 
even for individuals that ostensibly 
qualify as “middle class.” Because 
of limits on coverage for inpatient and residential SUD services, these are some of the most expensive 
services for consumers to secure. As a result, access is limited to those who can pay out of pocket, or who 
live in counties with the budget to cover costs. Additionally, it was noted that when consumers don’t pay 
their co-pays, the provider must send them to collections and frequently wind up shouldering the costs 
themselves.  

The Impacts of Poor Reimbursement Rates on Workforce Capacity  
The ability of the existing workforce to adequately meet the needs of the consumers is in part a reflection of 
the adequacy of preparation the workforce received prior to entering the field.  Workforce capacity and 
service adequacy are also largely a reflection of the conditions of the work as well.  Even the most well-
prepared individual may place limits on how many clients they see, based on the other administrative and 

business obligations they face.  

Low reimbursement rates make the 
business of providing care 
unsustainable. The number one 
sentiment regarding the cause of 
gaps in the system was the 
underfunded nature of services.  
From people working in Milwaukee to 
rural Wisconsin, in both MH and SUD 

service fields, almost every interviewee 
named inadequate reimbursement rates as a cause of gaps in service. One individual described the crisis of 
funding for the providers he consulted with, recounting, “Our Medicaid reimbursement was so low that a 
few or maybe all of those clinics over the... northern part of the state were barely staying open, because 
their Medicaid [and Medicare] percentages were roughly 70%, reflecting the poverty in the rural areas and 
the aging of the population.” Because of the poor reimbursement rate, behavioral health services end up 
draining resources from the organizations that provide them. Even when organizations serving populations 
on medical assistance are able to balance their budgets through grants or county-level funding, they are 

“People don’t get insurance because it costs too much, and they 
don’t make enough money at their job. And to get state insurance 

you are to be in their guidelines which means you can’t afford to 
live. I feel if insurance was more available and didn’t cost so much 

money and offered all the services needed, we’d have more people 
seeking treatment instead of continuing down the road of 

addiction. A lot of people’s addiction start with their mental health 
and not being able to get services for that. Again it boils down to 

insurance being available to all the citizens of Wisconsin.” 

 

“MA reimbursement rates are too low, if as a provider I can 
take a private insurance client that I get paid more for vs. MA, 

with my own personal expenses I choose the higher 
reimbursement. Everybody does when possible; MA clients 

also have a ridiculous amount of paperwork to get treatment, 
be pre-authed for treatment, only certain services, only certain 

amounts of service per day.” 

 “ 
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ultimately strapped for resources. This has trickle-down effects on their ability to hire, train, and retain 
providers.  

Quotas for consumers on Medicaid are a barrier to finding treatment options. A frequent concern was that 
though providers and facilities exist, and may even have openings, they can’t afford to take clients on 
Medicaid because reimbursement rates are so low. One person working in MH services in rural Wisconsin 
reported, “[It] is very difficult for these individuals [providers] to earn what they think they should earn if 
they need to see medical assistance patients as part of their mix. We have lost providers to private practice 
for that reason, because in a private practice setting, they can make the rules about only taking commercial 
insurance patients.” 

Time spent completing non-reimbursable paperwork limits provider capacity to accept Medicaid clients. 
Medicaid funding requires more administrative paperwork than most funding sources.  Documentation is 
required for consumer eligibility, pre-authorization, provider qualifications, and billing. Time spent 
completing the paperwork is not paid for by Medicaid which means providers spend a lot of non-billable 
time on administrative tasks.  As a 
result, organizations sometimes 
limit staff working with Medicaid 
clients and/or limit the number of 
Medicaid clients they accept in 
order to stay financially 
sustainable. 

Poor reimbursement relative to 
Minnesota creates workforce gaps in bordering areas.  Many interviewees specifically highlighted that 
Wisconsin’s Medicaid reimbursement rates are among the lowest in the nation and are regionally low in 
comparison to our neighbors in Minnesota, making it difficult to recruit providers. One survey respondent 
wrote: “The number of providers is insufficient to meet the needs of our rural community. Because we are a 
border town, it is difficult/impossible to keep behavioral health providers in our region of the state, as they 
can easily make nearly double by simply driving 10-20 minutes to work in Minnesota where reimbursement 
rates, and thus salaries are significantly higher.”  

  

“Low reimbursement rates/paperwork/time to reimbursement. 
Reimbursement for mental health services have been decreasing for 

15 years. I can’t afford to accept insurance reimbursement as an 
individual provider as too much paperwork, high deductibles, need 

for primary care referrals thus reduced privacy, late payments!” 
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Eligibility and Access Barriers  

The general complexity of the behavioral health system and the details of insurance coverage for services 
were both named as barriers to accessing care. Key informants also noted challenges in getting people who 
need support in the door. One person working in both the MH and SUD field observed, “[It's] difficult 
sometimes to know what your coverage 
is, because insurance is hard to 
navigate no matter what. And if you're 
struggling with mental illness, it's even 
harder sometimes to navigate what 
services you have and don't have.” 
Several respondents felt that the 
public at large, and even some primary 
care providers, don’t have a clear 
understanding of what public 
behavioral health services are 
available, and to whom. Unlike for complex medical conditions like cancer, private insurance doesn’t provide 
patient navigators to help people with similarly complex behavioral health needs. 

Current triage practices with crisis services frustrate providers trying to connect consumers to immediate 
treatment. Eligibility barriers for accessing MH crisis services also came up frequently. Although crisis 
services don’t have a formal eligibility process, some felt that “[crisis] services are often denied to people 
who cannot prove their crisis is life or death.” One respondent wrote: “The system fails those in acute crisis. 
Unfortunately, a person in a MH crisis must hurt themselves or somebody else before the area crisis system 
will connect to the MH system.” 

Though this concern surfaced for county-level behavioral health in general, some interviewees also 
highlighted this dynamic in the context of involuntary admission and some block grant requirements. One 
person working in rural Wisconsin across MH and SUD systems noted, “You have to be pretty sick to be 
eligible for care in the involuntary system. In many cases, there is no service available until you come in with 
the police.” However, police transport entails being handcuffed and riding in the back of a police car which 
likely contributes to further destabilizing the individual in crisis and thus serves as a barrier to prevention 
and early intervention efforts across the state (Treatment Advocacy Center, 2019). 

Assessment tools can be excessive and imprecise leading to delays in care or no care at all. Beyond the 
time and complexity of eligibility processes, interviewees also questioned the fundamental effectiveness of 
screenings and assessments. One individual working in the MH system argued, “We know when kids are 
struggling, we know when families are struggling, and most of these individuals have been assessed to 
death. We have tons of assessment on them, and we're really not changing outcomes.” This suggests that 
rather than connecting people with the services they need these administrative processes may be a burden 
and a barrier to needed care for individuals and families. This was reported as an especially acute problem in 

“The Medicaid provider portal is extremely user-unfriendly for solo 
practitioners who do their own billing. It is not intuitive, needlessly 

complicated, and seems to be designed to discourage its use by 
providers. If this was fixed and I would reliably be paid for straight 
Medicaid, I would see more Medicaid clients (I’m a psychologist in 
solo practice). As it is, I really can only see Badgercare or Medicaid 

clients who are on one of the HMO plans because I can use their 
portals which are very user-friendly.” 

 



 

 

60 

cases where the assessment tools screen out individuals that providers believe are eligible for service. As an 
example of this, one interviewee recounted how a Hmong individual they were working with was deemed 
ineligible for a program: “I knew what their issues were. And I knew that they qualified for certain specific 
programming. But when we sent them for a functional screen, because of the cultural differences and 
probably because of some implicit bias on the part of both the consumer and the screener, it didn't work 
out.” A survey respondent identifying barriers to inpatient services pointed out, there is a sense that 
inpatient “criteria excludes the neediest; [and/or there is] incorrect application of the criteria by workers in 
the systems; burnout of the workers in the systems.”  

Eligibility determination processes may unnecessarily delay care, risking relapse or condition escalation. 
The process of eligibility determination itself is a barrier to care, according to many of the individuals 
interviewed. In this context, eligibility includes determining what services are covered through a person’s 

insurance as well as functional assessments and 
screenings. Both the complexity of these 
processes and the amount of time it takes to get 
people approved for care leads to patient drop-
off. Key informants working in the BHS shared the 

concern that in the case of SUD treatment, delaying care for even a few days could mean the difference 
between relapse and recovery.  

The practice of delaying treatment for consumers with “moderate need” may increase the need for more 
intensive services. Interviewees from around Wisconsin also noted that some individuals aren’t able to 
access services until their symptoms are acute enough to qualify them for a particular intervention. Several 
providers described that clients can be screened out of services when their symptoms are less acute, though 
treatment at that point would be more effective. This pattern puts people in situations where they have to 
get worse before they can get better, 
ultimately costing the system more 
money and impacting the well-being of 
affected individuals.  

Several interviewees with experience 
in urban areas highlighted how the 
apparent abundance of services in 
cities may not actually increase accessibility, because of the greater number of individuals in need of 
services. One person working across urban and rural areas lamented, “[The] services that we do have are 
overwhelmed, which is why some people have to wait for services. And sometimes that can really crush 
someone who has decided to seek service. ...And again, if you showed up with a broken leg, they would take 
care of you. They wouldn't say, come back in three months.”  

Many providers report difficulty getting crisis staff to conduct an assessment. Several respondents spoke 
of challenges in using the crisis hotline - talking to answering machines more often than they liked: 
“Challenging to access crisis staff (get answering machines at times) - unwillingness to assess cases in our ED 

“I think it needs to be re-evaluated to where a client 
don’t have to go to so many appointments to get 
any medication. Just speed up the process.” 

 

“[Sometimes] we have to wait so long [for patients] to 
be eligible for services in our system that it’s kind of, 
you have to backtrack and mend things and do some 

pretty extreme interventions.” 
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[emergency department].”  Additionally, some conveyed the belief that crisis workers avoid engaging with 
calls coming from skilled nursing facilities (SNF), believing that crisis staff feel the staff at the SNF should 
take care of the person.  

Waitlists across the service array are an 
issue everywhere in the state. Even when 
a person can get to the service center, 
they may not be able to receive care for a 
month or more because of long waitlists 
for services. This barrier is an extension of 
workforce and facility shortages, which 

lead to a mismatch between the number of 
people needing care and providers’ capacity to meet that need. Another interviewee noted how 
organizational policies around no-shows can push out low-income individuals without reliable transit. 
Navigating this tension on an organizational level is an important facet of the conversation around access to 
care.  

Medicaid eligibility ends as clients achieve financial stability, increasing the chances of exit from needed 
care.  According to providers, the cost of insurance, co-pays, and prescriptions is a barrier for many. It is 
common for a consumer who becomes employed to be rewarded by being dropped from Medicaid, but still 
not make enough money to cover marketplace insurance. This challenge is especially acute when trying to 
maintain a MAT schedule: “[Once] they get employed and no longer qualify for MA, they may not be able to 
afford insurance so there is a gap in treatment, especially if Vivitrol is used which costs $1000 per month per 
shot.” Others noted that the 
threshold of recovery for some 
insurance policies becomes a 
barrier to success if placed too 
soon in the process. “[Just] 
because [insurance starts to] 
notice that people start having 
negative UA’s, [they stop 
covering treatment]. Yes, 
that’s a great thing! That 
means the treatment is working but then they want to say they don’t need [treatment] anymore which is 
absurd. This is when they need it most. Long-term recovery is important! Recovery is life-long.  It’s a process 
and they seem to not understand that.” 

Although there is a logic to reserving social welfare benefits for the most impoverished, with wage 
stagnation in the United States, too many consumers with jobs are still unable to afford the low-deductible 
health care premiums, the co-pays, or the high-deductibles associated with the affordable premium plans. 
So, they must either forgo gainful employment or their health care.  

“BadgerCare has been great at allowing consumers to get treatment. 
The problem becomes they get a job and then lose BadgerCare. We 
should be glad they are working but then they are unable to afford 

their new private insurance. A lot of the jobs do not pay well, and they 
can’t afford the co-pays or deductible. So many decide not to work to 

remain under employed. This ends up being a huge burden on 
taxpayers of the State.” 

 

“Availability – no room in programs. There needs to be 
easier access to getting help one needs WHEN ONE NEEDS 
IT. Waiting for weeks for treatment is not acceptable. We 

lose them. They go back to using. We need to be able to 
offer treatment when their motivation level is high.” 
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The policy of kicking consumers 
off Medicaid when they are 
taken into custody can 
exacerbate problems. As some 
interviewees highlighted, 
Wisconsin’s prisons and jails are 
some of the largest behavioral 
health care providers in the 
state. These behavioral health 
services, where they do exist, 

were characterized as being 
inadequate. Losing Medicaid when incarcerated means that consumers have no treatment options upon 
community re-entry and have to start from square one becoming eligible for Medicaid or other insurance. 

Admissions policies for detox will not allow in many who could benefit from this kind of support. The most 
frequently mentioned category of barrier for detox services was eligibility and admissions policies. Survey 
respondents highlighted restrictions on the type of substances allowed for admission for detox, consumer 
bans based upon recidivism, and other blanket statements that, “Many hospitals will no longer admit for 
detox, or only under what is considered medically necessary, sending addicted clients home with 
medications they often abuse and not enough supports to help them take the next steps.” 

Missing appointment 
policies are too strict and 
create barriers. A 
commonly voiced concern 
regarded policies governing 
how private outpatient 
providers responded to 
missed appointments.  One 
survey respondent wrote: 
“Many of the providers in 
my area have policies where if you miss your appointment you are placed on the waiting list for 60 days 
before being allowed to make another appointment.” Others noted that there are sometimes fees for 
missing appointments that serve as a barrier to services.  

Decisions on levels of care are not made by the treatment provider, which can be a barrier to recovery. In 
the survey, providers expressed that care decisions are primarily made based upon some external criteria 
rather than a focus on recovery. As a result, inappropriate services may be authorized, and later 
authorizations may be delayed: “[Private] Insurance companies have more authority over the level of care 
needed than the medical professionals who refer. Sometimes a youth who was unable to access outpatient 
care when needed has reached a level of severity where inpatient is recommended; however, the insurance 

“Funding sources exist in silos, such as incarcerated individuals are unable 
to continue treatment, so punishment becomes treatment, which results 

in more trauma. Why not change the Medicaid rules to allow incarcerated 
individuals who have Huber rights to continue with treatment while 

serving their sentence? Ultimately this would save money and prevent 
recidivism as inmates can be reintegrated into the community with a more 

solid sense of self and confidence that they can stay sober and maintain 
the progress they’re made in their MH.” 

 

“Ridiculous cancellation policies which charge you if you cancel in less 
than 24-48 hours often deters this group from seeking treatment. I have 
a daughter who stopped going because she would have to work late and 

kept getting charged $50 for canceling in the morning for an afternoon 
appointment then the facility refused to let her see the therapist until 

the fees were paid. That’s a huge barrier!!” 
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will deny that access because outpatient was not completed.”  Others noted this challenge with getting 
residential MH care authorized by the county: “No long-term residential care program for MH, the county 
limits how many clients can receive this care, county makes decisions on what clients need vs. following the 
advice of providers.”  

Parental involvement and consent can be a barrier for youth to access services. This barrier is inferred by 
the following recommendation that was listed as a top priority for a survey respondent: “Extend availability 
of MH and SUD services to older teens even if their parents don't make the effort to access services.” This 
policy likely contributes to the gap in services for transition-aged youth which were identified by survey 
respondents as the second most frequently mentioned population with a service gap. 

Stakeholder Recommendations: Address Eligibility, Insurance, and Cost Barriers 

Many barriers were described in this area, but the cost and insurance coverage barriers were typically 
prioritized by respondents. Most of the recommendations for change reflect this by focusing on increasing 
funding, reimbursement rates, and coverage. Some emphasis was also given to increasing access to services 
by further educating providers and consumers on the behavioral health system. 

Educate the public and service providers on 
what services are available in the BH system. 
There were clear requests for the 
development of websites or regular mailings 
and listservs to spread awareness about how 
the behavioral health system functions. As 
one provider put it in the survey, “More 
availability of services. A clear list of services 
available. I am a MH provider working in medical hospitals with medical patients. It is very hard to identify 
the services that are available out there unless they are systems or people I have had personal contact with. 
It is especially difficult to identify substance abuse treatment.” Another pointed out the need for 
educational materials to be translated into various languages: “Not enough advertisement in various 
languages. People are not aware of services in their area.” Additionally, it was suggested that the gaps in 
knowledge regarding the system are leading to intergenerational dependence on the system.  

Invest in system navigation resources. Consumers may need support in securing the appropriate services in 
a timely manner. One suggestion was to create specific roles for this purpose: “Provide funding for ‘system 
navigators’ or peer specialists to help people seeking treatment to access the services they need.  For 
example, to apply to CCS, there are multiple forms and a psychiatrist signature required and some people in 
the throes of addiction do not have the capacity to navigate it all.” 

Bolster state enforcement of health insurance coverage parity for behavioral health services. State law 
explicitly mandates parity in coverage between behavioral health and general health. Accordingly, some 
interviewees suggested increasing state enforcement of this law. Another key informant recognizing the 

“[we need] more resources to early intervention. 
Adults in need of services and falling through the 

gaps in services were once children in need of 
services. The earlier the prevention/intervention, 

the [fewer] adults and essentially children of adults 
in need of services that we will see in crisis.” 
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limited capacity of the Office of the Commissioner of Insurance, proposed allocating resources to ensure 
staff has the time to follow through on parity investigations.  

Expand income limit eligibility 
for Medicaid. This 
recommendation was made 
specifically to address the 
concern that consumers 
managing addiction get kicked 
off of their benefits because 
they enter into a liminal zone of 
being able to maintain 
employment, but unable to 
afford the marketplace or private 

insurance coverage. Specifically, 
respondents suggest the State 

“extend Medicaid to continue providing coverage for treatment and medications for a longer period of time 
(3-6 months) after someone exceeds the income limitations. Most new jobs do not provide insurance for 
several months, so many people suddenly find that, when they are finally stable enough to hold down a job, 
they suddenly lose their medication and/or providers, and cannot yet afford to pay for them out of pocket 
or buy private insurance.”  

Increase reimbursement rates and expand the range of reimbursable facilities. In order to more effectively 
utilize the existing workforce and facilities, one key and urgent priority was to make it financially feasible to 
provide care for consumers on Medicaid. One survey respondent wrote: “Include satellite locations in 
reimbursement rates for the same facility hospital. We can't get the same MA rate of reimbursement for 
children's psychotherapy and psychological assessments under MA in our satellite locations as the hospital, 
so we cannot serve clients in need here.” 

Consider expanding fully-funded programming options, especially in rural areas. Concerns about funding 
are felt throughout the state but are especially pronounced in rural areas. Several respondents report 
historically inadequate funding and resources for rural counties. Comprehensive Community Services (CCS), 
which has been implemented by 66 counties and three tribes in Wisconsin, was celebrated both because of 
the increase in resources it entails and because of its more holistic approach to care. One person 
emphasized that CCS has “been a game-changer for a lot of counties. Again, I guess maybe administratively 
it's burdensome. But at the end of the day, it just brings in so much money and by extension, the money 
brings in providers.” A person working across the MH and SUD field argued, “[The] 100% reimbursement for 
the CCS program has had a huge impact. So, priority would be, make sure that that funding stays intact. … I 
would say that's a huge priority because we are providing … quality, community-based services.” Others 
expressed the belief that services like Community Support Programs (CSP) would also benefit from full 
funding. One person noted that unlike CCS, CSP’s rates are “extremely low.” As a result, she says, “[the] 

“Allow more of an overlap in Medicaid eligibility when people 
begin working and earning too much to qualify. I’ve seen several 

situations where clients relapsed because they were on 
medication-assisted treatment with their Medicaid and then they 

were no longer eligible and had to pay out of pocket ($18/day). 
They couldn’t afford it, so [they] chose to rapidly detox off MAT 

and then relapsed. Private insurance offered by employers in often 
more than people can afford and even if they get help through the 
Exchange and deductibles are so high, they can’t continue MAT on 

that insurance.” 

 



 

 

65 

county not only has to pay the non-federal share of that program, but they have to kick in even more money 
because the rate that you get paid is not sustainable.”  

While utilization of specific practices (CCS) and newer policies on reimbursement rates was mentioned, 
several providers simply advocated for a higher allocation of state funds for these under-resourced areas. 
Several respondents also made connections between low funding and statewide struggles to attract and 
retain behavioral health providers.  One interviewee asserted that “I think that if we can provide more 
funding ... for the state to provide more funding to rural areas, I think that that will attract more providers to 
it so that they can actually want to stay.” 

Equitably reduce costs for consumers.  Focus group discussions regarding ways to reduce costs for 
consumers focused on insurance adjustments to accommodate all people seeking MH services and not only 
those who can afford it. Specifically, insurance adjustments in the form of providing a sliding scale fee 
approach to co-pays: “Making service more equitable in the sense of being able to actually engage with 
multiple different identities but also in the sense of more people kind of having scale-type ways of 
payment.” 

Geographic and Physical Access Barriers 

A feature of gaps in services is that available services can be challenging to access. Whether rural or urban, 
reliable and affordable public transportation is an issue as are wait times to get in to see the few providers 
that are in an area. As one respondent put it, “Even the bus is very expensive. When you're in your fresh 
recovery, having to choose between going to a doctor's appointment and eating... Yeah, those are 
challenges in our world.” Survey respondents who indicated that geographic barriers were contributing to 
gaps in service for a particular component of the array (e.g. outpatient MH) were given a follow up question 
regarding specific types of geographic barriers as well as the opportunity to write in one that wasn’t offered. 
Forced choice options included: travel to services is difficult because of weather or road conditions, services 
too far away, clients lack personal 
transportation, non-emergency medical 
transport is unreliable, lack of any public 
transportation, and public transportation is 
unreliable or inconvenient to service 
locations.  

“So, you could be in the middle of Milwaukee but still 
have an access issue. … There’s access challenges in 

urban areas and there’s access challenges in rural 
areas. They’re just different.” 

 “ 
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“Clients lack personal 
transportation” was the most 
frequently listed geographic 
barrier, and “services too far 
away,” was the second most 
frequent barrier for all of the 
service array components aside 
from residential services. For 
residential services, the order 
of frequency was flipped with 

the most frequent barrier for both MH and SUD being, “services are too far away” followed by, “clients lack 
personal transportation.” “Lack of public transportation,” held the third most frequent slot for every 
component, whereas “Non-emergency medical transport is unreliable,” was fourth for all services except for 
crisis/emergency MH and outpatient MH.  The fourth most frequent for crisis/emergency MH and 
outpatient MH was, “Public transportation is unreliable or inconvenient to service locations.” Across service 
array components, “difficult road conditions” was the least frequently selected barrier. See Figure 12 for a 
graph of how each geographic barrier was ranked for four of the service array components.                

