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Central to any meaningful redesign of health care is a discussion of our workforce. 

Who is doing what, to whom, where, and at what cost? Most policy solutions tend 

to focus on the supply of our workforce: How many clinicians do we have and 

where are they located? The answers to these questions often leave decision 

makers wanting more, because the answers tend to always be the same: We need 

more clinicians and we need them everywhere, especially in places they are not, 

such as rural areas. However, as we describe in this paper, there is a different way 

to think about workforce—one that takes some of the burden off our traditional 

clinical systems and licensed clinicians to allow for others to begin to assist with 

these critical health needs. Simply put, we may be asking the wrong questions 

about workforce. Instead, we may need to begin to think about a new strategy for 

addressing community need: a new workforce that emerges in community, by 

community, and for community. 

Even before the current public health crisis of COVID-19, finding access to mental 

health services was difficult. And although COVID-19 has offered a rare moment 

for the country to reflect on our public health and health care infrastructure and 

to examine the deficits laid bare, it has not yet brought forward many solutions 

for mental health services. Likely the most relevant intervention has been the 

loosening of telehealth restrictions to allow more clinicians to bill for services they 

deliver both by telephone and by video platforms. The mental health community 

has taken full advantage of this temporary change, as demonstrated in recent 

data from the Commonwealth Fund, which show mental health clinicians 

utilizing telehealth interventions at much higher rates than other specialties (1). 

This temporary policy change helps because there was an access issue prior to 

COVID-19, and with the increase in reported mental health symptoms, technology 

has helped address some facets of our collective need specific to access—but  

work remains. 

The goal of this paper is to provide a framework for the mental health and 

addiction workforce in the United States. It proposes three shifts that need to 

take place at the clinical, community, and individual levels to adopt the proposed 

framework and achieve our goal of population health. This paper focuses on laying 

out the proposed framework and policy considerations that can reconceptualize 

workforce to enhance the overall capacity of our clinics and our communities in 

addressing mental health.

Introduction
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Understanding 
the Problem 
Why must people wait so long to receive care? A major contributing factor is that 

we have a fragmented system that has created barriers for people who have mental 

health needs. From the way our health insurance is designed to the way care is 

delivered, mental health and addiction care is seen as a separate specialty from 

primary care, making it more challenging for a person to get timely access to care. 

For example, our health insurers have networks of clinicians available for their 

beneficiaries, and while these clinicians are listed as being part of a network, many 

are booked up for weeks if not months or simply do not take new patients. These 

issues of coverage and availability affect us all, but especially those who have the 

most pressing or acute needs. 

Thirty-three percent of individuals who seek care wait more than a week to access 

a mental health clinician, 50% drive more than one-hour round trip to mental 

health treatment locations, 50% of U.S. counties have no psychiatrist, and only 

10% of individuals with an identified substance use disorder receive care (2). And 

while these statistics are daunting, they focus only on identifying a provider. When 

families eventually find care, they are likely to face other barriers; for example, 

mental health office visits with a therapist are five times as likely to be out of 

network, compared with non–mental health office visits (2). These barriers are often 

more significant in communities of color, particularly the Black community, and 

often result in more severe mental health concerns due to unmet needs. High rates 

of serious psychological distress reported among African Americans and increasing 

suicide rates (3) are among the growing disparities that are systemic and that can be 

attributed to centuries of racism (4), which will require much attention. 

From the way our health insurance is designed 
to the way care is delivered, mental health and 
addiction care is seen as a separate specialty from 
primary care, making it more challenging for a 
person to get timely access to care.



Lack of insurance and—despite the mental health parity 

law—a continued lack of coverage for mental health services 

on par with other medical services for individuals who are 

insured have long left many without access to necessary 

care. In addition to an overall shortage of mental health 

professionals, maldistribution of providers magnifies this 

barrier to accessing care in certain areas, particularly rural 

communities. Inadequate compensation and financing 

models that are volume-based, as opposed to value-based, may 

further complicate workforce dynamics—as there are limited 

incentives to enter the mental health profession. The high 

cost of training and student loan debt may also create barriers 

for mental health practitioners to participate as Medicaid 

providers, because Medicaid payment yields on average only 

52% of private insurance and providers must be able to cover 

their costs to remain viable. 

