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1. INTRODUCTION AND BACKGROUND
The behavioral health workforce in Massachusetts is in crisis. The COVID-19
DEFINITION: Behavioral health
pandemic has increased the prevalence of behavioral health issues and demand
includes traditional mental health
for services, exposing and aggravating the vulnerabilities of Massachusetts’
challenges and substance use
behavioral health workforce and delivery system.1 Health care, including
disorders (SUD), as well as overall
psychological well-being.
behavioral health care, has been among the industries hardest hit by the “Great
2
See: https://www.cms.gov/outreachResignation,” exacerbating workforce shortages that predated the pandemic.
education/american-indianalaska-native/
aian-behavioral-health.
The disproportionate stress that the pandemic is imposing on the health care
workforce compounds these issues. These dynamics create an unprecedented call
to action for Massachusetts to grow and support a workforce that can meet the pressing demand for behavioral health
care in the Commonwealth. This report identifies opportunities to expand Massachusetts’ behavioral health workforce,
increase its diversity, maximize its potential to meet the needs of all people in the Commonwealth, and strengthen its
resilience.3

THE GROWING DEMAND FOR BEHAVIORAL HEALTH SERVICES
Massachusetts has been a national leader in charting a path forward for future behavioral health delivery system reform
through initiatives including its Roadmap for Behavioral Health Reform (Roadmap) and Medicaid Section 1115
demonstration (see callout box on page 6).4 In addition, the Commonwealth leads among states in many metrics of
access to behavioral health services and behavioral health outcomes.5
However, amidst these successes, the Commonwealth has grappled with significant and growing demand for behavioral
health services among its residents.6 Overdoses have been on the rise, with drug-related deaths increasing by 20 percent
from 2015 to 2020.7 And in Massachusetts, like the rest of the country, many individuals have co-occurring conditions,
struggling at once with mental health and substance use disorder (SUD) issues, as well as with physical health issues and
social and economic challenges.8 The trauma and stress caused by the pandemic has amplified behavioral health care
needs in Massachusetts and nationally.9 In 2021, over 31 percent of adults in Massachusetts reported symptoms of anxiety or depressive disorder alone, as compared to approximately 21 percent reporting any mental illness in 2018–2019.10
The pandemic’s toll has been particularly harmful on the behavioral health and well-being of people of color.11 In 2020,
the Commonwealth’s confirmed opioid-related overdose death rate increased by an alarming 69 percent from the
previous year for Black non-Hispanic males, which was the highest annual increase of any ethnic or racial group that
year.12 A recent Blue Cross Blue Shield of Massachusetts Foundation (Foundation) report also found that adults in the
Commonwealth who identify as a race or ethnicity other than non-Hispanic White and who have lower family incomes
represented a disproportionately high number of adults who said they have been in need of behavioral health care
during the pandemic.13
The pandemic has also had devastating impacts on the behavioral health of children and youth,14 as highlighted by
the U.S. Surgeon General’s recent advisory.15 Currently, in the United States, suicide is the second leading cause of
death for individuals between the ages of 10 and 14, and the third leading cause of death for individuals between
the ages of 15 and 24.16 In Massachusetts, nearly half of all
youth participating in a recent Department of Public Health
“We’re all really worried about behavioral health
for kids, both for ongoing issues that have
survey reported “feeling sad or hopeless almost every day
resulted in worse emergency department
for two weeks or more during the pandemic [to the extent]
boarding than ever in my over 20 years working
that they stopped doing some usual activities”—21 percent
in this field. The delay that happened to the
Roadmap as a result of COVID, combined with
higher than before the pandemic.17 These numbers were
the COVID impact are both devastating.”
substantially higher for LGBTQ+ youth, of whom more than
—Interview on March 7, 2022
three-quarters reported feeling this way.18 Overall, similar to
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national data, Massachusetts is seeing that the pandemic is disproportionately impacting the behavioral health of youth
of color, youth with disabilities, and youth who are LGBTQ+.19

THE URGENCY TO BUILD A MORE ROBUST, DIVERSE, AND RESILIENT WORKFORCE
Although it is ranked second among all states in the country on Mental
Health America’s measure of access to mental health care,20 there is evidence
that serious access deficits still exist in Massachusetts. For example:
• A recent Foundation survey found that more than half (57%) of Massachusetts adults in need of behavioral health care either “had difficulties
getting appointments for care when needed or did not obtain any behavioral health care.”21
• The Association for Behavioral Healthcare’s recent survey of Massachusetts
outpatient providers indicated that 13,797 individuals were on a waitlist
to obtain outpatient mental health services at one of the 37 surveyed
providers in Fall 2021, with average wait times of 15.3 weeks and 12.7
weeks, respectively, for children/youth and adults to obtain ongoing
therapy.22
• A 2019 Massachusetts Health Policy Commission (HPC) report observed
that individuals with “co-occurring disorders may not be getting the
care they need in the community,” citing 2016 data that identified cooccurring mental health and SUD co-morbidities in 13 percent of adult
inpatient and 4 percent of adult emergency discharges.23
• Long wait times exist for individuals in need of access to medication
assisted treatment (MAT) for SUD as well as for residential treatment
services for those with co-occurring disorders. For example, an HPC
survey among Massachusetts behavioral health providers providing MAT
found that over 25 percent of providers reported wait times of three weeks
or greater.24
• During the pandemic, individuals in need of psychiatric care have
experienced an uptick in emergency department (ED) boarding—the
process of holding patients in the ED after the decision is made to
admit the patient due to a lack of inpatient beds.25 The Massachusetts
Health and Hospital Association recently reported that in August 2022,
there were 540 patients with behavioral health needs boarding across 50
Massachusetts hospitals. Concurrently, from 2021 to 2022, there was
a 2.73‑fold increase in the number of inpatient beds that were taken
offline (i.e., these beds were not available for patient use) solely because of
staffing shortages; the number of licensed inpatient beds offline because of
staffing shortages increased from 9 percent of beds in February 2021 (208
beds) to 20 percent of beds in August 2022 (568 beds).26
• As of March 2022, the Human Resources and Services Administration
(HRSA) identified a total of 5727 Mental Health Professional Shortage
Areas (HPSAs) in Massachusetts, indicating a need to improve the
geographic distribution of providers.28 A recently released national
Behavioral Health Workforce Tracker from George Washington University
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DEFINITION: Behavioral health
workforce. This report considers the
behavioral health workforce to comprise
the list of professionals —licensed
and unlicensed—that the Substance
Abuse and Mental Health Services
Administration (SAMHSA) includes as
part of its workforce definition, which
includes, but is not limited to:
• Psychiatrists
• Psychologists
• Social workers
• Advanced practice psychiatric nurses
• Marriage and family therapists
• Certified prevention specialists
• Addiction counselors
• Mental health/professional counselors
• Psychiatric rehabilitation specialists
• Psychiatric aides and technicians
• Paraprofessionals in psychiatric
rehabilitation and addiction recovery
fields (e.g., case managers, homeless
outreach specialists, or parent aides)
• Peer support specialists
• Recovery coaches
See: https://www.samhsa.gov/workforce.