Figure 12. Frequency of Barriers Associated with Geography 
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Where services are few and far 
between, access is a pressing issue. 
The lack of services and providers 
across the state is more than just 
an availability issue. It also affects 
the accessibility of services that are 
available. For one, residents in 
need of behavioral health services 
end up having to travel long 
distances to receive care. In 
interviews, this issue of distance 
and transportation was described 
as being especially acute in rural and 
small-town areas. In part, this is tied to the inherently low population density of these areas. People live 
farther apart, but they also tend to live farther from services on average compared to residents in more 
densely populated areas. One person noted, “[In] rural areas, there will be one provider for a service. 
…Transportation becomes a problem, trying to get to the provider. They are located in the middle of the 
county or at one end or another of a county, and so transportation becomes a huge barrier to getting 
access.” 

Distance and lack of reliable transportation widens gaps in treatment. Ultimately, distance from services 
means more than just the annoyance of a long car ride, or one or two missed appointments. For individuals 
without a car - not a small proportion of individuals on public assistance - that distance becomes a major 
health concern. Interviewees consistently mentioned stories of patients travelling hours, sometimes 
upwards of four or five, to access needed care. The distance is compounded for people who have multiple 
behavioral health needs, because of the lack of wraparound or comprehensive care centers. When 
transportation to one place for services is difficult, finding a way to get to multiple clinics or care centers is 
even harder. Furthermore, it was noted that people facing SU disorders often wear through their informal 
support networks - the friends, family, and community members who might otherwise be able to give them 
a ride. Lack of personal transportation, public transportation, and reliable rides from others combines with 
long distances to put individuals with the least resources at a further disadvantage when it comes to 
accessing care.  

Neither medical transit nor public transportation are reliable in closing the geographic gaps. Wisconsin’s 
non-emergency medical transit provider for individuals on public assistance, Medial Transport Management 
(MTM), came up in interviews as one important piece of the transportation issue. In theory, MTM is meant 
to close the transportation gap. However, most interviewees mentioned it only to highlight the ways in 
which it fails to live up to that purpose. One person working in the MH system reported, “MTM... has been 
extremely unreliable, and we have heard from so many consumers about being forgotten, being picked up 
late for their appointment, and that doesn't really work.” Another person recounted, “We have a lot of 
consumers that live one to two miles away from the counseling agency. They are not able to walk it. 

“If you live an hour away, two hours away, with no reliable 
transportation, no matter how motivated you are to be 

sober or to recover from addiction, just no one, no matter 
how motivated, can get themselves that far without 

transportation. Folks tend to sometimes burn a lot of 
bridges when they’re struggling with addiction, so they 

don’t maybe have a lot of natural support who want to give 
them rides, so the transportation becomes a pretty big 

barrier.” 
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Especially in the winter it's not safe for them to walk it. We can't get [MTM] to pick them up and take them 
to that appointment because it's not worth their time.” There is a clear need for the service, but many of the 
interviewees felt that the current system isn’t meeting that need. This frustration with MTM highlights an 
opportunity to improve non-emergency medical transit or consider more innovative ways to reduce the 
burden of distance for consumers.  

Rural and small-town Wisconsinites face a lack of public, or even private, transit options, like buses and 
taxis. But even in urban centers like Milwaukee and Madison, where public transit does exist, transportation 
can still be a barrier to care. Low income individuals, the elderly, and those living in neighborhoods with less 
access to reliable public transit were reported to be the most impacted. A person working across rural and 
urban areas noted, “Often in urban communities, there's the issue that not everything is on a bus line or 
families don't feel comfortable taking the bus line to get from point A to point B. And if they don't have a 
car, it really is limiting.”  

Providers are having to move to more intensive (and expensive) treatment options because of the 
absence of reliable transportation. 
In reference to MH crisis services, a 
number of informants and 
respondents shared the concern 
that consumers are escalated into 
more intensive treatment options 

because of geographic barriers to 
services. Specifically, a number of providers noted that without ready access to existing services, it is not 
uncommon for counties to escalate the screening of a consumer into the need for more intensive services in 
order to get the consumer access to services at all.  

 

Stakeholder Recommendations: Address Transportation Barriers  

Geographic accessibility of services was one of the most prominent gaps highlighted in interviews - from 
transportation issues to regional service array. Many ideas about how to ensure more people in Wisconsin 
are able to get to the services they need were voiced and are described below. 

Co-locate and regionalize services to reduce the amount of transportation needed. One common 
suggestion, referenced previously, was to invest in the co-location of behavioral health services. For some 
patients, this could also involve a wraparound support approach. One individual asked, “Why not have a 
wraparound center … so people don't have to worry about transportation so much?” Building on this 
suggestion, many interviewees highlighted a need to establish regionalized behavioral health triage centers, 
including the adaptation of a hub-and-spoke model (see graphic below for a brief explanation of the hub and 
spoke model being utilized to address SUD needs). This approach was seen as a key solution to the lack of 
services in rural Wisconsin. One respondent working in rural Wisconsin argued, “[Regional] crisis centers and 
regional psychiatric emergency rooms, coupled with places like our crisis resource center, would be a big 

“We frequently have folks who are willing to seek voluntary 
hospitalization as opposed to us having to do an emergency 

detention, but many times, we’re having to move to that higher 
level or restriction due to the lack of transportation available.” 
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improvement.” However, as one person cautioned, “[How] you develop a hub and spoke for those may be 
different based on the incidence of the illness. I can certainly see a different regionalization for CCS than for 
AODA services than for crisis services, because how people seek those services is different.” As the state  

 

Image source: https://blueprintforhealth.vermont.gov/about-blueprint/hub-and-spoke 

looks into instituting more regionalized care, there could be additional conversations about the strategic 
distribution of various kinds of services. 

Invest in a wider array of transportation options. One suggestion highlighted was to return to a non-
emergency transport system “to the counties” and another was to upgrade to the “Use [of] a system like 
Uber or Lyft (app-based) to coordinate non-emergency medical transport. This is being done successfully in 
Atlanta, GA. It allows clients to see a picture of who is picking them up, what their car looks like, and uses 
GPS technology to see how far away [their ride is]. This [would] reduce a lot of anxiety as many of our clients 
have a significant amount of fear over who will be picking them up.” The state could also help cover 
patients’ transportation costs in other ways. One respondent highlighted that in the CCS model, case 
managers are able to pick up consumers to transport them to services. For urban contexts, where public 
transit is more available, an interviewee suggested expanding reimbursement “so that you're able to give 
the money for the two bus passes that it took for a family to arrive, or you're able to reimburse for the taxi 
ride they had to take to get here and there.”  

Renegotiate the contract for NEMT with MTM. Currently, individuals on Medical Assistance can request 
non-emergency medical transportation (NEMT) to appointments. However, interviewees described the 
current NEMT provision as being inadequate to the needs of the people with whom they worked. One way 
to resolve this gap suggested was to renegotiate the contract with the NEMT provider, MTM. This was 
suggested by a person working in a rural area of the state, who argued, “I think there could be some 
pressure put on MTM to actually figure out how they're going to best serve our population up here. … 
Wisconsin has a contract with them, figure it out. There's no reason that someone cannot get a ride to an 
appointment in their own town. I think that there could be some discussion there.” Finally, in the 
negotiation process, key informants emphasized the importance of ensuring MTM will transport children in 
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order to accommodate the needs of consumers who are also caregivers and may not be able to either 
arrange or pay for childcare to cover their treatment appointments. 

Bring services to people. Some services would also benefit from being made available remotely or through 
mobile service provision. Many respondents were excited by the possibilities opened up through 
technology, from telehealth to phone applications to provider-to-provider remote consultation. 
Conventional telehealth was a focus, with suggestions to expand reimbursement for remote services. One 
key informant predicted that, “in the future, we will have ….. phone apps doing the front-end screening ….. 
to sort out who actually needs to see a provider or not. It's the only way we can actually get the population 
cared for.” They also proposed providing tax credits to incentivize the creation of tele-hubs where health 
systems partner with local health organizations “to have peers to do the home visits with the camera, and 
the health systems own the psychiatrist.” One individual working in SUD services pushed for mobile 
treatment options, “[where] you bring treatment in non-clinical settings and bring services to peoples’ 
homes. Or even just other areas, to make it ... more accessible for the patient.” This is especially promising 
for services like methadone treatment, which requires regular (sometimes daily) outpatient care by specially 
licensed providers and is currently unavailable in much of northern Wisconsin.  

System Coordination  

This section highlights intersections between various components of the behavioral health system, and 
between the behavioral health system and other service settings. Gaps that respondents and interviewees 
indicated as emerging from inefficient or disconnected systems are highlighted below. 

The lack of coordination between MH and SUD systems is a barrier to treating the whole person. As 
described in the section on workforce and facility shortages, there is a clear need to increase access to 
integrated MH and SUD services. Interviews and surveys highlighted the lack of coordination and 

collaboration between MH and SUD services, which 
leads to a myriad of gaps in both service sectors. 
Separation of services is one of the factors that leads 
to a “wrong door” situation, where someone seeks 
help from a service center that isn’t equipped to meet 
their needs, deferring or delaying treatment. One 

person suggested, “We ought to have [a] behavioral health treatment center where anybody can walk in 
with an opiate problem or depression or autism or any... dementia and we ought to be able to help them. 
And maybe we shouldn't say, ‘Here's the number. Call this place.’” Although referral to other services is an 
appropriate response in theory, another interviewee noted that “when you're crossing systems, they are 
moats.” These are the scenarios that lead to people falling through the cracks, at a time when they’ve finally 
made the decision to reach out for support.  

The separation of MH and SUD systems in policy, funding, and regulation makes coordination difficult. A 
key theme in both interviews and surveys was that the structuring of BHS policies and regulations are a root 

“We need to treat people, not separate the two 
issues. We still have silos, which is like treating 
diabetes with insulin, but not looking at diet.” 
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cause of the friction and disconnect 
between SUD and MH services. Most 
notably, Administrative Code DHS 
Chapter 35 and 75 separately 
regulate service provision for MH and 
SUD services. Respondents felt 
strongly that this separation was a 
major administrative barrier for 
behavioral health organizations that 
might want to serve consumers with 
dual diagnoses. This regulatory 
separation, combined with distinct 
funding and billing structures, contributes to the disconnection of MH and SUD services in the state. As one 
individual working across behavioral health and SUD described it, “[There’s] been different funding streams, 
different provider training, different regulations for each of those types of services historically, so having 
been treated differently… led to this dual system.”  

County BH system structure creates variability and competition rather than collaboration. Numerous 
respondents, particularly those working in rural areas, emphasized the limitations of a county-based 
behavioral health system. One respondent noted, “[Each] county's got to deal with what they have. And 
what does their leadership perceive as the priorities of their county? So, there's tremendous variation for 
any given patient between one county and another with the same [symptom] presentation.” Often, 
individuals working at a county level measured their challenges and successes by comparing the available 
services to those of neighboring counties. In the context of workforce shortages, they also mentioned the 
level of regional competition for candidates. This competition, rather than collaboration, was framed as a 
barrier to improved regional service access.  

Providers have difficulty getting clarification on how to interpret the various statutes. One repeated 
frustration was the difficulty of 
connecting with and receiving 
guidance on how to interpret 
and apply the various statutes 
that govern the system. 
Providers expressed the 
impression that there may be a 
lack of, “agreement on 
interpretation of statutes by 

various state 
agencies/departments/divisions.”  

“So, Wisconsin is not an integrated funding stream state. You’ve 
got AODA over here, MH over here, adult long term care over 

there, children’s services over here, foster care over here. So, I 
think often times, a family could touch any of these funding 

streams at any particular time in their life. Instead of serving 
family or the human, we say, ‘Well, we’ll throw some funds over 

here under AODA. We’ll throw some funding over here under 
behavioral health. Oh, you’re eligible for Family Care. We’ll pay for 
some things over here. Oh, and you have a child out-of-home care. 

Well, that’s a whole different department.’” 

 

“I work with the CCS program, which is amazing, and I have seen 
great results. However, there is a lack of communication between 

Medicaid and providers of clear direction and answers to question. 
We ask to be set up for success, yet it seems Medicaid does not 

support this. There is much free interpretation within DHS Chapter 
36 and ForwardHealth updates leaving too much ambiguity.” 
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Behavioral health services aren’t coordinating with primary care providers or professionals associated 
with the criminal justice system. A number of key informants shared a common concern that there is a 
wealth of professionals in other 
settings who interact with people 
facing SUD and MH challenges, but 
lack the training needed to 
adequately serve them. One 
interviewee, a person with over 
ten years’ experience in SUD 
services, noted, “[Our] whole 
health care system and criminal 
justice system is totally ill-
equipped to address SU disorders.” 
This is especially important to note 
because it is well documented that 
people with behavioral health needs who don’t 
receive services often end up interfacing with other systems, because of externalizing behaviors, trickle-
down health effects, or routine service access. When police, jails, hospitals, and other health centers aren’t 
able to meet those behavioral health needs, or refer them successfully to receive treatment, people are set 
up for escalation of their symptoms. 

Federal confidentiality requirements for SUD treatment creates barriers to coordinated care. Federal 
regulation restricting communication across providers about SUD treatment was identified as another cause 
of disjointed care. Originally meant to protect people dealing with SUD from stigmatization, informants say 
these privacy restrictions are now a substantial barrier to collaboration between providers working with an 
individual. When a MH or primary care provider isn’t made aware of a patient’s SUD needs, that patient may 
receive inappropriate or substandard care as a result.  

Stakeholder Recommendations: Improve System Coordination and Cooperation 

Within the behavioral health system, coordination between MH and SUD services is central to accessible, 
adequate care. But families and consumers also come in contact with a number of different systems on their 
way to receiving support, from schools to healthcare to criminal justice. Where these systems touch, there is 
a need for coordination, and where they overlap there is room for cooperation. 

Combine the administrative rules for MH and SUD services. On a policy level, there was a strong preference 
to unify the administrative rules applied to MH and SUD services—Administrative Code DHS 35 and 75, 
respectively. One individual argued that the current division “makes it difficult, because of those different 
rules … to treat a person who comes in with co-occurring diagnosis. ...  I think the state needs to revise [its] 
statutes.” Another key informant voiced concern about the separation between the MH council and SUD 

“Everyone you go to for help (911, EMS, PCP, County Health 
& Human Services, Court System) are not set up to help, 

everyone points the finger to the next person to go to for 
“help” you get the run around and it is physically and 

mentally exhausting and the loved ones trying to help the 
individual in need and the individual in need of help goes 

without help and remains in dangerous situations. The level 
of what is considered to be dangerous needs to be 

reassessed and something needs to be set up to better help 
the connection to services before a crisis occurs.” 
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council at the state level. They suggested increasing the coordination between councils and increasing 
council members’ expertise in co-occurring disorders.  

Simplify administrative rules to reduce 
the burden of providing services. A 
number of respondents commented 
that the administrative rules governing 
various services are confusing and 
would benefit from simplification.  In 
general, there were a number of 
comments related to the burden of 
paperwork and some specific 

recommendations to reduce the amount 
of paperwork required to receive reimbursement for seeing clients on Medicaid. Greater technical assistance 
from the state would be helpful in some cases. For example, “Clear up the confusion about who can provide 
SUD counseling - can licensed therapists with training and expertise do this without a Substance Abuse 
Certificate? If so, reflect this in the [DHS Administrative] Codes like 34, 35, and 36 that refer to substance 
abuse providers under 75.”  

Combine MH and SUD service locations and billing processes. Cooperation at the level of service provision, 
including integrated care coordination and wraparound services, is another opportunity to improve the 
accessibility of care. Many interviewees voiced strong support for co-locating a range of services. One 
person working across MH and SUD services in rural Wisconsin argued, “I think you’ve got to treat the whole 
person. You can't send part of the person off to … an AODA group, and part of the person to a MH group. 
You’ve got to have it in the same place.” For organizations that want to operate in this way, integrating DHS 
35 and DHS 75 and putting simplified billing processes in place would alleviate the double administrative 
burden they currently face. One individual summarized both the urgency and difficulty of coordinated care:  
“[You're] treating the whole person, and I think that that's where all of this needs to start is what is best for 
the patient. Given the way the current health system is constructed and operated, and its patchwork of 
payers and regulations, it's hard to determine how you finance that.”  

Create a statewide electronic health record system for behavioral health services. Reflecting on a unified 
database in the state child welfare 
system, one individual remarked, “I 
could run reports that could tell me tons 
and tons of information..... to inform 
practice and figure out where the gaps 
are. That information seems surprisingly 
difficult to get on the DHS, on the 
behavioral health side. That's, again, because each county has to figure out how to track their own data, and 
there's no central system.” Another interviewee pointed out that Medicaid has data available, but that the 
Division of Medicaid Services and the Bureau of Prevention Treatment and Recovery are “still too siloed,” 

“… [Every] county has its own electronic health record and 
its own database. The amount of money and the amount of 

frustration and the inefficiency, and they have to send all 
their information in different formats to the state…” 

“Simplify rules related to Comprehensive Community Services 
so that you can attract and retain good social workers, providing 
continuity for consumers. The documentation requirements are 
driving away good staff. It is time to make CCS and CSP one 
program, with simplified requirements, still recognizing the 
varying levels of intensity individuals may want and need.”  
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with room for further collaboration. Additionally, within the Division of Medicaid Services (DMS) it has been 
reported for several years that it is costly and slow accessing its own Medicaid data from the primary 
repository.  

The potential to create linked/integrated data from Medicaid, behavioral health, Department of Corrections, 
State Courts, Department of Justice, Wisconsin Hospital Association would be very valuable, including at a 
County and Municipal level to target the highest utilizers of services and promote implementation of 
innovative approaches to better serve this population. For example, a MacArthur study in Milwaukee 
indicated that 85 individuals averaged over $60,000 per year each in public services (ER, medical, law 
enforcement, jail). Targeting these individuals with case management and housing in the community could 
dramatically reduce these costs. The initial estimated savings for evidence-based interventions was 20% ($1 
million per year of the $5 million for these individuals) (Jones and Sawyer, 2019).  

The use of shared data networks has been successful in reducing the burden of system super-utilizers-- the 
small group of individuals with severe mental illness that are often requiring emergency intervention and 
thus consuming a disproportionate amount of state resources. A case study of the Camden Coalition of 
Healthcare Providers in Camden, New Jersey utilizing a joint data system tracks healthcare “hotspotting” 
providing updated patient information in real time, giving providers as much information as possible 
regarding patients presenting at their facilities. According to the ongoing evaluation, this system helps 
Coalition staff identify people with complex medical needs for targeted intervention programs, which can 
lead to long term symptom management that may not have been accessible otherwise and appears to be 
providing significant cost-savings (Milgrim et al., 2018). 

Increase outreach and collaboration with primary care and other service providers. There are key 
opportunities to improve consumer access by strategically connecting behavioral health to other systems. 
For one, there is considerable support for increasing the capacity of primary care providers to initiate 
conversations with patients about MH and SUD. One interviewee remarked, “[If] I go see my primary care 
doctor and say I have a drinking problem, my primary care doctor should know how to respond to that.” This 
capacity building on the part of doctors has to 
come with active outreach by SUD and MH 
providers to ensure patients don’t fall through 
the gaps in the referral process. Professionals 
outside of the healthcare system have a role 
to play as well. Interviewees identified a need 
to bolster behavioral health training 
(especially trauma-informed practice) for 
teachers, childcare providers, police, social 
workers, and others. One respondent 
suggested making “early childhood education 
providers more aware of the manifestations 
of trauma and MH and substance abuse 

“More availability of services. A clear list of 
services. A clear list of services is available. I am a 

mental health provider working in medical 
hospitals with mental health patients. It is very 

hard to identify the services that are available out 
there unless they are systems, or people, I have 

had personal contact with. It is especially difficult 
to identify substance abuse treatment.” 
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services.” This kind of integration, they argue, would increase access to care while also diverting individuals 
from the criminal justice system.  

As reviewed in the brief on co-occurring disorders published by the National Association of State Mental 
Health Program Directors, since 2006 there has been a nationwide shift toward Primary Health and 
Behavioral Health Integration (PHBHI). However, current evidence suggests much work needs to be done to 
ensure both substance use disorder and mental health concerns such as depression and suicidality are both 
being effectively screened and referred out to appropriate services (Minkoff & Covell, 2019). Additionally, 
others have found that integrating behavioral health professionals into primary care practices to receive BH 
support onsite is associated with significant improvements in behavioral health appointment attendance for 
children and families (Wildman & Langkamp, 2012; Valleley, Hine, Clare, & Evans, 2015).  

Change administrative codes to facilitate collaboration between BHS and the criminal justice system. To 
the extent that people across the state facing MH and SUD challenges are being incarcerated, this has 
serious implications for the role of both the behavioral health system and the Department of Corrections in 
intervening in that space.  

Ultimately, the criminal justice 
system on both the state and local 
level has an important role to play in 
closing the gaps in access to 
behavioral health. At the front end, 
individuals externalizing SUD or MH 
needs must be diverted to 
healthcare solutions rather than 
incarceration. That shift must go 
hand-in-hand with efforts to expand 
the behavioral health workforce and 

facility capacity.  

Create structures for cross-county behavioral health system coordination and resource sharing. One 
person working in MH suggested, “[We] actually could think about moving our system to not be so county-
focused and be more regional-based. We know we don't have enough providers and it just would make 
more sense to have something be more based on a region so everyone in that area could have access.” This 
shift could come through regionalizing funding structures, unifying behavioral health data systems, 
strengthening regional behavioral health coordination and leadership, or investing in hub-and-spoke or 
telehealth models. This recommendation was suggested to address the barriers created by geography, as 
well. 

 

“Right now, the way the statutes are written, 30[sic] and 
75, among others, do not allow county mental health 

agencies to cooperate very well with providing mental 
health services and AODA services in the jails… So, some 
legislation needs to happen to remove that barrier that 

would allow county mental health agencies to cooperate 
more closely with local law enforcement, to help treat and 

serve those individuals who are incarcerated and have 
mental health or substance abuse problems.” 
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Service Adequacy Barriers 
 

In the context of long wait lists for services and limited financial resources, prioritizing training for staff to 
incorporate evidence-based practices (EBP) and best practices can be difficult. Respondents emphasized 
that access to care is their primary concern, and that fidelity to EBPs is secondary. Nonetheless, in addition 
to outlining the themes related to service access, reflections that were shared regarding EBPs and best 
practices in the BH system will also be highlighted. 