Although there is great variation across U.S. states, as well 

as counties within states, current and projected workforce 

numbers for mental health professionals raise some concern 

(5), and efforts to document workforce gaps and expand the 

provider base to meet the growing need has posed challenges 

(6). A recent congressionally mandated report by the Health 

Resources and Services Administration (HRSA) found that 

some professions (psychiatrists and addiction counselors) 

were expected to continue to experience shortages between 

now and 2030, whereas other professions (nurse practitioners, 

physician assistants, psychologists, social workers, marriage 

and family therapists, mental health counselors, and school 

counselors) would have sufficient numbers and in some cases 

have an oversupply (5). The report states that these projections 

are a baseline scenario and based on the assumption that 

there would not be any changes in the level of mental health 

care service provision or utilization by 2030. In 2017, it was 

impossible for the authors to predict that a global pandemic 

would strike, crippling our health care systems and wreaking 

havoc on our nation’s mental health.

There are also concerns related to the diversity of the mental 

health workforce. Because only 6.2% of psychologists, 5.6% 

of advanced practice psychiatric nurses, 12.6% of social 

workers, and 21.3% of psychiatrists are members of minority 

groups (7), increasing the number of providers who reflect 

the demographics of the community they are serving is key 

to addressing gaps in linguistically and culturally competent 

care. These factors, paired with an aging workforce looking 

toward retirement, highlight the challenges facing the 

mental health service delivery system (8). Recent projections 

from HRSA underscore the need to focus on the multitude 

of factors affecting the mental health workforce to meet the 

growing need (5).
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To meet the ongoing demand for mental health and addiction services, we need 

to think differently about our workforce. Simply relying on our licensed clinicians 

will not allow our communities to get ahead of the problem and more proactively 

address mental health needs. In addition, because our health care system often 

forces us to wait until there is a problem (and a diagnosis is given), for many of 

us help comes too late. Broadening how we think about our workforce allows for 

more timely interventions in the places people are showing up with mental  

health needs. 

We present the following framework for addressing shortages in the mental health 

and addiction workforce in the United States. As seen in Figure 1, mental health 

services, as well as need, exist on a continuum. A continuum does not imply a 

hierarchy. Rather, the figure is meant to show the interconnectedness between 

various elements of the workforce and how they complement one another. 

Individuals will have needs that fall along the continuum, depending on their 

willingness to seek services, their health insurance coverage, and severity of need.

 The framework calls for three majors shifts in the health care workforce to 

address the increasing demand for mental health and addiction services and the 

limited capacity: 1) a shift at the clinical level to manage more mental health and 

addiction services in primary care, 2) a shift at the community level to expand the 

community-based workforce in mental health and addiction care across clinical 

and public settings, and 3) a shift at the individual level to train the lay public in 

low-level psychological interventions. 

A Call for a New  
Workforce Framework

Broadening how we think about our workforce 
allows for more timely interventions in the places 
people are showing up with mental health needs.
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FIGURE 1.  

Framework for Mental Health and Addiction Workforce (revised from WHO [9])a  

This shift is not to be seen as replacing needed access to health care or clinical services – but a complementary support 

through community-based structures for a system that is overburdened. This approach may provide a sufficient level of 

care for some, and an entry point to clinical care for those who have needs that are currently unaddressed. The framework 

proposes that shifting mental health care away from specialty care and toward the community and primary care would 

also create a shift toward high-frequency, low-cost interventions. Here we describe challenges, opportunities, and policy 

considerations for each of these recommended shifts to reconceptualize the workforce to enhance the overall capacity of our 

clinics and our communities. 

 aMental health care initiated by lay individuals in the community should be performed frequently, followed by care coordinated by  
a community-based mental health workforce, mental health services in primary care, short-term stays in general hospitals for acute  
mental health care, and, finally, specialty care and long-term stay facilities. 
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Clinical Level: Shift Mental Health and Addiction Services to Primary Care 

Although primary care often serves as the entry point for identifying and 

managing mental health concerns, and primary care physicians (PCPs) prescribe 

a significant volume of mental health medications, most PCPs receive little 

training in mental health and are often not well equipped or supported to offer 

the most effective care (10, 11). Psychiatrists and addiction specialists remain in 

short supply—underscoring the need to integrate mental health and addiction 

treatment into primary care and ensuring that those providers have the skills to 

screen, assess need, and provide treatment or refer as needed (5). Bringing mental 

health services into primary care represents one of the first shifts we need for our 

workforce—to bring our clinicians to the places people are. Primary care is the 

largest platform for health care delivery, offering an access point where people 

can have their mental health needs identified and treated. Further, bringing 

mental health care on site decreases the amount of visits a person will have to 

make to find help and increases the likelihood that they receive the care  

they need. 

Policy Considerations

Bringing mental health services into primary  
care represents one of the first shifts we need for  
our workforce—to bring our clinicians to the places 
people are. Primary care is the largest platform for 
health care delivery, offering an access point  
where people can have their mental health needs 
identified and treated.



