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Introduction 

 

 For behavioral health consumers and advocates in the United States, the past four decades have 
been a period of accelerating and (mostly) positive change. To be sure, there were setbacks due to 
shifting political winds and persistent cultural stigma, but ever since Jimmy Carter was elected President 
in 1976 and, alongside First Lady Rosalynn Carter, began using the White House’s bully pulpit to press 
the issue, the clear trend line has moved ever closer to improved care, more personalized care, and 
greater popular understanding of the nature of and challenges posed by mental disorders. 

 However, such progress has been the keenest of double-edged swords. Even as fewer 
Americans have been hustled off to involuntary commitments, as conditions such as addiction and 
substance abuse have been recognized as illness, and as the evolution of behavioral health care has 
resulted in a proliferation of new practitioner roles, these advances have in turn created their own 
challenge: Where are the people 
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 “Psychiatry, of all specialties, probably is the most dependent on public funding,” Thompson 
said. “When there is a crisis in public sector funding, we will have a crisis in mental health and therefore 
psychiatry.” 

 Of course, the workforce issues facing contemporary behavioral health range beyond the public 
sector. At the highest level, recent policy changes and shifts in the marketplace toward integrated care 
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 To accomplish its goals, Beck’s center has identified three areas of focus, the first being to 
simply establish minimum data sets and identify the sources from which the data will be gathered. Next 
will be an examination of worker characteristics and practice settings, including workforce diversity, 
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becoming less populated—only relatively so, meaning the demand for health services in rural areas is 
growing just like everywhere else. And since providers tend to cluster in urban areas—to the tune of 90 
percent of psychiatrists and psychologists, and 80 percent of clinical social workers—that is putting a 
tremendous strain on rural providers. Citing one of his own papers, Mackie said that for every 10 miles 
one moves away from an urban center, it becomes 3 percent more difficult to hire behavioral health 
professionals. 

 “Sixty percent of rural America is underserved with behavioral health needs, and more than 85 
percent of the United States’ behavioral health shortage areas are rural,” said Mackie, professor of 
social work and university assessment coordinator at Minnesota State University, Mankato, as well as 
president of the National Association for Rural Mental Health. “Rural is becoming a smaller component 
[of the whole], but we have more rural residents because they are growing, just not at the same rate. As 
more and more people are seeking access to behavioral health services, this issue is going to become 
even more problematic.” 

An Educational Assessment 

In some very important ways, the United States’ system of higher education parallels its health care 
system: The opportunities provided by the best American universities are without peer anywhere in the 
world—provided a student has access and a way to afford those opportunities. But when one looks 
beyond optimal examples, the data begin to tell a different story.  

 “The cold hard fact is that higher education attainment in the United States isn’t all that good,” 
Mohatt said. “We’re not in the top five, not in the top 10, not even in the top 20 in terms of producing 
college graduates. Higher education fails so many people [in this country], and I don’t mean they flunk 
them. I mean they fail them. They fail to reach them.” 

 Too often, Mohatt explained, this is the literal reason for lack of access: Potential students do 
not live in close enough proximity to colleges, vocational centers or other training facilities to reach 
them. Some 37 million Americans, he said—20 percent of the American workforce—have some higher 
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there are a thousand points of ‘no.’ Every time you raise something, there is someone out there telling 
you why you can’t do it.” 

 This sentiment surely came as no surprise to many in the room, people who had worked 
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2 

Clinical Practice in the Era of Integrated Care & Population Health 

 

“I’m here, close to the ground, with mud on my boots, to talk about what integration efforts look like. 
Primary care is a messy, noisy, chaotic place.” 

—Frank de Gruy III, Woodward Chisholm Professor and Chair of Family Medicine, University of Colorado 
School of Medicine 

 

 The U.S. health care system, as more than one speaker noted, traditionally has been 
characterized by a Platonic duality: one side took care of the body, while the other busied itself with the 
mind, and rarely the twain would meet in a practice setting. However that bifurcated system over the 
past few decades has slowly begun to change, and today one would be hard pressed to find anyone who 
still believes the “two-door” model of health care has a long future—even if the policy and economics of 
health care haven’t yet caught up to the shift in philosophy. 

 But those factors are changing too. As noted earlier, the Affordable Care Act explicitly 
incentivizes integrated approaches, and even the ACA’s most vocal opponents speak with passion about 
building a “patient-centered” system of care that (at least in theory) orients providers to the consumers, 
rather than vice versa. And every day yields more positive data from local and regional providers and 
care networks experimenting in new ways to lower barriers between the specialties, to offer fair and 
even market-based compensation for holistic health outcomes, and to construct that single point-of-
entry—or, perhaps, multiple points of entry—for consumers to conveniently meet their health care 
needs. 

 “There is a growing emphasis on integrated care and treatment of co-occurring disorders and 
co-
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don’t believe the government should be doing those kinds of things. They say those are personal 
responsibilities.” 
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Impact of Innovation & Emerging Models 1: Providers & Care Delivery 
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interested in transformative and revolutionary change, we have to create pathways, policy, funding 
opportunities, for the innovators to come out and do what they do.” 