Evidence based practices (EBPs) are one key component of adequate care in the behavioral health system. 
Generally, EBPs are practices which have been shown effective by experiments that control for outside 
factors and random person-to-person variation. In the context of EBPs, fidelity means providing a service or 
treatment in a way that replicates the model tested in research. Without fidelity in EBP implementation, the 
outcomes for patients may not reflect outcomes reported in experimental trials. This is not the only kind of 
knowledge that can or should inform behavioral health care, especially because research evidence evolves 
over time. All the same, EBPs are valuable tools in a provider’s treatment toolkit. It is also worth noting that 
some interviewees also discussed treatment paradigms (beyond individual treatments) and best practices as 
part of evidence-based care.  

Change the status quo to emphasize treating the whole person. There were numerous calls for a paradigm 
shift in behavioral health in Wisconsin, towards people-centered, wraparound, holistic care. This theme 
overlaps with solutions related to systems coordination but is more centered on the quality of care and 
consumer experience. One interviewee suggested, “I would argue that a care coordination model, versus a 
case management model, would make sense. ...You're working with somebody to address their needs much 
more globally, as opposed to just connecting them with assessment, monitoring, and referral.” Another 
person reflected on the benefits of a person-centered approach in the area they work: “I think if we could 
be at a place where we're a community that provides more holistic health, I think it would certainly cost a 
lot less than it does now.” This echoes the proposed benefits of a prevention-focused approach to care; 
together, these broad shifts could help reduce system-wide costs and improve outcomes for Wisconsinites 

in need of care. Other respondents suggested 
broadening the focus beyond medication management.  
“Consider funding alternative approaches to treatment, 
i.e. fitness coaching, acupuncture, art and music 
therapies to offer more appealing service arrays that 
make people want to seek services and drop health care 
costs across the board addressing both physical and MH 
which are intertwined. Medications, therapy and 
substance abuse groups are not a one size fits all 
approach to treatment.” 

“Utilize the available auxiliary services like 
vocational training, recreation therapy, 

occupational therapy, etc., to offer more 
meaningful treatment options (as opposed 

to just medication management and 
individual therapy).” 
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Zero-tolerance policies for SUD is a misunderstanding of the road to recovery.  Several survey respondents 
raised concerns about provider policies that drop consumers from treatment too early in the recovery 
process. For example, it was repeatedly noted that many providers have three-strike policies that kick out 
consumers if they miss an appointment, or if they relapse in their SUD. As one respondent put it, “Clients 
relapse. It's part of recovery, yet programs only allow clients to participate so many times, which may 
prevent them from getting needed treatment when they are actually ready.”  Sober housing with total 
sobriety (No MAT) policies were repeatedly highlighted as a service that was particularly challenging. 
Traditionally, SUD recovery 
programs have emphasized total 
sobriety as a precondition for 
recovery. Although many 12 
Step Programs have made 
significant changes and strides 
in their acceptance of MAT and 
are diverse groups with differing 
views, some interviewees with 
experience working in SUD 
services felt this more 
traditional approach excluded people 
with more complex paths to recovery. One consumer advocate working across SUD and MH services 
recounted, “There's some of these recovery homes, you can't be on medication assisted treatments. In a lot 
of these recovery homes, if you do slip and use, you're kicked out. They don't necessarily understand that 
recovery's nonlinear, that we have setbacks and we move forward.” 

Although more MH professionals can provide SUD services, they are inadequately prepared to do so. The 
separation between SUD and MH services was thrown into the spotlight with the passage of Act 262. With 
that legislation, the door was opened for a range of MH professionals to provide SUD services. This change 
was mentioned in interviews as a point of contention for those working in the SUD field, in large part 
because they didn’t feel the regulation required enough SUD-specific training for these new providers. One 
person with over ten years of experience in both MH and SUD services argued, “[If] you've never had 
specialized training in substance abuse... I don't think you should be working with a substance abuse client.” 
Conversely, others argued that in its implementation, 2017 Act 262 actually failed to substantially increase 

the number of SUD providers. One individual 
working in both MH and SUD noted, “If a 
mental health practitioner is providing AODA 
services within their scope of practice, but their 
license doesn't say that they're an AODA 
counselor, Medicaid is still not reimbursing for 
that. So, that's a hole that needs to be plugged 
in terms of making 2017 Act 262 fulfill its 
original purpose.” Although many 

“My biggest gripe is the mental health complex. I’ve been 
there like 30 times from I’d say December 16 to May 17. Every 
time I get there, well, you’re drinking, we’re not going to give 

you no medications, go away. Otherwise, they send me to 
detox and I’m back in a couple of days, and again, it’s go away. 

I don’t get that. I go there for help. Okay, you’re .08, get out. 
They either kick you out the door in the morning or like I say, 

send me to detox and I’m back in a couple of days.” 

“This population that requires both MH and SUD 
treatment needs specialized training and experience. 

Someone only trained in mental health and not 
certified in substance abuse counseling could 

potentially do more harm to long term recovery.” 
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acknowledged that increasing the number of providers able to serve those with SUD needs was ultimately a 
positive development, our informants’ perspectives indicate a need for increased scrutiny of how 2017 Act 
262 is being implemented and its effects on the quality of care for consumers. 

Licensing requirements and Medicaid funding restrictions inhibit workforce expansion. In the survey, a 
number of respondents highlighted administrative barriers they have encountered when they attempt to 
hire and thereby expand the workforce.  One barrier was that in the context of poor reimbursement rates 
that haven't increased in years, rural providers are unable to get recently graduated students with a 
Master’s in social work the required hours for licensure since they will not be reimbursed for the work of the 
MSW. As one provider explained, “The 3000-hour requirement for MSW to become a licensed clinical social 
worker (LCSW) is not working currently. As rural facilities, we are only reimbursed for LCSW services and 
these individuals cannot find well-paying programs to get them the hours needed. We aren't growing new 
clinicians fast enough.”  

Bright spot: Awareness of evidence-based practices is high across the state. In interviews, there was a lot 
of optimism about increasing use of EBPs and best practices around the state. One individual recounted, “I 
think everybody's aware of [evidence-based practice] these days, around 20 years ago that wasn't true.” 
However, many interviewees noted continuing gaps in the availability of EBPs, ultimately impacting the 
quality of behavioral health services. When specifically asked about which EBPs they would prioritize, 
respondents highlighted a range of treatment paradigms and specific EBPs listed below. Because key 
informants and survey respondents were predominantly administrators and advocates as well as individuals 
directly involved in behavioral health treatment, some individuals had much more specific and detailed 
suggestions in this area. As a result, more commonly known EBPs and best practices were mentioned more 
often, and more targeted ones may have only come up in a handful of interviews. Some respondents 
declined to recommend specific EBPs, because they were not involved in patient care directly. Table 8 
details the full list of evidence-based practice recommendations identified via the survey. 

Table 8.  Evidence-Based Practice Recommendations from Survey 

(listed in no particular order) 

Trauma-informed care and harm 
reduction Therapeutic Wraparound Crisis Response 

Person-centered care, strengths-based, 
recovery-oriented Multidimensional Family Therapy 

MAT Collaborative Assessment and 
Management of Suicidality (CAMS)  

Prevention programs Aggression replacement therapy 

Cognitive Behavioral Therapy Eye Movement Desensitization and 
Reprocessing (EMDR) 
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Dialectical Behavioral Therapy Child-parent psychotherapy 

MATRIX (for meth) Assertive Community Treatment 

Suicide safe care, zero suicide Coordinated Specialty Care 

Motivational interviewing  

Use of EBP language may obscure the reality 
of practice. Although the use of EBPs was 
generally agreed upon as a goal, a number of 
interviewees pushed back against the primacy 
of EBPs and some specific ways it has been 
mobilized in behavioral health. Some argued 
that the use of best practice and evidence-
based care language ultimately allows poor 
practices to fly under the radar. One 
individual in the MH system argued, “[We] 
don't have data other than this: I would 
submit that if best practice were being 
followed then we wouldn't see kids fail repeatedly. We wouldn't see families torn apart by removing the 
child.”  

Providers lack the resources to implement EBPs with fidelity. According to key informants, staff capacity 
and the lack of ongoing training and oversight were the greatest barriers to the uptake and effective 
implementation of EBPs. Training for providers is expensive, because it is non-reimbursable time that could 
be spent on other things. Beyond training, interviewees emphasized that effective care requires ongoing 
support and supervision to ensure that EBPs are implemented to fidelity. “The problem with training for me 
though is you can't just train somebody once, it's that ongoing supervision coaching support piece that 
needs to be built into the system as well,” one person argued. These issues are especially relevant in the 
context of widespread workforce shortages, which make it difficult to recruit staff with the necessary 
training in EBPs. Difficulty hiring enough providers also stretches the capacity of the staff organizations are 
able to retain. One person reflected these challenges, noting, “People want to use best practices and fidelity 

models with everything. But it doesn't happen all the time 
because ... of too much need and not enough time, not 
enough staff, people who have the ability to provide those 
services.” Additionally, hiring supervisors to ensure fidelity 
was noted as a prominent challenge”  

“Therapists use evidence-based approaches, but 
not in the way the evidence suggest it’s helpful, 
say, they’ll do EMDR one day, and some aspects 

of TF-CBT [Trauma-Focused Cognitive 
Behavioral Therapy] another day, but do not 

implement the EBP for the duration and 
frequency required that evidence showed made 

the approach effective.” 

“I think we overemphasize talking 
about trauma, but we don’t really 

embody what it takes to provide 
services in a trauma-informed way 

and a culturally acceptable way.” 
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Low staffing rates across provider roles 
creating strain and burnout. Among 
survey respondents, an Insufficient 
number of providers entering the field to 
address workforce shortages ranked as 
the #1 and #2 workforce conditions 
perceived to be contributing to the gaps 
in MH and SUD services, respectively 
(refer back to Figure 9). This condition 
was followed closely in rank by the salary 
and benefits are too low to retain 
providers and in explanations of the link, most informants identified poor pay as a key cause of low staffing 
rates. Although prescribers and residential care were the most broadly and strongly identified gap in 
interviews, staff, administrators, and advocates emphasized the challenges associated with a generalized 
strain in the labor pool for roles across their organization. Low staffing rates across the board, from direct 
service providers (e.g., therapists, SUD counselors, social workers) to front line staff without advanced 
degrees, is creating role strain and is precluding the ability of the existing workforce to either seek 
professional development or engage in outreach with the community. Not only are workforce shortages 
leading to gaps in care across the state, but they also decrease the capacity of existing behavioral health 
workers to seek training or do outreach in the community. This severely limits the ability of behavioral 
health providers to seek substantive cultural competence training, or to even reach those communities 
whose needs aren’t currently being met. One person working in the MH field noted, “[We're] not always the 
best in our state about doing outreach because we're always at our capacity, so outreaching to help people 
who need it and are underserved is kind of the last thing on everyone's mind… because they're already 
maxed out.”  

Stakeholder Recommendations: Improve the Adequacy of Existing Services via 
Workforce Development and Accountability  

Even when services were available and 
accessible, those services aren’t always 
adequately meeting the needs of 
consumers. Some interviewees identified 
issues with the approach to care, while 
others pointed out gaps in the 
availability or implementation of 
evidence-based practices. Issues related 
to culturally appropriate care are covered 
in depth in a subsequent section. To 

address these challenges, interviewees 
highlighted current successes around the state as models that could be expanded on and proposed process 

“The mismatch of legacy children’s programs for AODA 
and MH is wasteful and inefficient. The referral 

assessment for families is way too complex and a family 
cannot possibly understand the services available 

because of our systems. Move children’s AODA and MH 
services from the Children’s Long-term Support Serious 

Emotional Disorder waiver program into the Coordinated 
Services Team Initiative.”  

“Higher compensation and lower caseloads. This field is 
overwhelmed with provider fatigue. We ask these clinicians to 

work with patients who have significant trauma history and 
saturated histories of abuse and neglect. Then we ask these 

clinicians to see more patients, bill more hours, and we 
compensate less. By the time a clinician is truly competent and 

has put in the time to be proficient in their area they are 
completely burnt out and have often left the field completely.”  
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and implementation changes to improve current models of care. Below are the themes that emerged from 
these discussions. 

Update the code for children’s mental health services. One individual working in the children’s MH field 
across Wisconsin argued, “The second thing that we would prioritize is creating a separate children's MH 
code in the state statute. Right now, it's all combined in Chapter 51, and Chapter 51 was enacted in 1975, 
and since then we've had a whole bunch of enhanced understanding about child and adolescent brain 
development. We now know that what works for adults is different than what works for kids … And so, we 
recommend [the] creation of a children's MH code that ensures those elements.” 

Shift the assessment, eligibility, and care 
monitoring processes toward a more 
person-centered and holistic approach. 
Many interviewees called for a 
paradigmatic shift in behavioral health in 
Wisconsin, towards people-centered and 
holistic care. One interviewee suggested, 
“I would argue that a care coordination 
model, versus a case management model, 
would make sense. ...You're working with somebody to address their needs much more globally, as opposed 
to just connecting them with assessment, monitoring, and referral.” Another person reflected on the 
benefits of a person-centered approach in the area they work: “I think if we could be at a place where we're 
a community that provides more holistic health, I think it would certainly cost a lot less than it does now.” 
This echoes the proposed benefits of a prevention-focused approach to care; together, these broad shifts 
could help reduce system-wide costs and improve outcomes for Wisconsinites in need of care. 

Examine the appropriateness of existing supervision requirements for SUD credentialing. Some 
respondents felt that the supervision requirements built into SUD services represent an undue burden on 

providers, particularly when compared to similar 
requirements for MH services. Removing this 
barrier was seen as a potential way to encourage 
the growth of the SUD workforce. However, 
others were concerned that many recently 
certified SUD providers are inadequately 
prepared for providing SUD services.  This conflict 
suggests that the current approach may 
represent a one-size that does not fit all. 

 

“Get rid of the requirements for AODA 
supervision and make them in line with current 

MH if the provider is Master’s level. Very 
burdensome for clinics and providers don’t want 

to do AODA due to the cost of time involved with 
current requirements.” 

“Focus on recovery as the goal [long-term versus acute 
treatment] and increase funding around recovery-oriented 

systems of care to include community-based supports, 
recovery-coaches, funding for multiple pathways to recovery 

(12 step groups are not for everyone and do not work for 
everyone). Use evidence-based treatment approaches. ”  
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Make trauma-informed care a universal baseline within BHS. The paradigm of care, or the general 
approach that providers take to services, is a cross-cutting issue that impacts the quality of available 
behavioral health services. Shifting the paradigm of behavioral health care towards more evidence-informed 
approaches was a stated priority of many interviewees. “Recognize the effects of trauma, help individuals 
see the physiological relief that their drug(s) of choice bring them and develop coping strategies that offer 
the same relief.” Professionals from across the spectrum—providers, advocates, and administrators— 
emphasize the importance of increasing the use of trauma-informed and harm reduction approaches across 
all types of services. One provider made the comparison, “Trauma-informed care, in many ways, is like 
universal precautions in the rest of medicine. … [In medicine] there are certain things that I need to do, to 
presume that anybody might have an infectious disease, that I don't get it and they don't get something 
from me. …[Trauma-informed] care is that way.” Many recognized that these principles have become 
increasingly mainstream in the behavioral health field. However, some also highlighted that although 
trauma is now part of the conversation, providers and organizations don’t always walk the talk.  

Prioritize recovery-oriented systems of care. In order to counteract the perception that recovery from SUD 
is linear and after a certain point the individual is no longer in need of support, several respondents 
suggested funding should prioritize care models that focus on the long view of recovery. This was also 
highlighted as an important place to utilize peer specialists to support, “people waiting for treatment 
services, as well as those completing treatment services to transition into a new lifestyle and get connected 
with the community.” Others have gone so far as to suggest, “The entire CBRF/AFH [community-based 
residential facility/adult family home] statute needs to be rewritten to be focused on recovery.”  This 
recommendation to focus on recovery dovetails with the recommendation to expand the view of recovery 
and wellbeing by endorsing an emphasis that “peers have their own ability to heal in a recovery-based 
model and not be imposed on by providers, psychiatrists, and those diagnosing especially.”  

If the use of EBP is a priority for the BH system, provide financial support and incentives for 
implementation. A number of recommendations were offered to address the challenges in creating a BH 
system that employs EBPs.  The suggestions ranged from improving education before entering the field to 
providing a higher reimbursement rate to providers that implement EBPs. Increasing reimbursement rates 
would also reduce caseloads allowing time to address self-care concerns and seek adequate supervision 
needed to maintain fidelity to EBPs. One person argued, “I think training needs to be available, and then we 
need to have the funding to make it affordable in the first place for either county to train their staff or for 
individuals as professionals to seek that training themselves.” Another individual suggested that costs could 
be offset (and implementation incentivized) by increased insurance reimbursement rates: “We need 
enhanced Medicaid rates for delivering evidence-based practices and making really true outcomes happen 
for people.” These shifts could help providers make strides towards effective and quality care. 

Decrease the time it takes to get licensing approval. A 
common challenge noted in the survey responses was the 
amount of time it takes to get a new provider’s license 
approved by the State. A number one priority identified by 
more than one survey respondent was to “The wait time 

“Improve DSPS services and barriers to timely 
licensure and means to obtain licensure or 

certification.” 
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for credentialing is horrible. We have hired individuals who have had to sit, non-billing for over 6 months 
because of them.” 

Invest in ongoing training, supervision, 
and outcome measurement. Interviewees 
expressed disappointment with the 
prevalence of “one-and-done” training. 
They emphasized the importance of 
ongoing training and oversight to ensure 
EBPs are implemented with fidelity. One 
individual working in the MH system 
argued, “[The] counties and providers 
need to ... understand what it is to 
implement evidence-based practice. They 
have to initiate these services in a scientifically viable manner, so using principles of implementation science, 
which includes … includes clear organizational changes, leadership adjustments.” Executing EBPs as an 
organization to fidelity means more than just training. Establishing clear benchmarks for EBP 
implementation, from practice to monitoring and outcome measurement, would ensure that patients 
receive the intended course of treatment regardless of where they live in the state.  

EBPs may not always be the best fit. One person suggested that behavioral health needed to expand its 
frame beyond EBPs, saying, “We also have to make room for innovative services, things that haven't been 
validated scientifically, but are... promising practices.” Another interviewee critiqued how EBPs are coded as 
the default best approach for all people, overriding or replacing community knowledge and perspectives. 
Noting how grants for services prioritize the use of EBPs, and the cost of curricula, she suggested “We do all 
of this evidence outside of those communities and then make it a [funding] requirement... to provide that 
service there at pretty expensive curriculum costs, and instead of reversing that and saying ‘Well, what's 
working in your community and how can we grow that for you?’” This story is a useful reminder that 
research evidence isn’t - and shouldn’t be - the only way to validate the effectiveness of behavioral health 
services.  

 

 

 

 

 

“In order for clinicians to remain trauma-informed, they must 
be able to have adequate supervision and self-care. Our 

current system is so focused on billable hours, out of necessity 
to survive, that our clinicians are becoming very unhealthy. 

Supervision is a burden as it is not a billable activity. 
Supervisors are expensive as they do not produce billable 

time. These are system failures that lead to poor outcomes for 
our consumers.” 
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Cultural & Stigma Barriers 
 

As mentioned in the section on workforce and facility gaps, culture is a concept that refers to a variety of 
dynamics that can also impact the accessibility and adequacy of services.  For example, the norm in some 
cultures is to not seek help for behavioral health issues, which is a barrier the individual and the provider 
must overcome.  

Respondents who indicated that cultural 
barriers played a role in any or all of the 
service array components mentioned in the 
survey were then asked to indicate from a 
list of forced choice options which specific 
cultural barriers played a role.  Across the 
service array, responses were very similar, 
with ‘Lack of service providers that share a 
background or identity with individuals 
seeking treatment,’ and ‘Stigma about mental illness in some cultural groups discourages seeking treatment’ 
vying for the most frequent cultural barrier for all service components except for MH crisis/emergency 
services.  For MH crisis/emergency services, the first spot was ‘Lack of service providers that share a 
background or identity with individuals seeking treatment, followed by, ‘Some cultural groups do not trust 
the healthcare system.’ This is not surprising given the feedback that crisis/emergency is most likely to 
involve police and subsequently send some consumers into the criminal justice system.  

The option of accessing a provider or a service that is a cultural match to the consumer can remove the 
barrier of navigating mismatched expectations between the individual and the provider.  

 

 

 

“Certain substances (i.e. alcohol) are socially 
acceptable and embraced in Wisconsin, so seeking 

treatment or maintain sobriety is not socially 
supported. Many people also continue to see 

addiction as a choice vs. a disease process, even 
mental health and other health care professionals.” 
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The Cultural Mismatch of Behavioral Health Services and Non-Western Thinkers 
One key informant described the Western approach used for treating members from non-Western cultures 
as deeply problematic. Specifically, the concern is that the Western focus on individual wellness 
independent of the community may fundamentally clash with an understanding of self as inextricably 
embedded within one’s community.  “Our system is very much based on Western thinking, and that's very 
linear thinker. Whereas a lot of special population are group thinkers, very relationship [focused], and 
they're relationship based. When we have individual based, then we have our system that's so individualized 
that when you apply the system to the circular thinkers, it harms them rather than helps them." 

Cultural mismatch in service design and delivery was highlighted as both a barrier to seeking care for non-
Western communities, as well as a barrier for grassroots, non-Western service providers to join the 
behavioral health system. “I think we have to have a systematic shift in program design in the system from 
how we allocate money to how programs are being designed and implemented… for example, when you 
issue an RFP out to a group thinker, you're asking them to create an enemy among each other rather than 
strengthening their system. So, the question is, are we ready to make a systematic change so we can 
accommodate and truly help those circular thinkers, or do we continue to be individualized, and whatever 
we do, we're weakening their own system rather than helping their system."  

