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INTRODUCTION

Behavioral Health Workforce Research Center (BHWRC)
at the University of North Carolina at Chapel Hill

5-year cooperative agreement jointly funded 
by SAMHSA and HRSA

Must complete at least 8 projects each year on 
the behavioral health workforce

1 of 9 federally funded national workforce 
centers



UNC-BHWRC Aims and Priorities

To improve the BH and well-being of the U.S. by 
strengthening the current and future BH workforce 

Priority 2Priority 1 Priority 3

Investigating workforce 
composition, data, 
needs, sufficiency, 

distribution

Evaluating disparities 
in BH occupations to 
reduce BH disparities

Assessing service 
delivery methods
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UNC-BHWRC Year 1 Projects

BH Screening for 
Transitional Age 

Youth
Tele-BH at FQHCs

Burnout of 
Recovery Support 

Specialists

Harm Reduction 
Workforce

BH Providers in 
Areas of 

Disadvantage

Preparing & 
Retaining the BH 

Workforce

Pipeline to 
Graduate Social 
Work Education

Adequacy of Peer 
Training

Child MH 
Physician 
Workforce

Perinatal MH 
Workforce



Behavioral Health Crisis in the US



The COVID-19 Pandemic Increased Behavioral Health 
Needs in the United States



But Behavioral Health Problems Were Showing a 
Worsening Trend Even Prior to the Pandemic

Results from the 2023 YRBS CDC 



Serious Mental Illness in the Past Year: Among Adults Aged 18 or 
Older; 2008-2020

10

Results from the 2020 National Survey on Drug Use and Health Center for Behavioral 
Health Statistics and Quality Substance Abuse and Mental Health Services Administration, 
U.S. Department of Health and Human Services



Mental Health Services Received in the Past Year: Among Adults 
Aged 18 or Older with Any Mental Illness in the Past Year; 2008-2020

Results from the 2021 National Survey on Drug Use and Health Center for Behavioral Health Statistics and Quality Substance 
Abuse and Mental Health Services Administration, U.S. Department of Health and Human Services



Received Any Substance Use Treatment in the Past Year: 
Among People Aged 12 or Older Who Had an Illicit Drug or 

Alcohol Use Disorder in the Past Year; 2021

Results from the 2021 National Survey on Drug Use and Health Center for Behavioral Health Statistics and Quality Substance 
Abuse and Mental Health Services Administration, U.S. Department of Health and Human Services



INTRODUCTION

What is the 
common 
suggestion to 
address this 
crisis? 



Behavioral Health Workforce Shortages



Workforce Shortages: Psychiatrists

• HRSA estimates in 2017 there were approximately 33,650 adult 
psychiatrists

• By 2030, HRSA projects:
• 20% decrease in supply of adult psychiatrists to 27,020
• 22% increase to 9,830 child & adolescent psychiatrists

• By 2030, projected changes in demand:
• 3% increase in demand for adult psychiatrists (to 39,550)
• 1% decrease in demand for child & adolescent psychiatrists (to 

9,190)

HRSA, n.d.



Workforce Shortages

• Shortages of psychiatrists among other BH providers

• Shortages in rural areas
– As of June 2022, HRSA designated 6,300+ mental HPSAs, with more than 1/3 of Americans 

(152 million people) living in these shortage areas.
– Rural counties lack MH outpatient facilities that accept Medicaid and/or offer specialty MH 

care (Cummings et al., 2013; 2017)

• Significant variation in the rate of behavioral health clinicians (BHCs) per the 
population between rural and metro counties (Andrilla et al., 2022)
• Psychiatrists: 13 per 100k in metro vs. 9 per 100k in rural
• Psychologists: 40 per 100k in metro vs. 16 per 100k in rural
• Social Workers: 96 per 100k in metro vs. 58 per 100k in rural
• Counselors: 131 per 100k in metro vs. 88 per 100k in rural

Andrilla et al., 2022; Cummings  et al., 2013;2017



INTRODUCTION

So we just need 
more, right? 



Increasing Access to Behavioral Health Care Requires More Than 
Just a Larger Supply of Behavioral Health Clinicians



National “Shortage Narrative” Detracts from a Focus on 
Redesigning the System



INTRODUCTION
Dimension of Access What does this look like for workforce implications?

Availability
Demand compared to supply

Overall shortage of behavioral health providers

Accessibility
Geographic relationship between the services & 
the people in need

Maldistribution of behavioral health providers

Accommodation
Ease of navigating behavioral health services

Difficulty knowing how to get into services- 24% did not know 
where to receive care

Acceptability
Perception of behavioral health services

Stigma and bias continue to impact behavioral health service use

Affordability
Cost of care

Cost of care is the strongest predictor of the likelihood of receiving 
behavioral health treatment

Access to Behavioral Health Care is Tied To Workforce

Pechansky & Thomas, 1981



INTRODUCTION
Dimension of Access What does this look like for workforce 
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Availability
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Accessibility
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Accommodation
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INTRODUCTION

Access 
to BH 

services

Facilities 
with a 

continuum

Supply of 
the current 
workforce

Distribution

Training and 
education 
programs Scope of 

practice

Licensure/ 
certification

Payment

Multiple, Interacting, and Compounding Factors Connect Workforce 
Policy to Access to Behavioral Health Services



Example 1: How training dollars may misalign with payment
RODUCTION

In 2017, the BHWET mechanism funded 59 MSW programs 
across 33 states.

Expanding Medicaid requires a well-trained workforce to 
provide integrated care that focuses on behavioral health 
services. Yet the extent of state-level coordination of 
workforce planning needs and Medicaid expansion has not 
been extensively examined. 