Policy Considerations The integration of mental health and addiction care 

(commonly referred to as “behavioral health” care in the 

clinical community) with primary care is defined as an 

interdisciplinary team of providers, who work together 

with patients and families to deliver a systematic and 

cost-effective approach to addressing mental and 

substance use disorders; health behaviors that fall short 

of a diagnosis, but contribute to physical conditions; life 

stressors and crises; stress-related physical symptoms; 

and ineffective patterns of health care utilization (12).

Health integration can vary depending on the patient 

population, provider type availability, and financial and 

technological resources, but integration usually consists 

of a set of core components.

These components include:

•   systematic screening

•   team-based care

•   ongoing care management to ensure coordination 

between providers and patient

•   measurement-based care that uses symptom rating 

tools to adjust treatment as needed

•   patient information exchange between providers

•   links to social services

•   patient education to promote self-management of 

health conditions 

•   systematic quality review of integrated care delivered 

by the provider/practice (13, 14). 

One highly studied integrated approach is the 

collaborative care model, which introduces a care 

coordinator and mental health consultant into a primary 

care practice (15). This model, in which providers work 

together either on site or virtually to care for patients 

through established relationships, exemplifies a team-

based approach and can provide valuable expertise to 

primary care, especially in regions with shortages of 

behavioral health providers (16).

Health integration has been shown to improve depression 

outcomes (17, 18), reduce hospitalizations and emergency 

room visits (19), and improve management of diabetes 

and hypertension (20). Some evidence suggests that 

integrated care can result in cost savings at the level 

of practices and payers, as well as statewide initiatives 

(19, 21, 22, 23). There is even some evidence to suggest 

that integrated care can improve access and mental 

health outcomes in communities of color, which could be 

important for reducing mental health disparities in these 

communities (24, 25, 26).
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As state and federal leaders develop policies to advance 

the integration of mental health and addiction services 

into primary care, there are a range of licensing, training, 

and payment issues that should be considered. Such 

considerations are summarized below:

•   Redefine primary care to explicitly include 

management of mental health and addiction services. 

This change could take place through state or federal 

legislative or regulatory action to define a set of 

common expectations for delivering integrated care 

for providers, patients, and payers. This new standard 

could be implemented across state and federal health 

agencies and facilitate additional changes in the 

financing and delivery of primary care, inclusive of 

behavioral health services.

•   Expand integrated care training opportunities for 

the current and future workforce. To further advance 

integration, key providers, such as primary care 

providers, behavioral health care providers, and 

care managers and coordinators, require training in 

integrated care. Current federal grants that support 

opportunities for behavioral health providers and 

paraprofessionals to train in integrated settings could 

be expanded to meet increasing need for behavioral 

health integration (27). State or federal policy makers 

should also consider funding technical assistance and 

training opportunities to train current providers and 

practices interested in implementing integrated care.

•   Enhance team-based care by considering changes 

to state licensure reciprocity and expanded scope of 

practice. A number of states have expanded licensure 

reciprocity and scope of practice as a result of COVID-19 

in order to expand provider capacity (28). States and 

national stakeholders should evaluate how these 

changes have affected access to mental health and 

addiction services and their impact on quality of care. 

After evaluation, states and national stakeholders 

could consider making policy changes to permanently 

expand scope of practice for specific providers, 

increase state participation in licensure compacts, and 

expand participation in mutual reciprocity between 

states—or stakeholders could develop a nationally 

recognized application for state reciprocity. These 

policy changes could expand the capacity for mental 

health and addiction providers to participate in virtual 

consultation roles with primary care practices or 

otherwise work as part of a virtual team.

•   Reform current payment mechanisms to support 

training and start-up costs associated with integrated 

care in primary care. Current payment models  

do not adequately support the hiring, training, workflow 

changes, and other start-up costs associated with 

introducing integrated mental health and addiction 

treatment into primary care (29, 30). Although a range 

of payment models could support integrated care, there 

is evidence that prospective payment mechanisms  

can be a cost-effective means of supporting  

integrated care (22). 

As state and federal leaders develop 
policies to advance the integration of 
mental health and addiction services 
into primary care, there are a range 
of licensing, training, and payment 
issues that should be considered.



In many cases, community workers may be effective 
in meeting the need for support, and in others they 
can serve as a bridge to additional resources or more 
intensive services.

Community Level: Shift Services to Peers and Other  

Nontraditional Community Workers 

In addition to expanding the current clinical workforce, efforts to shift care into 

the community away from traditional clinical settings have been successful in 

prevention, recovery, and mitigation/harm reduction. In many cases, community 

workers may be effective in meeting the need for support, and in others they can 

serve as a bridge to additional resources or more intensive services. In addition 

to improving outcomes through evidence-based and cost-effective strategies, 

democratizing knowledge and skills to a larger set of community-based workers 

alleviates demand for a highly trained clinical workforce, ensuring that there are 

a multitude of entry points to a coordinated delivery system and that the capacity 

is there to provide the appropriate level of care across the spectrum of need.