Stigma Regarding Behavioral Health Needs 
Stigma messages and ideologies - such as the quote above - justify policies and practices designed to harass, 
exclude, and eliminate individuals from minority or stigmatized groups. The shame that manifests when one 
belongs to a stigmatized group often serves as a barrier to seeking support for managing the stigma or the 
results of dealing with stigma such as addiction to a variety of substances (Hatzenbuehler, McLaughlin & 
Nolen-Hoeksema, 2008; Hatzenbuehler, Phelan & 
Link, 2013). In all, stigma is thought to serve as a 
fundamental driver of population-level health 
inequities by increasing stress and decreasing 
access to the personal and institutional resources 
needed to cope with it. Thus, the cumulative 
effect of exposure to stigma is the erosion of 
group members’ physical and psychological well-
being (Nadal et al., 2011; White Hughto, Reisner & 
Pachankis, 2015).  

Misconceptions that those with MH challenges are “just someone with poor morals and lack of a good work 
ethic” can often lead to ineffective or inadequate treatment for consumers. Stigma messages regarding MH 
described in the survey included a focus on a belief in the instability of individuals seeking MH support and 
fear of subsequent ostracization from communities. In the survey, respondents identified that, “Individuals 
with mental health issues are seen as dangerous and unpredictable; unable to recover.” While others 
expanded on how stigma functions as a barrier to treatment with greater specificity: “Some of the groups of 

“This does not happen here. Those people 
are losers. Let them die. Not my kid, parent, 

friend. They came from a bad family. Lazy. 
Never should have started using-they are 

dumb. They don’t want help.” 
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people in Milwaukee feel that they are looked at as being ‘crazy’ or weak if they seek MH services. Society 
looks down on them and excludes them from community activities.”  

 
Stigma messages regarding SUD were described 
in the survey as framing addiction as inherently 
criminal, noting: “Substance use disorder is 
viewed as a choice by the individual, not a 
disease, and ‘it's their own fault this is 
happening.’”  

 

In the survey respondents were first asked to indicate whether or not they thought there are stigma barriers 
for accessing BH services in the area in which they work. If they indicated ‘yes,’ they were then asked to 
describe the stigma barriers they perceived.  Their open-ended responses were coded, and the following 
themes quantified: shame/worldview, structural discrimination, provider stigma, distrust of governmental 
authority, lack of confidentiality in small communities, and norms of privacy.  Figure 13 shows that the vast 
majority of stigma barriers for MH and SUD services were affiliated with the world view that requiring BH 
support is a mark of weakness, criminality, or instability and consumers feel ashamed 

Figure 13. Stigma Barriers for Mental Health and Substance Use Services 

 

“The stigma attached to both mental health needs 
and substance use prevents individuals from 

receiving assistance or speaking to others about their 
condition. There needs to be more awareness of the 

programs in the area, for those who are not 
comfortable speaking to their primary care provider.”  
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During the focus groups and workshops, 
many residents shared their stories 
accessing or attempting to access MH 
services and experiencing paternalism, 
fear, shame and harm from providers and 
institutions. These experiences highlight 
one of the many barriers that people face 
when trying to utilize MH services in 
Wisconsin, particularly among rural 
consumers that value independence and 
hardiness. In the focus groups, consumers 
highlighted that social norms tend to 
encourage individuals not to discuss MH at all. 

Provider stigma -- or bias amongst providers toward consumers -- was more commonly perceived to be a 
barrier in SUD services than in MH services. This was also the case for fear of facing structural 
discrimination, which included the possibility of losing one’s job or one’s children if others knew about 
service access.  

Fear of facing structural discrimination serves as a barrier to seeking help. Both key informants and survey 
respondents highlighted that there are often 
material consequences for consumers after they 
seek BH services and that these consequences, in 
turn, serve as a barrier to access for themselves and 
others.  In the survey, more than one medical 
professional described that discrimination in 
response to learning that a patient receives BH care 

is real: “Mental health diagnoses are visible in the 
electronic chart where all medical staff can see this.  Biased treatment is then given when that patient seeks 
treatment in the emergency room.  I have witnessed this myself.  There is a huge stigma with these 
diagnoses, even with professionals.” Other providers highlighted that often consumers find that their 
subsequent medical concerns are pushed aside as psychosomatic after they seek BH services. “I work in [a] 
medical hospital.  If someone has a history of MH issues, medical providers will assume the condition related 
to MH rather than physical.  People with MH conditions do have physical conditions as well.” 

Seeking BH care can be used against you in court. Others identified that there have been observable legal 
ramifications to consumers of BH services because of the stigma. Specifically, it has been repeatedly noted 
that seeking support will be held against you at a later date. As one defense attorney noted: “I am a defense 
attorney, so all of my clients are involved in the court system somehow, and often [an] individual’s MH or 
AODA concerns are discussed in open court as cases are making their way through the system.” As another 
survey respondent described, “By reaching out and asking for help from the County (when they are unable 
or unsure of how to access it on their own), some have found themselves under scrutiny and at risk of losing 

“If there is a substance abuse clinic in the area, the 
surrounding neighbors immediately think their city 
is going to go ‘downhill,’ like everyone who [has an 
addiction] is a bad person. Will someone lose their 
job if they are seen at the clinic? How can there be 

more discreet treatment?” 

“Some people with cultural/language barriers 
do not want to access behavioral health due to 

fear of ‘being turned in’ to immigration.” 
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their kids.  More non-County prevention services need to be made accessible, so families can ask for help 
without fear of reprisal.”  

Previous negative experiences with the behavioral health system reinforce stigma barriers. Having one (or 
many) negative experiences with the BH system 
prompts many consumers to avoid the system for 
life. As one key informant described, “And a 
negative interaction or a negative relationship to 
that kid, they often make the assumption that's 
the way it's going to be with all providers. And a 
lot of kids, they get in that 18-age range and 
they're like, "I'm done, I don't want treatment. I 
don't want to talk to these people.”  

Founded fears of experiencing workplace 
discrimination if and when your employer learns 
of these BH needs inhibits health seeking behaviors. Getting passed up for promotions or other 
opportunities because of stigma is a type of discrimination that is notoriously difficult to substantiate even 
when true. “People are afraid of being labeled as ‘mentally ill.’ The media has associated mental illness with 
violence, especially mass shootings and workplace violence. People are worried that a MH diagnosis may 
count against them at work, seeking promotions, raises and health insurance.” 

Sometimes family members’ reputations will be held against consumers seeking help. In some cases, 
survey respondents felt services could be affected by who you are affiliated with. One wrote: “I think, in 
particularly smaller areas, there is a lot of bias. We had a situation in a county where a family needed 
assistance and the county wasn't really doing what they needed to and it was because this family, even not 
this particular, but sisters, brothers, mother, father, grandparent, whatever had a reputation.”   

Stigma amongst providers creates gaps for consumers who use substances. One particularly common 
theme was that providers both inside and outside of the BH system carry stigma regarding SUD. As one 
respondent described: “In certain areas of Wisconsin there is a lack of understanding what addiction is and 
that recovery is possible. Stigmatizing language is still being used throughout Wisconsin by providers, first- 
responders, doctors, and the media. Some 
doctors and other staff in emergency 
rooms throughout the state still refer to 
people as junkies and frequent flyers and 
try to get them out of their emergency 
rooms as soon as possible.” Alarmingly, 
there is the perception that in some 
pockets of the state this stigma is held by 
first responders as well: “We even have 

“People have had experiences with the MH 
systems and providers interacting with them in a 
manner they found to be disrespectful, 
condescending, highly negative, punitive, non-
recovery based and non-trauma-informed, and 
often actually re-traumatizing. This leads to them 
feeling stigmatized and wary and/or unwilling to 
engage with the MH system.” 

“The pockets of resistance that I meet the most still 
are the health care system, physicians and health care 
administrators. Again, I literally talked… I used to work 

in a health care system, I was talking about doing 
opioid treatment and they said, “We don’t want those 

people in our lobby.”” 
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Emergency Medical Transports who refuse to carry Narcan because ‘those people deserve to die.’’’ 

Stigma regarding addiction and mental health causes tension across the service arrays. A common 
sentiment across interviews and survey data was that according to professionals, there is a, “lack of 
communication, mutual respect between MH and SA professionals.” More globally, a lack of empathy for 
addiction is observed in medical professionals and other police officers.  Additionally, professionals felt 
there was a misunderstanding that training in MH is sufficient to treat consumers managing addiction: 
“Medical providers lack empathy and knowledge in how to treat intoxication withdrawal.”  

The stigma regarding substance use is experienced as a lifelong barrier. One respondent described the 
lifelong impact of stigma from their own experience: “Judgement. I have been clean off drugs since 2015. I 
had a doctor last year tell me that she didn’t believe me.  It feels like once an addict, always an addict. The 
idea of a recovering addict is not even considered. I wake up every day deciding to be clean. But everyone 
else in the medical field does not see it that way. I have had some good experiences.... which has been 
great, where they complement me on my strength instead of focusing on my weakness of past drug use.” 

Behavioral Health Stigma in Rural Areas  

Although the privacy norms were highlighted as a particular concern in more rural areas, it was the least 
often mentioned stigma barrier. When asked to reflect on particularly underserved populations, several key 
informants highlighted concerns that farmers and other rural Wisconsinites may not frame challenges in 
terms of behavioral health: “I think there still is a lot of access stigma in certain parts of the state. I think any 
place that's rural, that doesn't have to deal with the same density of problems that other places do, may 
have a little bit more reactionary to some of those ‘big city problems.’” Respondents indicated that this was 
due to a misunderstanding of what behavioral health really is and why it is needed.  

Co-housing BH services with county services associated with a law enforcement creates a barrier. One 
particularly concerning barrier that can emerge 
when BH services are co-located with law 
enforcement is that being surrounded by law 
enforcement may actually trigger the central 
nervous system due to historical and/or recent 
trauma associated with law enforcement: “having 
county MH services located in Eau Claire and 
Chippewa in the same building as the court house 
can certainly create a traumatic experience for 

anyone with past law enforcement experience to 
want to continue/engage with these services.”   

“People feel that connecting with the county 
means they are not good people. They are often 
involved with CPS, court systems, probation etc. 

We are representative of that system even 
though we are a treatment provider. People are 
scared of what treatment is going to mean and 
that we will force them to do things they don’t 

want to do.” 
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BH stigma in rural populations may be particularly deep rooted. When asked to reflect on why certain 
populations are more likely to fall through the gaps in services, in rural areas, survey respondents and 
interviewees highlighted farmers as particularly unlikely to seek services. Their responses echo statistics 
which show that white, male farmers face the fastest growing rate of suicide attempts in Wisconsin (Rural 
Health Information Hub, see References). One interviewee recounted, “I think the farming community could 
be a population that is overlooked. Not necessarily underserved, but I guess going back to that culture piece, 
from what I know about the farming community is they are very strong, very independent, hardworking 
people. Stereotypically, that's not a group that might seek help. There's actually been some specific 
outreach in the Southern part of the state to bring attention to that.” Others thought that in addition to 
being fiercely independent and private, there is likely some degree of shame that reduces help-seeking in 
rural population; some believe they should just endure and not burden anyone: “In the rural area, persons 
in need may be too embarrassed to seek help. For example, farmers are often too embarrassed. Cultural 
differences are also there with our local Hispanic community. There appears to be a stigma for MH and 
substance disorders with that group also.” 

In small towns and rural settings, confidentiality is 
particularly challenging. A key barrier raised in 
every discussion of BH services in rural areas was 
the concerns about confidentiality.  “Shawano 
County is a small rural county, where everyone 
knows everyone.  It is uncomfortable having to go 
to a facility where everyone uses the same waiting 
room and entry/exit door.  It is not uncommon to 
run into someone you know.  So, is this really 
confidential?”   

 
Marginalized by the System: Themes in Health Inequities by Population 

According to the World Health Organization, health inequities are differences in health status or in the 
distribution of health resources between different population groups, arising from the social conditions in 
which people are born, grow, live, work and age (Solar & Irwin, 2010). Accordingly, health inequities in the 
behavioral health system refer to an unfair, predictable distribution of services, or in the unfair distribution 
of the negative consequences of gaps in service provision.  

As was noted by survey respondents, consumers that sit at the intersections of these marginalizing forces 
often experience the largest challenges to securing treatment. For example, “parents with cognitive, mental 
health issues, or those of lower socioeconomic status are particularly harshly judged and… are less likely to 
be included in care and treatment decisions for their kids.”  

This section highlights the mechanisms that marginalize certain populations, such as the lack of diverse 
providers and interpreter services. More detail regarding the populations that were identified to be more 

“Some people don’t want to be seen 
accessing these services in the community 
or are fearful of the neighborhoods where 

they are located or they’re fearful that 
word will get back to loved ones that they 

were seen there or they’re fearful loved 
ones will call them crazy or lazy or 

whatever other blame can be assigned.” 
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vulnerable, unnoticed, or disproportionately affected by these gaps in BH services than others is also 
provided below.  

Bias at the Intersection of Criminal Justice and Behavioral Health  

In some areas without available inpatient or residential treatment, prisons and jails are used to address 
behavioral health crises. Wisconsin’s disinvestment in institutional MH care has displaced individuals into 
the corrections system. In the absence of accessible residential care, some individuals are detained in 
prisons or jails, where they may not receive behavioral health care. One person working in the field of MH 

services commented, “I can't tell you the number of 
individuals that I worked with, who literally would not have 
been in jail if there had been someplace else for them to 
go. They were strictly in jail because they were assessed to 
be unsafe, or just ... it was clear that they couldn't be left at 
home.” These scenarios were mentioned in the context of 

rural and small-town areas, where residents tend to be 
further from existing services.  

Implicit bias is perceived to contribute to incarceration, rather than referral to care, of people of color 
with behavioral health needs. Bias against certain groups and stigma around behavioral health crises can 
determine whether an individual is directed to behavioral health services or the criminal justice system. In 
the context of rural jails, one individual recounted a conversation with one jail captain, who said he dealt 
with recidivism among individuals using drugs by “[locking] them up longer.” However, the same 
interviewee argued that this was an exception, and not the rule - that in his experience, people working in 
rural jails knew that there was an unmet service 
need. Based on our interviews, this is not the 
case for people of color. One person described, 
“I do think kids of color are often the ones who 
are slipping through the cracks or they more 
often get fed into the youth justice system 
rather than typically the MH system…. [Too] 
often, handcuffs are an entry point for young 
people to get into a system of care.”  

Implicit expectations about people of color on the part of police, teachers, providers and other professionals 
limit youths’ ability to access care and contribute to the disproportionate representation of people of color 
in Wisconsin’s jails and prisons. As one interviewee noted, bias toward low-income adolescents skews the 
odds of getting treatment, as well: “even in my community we don't have a lot of kids of color, but we have 
the poorer kids and the wealthier kids. And the kids that come from the ‘better families,’ they have 
behavioral issues, that's more often they're diverted to treatment, whereas if it's from a lower income 
family or one of those families, they're just considered delinquents and treated as such.” 

“States lock people up in cages for their 
mental health challenges; that’s the 

opposite of support.” 

“Systemic/institutionalized racism and cultural 
ignorance is a huge issue. Those who need 
inpatient mental health treatment are feared or 
seen as threatening and end up routed to 
incarceration instead.” 
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Few transitional services exist for incarcerated citizens. The lack of support to citizens transitioning out of 
incarceration was a key area of concern for survey respondents, particularly around the management of 
addiction. As one respondent noted, “There is a lack of knowledge in corrections about treatment once 
released and agents are unsure of resources, nor are they educated in deciding what treatment someone 

should receive. Corrections lack in linking clients 
from ‘treatment’ while incarcerated to treatment 
once they are released as social workers or 
treatment providers in prison are overwhelmed 
with their caseload.”  There were a number of calls 
to more effectively coordinate “with jails to connect 
inmates with MAT BEFORE release,” and to 
“encourage additional privately-owned, tenant-
funded, sober living opportunities for adults coming 
out of jail/prison.”  In all, the sense was that the lack 
of services targeting this population was reflective of 

the stigma attached to incarceration, and since 
African American residents in Wisconsin are much more 

likely to be incarcerated than any other racial group in Wisconsin, this gap in services exacerbates existing 
inequities. 

Historical and Emergent Community-level Trauma  

Historical trauma and distrust of government authority. Concerns regarding distrust of the BH system as an 
arm of governmental authority were raised via all forms of data collection. As one respondent articulated, 
“People fear the system. They fear losing their 
jobs, children, their integrity. They fear the 'state' 
or the 'system' will lock them up, or chapter them 
for using services. They may have always been 
involved within the system therefore will not seek 
help for treatment due to retaliation from law 
enforcement/court systems.” As stated earlier in 
the report, the concerns of the biased use of 
governmental authority are heightened by current 
reliance upon police involvement during psychiatric crises.  

“People on probation/parole are expected to: 
see their PO at a moment’s notice, have a job, 

pay their bills, abide by all the rules of their 
supervision, to include staying sober, 

effectively removing the ONE coping skill they 
had mastered. When are they supposed to get 

some mental health help?” 

“It’s cultural too, and then I think about 
ancestral memory or how were Black people 
treated in mental health facilities 100 years 

ago… [if] you think about it, we have no reason 
to ever trust an institution.” 
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According to the nationwide survey of law enforcement agencies, many officers share the concern that 
interaction with a police officer when a person is in crisis is more often than not (65% of the time) 

unwarranted as they are rarely deemed a threat to others. 
In this report, the officers disclosed observing how their 
appearance can seem to escalate individuals in nonviolent 
crisis and then create trauma for the individual and their 
family as the person in crisis is placed into restraints and 
transported in a cage like a criminal (Treatment Advocacy 
Center, 2019).  

The absence of diverse providers was identified as a barrier precisely because of historical trauma. “Due 
to the historic trauma many [members of the La Courte de Oreilles tribe] refuse to seek or engage in 
services for lack of trust or if the therapist is nonnative.” As one key informant explained, in one area African 
American, or Black, residents are traveling to a provider outside of their neighborhood in order to receive 
services delivered with dignity in a way that they were not experiencing when seeking services from more 
local providers: “About 65% of the people we serve are African American males, I think that the county is 
like 29% African American. We’re disproportionately serving the population, and it’s really because of the 
geography of the [city]. There aren’t resources available on the [specific area of the city]. Those are the zip 
codes where we become the trader of last resort. Because we operate an emergency room and people 
asked to come here.  It’s not just voluntary cases, about half the people who come her, come here knowing 
it is a place they will be treated with dignity and respect. So they don’t even bother going to health systems 
where they don’t have that experience.” 

Pursuit of anti-transgender legislation on the national scene is causing harm and eroding community trust 
in institutions of care. Both homosexuality and gender identity disorder have been used as clinical signs of 
mental disorder in the last 50 years. While 
homosexuality has been removed and gender 
identity disorder renamed as gender dysphoria, 
conversion therapy practices still exist and hate 
crimes perpetrated against Transfeminine women 
of color are at an all-time high. In light of this, it is 
not surprising to find in this research that sexual 
and gender minorities are apprehensive about 
accessing BH services. One provider responded in 
the survey, “Stigma and fear [exists] for all 
members of the LGBTQ+ community as well as [the 
absence of] qualified MH professionals to work with 
this population.” Others reported that some transgender individuals met with discrimination when they did 
seek help. In one focus group, a Black trans person shared how she was not provided care at a specific 
facility because she was trans and providers refused to treat her. 

“[Crisis] Involves law enforcement by 
default, further stigmatizing and 

criminalizing mental illness and preventing 
people from asking for help.” 

“Trans and LGBQT populations generally feel judged 
and that people not within their culture do not 

understand their lifestyles and cultural choices. This 
was evidenced by one of my Trans participants 
stating their therapist refused to call him by his 

chosen name and pronouns” 



 

 

94 

Those who live at the intersection of many marginalized identities may be particularly in need of support. 
This includes Black, trans-feminine youth who are unhoused. In the US, compared to their peers, youth 
identifying as LGBQ or transgender are over twice as likely to experience homelessness over the course of a 
year. Being Black or African American or having multiple marginalized identities is also associated with 
increased risk of behavioral health challenges, such as disproportionate risk of homelessness across the 
country (Morton, Matjasko, Dworsky et al., 2017; Seng, Lopez, Sperlich et. al., 2012).  Wisconsin appears to 

be no different. 

Heightened fears of 
deportation renders services 
inaccessible. Several 
respondents shared the 
concern that, 
“Undocumented individuals 
are under extreme stress and 
are very unlikely to seek 

services which adds to their 
mental health concerns.” There is 

a well-founded “fear of being ostracized or deported.” Added to this, a key challenge for the undocumented 
residents of Wisconsin is that they are ineligible to qualify for Medicaid while undocumented yet are 
increasingly burdened with the consequences of managing trauma.  Providers shared the observation that 
““Undocumented individuals that are working on becoming documented are being turned away, treated 
poorly, no translation services available, limited or no financial support, lack of advocates who can assist 
undocumented individuals navigate the system.” 

Stakeholder Recommendations: Address Stigma, Historical, and Emergent Trauma 

The strongest theme that came out of recommendations to address stigma, historical and emergent trauma 
was to center community-driven solutions. Second to this was the emphasis on reducing the BH system’s 
association with the criminal justice system. 

Invest in public education and outreach about the 
behavioral health system. A strong theme to come 
through all sources of data was that the system is 
confusing, consumers are not clear on how to 
access it, many are afraid of being left with a large 
bill afterward, providers don’t know about one 
another or how to support consumers in 
navigating the system and social norms that 
stigmatize MH and SUD prevent individuals in need of treatment from pursuing it⁠—and with good reason.  
Without a shift in social norms, consumers face the likelihood of the pursuit of treatment resulting in real 

“I think that the Black, Transgender population is one of the most 
underserved populations in Milwaukee. I think that people have NO 

education around this population. I think people of color in general are 
not given the same resources as white folks and so when you add 

other factors like Transgender, there are no services. Trans individuals 
have so many extra needs around medical issues and mental health 
issues that no one understands. There is an increase of [unhoused] 

LGBTQ youth and often many of those are Trans kids.”  

“And the public generally doesn’t even know what 
counties do. They don’t know what services are that 
are provided. So it’s like the best-kept secret, where 
private providers, they get to advertise and market. 

Nobody knows what the counties do.” 
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material consequences in their lives when others interpret this as a sign of being a bad parent, employee or 
a criminal in waiting. 