Evaluated whether and where Medicaid expansion aligned 
with social work workforce training initiatives to build the 
capacity of the social work behavioral health workforce. 





INTRODUCTION
Example 2: How payment impacts implementation of integrated 
behavioral health models

The uptake of CoCM and BHI codes has been 
slow and underuse is well-documented. 
Financing is critical to the continued expansion 
of IBH. 
Mixed method study aimed to provide clarity on 
the implementation of IBH in FQHCs and the 
use of CoCM/BHI codes, as well as identify 
barriers to utilizing these codes and IBH models. 

Yes No Unsure
Use CoCM codes 
(n=46) 6 (13.0%) 36 (78.3%) 4 (8.7%)
Use BHI Codes 
(n=46) 8 (17.4%) 27 (58.7%) 11 (23.9%)

Yes No
Aware of CoCM 
Codes(n=36) 10 (27.8%) 26 (72.2%)
Aware of BHI 
Codes (n=27) 8 (29.6%) 19 (70.4%)



INTRODUCTION
“It is very difficult to make it work and not even from a 

reimbursement perspective it’s just difficult to find the 
humans and the whole team that can understand it and 
really make it successful.”

CoCM is Difficult to 
Implement

• “…it becomes a cost benefit analysis of how much 
additional money does it bring in for us to deploy these 
codes for these 15-minute chunks of time we use here and 
there…at a certain point we just kind of go ‘It's not worth 
it.’”

CoCM Codes are “not self-
sustaining”

“…again, with cost involved we can’t just set up a therapist 
or a social worker upstairs in an office and wait for the 
possibility that maybe somebody might want us to come 
in.” 

FQHCs Fund BH Time in 
Alternative Ways 



Example 3: Location matters for behavioral health provider type

• This study analyzed the geographic location of three 
behavioral health professions across a standardized index of 
area disadvantage

• Area Deprivation Index (ADI) originally developed by HRSA 
and now is at University of Wisconsin Purpose was to rank 
neighborhoods by socioeconomic disadvantage

• Draws information from the American Community Survey 
(ACS) at block group level

• Includes 17 indicators of economic, education, and 
community SDOH
• E.g., % aged 25 or older with a high school diploma; % 

employed; Median home value; Median gross rent; % of 
occupied housing with more than one person per room; 
% of occupied housing units without a vehicle

(Kind & Buckingham, 2018)



Method Data Source: NPPES

Classification
Behavioral 

Health Type
Behavioral Health Count (%)

Counselor 432,608 (51.4%)

Psychologist 118,648 (14.1%)

Social Worker 290,109 (34.4%)

Total 841,365



Average Rate per 100k of Behavioral Health Clinicians by ADI



Variation by Behavioral Health Provider Type

Social Workers Psychologists



Variation by Behavioral Health Provider Type



And areas that are rural AND high need, have significantly lower behavioral 
health clinicians per capita



Thinking Outside the Traditional Workforce Policy Box: Promising 
Practices to Advance the Behavioral Health Workforce

Don’t go at it alone Don’t be constrained by setting

Look across professional and personal trajectories



• BH workforce is broad 
while most data sources 
focus on siloed professions; 

• BH workforce spans sectors 
while most administrative 
data is restricted to one 
setting; 

• Field includes unlicensed 
and para-professionals who 
cannot be tracked via 
licensure or graduate data

Don’t Go it Alone

But there is data challenges:



Expanding Team-Based Cared for Behavioral Health

Proportion of Non-Hospital based DEA Waivered Physicians (N=45,484), Co-Located with a Behavioral Health Clinician 
by State. 

Proportion of Non-Hospital based DEA Nurse Practitioners (N=20,903), Co-Located with a Behavioral 
Health Clinician by State. 



Don’t be Constrained by Setting or Delivery or System

Behavioral Health Occurs Across Setting Types:

– Health settings, primary care, pediatric, clinics, emergency departments, perinatal care

– Schools 

– Prisons

– Dental

– Community health centers

– Community-based organizations

– Harm reduction



Oral
Health

Substance
Use

Mental 
Health

Behavioral  Health and Oral Health Settings

Oral Health and SBIRT– soon!



Tele-Behavioral Health Remains Higher than 
Other Types of Services

McKinsey, 2021
KFF (2022)



Proportion of Tele-Mental Health of Total Mental Health at 
Federally Qualified Health Centers



Think Across Personal and Professional Trajectories

• Educational pathways

– Loan repayment investments may be too late in the 
trajectory

• Licensure and supervision

– Apprenticeship or employer based 

• Mid-career (retrain/re-tool)

– Focus on retention

• People with lived experiences and non-licensed 
workforces

–Ways to advance career that does not include formal 
education



INTRODUCTIONWe have more than one lever

What are the workforce policy 
barriers that keep folks from 
receiving care?

Looking at the barriers to 
practice, service, and education 
policies that impact workforce

Consider local, state, and federal 
policies



Expanding behavioral health workforce requires broad policy levers that 
considers payment, reimbursement and financing

BH care delivery requires supporting traditional and ‘outside the box’ 
settings

Incentivizing new entrants and current BH providers while supporting and 
valuing those with lived experiences

Investing in BH workforce tracking, data, and outcomes

Advancing Research and Policy



Questions?



How to Reach Us
Brianna Lombardi
Brianna_Lombardi@med.unc.edu

Lisa de Saxe Zerden
lzerden@email.unc.edu

UNC-BHWRC Email Address

https://www.shepscenter.unc.edu/programs-projects/workforce/behavioral-health-workforce-research-center/

bhworkforce@unc.edu (Email us to be added to our new listserv!)

UNC-BHWRC Website

https://www.shepscenter.unc.edu/programs-projects/workforce/behavioral-health-workforce-research-center/
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