Existing models that promote the benefits of situating mental, social, and spiritual 

support services within the community setting include community health 

workers/promotoras, peer support services, and other frontline public health 

workers, and these roles are described below.

Community health workers (CHWs)/promotoras (social and mental) are members 

of the communities they serve. As such, CHWs/promotoras have a unique 

vantage point, enabling them to better recognize and understand needs and reach 

those in need. Because they often live in the community, sharing the culture and 

language, they are often trusted and able to deliver culturally competent care. 

Evidence is mounting that these positions can positively affect the health of a 

community (31). The Nurse Family Partnership program (32) (such as Family 

Connects Durham [33]) is another example of an approach that provides support 

for new families and offers a multigenerational approach that has been shown to 

improve a variety of behavioral health outcomes and reduce risk through home 

visiting services.
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COVID-19 has reintroduced the function of contact 
tracing into the national dialogue. Contact tracers help 
identify positive cases and track who else might have 
been exposed to a virus.

A growing body of evidence demonstrates the great benefits of peer support 

services. There is an important element to both arms of this corps—to both sets 

of peers—where the “peer to peer” aspects of the work will be most impactful. 

For example, when recent high school graduates work with current high school 

students on the importance of mental health, this approach has a very different 

look and feel than more traditional routes for seeking and providing help. A focus 

on the benefits of peer support services does not minimize the importance of 

professional clinical services when they are needed. However, there are unique 

ways in which we can leverage the “peer” role around sensitive topics. A peer 

approach is particularly beneficial with youth, who have unique needs in the 

wake of COVID-19. School shutdowns have affected milestone events typically 

shared with friends and peers (graduation, prom, etc.), and social distancing has 

eroded some relationships. Going forward, there is still much uncertainty, and 

navigating all these feelings and new ways of life will be difficult, especially for 

young people. “Postvention”—rather than intervention—for young people should 

recognize their unique differences and struggles, and peer support models will 

be important for meeting these specific needs. Some states are leveraging a 

workforce that includes peers and other nonlicensed individuals within the 

Medicaid program (34).

Finally, we should consider other frontline public health workers—such as contact 

tracers—who can play a critical role in managing a pandemic and addressing 

other population health issues. COVID-19 has reintroduced the function of contact 

tracing into the national dialogue. Contact tracers help identify positive cases 

and track who else might have been exposed to a virus (35). The combination of 

reopening our country and the deadly spread of the virus has made the function 

of contact tracers more important than ever. Calls have been made to increase 

our contact tracer workforce (36), and increased funding for the contact tracer 

program would allow for more tracers—providing communities with an enhanced 

economic opportunity as well as more accurate tracking of COVID-19 cases, 

which can help mitigate spread. 



Contact tracers can play a critical role as a frontline 

resource for information on mental health and addiction 

by educating people about symptoms and assisting them 

in seeking help. Contact tracers do not need to be trained 

clinicians; instead, they rely on clear processes, including 

knowing how to screen and to respond to people who 

have positive screens and then referring or connecting 

them to the most helpful services. Most contact tracers 

have a working understanding of their communities, and 

thus they may have relationships with clinicians who can 

help address any issues that arise. 

Without better assessing our nation’s mental health, we 

run the risk of countless individuals suffering alone and 

in silence. Although there have been positive changes to 

help, such as telehealth, we still need to do a better job of 

identifying those with need, and contact tracers can be a 

new first line of defense. 

Policy considerations at the community level are 

summarized below.

•   Ensure adequate funding for the community-

based workforce. Provide a funding mechanism 

for compensating training and adequate salary 

for individuals who commit to delivering mental 

health care in communities, especially in designated 

communities with a lack of accessible care.

•   Expand mental health and trauma-informed programs. 

Scale up a mental health and trauma-informed 

workforce in schools, health care settings, social 

services, and the justice system, as well as among first 

responders, and increase resources for communities. 

•   Prepare a training model for training public health 

workers. Contact tracers and other public health 

workers have a unique role to play in screening for 

COVID-19 and tracing COVID-19. As vaccines become 

available, they also have a role at distribution sites. 

They should be trained to screen individuals for mental 

health and addiction needs and to intervene and 

coordinate services. 