DEFINITION: Distribution of the
workforce. This report discusses the
distribution of Massachusetts’ behavioral health workforce. A Health Workforce Policies Framework published in
Health Affairs (described in more detail
below and in Appendix A) recommends
that as part of assessing distribution,
stakeholders should consider “geographic maldistribution of providers, the
specialty imbalance, and the need for
community-based workers.” In addition
to assessing these factors, this report
considers whether there is an adequate
distribution of specific provider types,
as well as the distribution of providers serving populations that have been
economically, socially, or culturally
marginalized, including communities of
color and/or LGBTQ+ communities. This
report also considers whether there are
whether there are a sufficient number
of providers serving other populations
with particularly acute needs, such as
children and youth.

further underscores there are meaningful differences in the concentration of behavioral health professionals across
the Commonwealth. For example, Hampshire County has one provider—either psychiatrist, addiction medicine
specialist, psychologist, counselor or therapist—for every 113 persons, whereas Hampden County has one of these
providers for every 415 persons—a more than three-fold difference.29
Individuals interviewed for this report also indicate that the Commonwealth faces particular challenges in assuring
access to behavioral health care for specific historically underserved communities, including communities of color
and LGBTQ+ youth.30 The disproportionate prevalence of behavioral health conditions among these communities
underscores the need for Massachusetts to ensure that it has a sufficiently diverse workforce,31 as research highlights
that concordance between provider and patient racial, ethnic, linguistic, and cultural identities in health care leads to
increased trust and better quality of care.32 A demographic profile of Massachusetts’ behavioral health workforce does
not currently exist; the Commonwealth does not publicly report data on the distribution and composition of members
of its behavioral health workforce by race, ethnicity, linguistic/cultural identities, or sexual orientation and gender
identity (SOGI). However, Massachusetts and national data on the overall health and behavioral health workforces
suggest that there are likely racial, ethnic, or cultural asymmetries between the behavioral health workforce and those
needing care.33 For example, a recent Massachusetts HPC survey among Massachusetts behavioral health facilities
treating SUD and mental health found that 34 percent of respondents identified a shortage of clinicians able to treat
patients who do not speak English “as a moderate to extreme barrier to care.”34 A recent national study focused on
psychiatry also highlights the lack of diversity in the behavioral health workforce; the study found that underrepresented
minorities (e.g., Black, Latino, or Native American people) comprise only 10.4 percent of practicing psychiatrists in the
United States, while representing 32.6 percent of the U.S. population.35
The pandemic has not only intensified demand for behavioral health services, but also exacerbated these workforce
challenges. Massachusetts’ behavioral health workforce has seen increased attrition during the pandemic as a result of
retirements and people leaving the field; additional losses are anticipated with the “graying” of the behavioral health
workforce as many providers are at or approaching retirement age.36 More clinicians are leaving mental health clinics
than there are new clinicians entering.37 A survey by the Association for Behavioral Healthcare found that in 2021, “for
every 10 master’s-prepared clinicians hired, approximately 13 master’s-prepared clinicians left their positions.”38

MASSACHUSETTS EFFORTS TO GROW AND SUSTAIN THE BEHAVIORAL HEALTH WORKFORCE
Massachusetts has recognized the urgency to grow and sustain its behavioral health workforce to meet the needs of its
residents, especially those who have been economically, socially, or culturally marginalized. The Commonwealth’s Delivery
System Reform Incentive Payment program (DSRIP) authorized under the MassHealth Section 1115 demonstration has made
building and training the behavioral health workforce one of its key priorities for statewide investments. Under DSRIP, the
Commonwealth has:
• Invested heavily in loan repayment programs to recruit and retain behavioral health professionals
• Offered training programs to build the competency of the paraprofessional workforce (e.g., peers, community health workers
(CHWs), CHW supervisors, recovery coach supervisors)
Massachusetts’ Roadmap—a blueprint for transforming Massachusetts’s behavioral health delivery system—proposes several
initiatives to grow, address maldistribution in, and build resilience in the behavioral health workforce, including:
• Loan repayment incentives for practitioners with “diverse cultural, racial, ethnic, and linguistic backgrounds and competence”
• Expansion of coverage of peers for mental health and addiction
• Efforts to enhance behavioral health provider participation in insurance such as by reducing administrative burdens, providing
targeted rate increases to help recruit and retain qualified staff at Community Behavioral Health Centers (CBHCs) and
integrated primary care practices, and expanding insurance reimbursement for telehealth
• Training programs to build the skills and competencies of behavioral health practitioners
• Enhanced certification standards for peers and CHWs
The above examples highlight just some of the specific workforce initiatives that Massachusetts has undertaken to build a more
robust, diverse, and resilient behavioral health workforce, and additional examples of Massachusetts-driven behavioral health
workforce initiatives are integrated throughout this report. However, recent data make clear that while these efforts should be
applauded, they are not enough to combat the current behavioral health workforce crisis, and additional action is needed.
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A CALL TO ACTION
It is incumbent upon the Commonwealth to build a robust, diverse, and resilient workforce that meets the needs of its
population. The urgency to act in this moment is not only fueled by a growing behavioral health crisis but also by an
unprecedented moment of collective understanding of what it means to be impacted by a behavioral health condition.39
The worsening behavioral health crisis, coupled with a softening of the stigma surrounding behavioral health conditions
over the past few years, has opened up new policy and funding opportunities and galvanized new and powerful political
will at the local, state, and national levels. There is no better time for Massachusetts to invest in the behavioral
health workforce.

PROJECT GOALS AND METHODOLOGY
The Foundation engaged Manatt Health to develop a report that identifies opportunities to maintain, expand, and
increase diversity in Massachusetts’ behavioral health workforce to maximize the workforce’s potential to meet the needs
of all people in the Commonwealth and build its resilience.
To meet this goal, Manatt Health:
• Conducted interviews with Massachusetts stakeholders and national experts, which included provider association
representatives, academics, and state officials with experience in behavioral health, workforce development,
and/or diversity, equity, and inclusion issues. A complete list of stakeholders interviewed is included in the
Acknowledgements section. When conducting interviews for this report, the Manatt Health team shared the “Health
Workforce Policies Framework” (the Framework) published in a recent Health Affairs article by Angela Beck, formerly
the director of the University of Michigan’s Behavioral Health Workforce Research Center, and other health care
workforce experts. The Framework describes four pillars to “reshape the workforce”: production, distribution,
maximizing potential, and resiliency.40 In reviewing the Framework, the team encouraged interviewees to take a broad
view of the factors that influence the state of the behavioral health workforce. Additional details about the Framework
and these pillars can be found in Appendix A.
• Conducted a literature review of peer-reviewed articles; reports by university research centers, leading health care
foundations, and industry associations that have prioritized behavioral health workforce and equity; resources from
federal agencies; and websites for state departments of mental health/SUD and Medicaid agencies.
• Developed an inventory of different behavioral health workforce programs in Massachusetts and across the country.41
Examples from the inventory are highlighted in callout boxes throughout the report and in Appendix B.
• Developed recommendations informed by the interviews, literature review, and inventory of behavioral health
workforce programs to augment the Commonwealth’s current behavioral health workforce initiatives. The
recommendations in this report aim to address each of the Framework’s four pillars (described in more detail in
Appendix A), recognizing that they are all critical to building a more robust, diverse, and resilient workforce.