The Providers Around Us 

Thanks to the growth of both integrated care and peer support, there has already begun a wholesale 
shift in thinking about who can and should provide behavioral health care services. Primary care 
clinicians are increasingly integrating those services into their skillsets, and the number of peer 
specialists in the field is exploding. Indeed, in the emerging era of care, DeGruy even questioned the 
dichotomy of provider vs. consumer and the one-way relationship it suggests.  

 “I don’t like being defined as a ‘provider,’” he said. “It creates an assumption about the nature 
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 Finally, according to Stuart and other speakers, the current U.S. health care culture limits its own 
potential by circumscribing the amount and type of care that individual specialties can provide. There 
must be a push, they said, toward allowing clinicians across the spectrum to operate to the entirety of 
their training. 

 “We absolutely must allow for the full scope of practice for all licensed and credentialed 
clinicians,” Stuart said. “Notice I didn’t say any one profession—I said, if [they] are licensed or 
credentialed, let those people practice to the full scope of their license or education. We must use non-
behavioral health providers as core behavioral health service providers. Even if we tripled ourselves, we 
will never be able to meet the needs in this country. We have to expand our definition of provider.” 

Going Where They Live 

As multiple speakers noted, providers are not the only aspect of health care that’s being redefined. The 
“minute clinic”-type offices that are opening in retail outlets around the country may soon be joined by 
primary care and screening facilities in train stations, in malls, in libraries and schools, in YMCAs and 
church basements, and in myriad other locations of greater convenience to consumers. 

 “Very interesting things happen when you do this kind of work,” said moderator Arthur Evans, 
from his experiences in Philadelphia, including the placement of a diagnostic kiosk in the Drexel 
University student center. “Originally people were very concerned that [consumers] wouldn’t go to a 
public setting and be screene
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Impact of Innovation & Emerging Models 2: Education & Training 
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static. The books would be updated from year to year, but for the most part they stayed the same. It 
may not have been the best possible model, but it was at least feasible because there was a relatively 
unchanging body of knowledge. 

 “That’s changed, of course.” 

Rebuilding the Pipeline 

Regardless of how future psychiatrists or any other practitioners are trained, they still have to decide to 
go into behavioral health in the first place, and that’s an increasingly tough sell in a field going grayer by 
the day. Even within the health field, there persists a bias against mental health that subtly steers 
students, in both quantity and quality, away toward other specialties. 

 “It’s not uncommon for us to hear f
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in the private sector, with its greater hiring scales and higher salaries. Among its other competencies, 
the new credential will require a year’s experience—more than 2,000 hours of practice.  

 “For a long time there has been a lot of discussion in the peer community about a fear of over-
professionalizing peer support, that somehow gaining too much knowledge could take away from the 
unique nature of peer support,” Hendry said. “I think people can stay true to the nature of peer support 
and lived experience and a shared view of what it is like to live as a person with some kind of psychiatric 
disorder, but at the same time be extremely knowledgeable.” 

 Even the best of core competencies are only as good as the training and certification system 
that facilitates their adoption throughout the workforce, and Goodale said the system that trains and 
certifies peer specialists must be made both more reliable and more accessible. The Depression and 
Bipolar Support Alliance’s peer specialist training programs would be double or triple their current size, 
she said, if all the interested students could afford the program. She also echoed Hendry’s point about 
the debate in the peer community about certifications and training standards, urging that such 
standards maintain the “non-clinic
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 Picking up on this theme, multiple speakers stressed the need to break out 
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 WICHE facilitates an Internet course exchange program that allows affiliated universities to 
share courses and fill out the gaps in their local curricula. It also operates the North American Network 
of Science Labs Online, with participating labs in Colorado, Montana and British Columbia, through 
which students can collaborate and conduct experiments in a virtual lab in real time.  

 “We talk about ‘technology enhanced education,’ ‘technology-enhanced teaching and 
learning,’” Mohatt said. “Technology is a tool to educate; it’s not education. It’s about reaching place-
committed learners. It’s about training people where you want them, where they are. It should 
enhance, not duplicate a classroom experience. It’s connection beyond geographic barriers—it’s 
instruction beyond didactic shout-outs. It’s about connecting, sharing, learning and mentoring. It’s about 
growing our own.” 
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Epilogue 

 

 As several speakers noted, the challenge facing the behavioral health workforce is not simply 
one of numbers. Related but distinct to the overall shortage of behavioral workers is a relative dearth of 
behavioral health leaders. A field that struggles to attract practitioners will, inevitably, also find itself 
short of the leadership talent that will be so critical to help usher in a new age of integrated care and 
population health. 

 “Most public sector leadership positions are currently held by Baby Boomers, so we need to 
make the transition to the next generation down,” said Ron Manderscheid. “There’s a strong need for 
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