Contact tracers can play a critical  
role as a frontline resource for 
information on mental health and 
addiction by educating people about 
symptoms and assisting them in 
seeking help.
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Individual Level: Shift Toward Low-Intensity 

Interventions by the Lay Public as a First Line of Defense 

In other countries where workforce issues are far greater 

than what we see in the United States, experts have 

begun to train community members on evidence-based 

interventions with their peers. This approach, often 

described in the literature as task shifting or task sharing, 

brings evidence-based techniques into the community 

so that the lay public are more empowered to help each 

other with mental health issues. Providing additional 

training to the lay public should supplement the existing 

health care system by enhancing the capacity of 

communities to address aspects of mental health and 

addiction on their own.

The lay public could be broadly divided into two 

categories: 1) individuals with frequent contact with other 

members of the community, including teachers, spiritual 

leaders, volunteers, or individuals in the service industry; 

and 2) individuals with low levels of contact with 

members of the community other than family, neighbors, 

and coworkers. This distinction could translate into 

different approaches to mental health training for the  

lay public. 

A reformed mental health system would not only include 

integrating mental health and addiction services into 

primary care and community-based health care, but it 

would also enable and empower individuals to learn 

how to respond to mental health and addiction issues. 

To achieve this goal, members of the community 

without health care experience could be trained to use 

low-intensity, evidence-based, psychological tools to 

implement on themselves (self-care) or with others. This 

training would teach individuals interventions that could 

build on Mental Health First Aid trainings, which provide 

a baseline competency for understanding mental health 

conditions (37). 

Training for individuals with roles that facilitate frequent 

touch points with others in the community would take 

advantage of existing relationships to provide a first 

line of support for individuals experiencing mental 

health issues. Training for the lay workforce has been 

implemented across cultural settings with volunteers or 

local members of the community with little or no health 

care experience to deliver low-intensity psychological 

interventions (38, 39). These interventions include the 

Common Elements Treatment Approach (CETA) and 

Problem Management+ (PM+), which teach skills, such 

as problem solving and managing stress and emotions, 

that can translate across common mental health 

conditions, such as anxiety and depression, and that can 

be taught over short periods. There is evidence that both 

CETA and PM+ can improve outcomes for depression 

and anxiety (40, 41). Although these interventions have 

been performed in home and community settings (39, 

41), studies have not necessarily examined whether 

expanding training to individuals in different societal 

roles or across a wider range of settings could yield 

similar improvements. The interventions required some 

supervision from a trained mental health professional, 

but telemedicine and virtual supervision were acceptable 

proxies (42). 

A reformed mental health system  
would not only include integrating 
mental health and addiction services 
into primary care and community- 
based health care, but it would also 
enable and empower individuals to 
learn how to respond to mental health 
and addiction issues.



There have also been grassroot efforts, such as the Confess Project, an 

organization that partners with barbers in Black communities around the  

country to provide training in identifying common mental health conditions, 

such as anxiety and depression, as well as training in active listening, 

nontriggering language use, and healthy coping skills (43). For individuals 

who do not frequently experience long-term engagement with members of the 

community, training could focus on similar problem solving and stress and 

emotional management for people to use in their own lives, as self-care, or to 

informally coach friends and family. Schools could be an appropriate place to 

teach these skills to younger populations. 

As states and federal leaders examine how to better equip individuals with tools 

for managing mental health needs in their lives and in their communities, the 

following policy issues should be considered.

•   States and the federal government should invest in widespread mental 

health training for individuals. Given the acute mental health workforce 

shortages and the ongoing need for mental health care as a result of COVID-19, 

widespread training would equip members of the community with the tools to 

identify mental health conditions in their community early and provide low-

level interventions. This training could be supported through federal grants, in 

partnership with states and the private sector.

•   Outcome measures should be developed to accurately assess lay public 

interventions. The informal, and possibly varied, implementation of layperson 

psychological interventions could make it more difficult to assess effectiveness. 

One solution is to develop measures that focus on the experience of recipients 

and their ability to manage emotional and mental health as result of the 

intervention. 

•   Implement appropriate pathways for referrals to additional mental health 

services. In addition to interventions, the lay public should also be equipped to 

identify when a person needs additional help and how to provide referrals for 

appropriate care. 

•   Fund additional research on low-level mental health and addiction 

interventions in communities. The research on lay public mental health 

training is limited, but such training could result in an untapped first-order 

defense for addressing low-level mental health needs and connecting 

individuals to additional care (e.g., community-based care or integrated primary 

care). Additional research on lay public interventions for addiction care would 

be key.
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Conclusion
If we are serious about stemming the tide of mental health and addiction need, 

we must begin to think differently about our workforce. The proposed framework 

would address workforce shortages in the short term by redistributing our current 

workforce into the places that people are and forming a multilayered, community-

forward approach to mental health and addiction care that begins with each of us 

in community and reserves and protects specialty care for individuals with more 

complex needs. This framework would expand access by providing multiple entry 

points to mental health and addiction care and would reduce stigma by training 

all individuals in the community, regardless of professional mental health or 

addiction health training, to identify and respond to mental health and  

addiction needs.