2. IMPERATIVES FOR CREATING A ROBUST, DIVERSE, AND
RESILIENT BEHAVIORAL HEALTH WORKFORCE
Creating a more robust, diverse, and resilient behavioral health workforce in Massachusetts is an ambitious but
achievable task. It will require strong leadership, financial investment for the long-term, a multiyear commitment
by a broad array of stakeholders, and an understanding that progress will be incremental. To achieve this vision, the
Commonwealth must meet four imperatives that are crucial for advancing the recommendations described in this
report.
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1. Addressing the behavioral health workforce crisis, including rallying public and private sector
commitment to responding to the crisis, should be a key priority for the incoming governor and
Legislature. Addressing the crisis requires sustained, strong leadership to mobilize and coordinate resources
across sectors and take action to meet short-term, intermediate, and long-term goals that build on
initiatives such as Massachusetts’ “Roadmap for Behavioral Health Reform” or the vision introduced in the
Foundation’s report “Ready for Reform: Behavioral Health Care in Massachusetts.”42
2. Tackling behavioral health workforce challenges requires shared commitment and responsibility
across stakeholders, including the Massachusetts and federal governments, providers, payers,
academic institutions, large employers, and community-based organizations, among others, over the
next 10 years. The Commonwealth is fortunate to have a deep bench of stakeholders who are committed
to advancing behavioral health delivery system transformation and building a more robust workforce.
Within the Massachusetts government alone, the Executive Office of Health and Human Services
(EOHHS), the Executive Office of Labor and Workforce Development (EOLWD), and the Executive
Office of Housing and Economic Development, Office of Consumer Affairs, and Division of Insurance, in
addition to the Legislature, all have key roles to play in creating a more robust behavioral health workforce.
To ensure enduring progress, it is vital to continue to build consensus among stakeholders to take action in
effectuating changes needed to reshape and grow the behavioral health workforce.
3. A larger proportion of Massachusetts health care spending should be infused into the behavioral
health delivery system, and in particular, toward community-based behavioral health care. While
stakeholders interviewed indicate that the Massachusetts health care system as a whole is sufficiently
funded, they note a need to redirect existing funding to the behavioral health delivery system, and in
particular, to community-based providers delivering outpatient care, to support greater investment in the
behavioral health workforce.43 Inadequate funding for the behavioral health delivery system has far-reaching
implications for the workforce across different settings (e.g., community-based settings, inpatient settings,
etc.): low reimbursement rates mean that salaries are persistently low; low salaries temper interest in the
field and inhibit retention; and unfunded training responsibilities create an additional burden adding to
burnout.44 In line with recommendations from the Association for Behavioral Healthcare,45 Massachusetts
policymakers and the incoming governor have the ability to make strides toward addressing this issue by
coalescing to support a plan to require increased spending on behavioral health. For example, the BakerPolito Administration proposed legislation, An Act Investing in the Future of Our Health (S.2774), that
would require a 30 percent increase in spending on primary care and behavioral health services over a threeyear period, with the possibility of continued increases over additional years.46 However, it will ultimately
take several years to right size spending on behavioral health and grow behavioral health infrastructure to
meet the Commonwealth’s needs.
4. Advancing equity must be central to all efforts to address the behavioral health workforce crisis.
Massachusetts’ efforts to embed equity in all efforts to address the behavioral health workforce should focus
on two key policy priorities. First, Massachusetts must prioritize workforce diversity across the continuum
of provider types, including among licensed professionals and paraprofessionals, with a focus on racial,
ethnic, linguistic, and cultural diversity as well as gender and sexual diversity. The Commonwealth needs
better data to aid in understanding the demographic profile of its behavioral health workforce and how the
current workforce maps to the demographics and needs of Massachusetts residents.47 Second, Massachusetts
should seek to build the workforce in rural areas and communities that have been historically marginalized.
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3. RECOMMENDATIONS
Aligned with the imperatives described above, this section details seven recommendations for the Commonwealth and
its partners to institute policy, programmatic, and budgetary changes that will ultimately help to build a more robust,
diverse, and resilient behavioral health workforce. These recommendations are:
1. Conduct a baseline Workforce Needs Assessment to better understand the supply of the behavioral health
workforce, including demographics, and specific workforce gaps.
2. Establish and maintain a Behavioral Health Workforce Center with a charter to improve the supply,
distribution, competency, and diversity of the workforce.
3. Ensure that payment for behavioral health services is equal to payment for similar medical services
across all payers in Massachusetts given the impact of reimbursement on the workforce.
4. Develop and fund a 10-year behavioral health workforce strategy to grow the behavioral health
professional workforce pipeline and address the shortage and maldistribution of providers.
5. Pursue a multipronged campaign to dramatically expand the paraprofessional workforce (e.g., peers,
CHWs, recovery specialists), including ensuring that they are paid a living wage, have opportunities for
career advancement, and can obtain insurance reimbursement.
6. Create a system of social supports for all members of the behavioral health workforce.
7. Fund an in-depth evaluation of the impact of telehealth on the behavioral health workforce.
For each recommendation, this report describes the problem it aims to address; efforts stakeholders in the
Commonwealth have implemented to address the problem to date; examples from around the country of potential
programmatic or policy solutions to address this problem; and actionable steps the Commonwealth and its partners can
take to implement the recommendation. We also denote whether the recommendation would be implemented in the
short-term (one to two years), medium-term (three to five years), or over the long-term (greater than five years).

RECOMMENDATION 1:

Conduct a baseline Workforce Needs Assessment to better understand the supply of the
behavioral health workforce, including demographics, and specific workforce gaps.
[Short-term]

The Commonwealth currently does not comprehensively collect data on the supply of its behavioral health workforce.
While the Massachusetts Department of Public Health publishes a Health Professions Data Series that identifies trends
and patterns—including overall supply by health care provider type as well as demographic information (race/ethnicity,
language spoken, gender) and distribution across geographic and clinical settings—these data do not include behavioral
health professionals.48 National data sources provide
information on the supply of the behavioral health workforce in
“Policies should be based on workforce data.
Massachusetts, but these sources are also limited (e.g., lacking
We need investment in research and evaluation
data on provider demographics and on paraprofessionals).49
to identify gaps and guide solutions.”
—Interview on March 18, 2022

Stakeholders highlight the lack of data as a barrier to
understanding and addressing the behavioral health workforce
crisis in Massachusetts. The Association for Behavioral Healthcare has recommended that “the Commonwealth should
implement a behavioral health workforce data collection and planning strategy” to address these gaps.50 In addition,
several interviewees for this report note that without these data, it is challenging to appropriately target workforce
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policies and programs, such as identifying which geographic areas to focus on for recruitment efforts or which provider
types to focus on for retention strategies.51 And relatedly, without data on the demographic characteristics of the
workforce, it is nearly impossible to develop targeted strategies to improve diversity and advance health equity.52
Several other states have conducted or contracted with vendors to conduct a comprehensive behavioral health workforce
needs assessment, providing information on the size, racial, ethnic, and cultural composition of the behavioral health
workforce, the distribution of the workforce, and the associated demands on the behavioral health delivery system. To
tackle the behavioral health workforce crisis, Massachusetts should conduct a baseline Workforce Needs Assessment to
better understand the supply of its behavioral health workforce, including demographics and specific workforce gaps.
MASSACHUSETTS EFFORTS TO DATE