Prioritize crisis response alternatives that avoid engaging the police and criminal justice system. This 
evaluation indicates an urgent need for innovation in public safety interventions for individuals facing a 
behavioral health crisis. Developing alternatives to policing is an important step toward decreasing the 
disproportionate criminalization of individuals with behavioral health issues, particularly from Black and 
Brown communities. Survey respondents suggested changing the statute so that law enforcement would be 
barred from involvement “unless the person is actively dangerous and then law enforcement involvement 
should be limited,  [instead,]  expand use of ambulances for transport, allow for detentions on individuals 
who are presenting with significant mental health symptoms prior to the development of dangerousness 
(psychosis or mania without suicidal/homicidal concerns, but need for treatment), and make the statute 
more useful overall.”  

A recent publication highlights case 
studies of innovative approaches to 
limiting police contact.  For example, 
Tucson, Arizona has spear-headed a 
collaborative model that has 
successfully decreased the number of 
psychiatric events in which law 

enforcement officers need to intervene. 
They have vastly improved procedures to reduce the time that law enforcement spends on the transfer of 
custody.  As a result, officers spend less time responding to crises and transporting individuals to care or 
legal proceedings. The participating officers are also trained to conduct transports in a non-stigmatizing 
manner — one that balances the safety of the individual and the public while limiting the use of restraints 
and treating everyone involved with respect.  

The Tucson model consists of a mental health support team focused on prevention, mobile crisis teams for 
immediate stabilization in the community, and a centralized Crisis Response Center prepared to address any 
behavioral health need at any time, located adjacent to other resources, including a mental health court, an 
inpatient psychiatric hospital and a general hospital emergency department (Treatment Advocacy Center, 
2019).  

Prioritize hiring culturally diverse providers. The focus group data indicates that marginalized consumers 
want safe spaces that affirm and validate all identities. More representation in the MH field (e.g. providers 
that look, identify with and speak the languages of residents from various backgrounds). Residents want 
representation and support from people who can relate to their experiences. Further recommendations on 
how to recruit and retain diverse providers can be found in the section on workforce gaps. 

Offer more services in the community. Behavioral health treatments, including where and how they’re 
provided, are another part of culturally appropriate care. One person recounted, “I hear directors say that 

“Our police department should not be the ones putting them 
in the back of a police car, taking them to a mental health 
complex or to the hospital. There needs to be a different 

system in place that will help people in that situation that is 
more private, that is more sensitive to their issue.” 
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it's hard for some populations to come into the county building to get help. ... So, if a service can be 
provided outside of maybe the stigmatizing county buildings or therapist office, I think there's more success 
that way.” People needing services may be more likely to seek them out if they aren’t worried about the 
social or professional repercussions of being recognized by neighbors. For marginalized communities in 
urban areas, moving services into the neighborhood was also seen as a priority. Focus group attendees 
highlighted a need for community centers in Black & Brown communities that promote and center wellness. 
Changes as small as the decoration and layout of offices were also mentioned as making a difference for the 
comfort of minority groups. 

Don’t ask for demographics. It was noted that the request for demographic information raises red flags for 
undocumented individuals and that of their family members who are citizens. Given the tactic of the 
Immigration and Customs Enforcement agency of stalking undocumented immigrants outside of places of 
work and county buildings, one suggestion was to “send workers who can go into the community and offer 
the help vs. asking them to come to the agencies.” 

Challenges Coordinating Services with Sovereign Nations Leaves Gaps for 
Native American/Indigenous Consumers 
 
Tribal communities and Native American residents were identified as groups facing unique gaps in service 
access. These groups are forced to navigate policies and funding structures across both tribal and county 
governments. Each of the 11 tribes in Wisconsin operate their own clinics that ostensibly offer behavioral 
health services. However, what is available varies considerably, and is based—in part—on how much money 
the tribe generates on its own, as well as how much money they receive from Indian Health Services. As a 
result, some tribes contract out to other regional partners.  
 

The few informants that discussed 
Wisconsin’s tribal communities felt 
that the adequacy of services across 
tribes is not uniform. However, they 
described that the tribes do face 
challenges that mirror those of other 

under-resourced, rural areas in 
Wisconsin. As with non-tribal counties, at times services are few and far away and when they are in the 
community, consumers may be hesitant to utilize them for fear of limited confidentiality in a small 
community. Though there are cultural differences between tribal communities and rural communities in 
terms of the meaning attached to formal MH and SUD services, shame and stigma seems to affect access for 
both groups. 
 
Finally, there is a challenge in coordinating care effectively across the BH services situated inside sovereign 
nations as well as outside of them: “Another barrier is the lack of coordination by county-run crisis lines with 

“But I think our tribal nations are definitely underserved as far as 
accessing mental health, actually having mental health services, 
and all the community supports that go around that. Like job 
placement, medication, management, and things like that.” 
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tribes. For example, the outpatient behavioral health (tribal) clinic will not receive notice when a client 
accesses crisis line services, and the crisis service will not schedule follow-up sessions with the outpatient 
clinic.” 

 
When tribal clinics do provide behavioral health services, those seeking help may face difficult social 
dynamics. Clinics provide culturally relevant care, but they are also embedded in a small community where 
confidentiality issues can arise, as 
in other rural areas. Respondents 
indicated that due to the unique 
cultural context of a tribal 
community, individuals don’t seek 
care within their communities for 
fear of recognition and don’t seek 
care elsewhere because of the 
cultural mismatch of services. This 
leaves many tribal community 
members stuck in service gaps.  
 
 
 

Existing Translation Services Are Insufficient  

Translation services are not fully addressing gaps caused by provider-client language barriers. Several 
respondents highlighted the challenges of connecting to services, when so few are available in a language 
other than English. “There's accessibility issues because we don't have enough culturally competent and 
culturally trained Black and Hispanic, Latino, Puerto Rican providers, Asian providers, [and] providers of 
color to work with people of the same background. We very much have people that want to have providers 
that look like them. It's very important.” 

Our interviewees reported that in many areas, non-native English speakers, non-English speakers, and Deaf 
individuals all face limited behavioral health care options because of the lack, or inadequacy, of translation 
services. This affects their ability to receive care at all, and the quality of the care they receive, even in cases 
where a translator is available. One individual noted, “if you don't have that knowledge and skills to 
understand the appropriate culture of that person, it's harder to treat that person, especially when you have 
language barriers involved. Language line; yeah, we have that, but it's not the same as if you have a bilingual 
[provider] that could speak the language.”  

“As Native Americans, we are seeing more effects of the drug crisis 
trickling down to the young. More children are being removed from 

their homes, have a higher disability rate than other races, earlier 
distinguished developmental delays, and resistance for authority in our 

area. Young teenagers to adults have a hard time accepting help or 
don’t have the family support to receive help. Many are in survival 

mode and put up common barriers for assistance.” 
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Language interpreter testing is biased toward native English speakers. Additionally, interviewees noted the 
current practices in hiring interpreters biases the selection of non-English fluency. Specifically, it was 
suggested that the use of English idioms in testing for interpreters’ biases licensing toward native English 
speakers and fails to identify interpreters with adequate skills for understanding the non-English language. 
One individual working in the MH field across rural and urban Wisconsin observed, “[Very] good interpreters 
are the interpreters that come to the United States when they're a teenager, so they speak both languages 
equally. In the testing process, the challenge is that if I don't live here, I don't understand all the idioms here, 
so those are on the test. … [So] therefore I'm not going to pass the test at all because I am being measured 
as if I was someone who grew up 
here.” 

 

 

Sourcing interpreters from within 

a close-knit community presents 
confidentiality concerns. One consequence of 
a limited culturally matched workforce is that it 
can be hard to find providers or translators 
without intimate connections to the consumers.  
In addition to coupling with stigma about 
seeking help to create a barrier to treatment, 

this also raises real concerns about the ability to 
maintain a truly confidential environment. “Among the 

Asian and Hispanic communities, because there are few providers familiar with the language and culture, 
most clients feel that everyone will know their private issues.  There is a strong feeling of non-
confidentiality.” In reference to all non-English speaking consumers, respondents repeatedly described how 
interpreters who either judge the consumer or are unable to honor confidentiality are a barrier to accessing 
existing services.  

The dearth of diverse providers and/or translators may result in longer wait times for non-English 
speakers. This combination of barriers was described by focus group participants as an unseen burden of 
labor and at times still resulted in services that were not a good fit. 

“Now we’re having young people coming in as [an] 
interpreter who speaks fluent and beautiful English, but in 

the native tongue, very rusty and don’t understand the 
terminology. For interpreter companies who don’t speak 

the language and understand the culture, feel like, oh, 
these are great interpreters because they speak beautiful 
English, but they don’t know that their native language is 

poor.” 
“We have a large Hispanic population in our area, 

and they are very close-knit. So finding local 
translators is difficult because they do not want to 

be involved in such personal information about 
those they are close to in our community. Bringing 
a family member or friend is sometimes done, but 
then again, they are putting that other person in a 

sensitive position and perhaps they are not as 
honest and open as they would be if they were 

able to speak freely to the counselor." 
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“Cuando tuve mi ultima niña me dio depresión 
post-partum. me tardaron casi un año para poder 
encontrarme alguien que pudiera verme. ...esa 
persona no era psicóloga, era una consejera 
porque no había alguien que también hablaba 
español, y eso. Me vieron dos meses y enseguida 
me medicaron [aunque] dije que no quería 
depender de eso.” 

“When I gave birth to my youngest daughter, I got 
postpartum depression. It took me almost a year 
to find someone who could see me. ... that person 
was not a psychologist, she was a counselor 
because there was no one who also spoke Spanish, 
and so on. The counselor saw me for two months 
and immediately put me on medication [even 
though] I said I did not want to rely on it.” 

Stakeholder Recommendation: Improve Access for ESL and Non-English Speakers 

With community guidance, revise the translator certification process. In the focus groups, participants 
emphasized the need for adequately trained interpreters that provide culturally responsive, accurate, and 
clear translation for MH services. Residents who do not speak English prefer to receive care in their first 
language.  For individuals who are deaf or hard of hearing (HOH), they want to be able to navigate MH 
services and express their experiences without losing information in translation. Given the feedback that 
current translation is not matching the needs of consumers, it makes sense that adaptations to the process 
of screening potential translators would be most likely to be effective if those who will utilize them are 
consulted and have a role in shaping the process.  

Make translation services reimbursable or provide 
grants to cover the costs of hiring a translator. Focus 
group attendees suggested that interpreters should be 
readily available to ensure people can effectively 
communicate to providers and other staff.  Survey 
respondents identified the financial cost of the 
translator as a barrier that was preventing outpatient 
providers from serving deaf, HOH, and/or non-English speaking consumers. One option is to increase 
Medicaid reimbursement rates for BH services provided to individuals in need of translation, to allow 
financially strained providers to cover their costs.  

Give priority to finding bilingual providers rather than relying upon translators. A handful of respondents 
expressed that even when there are interpreters, the quality of the services is hindered due to the back and 
forth communication between three parties. They subsequently emphasized that the therapeutic quality 
would greatly improve if there were bilingual providers as opposed to translators. One respondent pointed 
out that even when a provider is bilingual, there can still be cultural misunderstandings. There were some 
comments on practitioners being bilingual, but not culturally fluent or had a better understanding of English 
than the client’s native language. There was some acknowledgment that this wasn’t just a behavioral health 
phenomenon, but also a larger service issue in the healthcare system. 

“Some OP clinics don’t offer to provide 
interpreters due to the clinic being responsible 

for the cost, so there is no profit to the session.” 
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Help Deaf and Hard of Hearing mental health service providers obtain their license(s) in Wisconsin. As one 
provider described, “they are experiencing barriers regarding Wisconsin not accepting out of state clinical 
hours or training. Also, there is a shortage of individuals/facilities who can provide direct supervision in 
American Sign Language (ASL) to those who need their clinical hours. Lastly, if a deaf service provider wants 
to earn her/his clinical training in a facility, there is an issue with who will provide and pay for interpreter 

services since there is no one who can 
provide the direct supervision in ASL.” The 
issue of locating the necessary supervision to 
complete the 3000 hours needed to attain 
licensure was identified elsewhere as 
contributing to the loss of qualified 
professionals with roots in Wisconsin. 

Adapt outreach materials and services for a 
variety of audiences of various literacy levels. Focus group participants suggested there is a need to 
promote the value of MH and SUD services with a focus on tailoring materials and services for 
older/newcomer generations and for youth/1st generation. One idea highlighted by participants was to 
“incorporat[e] videos and pictures in order to provide those whose first language isn’t English to have more 
opportunities to express themselves.” 

Employ community members to engage in public outreach and support system navigation. Across data 
sources, there was a sense that more education that focuses on where and how to access services 
(procedural) as well as learning about what MH entails (health and wellness) is necessary. Moreover, it was 
emphasized that this education for the general public needs to be culturally sensitive and responsive to 
different populations. Both focus group participants and survey respondents highlighted this as an 
opportunity to incorporate and employ peers from and in those communities to develop and conduct public 
education strategies and communications regarding the BH system. 

Knowledge of Marginalized Populations is Limited to the Margins of the 
BH System 

In response to questions regarding key challenges and solutions for specific sub-populations an interesting 
pattern emerged. While many key informants and respondents identified that Black, or African American 
consumers and/or LGBTQA consumers faced additional disparities in accessing the BHS, very few had ideas 
in mind of how to fix these gaps.  The sentiment “I don't have much more on that,” was repeated more than 
once after a respondent made a statement regarding these two groups; in general, solutions to the barriers 
facing these groups were not common or definitive. Conversely, when key informants and respondents 
highlighted disparities faced by Deaf or Hard of Hearing consumers, Tribal consumers or LatinX consumers, 
they typically had solutions in mind.  The exception to this pattern was that key informants whose position 
included a specific focus on minority populations could speak in greater detail of the source and degree of 

“Several deaf professionals who have graduated with 
their MSW have struggled to find access to 

interpreters to complete required training hours to 
obtain a license to work. All of the Deaf people I know 

in the field have left our state to find employment.” 
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disparities in accessing the system as well as share ideas for improving equity for Black, African American 
and/or LGBTQA consumers. 

It may be that challenges facing African American and LGBTQA communities are gaining increasing national 
attention over the years, such that an increasing number of people are aware that there is something there 
to be concerned about. But unless they are personally charged with addressing it, they are less aware of 
how to meet the behavioral health needs of these marginalized communities. 

Another possible explanation is that the breadth of the issue for these two particular populations does not 
lend itself to handy solutions. The pervasiveness of the issues they face might require larger efforts by the 
BHS and healthcare systems that are beyond the scope of individual providers’ experiences. As one 
interviewee described, “I think we do little bits and pieces of it in the state to try and promote it, but I think 
it would really take a systems-level collaborative effort because I think it happens not just in the behavioral 
health system but in every system that is in our state.”   

Stakeholder Recommendation: Address Limited Knowledge of Marginal Populations 

Make cultural competence and humility part of provider training, with a focus on equity issues. Hiring and 
retaining a diverse workforce is a key part of providing culturally appropriate care, as discussed in the 
section, “Develop Workforce and Workforce Diversity.” However, providers of all backgrounds should be 
prepared to support clients from minority groups. One person suggested tackling this from the training side, 
saying, “I think we could do better with graduate medical education programs. ... [Residency] programs 
within underserved communities, or minority communities, or American Indian communities, where they 
can have rotations within those communities and have a more robust experience of providing services 
beyond dominant society.” These recommendations were also raised by participants in the focus groups: “I 
really think more emphasis on cultural humility could definitely be something that would help as far as 
diagnosing and what you need for different populations.” And specifically, that changes to training before 
entering the workforce are key, “these psychology and counseling programs need to change their curriculum 
to fix this issue.” Additionally, accountability mechanisms to ensure cultural humility in the workforce were 
recommended by focus group members as a complement to adapted graduate training. 

However, this recommendation needs to be tempered by the lived experience voiced by members of tribal 
communities. There were concerns 
expressed that recent graduates not 
from tribal communities could do more 
harm than good and that tribes do not 
enjoy being someone’s learning 
ground.  As such, steps need to be taken 
to develop cultural humility and to 
invest in pipeline programs into the 

“There’s a lot to say for learning on the job for sure, but I 
think tribes would say we get a lot of that. I think a lot of 

underserved communities will say we get the people who 
don’t know and they’re practicing on us and they’re 

learning on us.” 
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profession for members of tribal communities to fill the needs of providers themselves. 

Lack of Protections and Accommodations for the Working Poor & 
Caregivers  

Access to the system is more challenging for 
consumers who do not have established care with 
a primary care provider. A theme that emerged 
from the hypermarginalized consumer focus 
groups was that trying to access MH services are 
difficult if residents are not eligible, do not have a 
specific insurance, or do not have a referral from a 

provider. Additionally, specialized services have limited 
resources and cannot offer support for residents as needed. 

There are insufficient protections for 
workers who need to take time off to 
access behavioral health services, for 
themselves or their family. A notable 
barrier highlighted by a provider in the 
survey is the inability for many 
consumers to take time off of work in 
order to receive services. Others noted 
that in addition to lacking the 
flexibility to attend appointments or 
care for family members, many 
consumers fear how their employers 
will treat them if they learn their 
employees are in treatment for MH or 
SUD support, given the stigma 
associated with MH and SUD 

challenges.  The consequences of missing 
work were to attend to child behavioral 

health needs were noted as particularly dire for single parent households who have only one income to rely 
upon:  “A lot of single parent households see this as a huge hurdle because if you are the only working 
parent trying to provide for your kids, you can't afford to lose your job - now you have to choose - get your 
child (or yourself) treatment, or be unemployed trying to figure out how to pay bills and eat.  It's not a good 
situation.” 

“[Everybody] don’t have a primary doctor or 
care physician, so if you don’t have that, ... 

that’s the only way you’re going to be able to 
see a psychiatrist, so that’s what I don’t like 

about the system.” 

“The biggest hurdle that I see in our facility is that we are 
largely a manufacturing county and because of that, 

employers don’t give employees the time off of work to 
make outpatient visits because they know they can replace 

them easily. We see a lot of people who are struggling 
because they want to get help, but every time they leave 

work, it’s an unexcused absence that counts against them. 
Too many and you’re gone. This applies to both adults who 

are trying to seek treatment for themselves as well as 
parents who are trying to seek treatment for their kids. 

The employers don’t care if the child needs to make these 
appointments, they care if the employee is missing work.” 
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The absence of family-friendly residential 
treatment marginalizes adults with young 
children.  Parents and families face unique 
challenges in behavioral health care and 
require special consideration. For all 
services, but residential services 
especially, lack of childcare was cited as a 
major barrier to access. If caregivers of 
young children must travel to providers to 
get treatment, having “childcare at the 
places where treatment is happening so the parents don't have to make a 
choice of staying home with no childcare or making appointments,” would help to reduce this inequity. One 
person noted that, “Sometimes, parents will avoid treatment out of fear that their children will be removed 
by the Child Protective Service system, or just the practicality of, ‘I'm raising a kid. I can't really spend a few 
months in an adult-only facility.’”  

 

Current no-show policies held by private outpatient providers penalize adults with young children, 
especially when they are low-income and/or isolated from extended family. Patients without reliable 
transportation and with competing priorities—like childcare, education, or a job—are more liable to be late 
for appointments or miss appointments in the context of outpatient care. Several interviewees highlighted 
the tension between these understandable barriers for consumers and the fundamentally limited capacity of 
providers. One person observed, “[There's] a lot of no-shows. So, you may actually have the capacity to 

serve people, but you can't double book because what 
if they both come in at the same time?” Another 
interviewee noted how organizational policies around 
no-shows can push out low-income individuals without 
reliable transit. Some agencies have a “three strikes 
and you’re out” policy which bans consumers from 
that agency regardless of their reasons for missing 
appointments.  As a result, their access to services 
tightens and their condition can worsen. Navigating 

this tension on an organizational level is an important 
facet of the conversation around access to care.  

Stakeholder Recommendation: Reduce Health Inequities Created by the Lack of 
Protections and Benefits for the Working Poor 

“[You] create scenarios where the most disadvantaged 
families have to travel the furthest in order to be here. … 
[If] we don’t have capacity here, they have to travel quite 
a long way. Where if they have a commercial plan, there 
are many more options for them. So I mean, its barrier 
upon barrier for these types of kids to get the help that 
they need.” 

“People with mental health miss 
appointments or don’t give 24-hour notice, 

they no longer seen. With people dealing with 
health issues and mental health issues, they 

do not always have 24-hours’ notice, just like 
the rest of us, you don’t know you will wake 

up sick in the morning.” 
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Advocate for legislation that mandates worker protections. Although this is outside of the realm of the BH 
system, it is clear that the environment in which the system is operating has an enormous influence on how 
the system functions and in particular, when and how gaps 
become predictably and inequitably distributed.  Given the 
commonly held sentiment that MH and SUD needs are the 
symptoms of a stressful environment, addressing inequities in the 
system means leveraging influence to advocate for legislation that 
reduces stress on Wisconsinites.  Stressors regarding work and 
housing are two of the biggest areas repeatedly noted across 
types of data collection.   

Revise the rules for telehealth to allow consumers to receive services from home. A number of 
respondents and informants were interested in finding solutions that eliminated the need to travel at all for 
parents with children.  One way to do so that costs less than sending a provider to the caregiver’s house is to 
broaden the rules around the use of technology for treatment. To allow for such services in an uncontrolled 
environment in the home via a screen, any new telehealth rules may also need to ensure the maintenance 
of consumer confidentiality protections.  

Ban the practice of reporting pregnant individuals with 
SUD concerns to CPS when they seek prenatal care.  
This practice is unevenly executed, with mothers of color 
facing this penalty more frequently than white mothers.  
This practice is not state-mandated and deters help-

seeking behaviors, which are ultimately in the best interest 
of the child.  

Include family members in the treatment process. On the Wisconsin Department of Human Services 
webpage for MH services, including family members in the treatment process is one of the four signs of a 
quality program. Yet survey respondents highlighted a continuing need for intentional inclusion of family in 
the treatment process, to address underlying issues and accommodate the demands of caregiving. One 
wrote: “Family involvement in most treatment episodes with clients is nearly non-existent in many agencies 
yet they say that disorders [are] a ‘family illness.’”  

Specific suggestions included ensuring that NEMT will transport consumers with young children and 
earmarking funds to provide supportive services for caregivers of children. Respite services for families were 
highlighted as a promising strategy for reducing system involvement. A number of providers suggested that 
at times families involve law enforcement or the BH system just to get a break and if other options were 
available this could reduce the strain on the more intensive services.  

County Levy System Exacerbates the Health Consequences of Segregation 
and Income Inequality  

“Develop legislation for employers to 
allow paid time off/flexible scheduling 

for medical/MH care of clients.” 