Conclusion
References
1    

2    

3    

4    

5    

6    

7

8

9

10

11

12

Mehrotra A, Chernew M, Linetsky D, et al.: The Impact of the COVID-19 Pandemic on Outpatient Care: Visits 

Return to Prepandemic Levels, but Not for All Providers and Patients. New York, Commonwealth Fund, 

Oct 2020. Available here: https://www.commonwealthfund.org/publications/2020/oct/impact-covid-19-

pandemic-outpatient-care-visits-return-prepandemic-levels.

Healing the Nation: Where to Begin? Washington, DC, Well Being Trust, 2020. Available here:  

https://healingthenation.wellbeingtrust.org/.

Mental and Behavioral Health—African Americans. Washington, DC, US Department of Health and Human 

Services, Office of Minority Health, 2019. Available here: https://www.minorityhealth.hhs.gov/omh/browse.

aspx?lvl=4&lvlid=24.

Smith KM: How bigotry created a Black mental health crisis. Wash Post, July 29, 2019. Available here: 

https://www.washingtonpost.com/outlook/2019/07/29/how-bigotry-created-black-mental-health-crisis/.

Behavioral Health Workforce Projections. Rockville, MD, Health Resources and Services Administration, 

2020. Available here: https://bhw.hrsa.gov/data-research/projecting-health-workforce-supply-demand/

behavioral-health.

Ellis AR, Konrad TR, Thomas KC, et al.: County-level estimates of mental health professional supply in the 

United States. Psychiatr Serv 60:1315–1322, 2009. Available here: https://ps.psychiatryonline.org/doi/10.1176/

ps.2009.60.10.1315.

Hoge MA, Stuart GW, Morris J, et al.: Mental health and addiction workforce development: federal 

leadership is needed to address the growing crisis. Health Aff 32:2005–2012, 2013. Available here:  

https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2013.0541.

The State of the Behavioral Health Workforce. Chicago, American Hospital Association, 2016. Available here: 

https://www.aha.org/system/files/hpoe/Reports-HPOE/2016/aha_Behavioral_FINAL.pdf.

Improving Health Systems and Services for Mental Health. Geneva, World Health Organization, 2009. 

Available here: https://www.who.int/mental_health/policy/services/mhsystems/en/.

Beck AJ, Page C, Buche J, et al.: Behavioral Health Service Provision by Primary Care Physicians.  

Ann Arbor, University of Michigan, School of Public Health Behavioral Workforce Research Center, 2019. 

Available here: https://behavioralhealthworkforce.org/wp-content/uploads/2019/12/Y4-P10-BH-Capacityof-

PC-Phys_Full.pdf.

Press MJ, Howe R, Schoenbaum M, et al.: Medicare payment for behavioral health integration. N Engl J Med 

376:405–407, 2017. Available here: https://www.nejm.org/doi/full/10.1056/NEJMp1614134#t=article. 

Peek CJ, National Integration Academy Council: Lexicon for Behavioral Health and Primary Care 

Integration: Concepts and Definitions Developed by Expert Consensus. Rockville, MD, Agency for 

Healthcare Research and Quality, 2013. Available here: https://www.integration.samhsa.gov/integrated-

caremodels/Lexicon.pdf.



Enhancing the Capacity of the Mental Health and Addiction Workforce: A Framework 20

13

16

17

15

18

14

19

20

21

22

23

24

McGinty EE, Daumit GL: Integrating mental health and addiction treatment into general medical care: 

the role of policy. Psychiatr Serv 71:1163–1169, 2020. Available here: https://ps.psychiatryonline.org/doi/

pdf/10.1176/appi.ps.202000183.

Chapman E, Chung H, Pincus HA: Using a continuum-based framework for behavioral health  

integration into primary care in New York State. Psychiatr Serv 68:756–758, 2017. Available here:  

https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201700085.

Katon W: Collaborative depression care models: from development to dissemination. Am J Prev Med 

42:550–552, 2012. Available here: https://www.thecommunityguide.org/sites/default/files/assets/

CollabCare_Commentary_Katon6.pdf.

Hoeft TJ, Fortney JC, Patel V, et al.: Task-sharing approaches to improve mental health care in rural  

and other low-resource settings: a systematic review. J Rural Health 34:48–62, 2018. Available here:  

https://onlinelibrary.wiley.com/doi/abs/10.1111/jrh.12229.

Archer J, Bower P, Gilbody S, et al.: Collaborative care for depression and anxiety problems. Cochrane 

Database Syst Rev 10:CD006525, 2012. Available here: https://www.cochranelibrary.com/cdsr/

doi/10.1002/14651858.CD006525.pub2/full.