Efforts to collect data on Massachusetts’ behavioral health workforce have
been limited.
• In February 2022, the Association for Behavioral Healthcare released a
workforce survey, which collected data on current challenges related to
recruitment, vacancies, and access to outpatient mental health services.53
• Pursuant to Chapter 52 of the Acts of 2016, HPC published the 2019
report “Co-Occurring Disorders Care in Massachusetts: A Report on
the Statewide Availability of Health Care Providers Serving Patients
with Co-Occurring Substance Use Disorder and Mental Illness,” which
provides summary level data on the capacity and availability of clinicians
in Massachusetts to treat individuals with co-occurring mental health
and substance use disorders.54
• Under the “ARPA bill” (Chapter 102 of the Acts of 2021), which
appropriates federal funding from the American Rescue Plan Act
(ARPA) and state funding to address the health and economic impacts
of COVID-19, Massachusetts has earmarked $100,000 for a report on
the health care workforce to be conducted by the HPC that will focus
on the factors contributing to workforce shortages in the primary and
behavioral health care systems.55
• Chapter 77 of the Acts of 2022, An Act Establishing the Behavioral
Health Trust Fund and the Behavioral Health Advisory Commission,
requires the establishment of a Behavioral Health Advisory Commission,
which is to conduct an assessment that identifies current behavioral
health workforce challenges, including but not limited to challenges
related to building the pipeline, emerging workforce needs, and
recruitment and retention strategies. Based on the assessment’s findings,
the Commission is to advise on how dollars from a new Behavioral
Health Trust Fund may be allocated to “[address] barriers to the
delivery of an equitable, culturally-competent, affordable and clinicallyappropriate continuum of behavioral health care and services.”56
• On August 10, 2022, Governor Charlie Baker signed Chapter 177
of the Acts of 2022, An Act Addressing Barriers to Care for Mental
Health, into law. This legislation includes a provision requiring HPC
to conduct a statewide pediatric behavioral health assessment to inform
future policymaking. Part of the assessment requires an “analysis of the
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EXAMPLE FROM THE FIELD
In 2022, the George Washington
University Fitzhugh Mullan Institute for
Health Workforce Equity launched a
Behavioral Health Workforce Tracker,
which provides an interactive national
map to visualize the geographic
distribution of the behavioral health
workforce by provider type, including
psychiatrists, addiction medicine
specialists, psychologists, counselors,
therapists, primary care physicians,
advanced practice providers, and
other physicians. For behavioral health
prescribers, the tracker allows data to
be examined by insurance acceptance
status (e.g., Medicaid, Medicare,
private insurance), providers who are
treating SMI, and those who are DATA
2000-waivered (i.e., authorized to
prescribe outpatient buprenorphine) and
who are actually providing buprenorphine
for opioid addiction. Prescribers include
psychiatrists, addiction medicine
specialists, primary care physicians,
advanced practice providers, and other
physicians. In addition, to illustrate state
variations in the robustness of behavioral
health workforce, the tracker produces
customizable state maps that may
be drilled down to the county level to
display more local variations.
The map relies primarily on two sources
of data: 1) IQVIA Xponent, which provides
detailed prescriber data on behavioral
health medications prescribed by
psychiatrists, addiction medicine
specialists, primary care physicians,
advanced practice providers, and other
physicians); and 2) state licensure data,
to identify psychologists, licensed clinical
social workers, licensed professional
counselors, and licensed marriage and
family therapists.

capacity of the pediatric behavioral health workforce to respond to the acute behavioral health needs of children and
adolescents across the Commonwealth.”57
• In 2022, the George Washington University Fitzhugh Mullan Institute for Health Workforce Equity launched
a Behavioral Health Workforce Tracker, which provides an interactive national map to visualize the geographic
distribution of the behavioral health workforce.58 The tracker includes specific Massachusetts level data that may
be drilled down to the county level to view variations in size of the population per provider and by provider type.
For behavioral health prescribers, data may be examined by distribution of the workforce by payer types, those
treating serious mental illness (SMI), and those who are DATA 2000-waivered (authorized to prescribe outpatient
buprenorphine to treat opioid addiction). For more details, see the Example from the Field on page 10.
RECOMMENDATIONS

It is essential that the Commonwealth conduct
EXAMPLE FROM THE FIELD
a baseline behavioral health Workforce
In 2016, Washington State’s Governor Inslee directed the State’s Workforce
Needs Assessment, similar to what has been
Training and Education Coordinating Board (Workforce Board) to conduct
conducted by other states, like Oregon and
an evaluation to “establish a baseline for behavioral health workforce
Washington (see callout boxes), to describe
shortages and provide a plan for improving how [Washington State]
coordinate[s] the right services for patients.” In response to the Governor’s
the capacity, composition, and distribution of
request, the Workforce Board established a project team that included
the licensed professional and paraprofessional
the University of Washington Center for Health Workforce Studies (UW
behavioral health workforce in Massachusetts.
CHWS), which produced a comprehensive report to “describe the
supply, demand, and distribution of the behavioral health workforce”;
This assessment should account for how the
“assess the range of barriers to creating a more robust workforce,” such
workforce relates to the behavioral health
as recruitment and retention, skills training, credentialing, licensing and
needs of the population with a focus on
related policy issues, and paperwork and documentation burdens; and
propose solutions. The report also details workforce implications of shifts
addressing the shortage and maldistribution
in payment methodologies and other types of policies on workforce
of providers and advancing health equity.
demands, technical skills needed in the workforce, and lessons learned
The Commonwealth may be able to leverage
from behavioral and physical health integration.
some of the work conducted by the Behavioral
The report required an 18-month-long process incorporating qualitative
and quantitative data collection and analysis. In terms of qualitative data,
Health Advisory Commission described above.
the report relied on a total of 189 stakeholders and informants from a wide
Ideally, the Behavioral Health Workforce
range of health care-related organizations; quantitative data came from
Center (Workforce Center), which is described
state agencies, including certification boards.
below in Recommendation 2, would be able to
conduct the baseline Workforce Needs Assessment, but given the urgency of the task, it is unlikely that the Workforce
Center will be established in time to design and implement the assessment. Certainly, the Workforce Center could
update and evolve the Workforce Needs Assessment in future years, as it should be conducted periodically.
As part of the process for the initial Workforce Needs Assessment, the Commonwealth could consider convening a
workgroup to provide input on assessment design, consult on methodology and analysis, validate findings, and advise
on actionable steps and recommendations. The workgroup would comprise government leadership—including from
EOHHS, EOLWD, and the Department of Education (DOE)—academic institutions, community colleges, and representation from providers, hospitals, plans, community-based organizations, schools, and consumer organizations with
expertise and experience in behavioral health and workforce issues, as well as representation from communities of color,
LGBTQ+ communities, and other communities that have been economically, socially, and/or culturally marginalized.
The initial Workforce Needs Assessment should use both quantitative and qualitative methods to present the
current landscape of the behavioral health workforce in Massachusetts, which will augment existing data collection
efforts, including the work conducted by the Behavioral Health Advisory Commission (described above), as well as
national data initiatives that quantify states’ behavioral health workforces, including HRSA HPSA data59 and George
Washington University’s recently released Behavioral Health Workforce Tracker60 (see Example from the Field on page
10). Specifically, the assessment would include the following information:
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• Counts and distribution of providers by provider type and employment
status (e.g., practicing vs. non-practicing, full-time vs. part-time status)
• Descriptive features of the workforce in terms of demographics (e.g., race/
ethnicity, SOGI, and age)
• Prevalence and/or risk of behavioral health conditions across the
Commonwealth in terms of race/ethnicity, SOGI, and age; among
populations with socio-economic challenges; and among populations with
other social risk factors (e.g., homelessness and justice-involved)
• Distribution of providers by employment status as compared to the needs of
the Massachusetts population (e.g., prevalence of mental health conditions
and SUD). To this end, Massachusetts should consider using a provider-toprevalence or provider-to-need ratio, such as the one Oregon has developed
(see callout box). For further understanding of the extent to which the
workforce aligns with need, Massachusetts can stratify this analysis by
provider demographics and need among underserved populations (e.g.,
children and youth, people of color, LGBTQ+ individuals, people with
disabilities).
• Underlying causes behind challenges to recruitment, retention, distribution,
and diversity of the behavioral health workforce
• Current licensure policies and any barriers that they present
• Impact of COVID-19, telehealth, and other payment/policy shifts on
behavioral health providers
The process for developing the Workforce
Needs Assessment must involve close
collaboration with the Commonwealth and
entities asked to contribute data to identify
approaches for systematic data collection and
which data sources are most appropriate. To
that end, the University of Michigan Behavioral
Health Workforce Research Center published a
report on the minimum data set needed to help
address questions related to behavioral health
workforce supply and distribution.61 These data
elements, listed in Table 1 below,62 may serve as
a guide for information to include in the initial
Workforce Needs Assessment. Recognizing
that this list is extensive and that collecting
and reporting some data elements will require
additional planning, the Commonwealth
may designate some data elements to be
part of ongoing monitoring and evaluation
efforts to be conducted by the Behavioral
Health Workforce Center, described below in
Recommendation 2, instead of being included
in the initial Workforce Needs Assessment.