“Eliminate child abuse provisions for 
pregnant substance-using women to 
remove deterrent for seeking prenatal 
care.” 
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The consequences of relying heavily upon county tax levy funding has implications on the equity of county 
BH system resources.  Specifically, respondents noted that counties with relatively low tax bases have 
greater challenges and fewer resources to address these challenges.   

Respondents and informants called for the development of cross-county resource sharing and more 
consistent funding streams, to relieve some of the financial and administrative burden on less populated 
(and less resourced) counties. One individual working in the MH field across rural and urban areas argued, 
“[There] needs to be some uniformity established in the implementation of MH programs across the state. 
We have people that move from one county 
that are involved in a program and they go to 
another county - that program may not even 
exist. It may be operated entirely differently. 
And while no one is going to disrupt this strong 
county rule in Wisconsin, I think that there has 
to be some sort of negotiated framework for 
improving on what we have today.” A person 
working in outpatient services made a more 
radical suggestion: “We're a state that is very 
much divided up by our counties, and our counties administer some of the dollars available for SUD and MH 
services. I believe we need to move to … where the state coordinates access to services.” Some form of 
resource sharing, whether through statewide integration or cross-county coordination, could be a critical 
step toward increasing access to services.  

Stakeholder Recommendations: Reduce the Impacts of the County Levy System on 
Health Inequities 

Explore the possibility of sharing resources across regions. Many generally spoke of adopting a hub-and-
spoke model of care mentioned earlier, while more specific suggestions included neighboring models that 
have been perceived to be successful such as the “Minnesota model of state coordinated BH services,” and a 
“statewide comprehensive primary care contract to pay for integrated BH services in primary care. Kansas 
did this via a partnership between Medicare, Medicaid and Blue Cross Blue Shield to cover integrated BH 
services at the University of Kansas Health System.” Others suggested the adoption of “Modern 
Contemporary Regional Mental Health Centers, which are funded and operated by the State of Wisconsin.” 

Insufficient Community Input in Services 

Wisconsin’s communities, both rural and urban, are made up of people with diverse identities, backgrounds, 
and experiences. On an individual, organizational, and community level, this diversity contributes to 
different perspectives on health, treatment, recovery, and communication. Concerns were raised that 

“[Let] the community be a part of your solution so that 
way you don’t have to shoulder all the headaches and 

trying to solve a problem that is not yours and you don’t 
have a full understanding of it.” 
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without community input in service approaches and state-level behavioral health strategy, the care that is 
available ends up missing the mark. 

One interviewee working in rural Wisconsin highlighted the lack of input from certain communities to the 
approach to care, linking it to the ways that organizations develop and implement programming. She 
argued, “[How] often do you see somebody come in and say, ‘Well, this is what the expert says, and this is 
what we're going to do. We wrote up a grant, and we're going to launch this.’ And there's been no input 
from the communities it's invented for.” The lack of community input in behavioral health services 
contributes to gaps in culturally appropriate care around the state.  

Addressing cultural 
appropriateness was one 
critical step for respondents 
to reach more people in need 
and provide better quality 
services across the state. But 
many also felt there was a 
need to go further, involving 
those affected by mental 
illness and in programmatic 
and state-level decision making. Bringing marginalized populations into the decision-making process is a 
best practice in the work to advance health equity.  This includes approaching consumers with the dignity 
they deserve and re-organizing decision-making bodies and processes so that the voices of those most 
impacted by the gaps in the system are given greater weight and their solutions a higher priority.  

As another key informant emphasized, broadening the BHS to more effectively meet the needs of non-
Westernized thinkers requires working with non-Westernized individuals who innately understand some of 
the inherent conflicts with current functioning as well as opportunities for improvement. But as one 
interview noted, engaging individuals marginalized by the system is not an easy task as there are preexisting 
gatekeeping rules that determine who is qualified to be involved in decision-making roles in the system:  “Do 
they have the resources? Do they have the capacity? The capacity is we have all these regulations that 
governs who can do what, so you have a population that may be able to do the job but can't get 
certification. Then they can't be the one that's serving the community but someone else because we have 
roadblocks that never allow them to be on the other side. It's a combination of the policy, the resource, the 
staffing, management and all of that and policy, so which one do you tackle first?"  

Implications: The Consequences of Inaction 

Across all of our data, stakeholders felt that inaction would worsen existing health outcomes statewide, 
deepen existing health inequities, and perpetuate the intergenerational transmission of trauma. 

“[Nothing] about us without us. I think if I were going to say one 
thing that would make a huge difference with the cultural 

responsiveness, is that no program would be approved or funded 
that did not have large amounts of input from the communities 

that are targeted or that have been chosen, or that have asked for 
this service.”  
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Without shifting the focus toward prevention and early intervention, conditions and costs will escalate. 
The lack of enough quality services that address BH needs before they become acute puts the BH system in 
an ongoing crisis mode itself and has serious implications for taxpayers as well. When the BH system does 
have the capacity to meet everyone’s needs, too many people end up waiting for services or abandon hope 
to get help.  Conditions for a portion of these individuals eventually become acute and they end up in 
expensive inpatient placements which is an extra cost to taxpayers that could have been avoided. One 
respondent described the relationship between Family Care organizations and the county BH system as an 
example of this dynamic: “The 
Family Care organizations are 
allowed to limit services to 
clients which causes crises 
and then the counties are 
liable to pay for very 
expensive inpatient 
institutions until the person 
is stabilized enough to be 
released. They are required 
to re-enroll in the Family Care 
[Managed Care Organization] and the cycle 
begins all over again.”  

If the current shortages in psychiatrists are not addressed, the gaps in medication treatment will widen. 
As the current workforce retires, the concern is that with current rules regarding medication monitoring, 
consumers will experience significant gaps in their medication treatment: “If a person's psychiatrist leaves 
the practice or retires the person in need is often left with less than a 60 day supply of their meds and the 
task of finding a new psychiatrist. Once they find a new psychiatrist accepting new people the wait time is 
often 6 months. By that time the original meds have run out and no provider will refill until the new 
psychiatrist provides a new order. This can leave a person without their necessary meds for over 4 months.” 

Behavioral health and criminal justice disparities will worsen without addressing the effects of 
institutional bias on Black and Brown communities. If people with BH crises continue to be diverted to the 
criminal justice system, there is concern that the disproportionate incarceration rate of black and brown 
residents will continue to grow. Without transitional services, the belief is that the trauma caused by 
experiences in the criminal justice system will become the burden of the next generation to manage. 

Priorities for Change in the Behavioral Health System 

Both interviewees and survey respondents were asked to reflect on their suggested priority areas for 
improving the BH system. The interviews included many State staff and their priorities centered on 
improving funding, addressing the statutes that govern care, and addressing the gaps in the diversity of 
providers in order to address equity. Conversely, local outpatient providers, administrators and advocates 

“We need to put effort into identifying root causes and providing 
prevention/early intervention, if possible. However, those who are 

incarcerated, or justice involved have a higher likelihood of co-
occurring needs and are often times the least likely to access those 
services. They are also likely to be parents and without proper care 

with pass trauma along to the next generation. Identifying root 
causes within our justice involved folks can decrease the 

intergenerational patterns.” 
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focused more on improving access to services. Finally, priorities suggested by consumers in the focus groups 
centered on addressing the mechanisms of marginalization in the system.  

As noted by the World Health Organization, “a characteristic common to groups that experience health 
inequities—such as poor or marginalized persons, racial and ethnic minorities, and women—is lack of 
political, social or economic power.” Thus, they instruct:  “to be effective and sustainable, interventions that 
aim to redress inequities must typically go beyond remedying a particular health inequality and also help 
empower the group in question through systemic changes, such as law reform or changes in economic or 
social relationships (WHO, 2020).” As such, this analysis prioritizes recommendations that address these 
root causes of health inequities and invest in the leadership of marginalized groups. 

In this section, we explore the priorities outlined by survey respondents, with expanded detail on the 
priorities that were consistent across data sources Following the theory that the absence of a voice and a 
vote are partly responsible for the existence of predictable health inequities, and that those closest to the 
problem are those closest to the solution, this report concludes with a section uplifting the voices and 
solutions offered by those most likely to slip through the gaps in the system. The intersection of the 
solutions offered by those most impacted and the wisdom of those who work within the system will 
illuminate the most equitable and viable solutions to the gaps identified. 

From the Voices of Those Most Impacted: Strategies for Advancing Health 
Equity 

Groups most impacted by the gaps in the BH system identified by the range of participants in this gaps 
analysis include in no particular order: people age 25 and younger, the elderly, members of sovereign 
nations, Black and African American individuals, LGBQA and Transgender and gender nonconforming 
individuals, refugee populations, LatinX populations, the deaf and hard of hearing, the homeless, the 
working poor, people with caregiving responsibilities and people that sit at the intersections of these 
identities qualify as the hypermarginalized (e.g. elderly black, transfeminine and homeless).  

Residents not being able to get MH services is indeed a problem that needs to be addressed. This barrier, 
however, also creates opportunities for people to come up with their own ways to handle or manage their 
MH without subjecting themselves to additional harm from an institution. This section explores the 
recommendations identified by the consumers who were recruited for their membership to historically 
marginalized communities to participate in the focus groups. 

Allowing spaces for people to share their experiences is in itself an important first step; one that needs to 
be followed with community-driven changes. While some people do not know how or where to access 
services, others are choosing to forego services they know will not help them. They are actively making 
decisions about their care because of the lack of care that is offered. Creating alternative ways of healing is 
also known as self-healing power and is a valid approach for many residents in Wisconsin. 
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In the focus group space, some residents also shared wanting groups to be able to share their stories. 
Sharing stories is a powerful way to build trust and understanding between individuals. Further, storytelling 
is an alternative/ nontraditional approach for processing emotions and feelings that gives support for many. 

Prioritize crisis response alternatives that 
avoid engaging the police.  Reducing the 
involvement of the police when 
consumers are in an escalated state will 
require a significant amount of innovation 
but given the disproportionate 
involvement of police when the consumer 
is a person of color, manifesting 
alternative approaches is an essential step 
for advancing equity.  

Prioritize hiring culturally diverse providers and invest in services provided in the communities. The focus 
group data suggested that residents want safe spaces that affirm and validate all identities and clinics that 
are located in communities of color. Specifically, community centers in Black & Brown communities that 
promote and center wellness. More representation in the MH field is needed (e.g. providers that look, 
identify with and speak the languages of residents from various backgrounds). Residents want 
representation and support from people who can relate to their experiences. 

Expand and support a broader view of mental health 
services. Just as many key informants and survey 
respondents identified, the current approach to MH 
services might benefit from a broadened 
understanding of the various ways in which different 
cultures have fostered resilience over centuries of 
adversity.  

Mental health services should be broadened to 
encompass alternative forms of counseling and healing. Nontraditional and non-intrusive treatments like 
storytelling should be incorporated into MH services offered. Mental health services should aim to have 
consumers be partners in their understanding of MH and managing mental illness.  

Focus group participants emphasized the need for a more holistic viewpoint on MH to be promoted and 
valued. Residents want MH integrated in schools, workspaces and other spaces of everyday life so discussing 
MH is normalized. Mental health services that are integrated into other services and accessible for all, and 
not just for those in a crisis (e.g. preventative services). 

Additionally, according to the focus group data, residents want peer support groups in multiple languages. 
With a focus on educating each other about what MH is, how to access services and what to expect. 

“Our police department should not be the ones 
putting them in the back of a police car, taking them 
to a mental health complex or to the hospital. There 
needs to be a different system in place that will help 

people in that situation that is more private, that is 
more sensitive to their issue.” 

 

“Just talking about the positives of mental 
health and how seeking help for mental health 

in various ways can be very healing and moving 
away from a stigma, moving away from the 
negative of it, but making it more positive, 

making it more accessible.” 



 

 

110 

Residents want support groups that are specific to people’s experiences (e.g. substance abuse, alcoholics, 
parents of children with special needs). This finding is aligned with recommendations heard from the key 
informant interviews. 

Investment in community members, community-based and local organizations to provide services to 
clients they serve. Financial resources should be given to community-based organizations and community 
members that have historically encountered challenges in becoming BHS service providers or providing 
input into the evolution of the behavioral health system, but nonetheless have been providing MH and SUD 
support services to marginalized community members outside of the state behavioral health system. This 
includes building out educational programs to support a pipeline of culturally diverse providers, as well as 
identifying methods for engaging existing culturally diverse service providers into the BHS; this may also 
require an expansion of the acceptable range of eligibility criteria for becoming a reimbursable provider.  

Equitably restructure financial access to mental health services and programs for residents. In light of the 
experience that people with the least wealth have the largest barriers to receiving care that the current BH 
system does not compensate for, the suggestion was raised that future reformations take issues of equity 
into consideration. 

Training and accountability regarding cultural humility for current mental health providers. Providers need 
to be educated in order to serve people across cultures. Interpreters are necessary and need to provide 
culturally responsive and accessible services for residents. Providers and interpreters should be trained and 
knowledgeable about MH across various cultural contexts and sensitive to the lived experiences and 
histories of different communities in Wisconsin. Many residents believe that it’s the state’s responsibility to 
actively fight against discrimination. They want accountability for clients who are using services to ensure 
they are treated with dignity and respect. Residents want quality and timely services for their MH. 

Invest in addressing the social determinants of health. Many focus group participants discussed how other 
stressors impacted their lives and subsequently how they understood their MH. Some saw having access to 
resources like food and housing as being a solution that would improve their overall MH. Having basic needs 
met are essential to ensuring that people 
are able to take care of their MH. 
Accordingly, focus group participants 
highlighted the need for a wider range of 
services available for their overall 
wellness (e.g. food stamps, support for 
people who are aging).  

Community members want 
opportunities to talk to legislators 
about services and provide guidance. 
Residents are engaged and concerned 

“[If] I had just random money to give away, it would be 
to create stipends and the ability to financially support 
and compensate just peers, parents, and young people 

who have lived experience, who can be a consultant and 
support these service providers and support the state 

health department, all that stuff. So that decisions can 
be made organizationally and from that lens also being 
informed by the perspective of what they experience.” 
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about the current state of MH and SUD services and interested in playing a defining role. 

Themes in Suggested Remedies of Gaps by Survey Respondents 

Survey respondents were provided two open-ended questions and prompted to share suggestions for 
improving the array of MH/SUD services and then asked to provide their top recommendations for change. 
Written responses to each question were coded and thematically categorized using the same categories as 
there was considerable overlap in responses to each question. Responses to the recommendations question 
were then quantified by category and patterns are displayed in the graph below. Detail on the themes that 
emerged more strongly across both questions are summarized below. When appropriate, overlap with key 
informant and focus group participant data are noted. 

As Figure 14 illustrates, the vast majority of priorities identified by survey respondents centered on improving 
access to the system. The spot for second most frequently endorsed category of solutions was a tie between 
increased funding and developing the workforce. The fourth most frequent recommendation was to 
supplement the clinical approach to MH and SUD treatment and the fifth most frequent recommendation was 
to improve the coordination of policies within the BH system and across human service systems. 

Figure 14. Recommendations for Prioritization from Survey Respondents 

 

#1 Increase Accessibility 
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Increasing accessibility was a category that encompassed a variety of recommendations including: spread 
awareness of how to access services, locate more services in the community or invest in innovations that 
bring services to people such as telehealth; improve crisis and detox services; provide more wraparound 
services to support individuals through transitions in services; change rules to allow in more providers; 
change rules to allow in more consumers; improve coordination with private insurance; make more 
affordable for consumers; and reduce waitlists. Below, the recommendations that triangulated across data 
sources and spoke to root causes of system barriers identified by key informants and survey respondents are 
prioritized. 

Hire community-based system navigators from marginalized communities to perform outreach and 
referral services. In order to increase access to the behavioral health system among underserved 
communities, individuals from these communities should participate in the outreach and referral work to 
their own communities. 

Reduce geographic barriers by providing more services within the community. A wide variety of 
recommendations were provided for addressing the issue of physical access to services.  The main theme 
among them was the desire to get resources to people where they are, rather than rely upon identifying 
ways to get people to specific services. All the suggestions emphasized the value of providing resources to 
people early to forestall more expensive intensive services later.  Suggestions ranged from in-home therapy 
programs, drop-in community-based wellness and recovery centers, sub or mobile sites, capitalizing on 
telehealth for group counseling, situating providers in existing organizations such as schools, local churches 
or homeless shelters; and replicating the ADRC model for crisis prevention using “options counseling, 
caregiver support, etc., before a crisis happens.” 

Prioritize crisis response alternatives that avoid engaging the police and criminal justice system. Noted as 
serving as a mechanism of inequity, a source of emergent trauma, and a deterrent to health seeking 
behavior from communities facing disproportionate contact with law enforcement, identifying solutions to 
reduce reliance upon police contact would increase system accessibility. 

Increase intensive outpatient services for consumers in transition. A common concern was the absence of 
follow through for consumers new on the path of recovery and for those in transitional spaces such as 
switching between components of the service array or transitioning out of incarceration/detention. For SUD 
services, sober houses and halfway houses were identified as one missing piece of supporting long-term 
recovery, especially when transitioning out of more intensive environments and back into the community. 

Increase availability of youth full-day treatment and overnight respite for families. These priorities were 
uplifted primarily to address the need for maintaining the close caregiver relationship between parent and 
child while providing important time-outs for families to avoid escalation into a crisis. It was emphasized 
that full-day treatment is preferred over half-day because some parents’ work schedules disallow them from 
being able to secure this treatment for their children. 
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Offer SUD support groups in a variety of languages. A few focus group participants shared how having 
support groups that were specific to the issues they faced would be beneficial. Moreover, having these 
support groups offered in Spanish and other languages would allow residents to share how they feel in their 
language and not be limited to English-only groups. 

Reduce wait lists by broadening the array of professionals allowed to be reimbursed. Utilize peer 
specialists, LPCs, LMFTs and LCSWs to address workforce shortages and thereby reduce time spent waiting 
for treatment. One approach to reducing waitlists immediately would be to utilize professionals already 
prepared to do the work but currently disqualified from reimbursement by Medicaid for doing the work. 

#2 Develop the Workforce 

Suggestions that fit into this category included: make dual certification required; subsidize costs of 
education; integrate BHS training into all health system positions; address stigma among providers toward 
consumers; and focus on recruiting providers for working with special (e.g., specifically marginalized) 
populations. 

Change licensing policies to enable 
more substance use providers. 
Changes to provider licensing, 
especially provider credentialing, 
were highlighted as one way to 
improve access to services and the 
quality of care. On more than one 
occasion, the level of complication 
inherent in the licensing process 
was noted as a barrier: “Make 
substance use provider certification 
less complicated.  I'm a social worker with a master's degree and I looked into SUD provider certification but 
found it confusing and opted not to pursue it.  I also would have had a difficult time finding suitable 
supervision to get provider certification.” Wisconsin Act 262 opened the door to allow more individuals to 
provide services. However, many interviewees emphasized that the spirit of this law hasn’t been realized, as 
Medicaid reimbursement for SUD services is currently restricted based on provider licensing and some feel 
that licensing is unduly burdensome. One person described, “[If] a MH practitioner is providing AODA 
services within their scope of practice, but their license doesn't say that they're an AODA counselor, 
Medicaid is still not reimbursing for that. So, that's a hole that needs to be plugged in terms of making 2017 
Act 262 fulfill its original purpose.” Others, primarily those working in the field, had concerns about the 
training (or lack of training) these new SUD providers receive. One interviewee suggested incorporating 
hands-on practice into credentialing processes as a quality improvement measure. In all, the prevailing 
sentiment is to, “streamline the certification and licensing process, but do not cut out the professional 
requirements [as] there is still a question of professionalism when looking for a qualified provider.” 

“Provide a means to cross-train fully licensed MH therapists so 
they can provide substance abuse treatment and get 

Medicaid/insurances to reimburse for the services. Right now, WI 
allows MH therapists to provide AODA counseling however 

insurances don’t agree/aren’t reimbursing for it, but the state took 
away the ability to get ADOA specialty certificate so there is not 

streamlined avenue for MH clinicians to provide AODA 
counseling.” 
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Train direct service providers in a variety of sectors in 
trauma-informed care. Professionals outside of the 
healthcare system have a role to play as well. 
Interviewees identified a need to bolster behavioral 
health training (especially trauma-informed practice) for 
teachers, childcare providers, police, social workers, and 
others. One respondent suggested making “early 

childhood education providers more aware of the manifestations 
of trauma and MH and substance abuse services.” This kind of integration, they argue, would increase 
access to care while also diverting individuals from the criminal justice system. Additionally, an improved 
ability to understand trauma and how it manifests across cultures was identified by focus group participants 
as an important focus for addressing historical and emergent trauma experienced by marginalized 
communities within the BH system.  

Focus on increasing the diversity of providers. Priority providers include those who are bicultural in both 
white and a marginalized community such as the deaf and HOH community, as well as racial minorities.   

Address the provider shortage in rural Wisconsin, especially in psychiatry. Suggestions for doing so include 
pointed recruitment strategies, offering tuition remission, coordinating with schools and hospitals to provide 
internships in rural areas, offering grants to cover startup costs for new providers to the region and student 
loan forgiveness programs. 

Focus on improving preparation for working with special populations. Specific populations called out in the 
priorities section included consumers with cognitive delays across the lifespan and especially for treating 
children and the elderly.   

#3 Improve Funding  

Closely tied to the ability to develop the workforce is the availability of funding. Recommendations for 
addressing funding included: improving pay via increased reimbursement rates; provide grants or subsidies 
to cover initial infrastructure of services or ongoing overhead issues for smaller agencies; make more 
provider activities reimbursable (e.g. writing case notes); and make more services eligible for 
reimbursement. 

“Trauma overall as a public health issue – 
it is common and impacts many physical 

health outcomes and is unaddressed.” 
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Increase the Medicaid reimbursement rate for services. The majority of interviewees directly called for 
increasing the rate of Medicaid reimbursement for behavioral health services, and even more mentioned 
inadequate reimbursement as a cause of service gaps. According to key informants, this straightforward 
change would have significant positive ripple effects around the state. One interviewee pointed to this as a 
way to improve workforce recruitment and retention in the public system, suggesting, “I think that if we can 
get Medicaid reimbursements to equal to a private reimbursement rate, I think that will attract more 
providers.” Others noted that increasing reimbursement rates may encourage existing institutions to 

consider innovative approaches to care. This 
came up in the context of telehealth, when one 
interviewee noted, “[Telehealth] needs systems, 
not just health systems but insurers as well. … [If 
a hospital is] not going to get reimbursed at an 
adequate rate for it, they're going to provide that 
at a loss, then will be less willing to do that. Not 
to say that they won't, but it becomes a 
mathematical equation at that point.” Ultimately, 

according to key informants, reimbursement rates were the key lever for empowering providers to address 
accessibility, availability, and quality of services. This overwhelming agreement about the root cause of gaps 
across the state indicates an urgent need to re-evaluate how the state of Wisconsin is allocating funds 
through its Medicare and Medicaid programs. As one person noted, “[Expanding Medicaid] will take a lot of 
political will and advocacy” but it is a problem worth tackling “so that people who need care can get it.” 