Balasubramanian BA, Cohen DJ, Jetelina KK, et al.: Outcomes of integrated behavioral health with primary 

care. J Am Board Fam Med 30:130–139, 2017. Available here: https://www.jabfm.org/content/30/2/130.

abstract.

Reiss-Brennan B, Brunisholz KD, Dredge C, et al.: Association of integrated team-based care with health 

care quality, utilization, and cost. JAMA 316:826–834, 2016. Available here: https://jamanetwork.com/

journals/jama/fullarticle/2545685.

Rossom RC, Solberg LI, Magnan S, et al.: Impact of a national collaborative care initiative for patients with 

depression and diabetes or cardiovascular disease. Gen Hosp Psychiatry 44:77–85, 2017. Available here: 

https://www.sciencedirect.com/science/article/abs/pii/S0163834316301657?via%3Dihub.

Ross KM, Klein B, Ferro K, et al.: The cost effectiveness of embedding a behavioral health clinician 

into an existing primary care practice to facilitate the integration of care: a prospective, case-control 

program evaluation. J Clin Psychol Med Settings 26:59–67, 2019. Available here: https://link.springer.com/

article/10.1007/s10880-018-9564-9.

Ross KM, Gilchrist EC, Melek SP, et al.: Cost savings associated with an alternative payment model  

for integrating behavioral health in primary care. Transl Behav Med 9:274–281, 2019. Available here:  

https://academic.oup.com/tbm/article-abstract/9/2/274/5001714?redirectedFrom=fulltext.

Malek S, Weaver A, Davenport S: SIM Healthcare Cost Savings and Return-on-Investment Report. Denver, 

CO, Milliman, Inc. 2019. Available here: https://www.colorado.gov/pacific/sites/default/files/Colorado%20

SIM%20Return-on-Investment%20%28ROI%29%20Report.pdf.

Sanchez K, Ybarra R, Chapa T, et al.: Eliminating behavioral health disparities and improving  

outcomes for racial and ethnic minority populations. Psychiatr Serv 67:13–15, 2016. Available here:  

https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201400581.



25

28

29

27

30

31

32

33

34

35

36

26

37

Martinez LS, Lundgren L, Walter AW, et al.: Behavioral health, primary care integration, and social work’s 

role in improving health outcomes in communities of color: a systematic review. J Soc Social Work Res 

10:441–457, 2019. Available here: https://www.journals.uchicago.edu/doi/10.1086/704070.

Miranda J, Duan N, Sherbourne C, et al.: Improving care for minorities: can quality improvement 

interventions improve care and outcomes for depressed minorities? Results of a randomized, controlled 

trial. Health Serv Res 38:613–630, 2003. Available here: https://onlinelibrary.wiley.com/doi/abs/10.1111/1475-

6773.00136.

Behavioral Health Workforce Education and Training (BHWET) Program for Professionals. Rockville, MD, 

Health Resources and Services Administration, 2020. Available here: https://www.hrsa.gov/grants/find-

funding/hrsa-21-089.

COVID-19. Washington, DC, Federation of State Medical Boards, 2020. Available here: https://www.fsmb.org/

advocacy/covid-19.

Wallace NT, Cohen DJ, Gunn R, et al.: Start-up and ongoing practice expenses of behavioral health and 

primary care integration interventions in the Advancing Care Together (ACT) Program. J Am Board Fam 

Med 28(suppl 1):S86–S97, 2015. Available here: https://www.jabfm.org/content/28/Supplement_1/S86/tab-

article-info.

Malâtre-Lansac A, Engel CC, Xenakis L, et al.: Factors influencing physician practices’ adoption of 

behavioral health integration in the United States: a qualitative study. Ann Intern Med 173:92–99, 2020. 

Available here: https://www.acpjournals.org/doi/abs/10.7326/m20-0132.

Landers S, Levinson M: Mounting evidence of the effectiveness and versatility of community health 

workers. Am J Public Health 106:591–592, 2016. Available here: https://ajph.aphapublications.org/

doi/10.2105/AJPH.2016.303099.

Nurse-Family Partnership, Denver, CO. Available here: https://www.nursefamilypartnership.org/.

Family Connects Durham. Durham, NC, Center for Child and Family Health, 2020. Available here:  

https://www.ccfhnc.org/programs/family-connects-durham/.

Mette E, Townley C, Purrington K: 50-State Scan: How Medicaid Agencies Leverage Their Non-Licensed 

Substance Use Disorder Workforce. Washington, DC, National Academy for State Health Policy, 2019. 