DEFINITION: Provider-toprevalence ratio, or provider-toneed ratio. In some of its behavioral
health workforce reports, Oregon
uses a provider-to-prevalence
ratio, also called a provider-toneed ratio (PNR), to quantify the
number of providers with certain
qualifications as compared to the
prevalence of people with specified
conditions needing that provider’s
expertise. For example, Oregon
has calculated a PNR for number
of licensed addiction providers
and licensed addiction prescribers
per 10,000 Oregonians in need of
services (i.e., those ages 12+ with a
history of alcohol use disorder in the
past year), and is able to compare
PNRs across regions of the state to
understand where workforce gaps
are largest according to need. The
Eugene S. Farley, Jr. Health Policy
Center, which conducted one of
Oregon’s workforce assessments,
indicates that “PNRs provide a
more specific estimate of supply
against demand to indicate regional
maldistribution with more accuracy.”

EXAMPLE FROM THE FIELD
Oregon has conducted several different assessments of its behavioral
health workforce, giving it rich information to draw upon in developing
future workforce strategies. These efforts include:
• A biennial health workforce assessment that is mandated by the
Legislature and includes data on the behavioral health workforce. The
most recent 2021 report describes overall behavioral health workforce
trends, including the distribution of providers across the state, placing
emphasis on underrepresentation of people of color in all licensed
behavioral health occupations and noting the impacts of telehealth on
the workforce during the COVID-19 pandemic.
• A 2019 behavioral health workforce needs assessment, “An Analysis
of Oregon’s Behavioral Health Workforce: Addressing the Capacity of
Licensed and Unlicensed Providers to Meet Population Needs.” This
report describes the counts and distribution of providers by provider
type; their descriptive features in terms of race/ethnicity, gender, and
age; the rate of behavioral health conditions across the state in terms
of race/ethnicity, gender, and age, and how the distribution of providers
relates to the needs of the Oregon population through a provider-toprevalence ratio. Various state agencies contributed data sources for the
report, including health profession licensing boards.
• A 2022 study mandated by the Legislature, described in more detail in
Recommendation 3, to provide recommendations to the Oregon Health
Authority and State Legislature on how to increase wages for behavioral
health providers. The study involved key informant interviews with
providers, administrative and policy leaders, and others with knowledge
of the behavioral health delivery system, as well as focus groups
with behavioral health consumers and providers, and meetings with
organizations in the state.
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TABLE 1. SUMMARY OF MINIMUM DATA SET (MDS) ELEMENTS FOR BEHAVIORAL HEALTH WORKFORCE
MDS THEME

DATA ELEMENTS

Demographics

• Name
• Age
• Race/ethnicity
• Sexual orientation gender identity (SOGI)
• Place of birth and residence
• Military/veteran status
• Language skills

Licensure and Certification

• Type of job-related licenses held
• Type of job-related certificates held
• National Provider Identification number
• State identification/registration number

Education and Training

• Degrees obtained and years of completion
• Field of study/specialty
• Completion of other educational programs (e.g., internships)
• Current enrollment in degree program

Occupation and Area of Practice

• Primary occupation
• Area of practice* (indicating special areas of focus—e.g., children and adolescent health,*
SMI,** addiction**)

Prescriber Data**

• Prescriber data on treating behavioral health issues (e.g., providers prescribing medication
for depression, medication assisted treatment, psychosis, anxiety, bipolar disorder, other SMI,
and other behavioral health conditions)**
• DATA 2000-waivered prescribers (denoting those who are actually prescribing
buprenorphine)**

Practice Characteristics

• Employment status
• Number of current employment positions
• Number of hours and weeks worked per week/year in clinical practice
• Employment arrangement
• Use of telehealth
• Employer practice setting
• Hours per week spent on activities (e.g., clinical supervision, diagnosis)
• Clinical or patient care provision
• Acceptance of insurance and insurance types (Medicaid, Medicare, private, out of pocket)*
• Employment plans

* Elements with one asterisk are either additions or modifications to the original data elements published by the University of Michigan Behavioral
Health Workforce Research Center.
** Elements with two asterisks may be available through the George Washington Behavioral Health Workforce Tracker.63
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RECOMMENDATION 2:

Establish and maintain a Behavioral Health Workforce Center with a charter to improve the
supply, distribution, competency, and diversity of the workforce. [Medium-term]
Today, expertise on behavioral health workforce issues is diffuse across the Commonwealth. No one entity is responsible
for monitoring the state of the behavioral health workforce in Massachusetts; identifying gaps and challenges across
communities and provider types; using data to craft solutions to identified gaps; or evaluating the impacts of
investments in addressing workforce challenges. As a result, the
Commonwealth is not able to monitor trends, accurately describe
“Based on our Center’s workforce survey of
disparities in workforce representation, or understand the demand
providers, we can align our programs and
figure out where we can intervene. We have
for services. These challenges not only hinder the Commonwealth’s
invested in rural areas and created career
ability to design and support the implementation of interventions
pathways based on data tracking where
responding to the most pressing behavioral health needs of its
students are going after graduation.”
—Interview on April 6, 2022
population,64 but also impede its ability to advance health equity
65
at large.
The Commonwealth should establish a Behavioral Health Workforce Center (the Workforce Center) that seeks to
improve the supply, distribution, competency, and diversity of the behavioral health workforce. The main functions of
the Workforce Center would be to: (1) serve as the Commonwealth’s primary data hub on behavioral health workforce
data; (2) set the behavioral health workforce research and evaluation agenda for the Commonwealth; and (3) act as
a centralized resource for technical assistance and training and identification and dissemination of best practices for
the behavioral health workforce. The need to establish a workforce center has been identified by the Massachusetts
Legislature, which had bills H.1346/S.281466 under consideration during the 2021/2022 legislative session, to establish
such a center, detailed below.
MASSACHUSETTS EFFORTS TO DATE