Specific areas that were highlighted to prioritize for increased reimbursement rates were psychiatrist care, 
outpatient MH and SUD services, as well as fee-for-service case management programs like Community 
Support Programs (CSP) for individuals with serious behavioral health needs. It was suggested that doing so 
allows companies to offer MH providers and case managers higher salaries and increase staff retention 
rates. 

Expand Medicaid/Medicare coverage. Beyond 
reimbursement rates, the array of covered services 
under Medicaid and Medicare is an important factor 
in patients’ access to care. Most interviewees brought 
up one or more services that weren't covered, or 
weren't adequately covered, under current public 
insurance. Some of the services highlighted in 
interviews include peer specialists providing 
outpatient services, crisis services provided by tribal 
clinics, remote psychiatric consultation to primary care, and holistic care like yoga and acupuncture. These 
suggestions were primarily relevant to Medicaid coverage. The main coverage exclusion mentioned for 
Medicare was around provision of SUD services. As one person noted, “The biggest barrier with elders is 
Medicare. Once they're on Medicare, Medicare will not pay for substance abuse counseling by substance 

“[My #1 priority is] the ability for professionals to 
earn a good income without having to over-

schedule appointments. This work is exhausting. 
Having to cram in appointments to generate 

enough revenue to keep the doors open results in 
poor and ineffective treatment.” 

 “[Expanding Medicaid] will take a lot of 
political will and advocacy but 

improving the funding structure so that 
people who need care can get it.” 
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abuse counselors. ...If I was going to make a change with that, I would have the Medicare requirements for 
who can provide services match Medicaid.” There were also suggestions to expand Medicaid coverage for 
inpatient psychiatric care and residential services.  The state government controls which services are 
covered under Medicaid, within the boundaries outlined in federal Medicaid policy. Accordingly, 
consideration of current coverage - and potential expansion of covered services - is warranted. Finally, the 
burden of covering assessments was an area that stakeholders identified as in need of financial support: 
“Grants and insurance should cover drug testing as an integrated and research-supported intervention in 
comprehensive assessment and treatment for all behavioral health settings.” 

Ensure satellite locations get reimbursement parity with base locations for services. A hub and spoke 
model for treatment refers to the increasingly common practice of linking specialty behavioral health 
programs (hubs) with primary care practices (spokes) in order to be able to offer evidence-based integrated 
medication-assisted treatment options in healthcare settings that best meet individual needs. While many 
informants and respondents highlighted the possibility of utilizing this model for MH services, one less 
known barrier to transitioning toward a hub and spoke model is that currently, satellite (or spoke locations) 
do not qualify for the same reimbursement rate as the hub locations: “Include satellite locations in 
reimbursement rates for the same facility hospital. We can't get the same MA rate of reimbursement for 
children's psychotherapy and psychological assessments under MA in our satellite locations as the hospital, 

so we cannot serve clients in need here.” 

Make services more affordable for consumers. A key concern 
raised in focus group discussions and via survey comments was 
the prohibitive costs associated with services for some 
consumers. Accordingly, there was an emphasis on identifying 
revenues to cover the costs of service and relieve this burden 

from the consumers. Some consumers went as far as to recommend a complete financial restructuring of 
the BH system to provide free services for all, which would eliminate the current inequities. Furthermore, it 
was noted that without efforts to address prohibitive costs, the BH system is contributing to deepening 
health inequities across differences in income.  

Identify new sources of state revenue for behavioral health services. Funding is clearly at the forefront of 
everyone’s mind. Accordingly, there were a number of suggestions for addressing this stressor on the 
system.  One of which is to work with the state legislature to earmark some of the revenue from taxes 
collected on alcohol sales in order to provide a no-cost inpatient treatment option, regardless of insurance 
access. Another example offered was that, “all counties put the surcharge for treatment, paid by operating 
while intoxicated (OWI) fines, in a separate account to be used for treatment as the law states. They 
currently put that money in a general fund and have no idea how much money has been collected by fines 
or that that money is supposed to be used only for drunk driver’s treatment programming. They also refuse 
to use that money if someone has insurance. When someone has a high deductible that fund can be used to 
help drunk drivers get to treatment, but counties will not accept applications for those funds if someone has 
any insurance.” Another compelling suggestion is to reduce Wisconsin’s prison population and use the cost 
savings to match Medicaid funds. Despite having the same crime rate, Wisconsin State and County 

“With my experience, I noticed that 
access to quality MH services is 
based on how much you can 
afford.” 
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incarceration rate is roughly twice Minnesota’s. The additional cost in general purpose revenue (GPR) is 
approximately $500 million/year for DOC (roughly $100 for every individual woman and child in Wisconsin). 
If that money were used for the 42% State match for Medicaid, it could increase the Medicaid budget by 
$1.2 billion/year without any increase in taxes (potentially a reduction in property taxes due to reduced jail 
costs). 

Additionally, it is possible that cost-savings to law enforcement could be recouped if alternative crisis 
responses were developed. According to a study of law enforcement’s role in transporting non-threatening 
seriously mentally ill persons, law enforcement spends 10% of its overall budget responding to and 
transporting individuals in psychiatric crises to medical facilities. The costs saved in covering that officer’s 
time could be allocated to other budgets to fund alternative, less stigmatizing and more recovery-oriented 
approaches to crisis stabilization (Treatment Advocacy Center, 2019). 

Enforce parity in coverage between behavioral health and physical health. Private insurance coverage also 
has a role to play in ensuring all people in 
Wisconsin have access to care. Many respondents 
identified a difference between de jure and de 
facto parity in coverage for behavioral health 
services. One interviewee explained, 
“Commercial plans do not understand and are 
not equipped to provide the kind of coverage it 
takes for somebody with a severe mental illness 
or a severe disorder to get the level of services 
that they need. Relapse is a part of the disorder. 
Becoming symptomatic can often be a years-long 
process for people who have serious mental illness. So, these things need to be covered if people are going 
to be able to get services.” Some interviewees suggested increasing state enforcement, since state codes do 
explicitly mandate parity in coverage between behavioral health and general health. Another interviewee 
recognizing the limited capacity of the Office of the Commissioner of Insurance, proposed allocating 
resources to ensure staff have the time to follow through on parity investigations.  

#4 Supplement the Approach to Clinical Treatment  

Suggestions that fell into this category centered on the need for a fundamental shift in what treatment and 
recovery could look like and to use this shift to guide improvements in the system. Across data sources, 
there was a repeated desire to have a more holistic conceptualization of the consumer as the central agent 
of their own process.  This would include policies that reflect that recovery is nonlinear, the person is 
embedded in a system that also needs support if treatment is to bring about transformation, and a variety of 
treatment modalities are valid.  

“I know that we all like to say there’s parity now. Well, 
there’s not parity. There is not parity. The contracts 

that HMO’s negotiate for behavioral health are always 
at much less of a rate than a primary care rate. And 
many commercial plans limit the amount of service 

you can get.”  
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Create opportunities for greater community representation in decision-making bodies executing changes 
to the BH system. Bringing marginalized populations into the decision-making process is a best practice in 
the work to advance health equity.  This includes approaching consumers with the dignity they deserve and 
re-organizing decision-making bodies and processes so that the voices of those most impacted by the gaps 
in the system are given greater weight and their solutions a higher priority.  

Intensify efforts to build a recovery-oriented system. “Core values within the behavioral health system 
need to include: valuing the voice of the person; diverse, trained, trauma-responsive, recovery-focused 
providers need to staff every contact point within the system (from answering the phone to providing 
services); flexibility within the system to adapt to each person's unique pathway to recovery; and services 
need to be accessible (variety of times and locations with support services, i.e. childcare).” Include an 
understanding of the family system in sustaining behavioral health.  

Focus on preventative services. Many big 
ideas about how to improve the quality of 
care across the behavioral health system 
focused on the importance of taking a 
preventative approach. As one person put 
succinctly, “I think because we have the 
ambulance parked at the bottom of the 
cliff we forget about the fence at the top 
of the cliff.” Shifting state resources and 
attention toward prevention is a clear 
focus for change, from the perspective of 
most interviewees. 

Early 
detection of needs was also highlighted as a best 
practice that could lead to better outcomes and 
reduce the population in need of more intensive 
service down the line. For example, “Increased use 
of preventive services such as infant / early 
childhood MH consultation is a SAMHSA endorsed 
prevention approach. “This also includes timely 
access to needed services: “[Sometimes] we're so 
slow in getting interventions started that a person 
really undergoes a great deal of deterioration 

before we actually get them satisfactory treatment. 
…[If] you catch it early, just like in the rest of the medical community, you catch it early, you typically get 
better treatment outcomes than if it gets much worse.”  

“Focus on prevention and working with a family for a 
longer period of time to ensure they have the tools to 
be successful. Those that are in and out of the crisis 
system will return as they [sic] root of the problem has 
not been identified; why are they involved in the crisis 
system to begin with and how can we truly support 
someone until we/they understand the root cause of 
their needs.” 

“[The] inability to provide services at the front 
end, these are proactive services, routine 

services… Or the kind of thing where you’re 
seeing your physician annually, and they ask you 

about your mental health and substance use, 
and you actually get the help you need… That 

the failure to provide that front end care has led 
to an incredible explosion in people seeking 

emergency care.” 
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The State Bureau of Prevention Treatment and Recovery (BPTR) tends to focus many of its mental health 
resources on treatment for individuals with serious mental illness (SMI) or a serious emotional disorder 
(SED).  The federal MH Block Grant funding that DCTS receives drives much of this focus because it 
prioritizes individuals with SMI or SED and it comprises a large portion of the BPTR budget. A suggestion was 
made that an increased allocation of state GPR for the BPTR without such restrictions would free up the 
BPTR to dedicate more funding to mental health prevention and early intervention initiatives across the 
state. This sentiment of early intervention and education was echoed in the focus group findings, as well. 

Counter the stigma that delays help-seeking. Stigma serves as a root cause of health inequities by shaping 
the worldview regarding whose fault suffering is and who is 
deserving of help or support. The sooner the view that BH 
concerns are a sign of defect or criminality, the sooner 
people will seek support early on in their journey thereby 
potentially reducing the strain on resources at the county 
level. 

Track data on prevention-focused efforts in order to 
sustain them. The only area in which there was a call for 
more data collection was in regard to demonstrating the 
long-term cost-saving impacts of investing in prevention 
services. One survey respondent wrote: “We need to provide more data to insurance companies that show 
increasing the amount of prevention services will decrease the amount of hospital services across a life 
spanned. The cost benefit analysis can increase services and save private insurance companies and Medicaid 
money while improving less restrictive services.” 

Incorporate efforts to address the social determinants of health for consumers. Some highlighted the 
importance of considering the social determinants of health when strategizing to prevent MH and SUD 
conditions: “Begin to prioritize, with funding, services and programs that impact the social determinants of 
health, which have roughly twice the influence on health outcomes as clinical services.” Housing, for 
example, was highlighted in our data and has been a focus of intervention in other communities. SUD and 
mental illness, for some individuals, can contribute to economic and housing instability. Homelessness is 
also an inherently stressful experience that places individuals at risk of compounding trauma and adverse 
health outcomes. Further, efforts to address underlying SUD and MH issues among individuals facing 
homelessness have been found to be most effective when they begin by providing safe and stable housing. 

“Making it okay, especially for the younger 
generation, it needs to be a stigma that it’s 

okay to get help and there is nothing wrong 
with you, you’re making yourself better by 

getting help, so I think we got to work on 
that.” 
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Providing the right services at the right time, 
including preventive care, would require some of the 
funding and hiring changes described above. 
Ultimately, though, this shift could reduce the use of 
more expensive emergency services and 
unnecessary escalation of care intensity. As one 
respondent explained, one benefit of expanding 
housing options is that it may open-up much needed 
space in inpatient beds: “People are languishing in 
hospitals longer than they should, or they're in the 
Crisis Resource Centers only for housing. When, if we 
had adequate housing available, they could be in 

that housing and we could be serving the next 
person.” 

Coordinate with schools to improve awareness and access. A key priority area that a large number of 
respondents mentioned was to more intentionally and actively engage with the schools to both increase 
understanding of the system as a resource, to normalize behavioral health needs and to get support for 
young people who have behavioral health needs. It was emphasized that the current model of a part-time 
social worker is not effective in meeting this goal and that a full-time staff member in all schools is necessary 
in order to have impact.  Stakeholder recommendations also highlighted the need to educate school staff 
about warning signs and how their own implicit biases may be impacting access for youth. Youth suicide was 
a key concern, and the inadequacy with which it was being addressed was brought up a number of times.  

#5 Improve System Coordination 

Themes that fell into the category of improvements to system coordination included: revise the statutes 
that govern care; integrate MH and SUD services 
(includes co-locating services in community); 
move to a regional or statewide system; 
streamline reporting systems and program 
creation; educate providers on the referral 
process and available services; provide more 
oversight and technical assistance to providers of 
BH services. As summarized by one interviewee, 
system coordination involves “collaborative discussions and work across the Department of Health Services, 
Division of Medicaid Services, Department of Safety and Professional Services that license behavioral 
professionals, and all these other groups to better align the statutory codes, integrated care and funding 
streams, so that we can broaden access to care across the whole system and remove the silos that are there 
and increase parity.” 

“Suicide among youth is at an all-time high. 
We need to do a better job in identifying with 

youth and formulating trusting meaningful 
relationships so youth can talk about their 

experiences and MH challenges. In addition, 
transitional age youth can easily be lost within 

the system. Helping young adults get on the 
right track can drastically affect their life 

projection.” 

“I would just say probably starting these conversations 
earlier. This type of stuff needs to be talked about in 

high school around general wellness so that people 
understand how to keep themselves well but also be 

able to identify when something is off.” 

.” 



 

 

121 

Revise and combine statutes that govern care. The MH and SUD statutes were also a common target of 
recommendations. Broadly, interviewees called for an update to the codes that regulate behavioral health 
services.  One provider explained that “the type of treatment today is not the same type of treatment 30 
years ago, but we still have the same statutes back [from] 30 years ago.” They continue, “[We] have to 
change the statutes to reflect what is changing” in the field. Another person argued, “We need to look at 
[our regulations] and say ‘why are we doing that? Do we actually need that?’ So that we can look at making 
sure that we … are providing quality service, we are protecting people, but we are not setting up barriers to 
get employees or to get people ... access.” A thoughtful review of the statutes relevant to behavioral health 
could be an important step toward modern, effective, and accessible care statewide. 

Integrate BH training into all health system positions. There are also key opportunities to improve 
consumer access by strategically connecting behavioral health to other systems. For example, there is a 
belief that primary care providers are an important underutilized access point to the BH system.  Specifically, 
it was suggested that primary care providers could be prepared to initiate conversations with patients about 
MH and SUD. One interviewee remarked, “[If] I go see my primary care doctor and say I have a drinking 
problem, my primary care doctor should know how to respond to that.” This capacity building on the part of 
doctors has to come with active outreach by SUD and MH providers to ensure patients don’t fall through the 
gaps in the referral process.  

Move away from a county-specific funding system. A common suggestion was to move toward 
regionalizing funding structures, unifying behavioral health data systems, strengthening regional behavioral 
health coordination and leadership, or investing in hub-and-spoke or telehealth models. 
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Limitations 

Although this gaps analysis of the Wisconsin Behavioral Health System is unprecedented in its reach, 
representation of perspectives and depth of detail, like all data collection endeavors it is subject to potential 
bias and thus the reader is advised to interpret these results with caution and a critical eye.  This section 
reviews some potential limitations that should be considered when evaluating the merit of these findings. 

The key limitation to this Gaps Analysis is the inability to follow-up with the various stakeholders who 
contributed their viewpoints to this analysis.  It is entirely possible that the questions were interpreted 
differently by different respondents and that our thematic analysis of their responses did not accurately 
capture the nuance attempted to be communicated. Without creating an opportunity for stakeholders to 
respond to this report, the degree of error represented herein will remain unknown.  

Furthermore, although the diversity of responses captured in this report is outstanding, there is 
nevertheless a skew in sheer numbers and in data source.  As stated earlier, the survey respondents were 
over half providers or administrators in outpatient and community services; our respondents were reflective 
of this workforce in their demographics (e.g., predominantly cisgender, heterosexual white women).  Overall 
there was greater familiarity with the challenges facing mental health services, although a considerable 
number of survey respondents indicated familiarity with both arms of the system. Keeping all of these 
factors in mind, it is possible that this report skews toward more accurately representing the needs of the 
MH outpatient service system, although not necessarily.  

In the absence of analyses accounting for unequal group sizes, the reader is cautioned from drawing strong 
conclusions on comparative need based upon numbers. While percent of cases is provided to support 
interpretation of the data based upon proportions rather than sheer numbers, the authors were unable to 
disaggregate by identity, nor run group comparisons of frequency rates. As such, it is not possible to 
confirm, nor rule out, skewness of the data based upon identity. 

Additionally, since the questionnaires were not validated ahead of time to ensure reliability, it is likely 
respondents did not all interpret the questions the same. There is some evidence to support the hypothesis 
a standardized understanding of the questions in the survey data was lacking.  Specifically, it was not 
uncommon for participants to enter a response to one question in the open entry “other” option of another 
question.  For example, in some responses to the question, “What other geographic barriers do consumers 
encounter when attempting to access medication assisted treatment?”  Some respondents entered 
“stigma.”  While they might be suggesting stigma is only an issue in certain regions, others saved their 
thoughts on regions with high stigma for the questions regarding culture and stigma.  Ergo, the reader is 
cautioned about making decisions based upon proportionate responses to each question. 

Finally, in the key informant interviews respondents at times referred to a service array component such as 
“inpatient” without also clarifying if they were exclusively referring to MH or SUD inpatient services, or both.  
This is challenging as each service array component in each arm of the system is governed by different 
constraints and often different funding sources and thus different gaps and barriers. Similarly, in the survey 
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inpatient and residential services for SUD were grouped together in one question, ergo this analysis contains 
limited data that distinguishes between the two in terms of gaps and barriers. 

Next Steps 

The global pandemic presented with COVID-19 is forcing all systems to work differently and presents the 
opportunity for systems to work better.  Already, legislation expanding telehealth has passed, rapidly 
addressing access barriers identified in this report. With the gaps, barriers and desired priorities identified, a 
sensible next step would be to convene stakeholders and decision-makers to capitalize on these 
unprecedented times and identify the immediate, short, and long-term action plans to address the most 
egregious gaps and improve equitable access to the Wisconsin Behavioral Health System.  

Since the challenges highlighted in this report are by no means unique to Wisconsin, devoting some existing 
resources to searching the extant literature evaluating the impacts of various interventions seems prudent. 
For example, other states such as New Hampshire and Vermont have faced similar challenges with long 
waitlists, workforce shortages, and needed improvements to crisis services, have undergone the process of 
developing a 10-year strategic plan to transform their behavioral health systems into more effective systems 
of care and undoubtedly have learned valuable lessons along the way (See NH DHHS, 2019 for a description 
of the strategic plan development process; see New Hampshire, 2019 for New Hampshire’s final 10-year 
plan to create a System of Care).  

There is also a body of intervention-specific evaluative literature such as regarding reformations to the 
systematic response to crisis situations for the seriously mentally ill. However, as this literature is quick to 
caution, a one-size-fits-all approach is unlikely to be appropriate in all regions given the variation in 
resources and challenges. Partnering with service learning courses at the university to produce literature 
briefs on interventions to address various priority areas in region-specific ways is a cost-effective way to 
address this need.  

Informed with evidence-based options, convening key stakeholders combined of decision-makers with 
intimate knowledge of how to effectively enact changes to the existing behavioral health system and people 
that intimately understand the consequences of current and potential policy and practice changes is 
essential.  This could follow the model provided the State of Minnesota and involve convening 
representatives from law enforcement, hospital systems, the legislatures, outpatient providers, consumers 
and advocates and state-level administrators, among others (Wilder, 2017). Most importantly, if the 
commitment to reduce health inequities is authentic, meaningful resources need to be allocated to 
promoting the self-determination of currently marginalized groups. Authentic commitment is measured by 
the evidence of significant budgetary line allocation, the creation of accountability mechanisms to monitor 
and reduce the effect of implicit bias on system access, and through meaningful inclusion in the decision-
making process by Black, Indigenous, and People of Color, among others.  
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WHAT ARE THE TECHNICAL APPENDICES OF THE WISCONSIN BEHAVIORAL HEALTH 
SYSTEM GAPS REPORT? 

 

In the Fall of 2018 the Bureau of Prevention, Treatment, and Recovery in the Wisconsin Department of 
Health Services funded a Behavioral Health Gaps Study to conduct a multi-method assessment of the gaps 
and needs in the behavioral health service system for individuals with mental health and substance use 
needs. While previous assessments relied on existing data from state and federal data systems, the 
Behavioral Health Gaps Study collected the knowledge and experience of stakeholders to assess the gaps 
and needs.   

These Technical Appendices provide greater detail on the methods and are a supplement to the Wisconsin 
Behavioral Health System Gaps Report.  The ensuing appendices include details on the overall 
methodology, and instrumentation used to collect stakeholder perspectives. Interviews, web surveys, focus 
groups were all used to collect perspectives from stakeholders and the instrumentation for all these methods 
is included.   

In addition, a separate report is included that was written documenting the results of the focus group 
discussions with consumers.  As with data collected through the interviews and surveys, the focus group 
results were integrated throughout the main report.  However, the focus group results were initially written 
into a separate report as a contract requirement for Ubuntu Research and Evaluation who was subcontracted 
to conduct the focus groups.  Ubuntu is a Black women-owned and run evaluation group subcontracted for 
their community evaluation skills and ability to promote focus group participant comfort in speaking 
candidly.  See https://www.ubunturesearch.com/ for more detail. 
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Appendix A. Detail on Methods of Data Collection 
  

Key Informant Interviews.  With the guidance of the internal advisory team, key stakeholders were 
identified for in-person interviews.  Potential informants with a broad experience and systems-level 
knowledge were prioritized in the formation of the prospective interviewee list including State DHS staff, 
County BH directors and program managers, advocacy agency directors, and directors/CEOs of private 
BH service agencies. Additionally, informants representing each of these roles were specifically identified 
to provide a balance of perspectives between urban and rural areas, youth and adult services, public and 
private behavioral health services, and statewide and local concerns. 