Available here: https://www.nashp.org/50-state-scan-how-medicaid-agencies-leverage-their-non-licensed-

substance-use-disorder-workforce/#toggle-id-1.

Contact Tracing. Atlanta, Centers for Disease Control and Prevention, 2020. Available here:  

https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/contact-tracing.html.

Goldberg D, Ollstein AM: Tracking the virus may require 300,000 workers. We’re nowhere close. Politico, 

April 21, 2020. Available here: https://www.politico.com/news/2020/04/21/tracking-coronavirus-workforce-

does-not-exist-197622.

Mental Health First Aid. Washington, DC, National Council for Behavioral Health, 2020. Available here: 

https://www.mentalhealthfirstaid.org/.



Enhancing the Capacity of the Mental Health and Addiction Workforce: A Framework 22

38

39

40

41

42

43

Coe C, Barlow J: Supporting women with perinatal mental health problems: the role of the voluntary sector. 

Community Pract 86(2):23–27, 2013. Available here: https://www.researchgate.net/profile/Chris_Coe/

publication/235884131_Supporting_women_with_perinatal_mental_health_problems_The_role_of_the_

voluntary_sector/links/5433cee10cf294006f71bcc3.pdf.

Ali BS, Rahbar MH, Naeem S, et al.: The effectiveness of counseling on anxiety and depression by 

minimally trained counselors: a randomized controlled trial. Am J Psychother 57:324–336, 2003. Available 

here: https://psychotherapy.psychiatryonline.org/doi/10.1176/appi.psychotherapy.2003.57.3.324.

Bolton P, Lee C, Haroz EE, et al.: A transdiagnostic community-based mental health treatment for comorbid 

disorders: development and outcomes of a randomized controlled trial among Burmese refugees in 

Thailand. PLoS Med 11:e1001757, 2014. Available here: https://doi.org/10.1371/journal.pmed.1001757.

Khan MN, Hamdani SU, Chiumento A, et al.: Evaluating feasibility and acceptability of a group WHO trans-

diagnostic intervention for women with common mental disorders in rural Pakistan: a cluster randomised 

controlled feasibility trial. Epidemiol Psychiatr Sci 28:77–87, 2019. Available here: https://doi.org/10.1017/

S2045796017000336.

Javadi D, Feldhaus I, Mancuso A, et al.: Applying systems thinking to task shifting for mental health using 

lay providers: a review of the evidence. Glob Ment Health 4:e14, 2017. Available here: https://doi.org/10.1017/

gmh.2017.15.

The Confess Project. Little Rock, AR, 2020. Available here: https://www.theconfessproject.com/.





1    

2    

3    

4    

5    

6

How to use this paper to  
“Think Bigger” and “Do Good”

Educate your local, state, and federal policy-  

and decision-makers by sending them this paper

Share the paper with mental health and substance  

use advocates and providers

Endorse the paper on social media outlets

Link to the paper on your organization’s website or blog

Use the paper in group or classroom presentations

Reference the paper in your materials, and cite it as follows: 

www.thinkbiggerdogood.org

The Scattergood Foundation believes major disruption is needed  
to build a stronger, more effective, compassionate, and inclusive 
health care system  — one that improves well-being and quality of life 
as much as it treats illness and disease. At the Foundation, we THINK, 
DO, and SUPPORT in order to establish a new paradigm for behavioral 
health, which values the unique spark and basic dignity  
in every human. 

www.scattergoodfoundation.org

Peg’s Foundation believes in relevant and innovative, and at times 
disruptive ideas to improve access to care and treatment for the 
seriously mentally ill. We strive to promote the implementation of a 
stronger, more effective, compassionate, and inclusive health care 
system for all. Our Founder, Peg Morgan, guided us to “Think Bigger”, 
and to understand recovery  from mental illness is the expectation,  
and mental wellness is integral to a healthy life.

www.pegsfoundation.org

As grantmaker, partner, and advocate, the Tower Foundation 
strengthens organizations and works to change systems to improve 
the lives of young people with learning disabilities, mental illness, 
substance use disorders, and intellectual disabilities.

www.thetowerfoundation.org

The Patrick P. Lee Foundation is a family foundation with two core 
funding areas - Education and Mental Health. The Foundation’s 
primary investments in education are through its scholarship 
programs in science, technology, engineering, and math. In mental 
health, the Foundation’s investments focus on strengthening the 
mental health workforce, supporting community programs and 
services, advocating for increased public funding, and building the 
mental health literacy of the community. 

www.lee.foundation

As strictly nonpartisan organizations, we do not grant permission 

for reprints, links, citations, or other uses of our data, analysis,  

or papers in any way that implies the Scattergood Foundation or 

Peg’s Foundation endorse a candidate, party, product, or business.