The Commonwealth has begun to undertake efforts that would jumpstart the establishment of the Workforce Center,
and there are organizations in Massachusetts that currently conduct some of the activities that could be included as part
of the Workforce Center’s charge.
• The Massachusetts Legislature proposed legislation in 2021/2022, H.1346/S.2814, An Act Establishing a Behavioral
Health Workforce Center of Excellence (COE), which would establish a center at an institution of higher education
to “gather data and research to advise policy leaders on how to address the current crisis in behavioral health
workforce across the Commonwealth.”67
• William James College hosts the Center for Workforce Development, which has received several federal HRSA
grants to provide training, scholarships, and professional development focused on behavioral health, with special
focus on building the diversity of the behavioral health workforce.68 In 2021, Massachusetts passed the “ARPA bill”
that allocated $500,000 to William James College to develop a behavioral health workforce development center
focused on retaining and developing a “culturally diverse, experienced, behavioral health workforce that cares for
underserved communities” and training education experts, including teachers and administrators “to create inclusive,
behaviorally healthy school environments that foster psychological health, social development, diversity and inclusion
for children.”69
• In 2021, the UMass Chan Medical School completed an interim evaluation of Massachusetts’ Section 1115
demonstration, including its DSRIP program, which encompassed several workforce initiatives (e.g., recruitment,
technical assistance, and training programs). Overall, the evaluation recommended that the Commonwealth should
continue to invest in loan repayment and workforce training programs to “facilitate building the supply of providers
in workforce areas facing the greatest need.”70
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RECOMMENDATIONS

To further augment programs initiated under the Roadmap, the Commonwealth has several options for establishing
and funding the Workforce Center including through a state agency or at an academic institution with expertise in
behavioral health and health workforce research.
The Workforce Center could be modeled after Nebraska’s Behavioral Health Education Center of Nebraska (BHECN)
(see callout box) in terms of purpose and specific functions. The overall mission of the Workforce Center would be to
improve the supply, distribution, competency, and diversity of the behavioral health workforce throughout the
Commonwealth. Specific functions of the Workforce Center would include:
• Act as the Commonwealth’s behavioral health workforce data hub
and monitor, analyze, and report on behavioral health workforce
trends. As the Commonwealth’s main behavioral health workforce
data hub, the Workforce Center would collect data from a diverse set
of sources, including licensing boards and other state entities that are
essential to inform current and future trends in the workforce supply
and demand for services, disaggregated to the extent possible by
race, ethnicity, SOGI, and geographic distribution. For example, the
Workforce Center could collaborate with licensing boards to require
the collection of demographic data (e.g., race, ethnicity, SOGI), which
is often challenging to obtain, as part of the provider licensure renewal
process; a similar type of strategy has recently been implemented by
states such as Washington and Indiana.71 In addition to collecting
existing administrative data from state and national sources, the
Workforce Center would collect and generate its own data on workforce
trends, such as through survey administration.
As the Commonwealth’s behavioral health workforce data hub, the
Workforce Center would be responsible for monitoring, analyzing,
and reporting on trends in the supply, distribution, and diversity of
the Commonwealth’s behavioral health workforce, identifying areas of
unmet need among specific populations where there are workforce gaps
(e.g., children/youth, specific racial or ethnic groups, individuals with
co-occurring mental health conditions and SUD, etc.). This monitoring
function would build upon the baseline Workforce Needs Assessment
that is described above in Recommendation 1.
• Set and update a research and evaluation agenda. The Workforce
Center would be responsible for setting a research and evaluation agenda
that informs future behavioral health workforce strategy and is responsive
to areas where there are pressing policy and/or program needs, such as
addressing urgent needs related to children and youth, and the impact of
telebehavioral health on the workforce, as described in Recommendation
7. This work may include convening expert workgroups to develop
recommendations on top priorities. The Workforce Center would
conduct or contract with partners to conduct research that supports
market need and evaluates the impact of behavioral health workforce
interventions.
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EXAMPLE FROM THE FIELD
In 2009, the Nebraska Legislature
established the Behavioral Health
Education Center of Nebraska (BHECN)
via Revised Statute 71-830 to address
behavioral health workforce shortages
in the state. Since then, the Legislature
has allocated an annual appropriation to
BHECN. BHECN serves several functions,
including:
• Conducting analysis of the behavioral
health workforce: BHECN monitors and
reports on workforce trends, including
trends in the overall supply and
distribution of the workforce, as well as
trends in the aging and diversity (racial/
ethnic composition) of the workforce
by provider type; compares Nebraska’s
workforce supply density to that of the
United States; and publishes a Nebraska
Behavioral Health Workforce Dashboard
that maps provider count by county
from 2010 to 2020.
• Developing behavioral health regional
education and training sites: BHECN
is developing six regional sites to foster
workforce development opportunities at
the local level.
• Funding residencies and other training
programs: BHECN funds two psychiatry
residents per year, who are trained in
interprofessional and telehealth services
in rural and underserved settings.
BHECN also helps to fund training of
other members of the behavioral health
workforce.
• Supporting interprofessional
development opportunities: BHECN
fosters interprofessional opportunities
such as conferences to disseminate
workforce education materials that are
focused on improving patient outcomes.
• Cultivating networks: BHECN convenes
networks of individuals, committees,
partners, and champions that help
to mobilize support and funding to
advance its mission.

• Act as a centralized resource for technical assistance and training and identification and dissemination of best
practices on the behavioral health workforce. The Workforce Center would coalesce expertise on behavioral health
workforce throughout the Commonwealth—through both direct hiring of experts and partnerships with EOHHS,
EOLWD, DOE, academic institutions, and behavioral health provider organizations—to provide technical assistance
and training to and convene stakeholders invested in building a more robust and diverse behavioral health workforce
in Massachusetts. These activities would include:
– Identifying best practices to build the capacity of the behavioral
health workforce. The Workforce Center would be able to leverage
its role as a data hub and its partnerships with key stakeholders across
the Commonwealth to identify best practices in real time to build the
capacity of the behavioral health workforce with an eye towards equity.
– Providing data-informed technical assistance. With a rich base of
information at its fingertips, the Workforce Center would be able
to provide data- and best practice-informed technical assistance to
entities such as universities, community colleges, and behavioral
health provider organizations on investments they could make to
create a more resilient workforce. For example, the Workforce Center
could provide technical assistance and trainings to behavioral health
provider organizations and members of the workforce themselves on
best practices in creating a more supportive work environment for
people of color, promoting the integration of the paraprofessional
workforce among clinical teams, and addressing burnout. Additionally,
the Workforce Center would be able to advise educational institutions
on the behavioral health workforce needed for the future, by position,
geography, and demographic data (e.g., race, ethnicity, SOGI), to
inform the development of programs to build the pipeline.

EXAMPLE FROM THE FIELD
In 2021, the Illinois Legislature funded
and established the Illinois Behavioral
Health Workforce Education Center to
address the behavioral health workforce
crisis in the state. The center uses a
“hub and spoke” model, with one anchor
higher education institution (Southern
University of Illinois) in partnership with
other institutions, to research, identify,
and evaluate interventions to close the
workforce gaps in the state. To give the
Behavioral Health Workforce Education
Center a head start in getting up and
running, the Legislature previously had
formed a Behavioral Health Workforce
Education Center Task Force, consisting
of the Department of Human Services
– Division of Mental Health, Board
of Higher Education, and academic
institutions. The taskforce produced a
report to the Legislature on behavioral
health data, shortages, and evidencebased models or practices.