  

Each potential interviewee was contacted up to three times about participating in the study.  The first two 
contacts were by email and the third was made by phone, if necessary. At each point of contact, 
participants were informed or reminded that participation was entirely voluntary and that although 
interviews would be recorded with their permission, personally identifying data would be stored 
separately from recordings and on a private server only accessible to the PHI study team members. 
Additionally, participants were informed that their responses would be aggregated and summarized while 
any verbatim quotes would be stripped of identifiable information. Interviews took place over the course 
of 3 months in the Spring of 2019. Each interview took around 90 minutes to complete.  See Appendix B 
for a copy of the semi-structured interview questions. 

  

Of the 43 key informants identified, 39 completed interviews. Interview recordings were transcribed by a 
third-party and stored on a secure cloud-based platform endorsed by the UW-Madison IRB. All 
transcribed interviews were analyzed using QSR NVivo data management program. 

  

Online Survey of Behavioral Health System Stakeholders. While the interviews were designed to 
obtain more detailed input from a varied group of key stakeholders, the survey was designed to obtain 
input from a larger number and wider range of stakeholders.  The larger volume of responses was 
expected to help identify recurring themes from the behavioral health community.  The survey was 
distributed to service providers including county behavioral health providers, state mental health 
institutes, private behavioral health providers, and behavioral health professional associations. In addition 
to direct providers, state behavioral health agencies and other state agencies that oversee behavioral health 
services for special populations (i.e. Department of Corrections, Department of Children and Families).  
Finally, consumer, peer specialist, and advocacy organizations were invited to respond. The survey was 
open from July 9th through August 14th, 2019. See Appendix D for the distribution list.  

  

An official DHS email with a DHS endorsement letter was sent directly to individual respondents with 
two follow up emails if necessary. Some organizations agreed to distribute the email invitation to their 
own staff/member email group lists.  In these cases, follow up emails were sent to the organizational 
contact who was relied upon to remind their staff.  When possible for individuals and small organizations, 
direct phone call reminders were used as a final reminder to complete the survey. 



 

  

Consumer Focus Groups with Historically Marginalized Populations. Although some consumers 
affiliated with advocacy organizations were invited to complete the survey, focus groups were specifically 
used to obtain additional consumer input on the behavioral health system. A second objective of the focus 
groups was to provide a forum for historically marginalized populations to be heard.  Between May and 
September of 2019, 71 consumers participated in 9 focus groups (see Table 2). Input from twelve 
additional hypermarginalized consumers was obtained via alternative protocols deemed more appropriate. 
For example,in lieu of focus groups that relied upon interpreters, a survey was used to obtain input from 
individuals who are deaf or hard of hearing (n= 6). Additionally, a workshop format was utilized to 
collect input from consumers made up of Chin, Burmese and Rohingya refugees (n=6). 

  

The sample of Wisconsin residents in this evaluation were primarily Black, Indigenous, People of Color 
(BIPOC) and varied by age, gender identity, and sexual orientation. Most residents reported utilizing 
mental health services. While the use of substance use services did not emerge organically during the 
discussion portion of the focus groups, several respondents did refer to substance use services during their 
warm-up activities. 

  

Each focus group lasted between 30 to 90 minutes and was held at various locations across the state that 
were convenient and comfortable for participants. At the beginning of each focus group, the facilitator 
welcomed people into the space, explained the purpose of the focus group, answered any questions and 
obtained written and verbal consent. Each focus group began with an activity that allowed participants to 
get comfortable before the focus group discussions. 

  

Each verbal focus group was audio-recorded and subsequently transcribed. The evaluation team is bound 
by a non-disclosure agreement to protect the participant’s reasonable notion of confidentiality.  The 
transcriptions were then coded and analyzed. 

  

Data Analysis 

Deductive coding was completed first using a template approach, as outlined by Crabtree and Miller 
(1999). The coding process is a systematized approach to data reduction that involves attaching a 
note/code to a relevant moment in the transcript prior to a process of interpretation  (Boyatzis, 1998). 
Encoding the data thus reduces its volume and organizes the data in order to develop themes from them.  
A template approach refers to the use of codes developed a priori based on the evaluation questions. 
Following an initial review of the transcripts, each of the a priori codes was collaboratively defined in a 
full codebook in order to guide the coding process.  Each coder was then in charge of a particular set of 
codes without any overlap making the development of inter-coder reliability unnecessary. In the end, each 
coder coded every transcript of the key informant interviews using the qualitative software NVivo. 

  

Inductive coding using a data-driven approach wherein new codes were assigned to segments of data that 
described an unanticipated theme observed in the text was also conducted (Boyatzis, 1998). These 



 

additional codes were either separate from the predetermined codes or they expanded a code from the 
initial codebook. In the case of the survey data the predetermined codes were the forced-choice items 
included in each of the root questions of each type of barrier (e.g. geographic, cultural, and insurance 
type). However, the fully open-ended questions were coded using a solely inductive, grounded-theory 
approach. See Appendix C for an example codebook used in this study. 

  

Once coding was complete, interview data were interpreted by using NVivo to pull particular 
combinations of themes in order to answer the evaluation questions that structure this investigation. 
Themes were identified from these novel clusters of data assigned particular codes of interest and succinct 
phrases were identified to describe the meaning that underpinned the theme. Survey data was analyzed for 
frequencies of responses and patterns among responses using IBM SPSS v.25.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

Appendix B. Interview Protocol 

 

Thank you for taking the time to speak with me about your perspective on the strengths, capacities, and 
challenges of the Wisconsin Behavioral Health System. When I talk about the behavioral health system, 
I’m referring to the system of mental health and substance use services that are publicly available to 
individuals living in Wisconsin. 

  

Because your work or interests intersect with the public area of the behavioral health system, we are hoping 
to get your perspective on three related areas. We appreciate hearing your perspective on any gaps in public 
services, including those that occur in conjunction with the private system. Finally, we hope to learn about 
your vision of how a public behavioral health system could and should run, so that these gaps in service 
provision no longer exist.  

 

I have seven topics to discuss and anticipate it taking about an hour to do so. Are you willing to be recorded 
so that we can transcribe your answers for later data analysis?  With your permission I will also be taking 
notes as we speak. When you consider your responses to each question please know that although this 
discussion will be recorded, all responses will be summarized and your name will not be connected to any 
quote included in any report we generate from this work. Recordings and notes generated today will be 
confidentially stored on UW servers. The goal of this interview is to identify opportunities to improve the 
system. While we ask for your critical feedback, we do so in the spirit of growth. We would urge you to 
refrain from critiquing individual people, and instead focus on system-level challenges and opportunities 
for transformation.  

 

Do you have any questions?  Then let’s begin. 

 

Statistics show that over 50% of youth and adults who have any mental illness do not receive the 
mental health services they need. And nationally, just over 10% of adults with a substance use 
disorder are receiving treatment.  

 

We are curious about your thoughts regarding this gap in treatment. The first few questions we have 
are about service availability.  

 

1.  (Service availability): 

One type of treatment gap is the lack of certain types of behavioral health services to meet the 
specific needs of individuals in an area.  If you aware of this situation somewhere in the state, can 
you describe which behavioral health services are unavailable? 

(Prompt:  Unavailable in which areas?) 

(Prompt:  Unavailable for youth, adults, or any other specific age groups?) 



 

  
How does the system need to change in order to address the treatment gaps? 

  

I’d like to shift from discussing available services, to discussing how accessible available 
services are.  

2.  (Service accessibility): 

Sometimes behavioral health services are offered in an area, but not all individuals with needs can 
access them.  If you are aware of this situation somewhere in the state, can you describe which 
behavioral health services are not always accessible and what barriers exist to accessing them?  

(Prompt:  Inaccessible in which areas?) 
(Prompt:  Inaccessible for youth, adults, or any other specific age groups?) 

  
How does the system need to change in order to address the treatment gaps? 

  

Great. Next we’d like to hear your thoughts about the quality of available services  

3.  (Service quality): 

Sometimes individuals access behavioral health services they need, but the services are inadequate 
in some way.  By inadequate, I mean services that are not culturally appropriate, recovery-oriented, 
or available in the necessary quantity, for example. If you are aware of this situation somewhere 
in the state, can you describe which behavioral health services are inadequate and why? 

(Prompt:  Inadequate in which areas?) 
(Prompt:  Inadequate for youth, adults, or any other specific age groups?) 

How does the system need to change in order to address the treatment gaps? 

 

4. Are there any specific populations or groups that you believe are especially underserved in the 
behavioral health system in WISCONSIN?  

(Prompt: From your perspective, what is the source of this service gap?) 

 

The next question is about your perceptions regarding behavioral health services to 
individuals with co-occurring mental health and substance use needs 

5.  Are there gaps related to co-occurring (that is, integrated mental health and substance use 
treatment) services? What are the specific gaps and your understanding of the reasons for these 
gaps (for example, lack of availability of services, different funding streams, lack of parity in 



 

reimbursement, provider competence and training, differences in statutes and rules, or program 
structures)? 

The capacity of the workforce affects the quality and accessibility of behavioral health services. 
Workforce capacity can include the number of staff available, the types of staff available, and staff 
skills, knowledge, and competency. 

 

6.  How often do staff in the behavioral health system generally provide evidence-based or best practice 
services suitable to meet the needs of individuals with mental health or substance use needs? 

 

7. If you believe evidence-based or best practices could be used more often to improve the effectiveness of 
treatment, which ones would you prioritize for the behavioral health workforce? 

 

  

8. Do you believe there are shortages of certain types of positions or professions in the behavioral health 
workforce?  Which positions have the greatest shortages? 

(Prompt:  Inadequate in which areas?) 

(Prompt:  Inadequate for youth, adults, or any other specific age groups?) 
 

9. From your perspective, are there differences in workforce shortages between public and private 
behavioral health provider agencies?  Please describe. 

● What are the primary reasons for workforce shortages within public county and tribal providers? 
● What are the primary reasons for workforce shortages within private providers? 

 

 

10. Implicit bias is an unconscious or unintentional attitude toward a group of people that affects behavior 
and decision-making. Since its outside of our awareness it’s hard to know when it is affecting our judgment. 
However, signs that implicit bias may be affecting a system include service providers or administrators that 
refer to, “those people,” or make broad statements about an entire group of people that share some 
commonalities like income or skin color.   

● Have you heard statements like these?  Or do you suspect unspoken assumptions or judgements 
guide where, when and to whom certain behavioral health services are provided? 

● How do you think it shapes the determinations of eligibility of services via Chapter 51 (meaning 
the good faith judgements and functional assessments)? 

● For those that are deemed eligible, do you think implicit bias contributes to gaps in the accessibility 
and availability of services?  

11. What  do you want decision makers such as lawmakers to know about the consequences of people not 
receiving behavioral health services they need? 

● What are the collateral consequences for friends and family who support the individual? 



 

 

Finally we’d like to end on identifying solutions 

 

12. What do you see as the top 3 priorities for the behavioral health system, that Wisconsin needs to address 
in order to adequately meet the needs of its population?  

● What policy level changes are specifically needed to improve the mental health system at 
the local, regional and/or state level? 

● What policy level changes are specifically needed to improve substance use services at the 
local, regional and/or state level?  

13. What three (3) changes could be made tomorrow to improve the behavioral health system in 
WISCONSIN and to promote wellness and recovery for consumers at the local, state and regional level?  

● In other words, what are the first steps that could be made in the system on the way to achieving 
longer-term policy (like statutory changes) or budget changes? 

● What would be your recommendations for addressing these critical issues?  

14. What are the top 3 resources are not available but needed for mental health? 

● If you had money to spend on mental health services, what would you spend it on? 

  

15. What are the top 3 resources are not available but needed for substance use? 

● If you had money to spend on substance use services, what would you spend it on? 

 

 

What else would you like to share about the behavioral health system in Wisconsin that we haven’t covered 
sufficiently? 

 

Thank you for your time! 

 

If any other thoughts come to you that you would like to share, please feel free to email me.  If you have 
any concerns about the nature of this interview or about how it was conducted, please feel free to contact:  
Abra Vigna or Joyce Allen. 

 
 
 
 
 
 
 
 



 

Appendix C. Codebook for Interview Data 
  

Findings from qualitative data were developed using thematic analysis. Thematic analysis is an iterative 
process of pattern recognition, where relevant information shared in interviews is compared across 
participants and distilled (Fereday & Muir-Cochrane, 2006). This process utilizes both deductive and 
inductive coding techniques to answer the evaluative questions posed by the internal review team. 
Codebooks are used by researchers to serve two main purposes: to provide a guide for coding 
responses and to serve as documentation of the layout and code definitions of a data file.  

The following codebook documents the patterns of concepts that emerged from iterative review of 
the interview transcripts. The description of the code in the right-hand column was generated to 
help the coder delineate between codes. To generate themes, certain codes were pulled using 
NVivo software and the section of the transcripts coded were then analyzed to identify themes in 
participant responses.  These themes are described in greater detail in the full Gaps Analysis 
Report. 

Code Description 

Accessibility and 
availability 

Gaps in access and availability for SU and MH services. Code at the 
parent node for any mentions that don't fit into the subcodes. 

Eligibility - Accessibility 
and availability 

Code for when organizational policy or regulations limit access to BH 
services for some individuals. If they discuss discrimination or bias as the 
cause of this eligibility barrier, double code at Worldview and culture - 
Cause of service gap. 

Insurance coverage - 
Accessibility 

Insurance policy and limits for individuals seeking behavioral health 
services. 

Provider does not accept 
public insurance 

Code for discussions of providers who refuse to serve individuals on 
public insurance, including Medicare, Medicaid, VA insurance, and tribal 
insurance. 

Transportation and 
distance - Accessibility 
and availability 

Code for discussion of services being inaccessible locally due to 
transportation AND for when services are only available far away - in 
another region, state, etc. 



 

Wait for services - 
Accessibility and 
availability 

Services are not available when needed or are not available frequently 
enough due to wait lists. 

Workforce and facility 
shortages - Accessibility 
and availability 

Code for discussions of inadequate number of (or complete lack of) staff, 
particular types of staff, or service facilities. 

Adequacy Lack of quality BH services. Code at the parent node for any mentions 
that don't fit into the subcodes. 

Cultural match of services 
- Adequacy 

For discussions of a lack of culturally adapted MH and SU services for 
subpopulations, and for organizational approach to serving certain 
subpopulations. For discriminatory practices or implicit bias, code at 
Stigma and bias - Adequacy. 

Stigma and implicit bias in 
services - Adequacy 

For discussions of when stigma related to mental illness and substance 
use, or implicit bias against a particular group, affect the quality of 
services. If these factors are restricting access to services, code at 
Worldview and culture - Cause AND Eligibility - Accessibility and 
availability. 

Training and 
specialization - Adequacy 

For when services are available and accessible, but the staff providing 
services don't have the needed skills or specializations. May be double 
coded with Evidence based practices, Education and training - Cause. 

Cause of service gap   

Community outreach - 
Cause of service gap 

For discussions of consumers not being aware of services or having 
misperceptions of services. Any mention of a gap in communication 
between BH or SU services/system and the community. 

Data - Cause of service 
gap 

  



 

Education and training - 
Cause of service gap 

Specifically, the education and training of BH/MH service providers, 
administrators, etc. May be double coded with Evidence based practices, 
Training and specialization - Adequacy, and Stigma and implicit bias - 
Adequacy. 

Funding - Cause of service 
gap 

Any reference to the funding of BH services, and for mentions of resource 
allocation within BH organizations. For discussions of restrictions that 
come with certain funding streams, double code with Policy and 
regulation - Cause of service gap. For specific discussions of 
reimbursement rates that organizations get from insurers for services, code 
at Insurance reimbursement - Funding. 

Insurance reimbursement - 
Funding 

Code for discussions of the rates at which BH organizations are 
reimbursed for services. NOT for consumer insurance coverage rates, 
which should be coded at Insurance coverage - Accessibility and 
availability. 

Policy and regulation - 
Cause of service gap 

For government policy and regulation of BH services, funding, 
accreditation, etc.  Also use for mentions of organizational policy that 
affects gaps in service. 

System coordination – 
Cause of service gap 

For discussion of coordination among providers, between providers and 
state systems, and between BH and other systems like CW or CJ. 

Worldview and culture 
Cause of service gap 

For discussions that focus on norms, perspectives, and biases among BH 
practitioners and organizations that cause gaps in service. When bias or 
discrimination is affecting the quality of a BH service, code at Stigma and 
implicit bias - Adequacy. When talking about community misperceptions 
or bias, code at Community outreach - Cause of service gap. When talking 
about services that don't match the worldview/culture of a subpopulation, 
code at Cultural match of services - Adequacy. 

Consequences of service 
gaps 

For responses to the prompt in the interview about messages to 
policymakers and decisionmakers about the consequences of service gaps. 

Evidence-based practices Code for any mention of evidence-based practices. Will likely double 
code with Training and specialization - Adequacy, Education and training 
- Cause of service gap. 



 

Family members For mentions of the family members of individuals experiencing mental 
illness or SU, including their need for support or integration into services. 

Future gaps For any mention of gaps in services that are not yet present but are 
expected to emerge in the future. 

Mental health vs SU 
system 

For discussions of the differences between the mental health services and 
SU system of services. NOT for discussions of the need for holistic 
services that meet both MH and SU needs - code at Services for co-
occurring MH and SU needs. 

Minority populations Code for mentions of any minority OR underserved population. 

Not seeking services For when people talk about individuals who need services but choose not 
to seek them. 

Older adults For discussions of consumers who are 65 and older 

Private system vs public 
system 

For explicit comparisons between the public and private systems of BH 
care. Also used for discussions of the interface or intersection between 
private and public systems. 

Rural areas Regions that have low population density, including small towns. May 
double code with Urban areas for comparisons between urban and rural 
areas. Code suburban regions under Urban areas. 

Services for co-occurring 
MH and SU needs 

For discussions of holistic services and integration (or lack of integration) 
of MH and SU treatment. NOT for comparisons between the MH and SU 
system - use Mental health vs SU system. 

Solutions and suggested 
changes 

Double code with nodes under Cause of service gap 

Urban areas For urban and suburban regions. May be double coded with Rural areas, 
for discussions of differences between the two. 



 

Youth Consumers up to age 18. 

  

  

  

  

 

 

 

 

 

 

 

 

 

 

 

 



 

Appendix D. Distribution List for Survey Recruitment 

The following list of respondent groups received direct invitations to take the web survey for the Behavioral 
Health Gaps Study.  The list does not represent all organizations who completed a survey, only those that 
were invited.  Other individuals and organizations beyond this list may have been forwarded the survey 
invitation from an invitee and completed a survey as well.  Organizations and individuals were not asked 
for identifying information so that their responses could be anonymous.   

 
Email Distribution List Title/Organization Name 

DHS CONTACT LISTS FOR COUNTY BEHAVIORAL HEALTH PROVIDERS 

Child and Adolescent Day Treatment Providers 

Collaborative Crisis Intervention Services for Youth (CCISY) 

Community Recovery Services (CRS) 

Community Support Programs (CSP) 

Comprehensive Community Services (CCS) 

Comprehensive Community Services (CCS) - Administrators/Supervisors 

Coordinated Services Teams Initiatives (CST) - Program Directors 

Crisis Intervention Network 

Preadmission Screening and Resident Review (PASRR) 

County Human Service Directors 

County Behavioral Health Directors 

Juvenile Justice Alcohol and Other Drug Abuse Grantees 

DCTS STATE STAFF AND ADVISORY COMMITTEES 

DCTS central office staff 

SCAODA and subcommittees 

MH Council and subcommittees 

Children Come First (CCF) Committee 

Recovery Implementation Task Force (RITF) 

OTHER PROVIDER DISTRIBUTION LISTS 

Winnebago MH Institute 

Mendota MH Institute 

DQA Certified MH/SU agencies 

Peer Specialists 

Tribal human services agencies 

ADVOCACY AGENCIES, PROFESSIONAL ASSOCIATIONS 



 

Disability Rights of Wisconsin 

Mental Health America - Wisconsin 

Wisconsin Family Ties 

NAMI Wisconsin 

Wisconsin Psychiatric Association 

Wisconsin Society for Addiction Medicine (WISAM) 

Wisconsin Psychological Association 

Wisconsin Voices of Recovery 

Wisconsin Association of Treatment Court Professionals (WATCP) 

Wisconsin County Human Services Association (WCHSA) Behavioral Health Policy Advisory 
Committee 

Deaf, Deafblind and Hard of Hearing Mental Health Core Group 

OTHER STATE AGENCIES 

Department of Corrections (DOC) 

Department of Children and Families (DCF) 

Department of Public Instructions (DPI) 

 

 

 

 

 

 

 

 

 



 

Appendix G. Survey Questions 

 

 

1/31/2020 Qualtrics Survey Software

https://uwmadison.co1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview 1/28

Introduction

Thank you for taking the time today to share your perspective on the mental health
and substance use components of the Wisconsin Behavioral Health System. 
 
The goal of this survey is to gather knowledge and generate solutions to meet
the behavioral health needs of all populations in the state.  
 
In the following questions, you will be asked about gaps in behavioral health services
by region, population, and type of service. You will also have an opportunity to share
your ideas for improving behavioral health services in your region and in Wisconsin as
a whole.
 
The results of this survey will be presented to decision-makers across the state,
so your opinion matters!  
 
Nonetheless, participation in this survey is completely voluntary. You can choose to
answer as few or as many of the survey questions as you want. Results from the
survey are anonymous, which means your name and identity cannot be linked to your
responses. 
 
If you have any questions or concerns, you can contact the evaluation lead, Abra
Vigna, at avigna@wisc.edu

Please identify the category or categories that best describe your current experience
with the Wisconsin behavioral health system. (Please select all that apply)

Advocate

Community-based behavioral health manager or administrator

Community-based behavioral health provider

Inpatient/residential behavioral health provider

Inpatient/residential behavioral health manager or administrator

Primary care manager or administrator

Recovery coach/peer specialist

State behavioral health agency staff

Other state agency staff

Other (please specify) 
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