– Convening key stakeholders to share best practices and create professional networks across the behavioral
health workforce. The Workforce Center should also have the capabilities to convene key stakeholders in
Massachusetts’ behavioral health workforce—including behavioral health professionals and paraprofessionals,
behavioral health provider organizations, academic institutions, and advocates, to design and implement a
range of virtual and in-person convenings to share best practices and lessons learned in the field. In this role, the
Workforce Center could host conferences; institute experiential learning in community-based settings; create
forums for individual and group peer-to-peer and expert consultation; conduct webinars; and facilitate learning
collaboratives.
• Serve as a resource to funders, including the Commonwealth and foundations, and national policy and research
entities committed to strengthening behavioral health workforce policies. Leveraging its robust data resources,
research and evaluation findings, and insights from its technical assistance arm, the Workforce Center may serve as a
valuable resource to funders looking to understand where to invest funding to grow the behavioral health workforce,
such as funding to pilot and test new interventions and to sustain interventions that have demonstrated success
in growing and/or improving retention in the workforce. In addition, the Workforce Center may supply data and
analysis to national policy and research entities that seek to shape national and state policies to grow and sustain
the behavioral health workforce, which in turn, may contribute to new federal policy and funding opportunities for
Massachusetts and other states.
The Workforce Center could be governed by a steering committee with composition similar to that of the Workforce
Needs Assessment workgroup, described in Recommendation 1, including interdisciplinary state government leadership
(e.g., EOHHS, EOLWD, DOE), academic institutions including community colleges, and representation from
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providers, hospitals, payers, community-based organizations, schools, consumer organizations with expertise and
experience in behavioral health and workforce issues, as well as representation from communities of color, LGBTQ+,
and other communities that have been economically, socially, and/or culturally marginalized. In addition to providing
oversight, the steering committee would help set Workforce Center priorities, design and advance its research and
evaluation agenda, foster partnerships among key stakeholders, and coordinate with other workforce monitoring
initiatives in the Commonwealth. This type of stakeholder engagement is critical to the success of the Workforce
Center, as Massachusetts has several academic institutions and other nongovernmental entities with deep expertise and
experience on behavioral health workforce issues.

RECOMMENDATION 3:

Ensure that payment for behavioral health services is equal to payment for similar medical
services across all payers in Massachusetts given the impact of reimbursement on the
workforce. [Short-term]
As summarized by the Centers for Medicare and Medicaid Services (CMS), the federal Mental Health Parity and
Addiction Equity Act (MHPAEA)72 “generally prevents group health plans and health insurance payers that provide
mental health or SUD benefits from imposing less favorable quantitative—including reimbursement—and qualitative
treatment limitations on those benefits than on medical/surgical benefits.”73 Despite MHPAEA requirements, insurance
reimbursement rates are often low for covered behavioral health services compared to similar physical health services. A
Milliman study found that in 2017, commercial insurers in Massachusetts provided reimbursement for primary care
office visits that was almost 60 percent higher than reimbursement for behavioral health office visits.74 And, in 2020, the
Massachusetts Attorney General found that three health insurers operating in the Commonwealth had violated
MHPAEA by paying lower rates for behavioral health services as compared to similar physical health services.75
Insufficient reimbursement of behavioral health services
creates a cascade of downstream consequences for
the behavioral health system and its workforce. Low
reimbursement rates across all payer types for behavioral
health services “trickle down” to lower salaried positions
across the field, deterring people from pursuing a career
in behavioral health.76 Among those who decide to enter
the behavioral health workforce, low salaries make it
difficult for professionals and paraprofessionals to pay
off student loans and live comfortably, creating barriers
to retention, particularly in community-based settings.77
In addition, low insurance reimbursement rates may
incentivize many behavioral health professionals to forgo
participation in insurance networks.78 Interviewees and
reports from other states indicate that the reality that
many behavioral health professionals can earn more
money at hospitals, in private practice, or by forgoing
participation in insurance networks makes it more
difficult for community-based behavioral health provider
organizations to attract and retain workers.79 This
problem is likely magnified in the current environment
of behavioral health workforce shortages across both
inpatient and community-based settings. Accordingly,

MENTAL HEALTH PARITY
When deployed effectively, mental health parity requirements
can help bolster the behavioral health workforce by ensuring
that behavioral services are covered by insurance, that
consumers are able to access the services, and providers are
reimbursed sufficiently. MHPAEA requires payers to cover a
range of behavioral health services provided by a sufficient
behavioral health network and prohibits payers from imposing
utilization review policies that are stricter than those imposed
for other medical services. The effectiveness of MHPAEA is
directly tied to the state’s enforcement of its requirements.
Today, MHPAEA requirements do not apply to the Medicare
program and non-federal governmental plans that are
self-insured (e.g., state-sponsored plans for teachers).
These insurers have the ability to impose limitations on
behavioral health services, including caps on visits, annual
or lifetime coverage, and reimbursement, that are stricter
than those in place for other medical services. The proposed
FY2023 President’s Budget seeks to close this loophole so
that MHPAEA requirements apply more broadly. States are
responsible for overseeing compliance with MHPAEA for
plans that they regulate; the federal government oversees
compliance with MHPAEA for plans subject to the Employee
Retirement Income Security Act (ERISA) and federally
sponsored plans (e.g., plans for federal employees). (Note that
MHPAEA applies to Medicaid managed care plans, Medicaid
alternative benefit plan coverage, and the Children’s Health
Insurance Program.)
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the Association for Behavioral Healthcare’s February 2022 survey of community-based providers in Massachusetts
concluded that “reimbursement is the most important retention factor.”80
Improving reimbursement for behavioral health services will incentivize the expansion, retention, and resiliency of
the behavioral health workforce. In line with these goals, the Commonwealth should take further action to ensure
that payment for behavioral health services is equal to payment for similar medical services across all payers in
Massachusetts.
MASSACHUSETTS EFFORTS TO DATE

The Commonwealth has grown its efforts to ensure that payment rates are equitable across behavioral health services
and other medical services. For example:
• Leveraging ARPA funds, MassHealth required managed care entities and Program of All-Inclusive Care for the
Elderly (PACE) organizations to increase rates by 10 percent through June 2022 for a wide range of behavioral health
services, including, but not limited to, outpatient mental health services, partial hospitalization, programs of assertive
community treatment, recovery coaching, SUD clinic services, and structured outpatient addiction programs.81
• An Act Addressing Barriers to Care for Mental Health (Chapter 177 of the Acts of 2022), requires payment parity for
primary care and licensed mental health practitioner evaluation and management office visits.82
• In FY2019, Massachusetts increased state funding for Department of Mental Health and Department of Public
Health-provided behavioral health services by 20 percent.83
• Anticipating the potential passage of An Act Investing in the Future of Our Health (S.2774) which was introduced in
the 2021/2022 legislative session but was not passed, and which would require a 30 percent increase in spending on
primary care and behavioral health care, the Center for Health Information and Analysis (CHIA) has conducted an
analysis to determine the baseline proportion of spending on these services.84
• Related to MHPAEA enforcement, the Massachusetts Division of Insurance conducts yearly Market Conduct
Examinations and publishes reports on carriers, including assessments on compliance with parity requirements.85
As noted above, in 2020, the Massachusetts Attorney General identified that three insurers were in violation of
MHPAEA requirements related to their methodology for establishing reimbursement rates for behavioral health
services, and reached a settlement with those plans requiring them to amend their methodologies so that they “are
comparable to, and applied no more stringently than, the methodology and processes used for establishing [medical/
surgical] Provider reimbursement rates.”86
EXAMPLE FROM THE FIELD

RECOMMENDATIONS

In 2021, Oregon’s legislature passed HB2086, which required
the Oregon Health Authority to conduct a study and develop
a report on Medicaid rates for behavioral health services, with
a specific focus on how they compared to rates for physical
health services. The legislature required the report to include
recommendations on how to ensure that behavioral health
providers—including peers and family support specialists—are
paid a living wage and how to promote “more equitable wages
between physical health care workers and behavioral health
care workers.” The report was released in February 2022; among
other analyses, it compares:

Policymakers in the Commonwealth should identify a
path toward requiring payment parity for behavioral
health services for insurance products that the Division
of Insurance regulates. Although MHPAEA requires
reimbursement for behavioral health services to be on
par with similar services for other medical conditions,
reimbursement for behavioral health services has
remained low when benchmarked against other medical
services.87 An explicit and stand-alone state legislative
requirement for payers to match their reimbursement
for behavioral health services to similar services for other
conditions will likely lead to increases in reimbursement
rates for behavioral health services across the board.

• Wages for behavioral health providers as compared to physical
health providers,
• Medicaid rates for physical health, behavioral health, and
specialty services against Medicare rates, and
• Reimbursement for select Current Procedural Terminology
(CPT) codes when performed by physical health versus
behavioral health providers.
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As a first step to moving toward payment parity for behavioral health with other medical services, the Commonwealth
could conduct or commission (through CHIA, HPC, or an academic institution) a comprehensive analysis of provider
payment rates against comparable medical services among state-regulated commercial plans. This analysis would
also promote transparency and improve plan accountability for managing behavioral health services. Massachusetts
legislators could also expand on the recently passed Act Addressing Barriers to Care for Mental Health, which requires
payment parity for physical health and behavioral health services that use evaluation and management codes, to all
levels of care such as, for example, partial hospitalization services and other more intensive behavioral health services.
Similar federal legislation, the Strengthen Kids’ Mental Health Now Act of 2022, has been introduced to require that
Medicaid pay at least the same amount as Medicare for a broad range of pediatric mental health and SUD services.88
Additionally, Massachusetts should continue to strengthen its oversight of insurer compliance with MHPAEA. Without
strong accountability and oversight, parity can exist on paper but not in reality. Massachusetts is responsible for
oversight of state-regulated payer compliance with MHPAEA; however, with multiple insurers found to be in violation
in 2020, it suggests there is a need in Massachusetts, like other states across the country, for more continuous, consistent
enforcement.89 Massachusetts can strengthen its oversight and payer compliance through a combination of heightened
performance review, including a regular review of plan reimbursement policies related to MHPAEA, technical assistance
and education for payers regarding MHPAEA requirements, and enforcement action in cases of noncompliance such as
fines and corrective action plans.90

RECOMMENDATION 4:

Develop and fund a 10-year behavioral health workforce strategy to grow the behavioral
health professional workforce pipeline and address the shortage and maldistribution of
providers. [Medium- to long-term]
Stakeholders interviewed noted (and data validates) that many behavioral health professionals in the Commonwealth
are reaching retirement age, exacerbating shortages in an already stretched workforce.91 At the same time, not enough
young people in Massachusetts and other states are entering the behavioral health workforce because of a lack of
awareness or interest in the field, stigma, and/or low pay.92 Salaries for
behavioral health professionals remain persistently low. For example, the
“We have short-term workforce
allocation solutions. What are the
U.S. Bureau of Labor Statistics reports that in 2021, annual mean wages
long-term strategies to bring people
for Massachusetts mental health and substance use disorder social
into the workforce and then allocate
workers; substance abuse, behavioral disorder, and mental health
them appropriately?”
—Interview on March 2, 2022
counselors; and marriage and family therapists were between $53,000
and $56,000 per year, well below the Commonwealth’s $72,940 annual
mean wage for all occupations.93 And there are sharp salary disparities across settings. In 2019–2020, on average,
hospitals paid almost 38 percent more than behavioral health agencies to individuals with the same degree. For example,
the mean salary at hospitals for licensed independent clinical social workers (LICSWs) was $78,270 versus $58,781 at
behavioral health agencies, and for psychologists, it was $104,125 at hospitals as compared to $78,603 at behavioral
health agencies.94
Filling gaps in the professional behavioral health workforce will take time. Many professional-level positions (e.g.,
LICSWs, psychologists) take years of schooling and training, during which an individual may not be paid or paid little
for working close to full time.95 For example, to become a licensed mental health counselor in Massachusetts, a student
must complete a 100-hour practicum prior to completing a 600-hour clinical field internship.96 Post-degree, the same
individual must complete an additional 3,360 hours of training.97 A 2020 national survey found that on average,
individuals pursuing a master’s degree in social work took on $49,000 in debt to complete their degree, in addition
to having an average of an additional $17,000 in debt from prior education.98 Black/African American individuals
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faced 47 percent more debt for social work education than White individuals; Hispanics had 10 percent more debt
than non-Hispanics.99 Accordingly, between the cost of tuition and training requirements, professional training and
degree programs may be prohibitively expensive to people looking to enter the field, serving as a barrier especially for
individuals who may be from socioeconomically, racially, ethnically, or culturally marginalized communities due to
historic policies that have impacted wealth accumulation and income, impeding greater diversity in the workforce.100
In addition, stakeholders interviewed note that Massachusetts’ current behavioral health workforce is not appropriately
distributed across settings and modalities (e.g., inpatient, community-based outpatient, telebehavioral health, state
agencies), geographic areas, and populations (e.g., children/youth vs. adults), meaning that the workforce may not be
aligned with where there are the greatest needs.101 For example, as noted earlier in this report, there are currently dire
shortages at community-based provider organizations.102 Stakeholders attribute this shortage to a variety of factors, including the ability of hospitals and state agencies to pay higher salaries and the shift of a critical mass of providers from
working in community-based settings to environments like digital health start-ups because of opportunities for higher
pay and better work-life balance, as discussed further in Recommendation 7.103 At the same time, hospitals are also
struggling with workforce shortages; in January 2022, one major Massachusetts hospital system indicated that it could
not staff up to one-sixth of its inpatient psychiatric beds, rendering them unusable.104 These challenges are amplified for
providers in rural areas of the Commonwealth.105 And finally, interviewees raise that there is insufficient diversity in the
behavioral health workforce to meet the needs of Massachusetts residents.106 As noted throughout this report, quantitative data on the maldistribution of workforce is limited, making it difficult to assess the scale of these gaps.
Addressing these shortages requires a long-term and well-resourced plan. Specifically, the Commonwealth should act
now to develop and fund a 10-year strategy to grow the behavioral health workforce pipeline and address the
shortage and maldistribution of providers.
MASSACHUSETTS EFFORTS TO DATE

The Commonwealth and stakeholders have undertaken a number of significant efforts to grow and address the shortage
and maldistribution of the Massachusetts behavioral health professional workforce. For example:
• Under the “ARPA bill” (Chapter 102 of the Acts of 2021), enacted in late 2021, the Legislature allocated $110 million
for a loan repayment program administered by EOHHS for the full range of behavioral health professionals (licensed
and unlicensed), including psychiatrists, psychologists, master’s-level clinicians, and inpatient psychiatric mental
health nurse practitioners. The program is required to “prioritize
the recruitment and retention of a culturally, ethnically and linEXAMPLE FROM THE FIELD
guistically diverse workforce,” and to be eligible for the program,
In 2016, the Oregon Health Authority convened
a diverse group of stakeholders called the
an individual must commit to working in a community-based or
Behavioral Health Collaborative, which published
inpatient psychiatric setting for four years. The act also requires
recommendations designed to “help transform
the Health Policy Commission to release a report on strategies
Oregon’s behavioral health delivery system from one
that is fragmented and unable to serve everyone
for workforce development, such as scholarships, mentorship
in need to one that is integrated and providing
programs, and loan forgiveness, across health care professions.107
better health and better care at a lower cost.” The
• An Act Establishing the Behavioral Health Trust Fund and
the Behavioral Health Advisory Commission (Chapter 77 of
the Acts of 2022) requires the Behavioral Health Advisory
Commission to determine “the feasibility of grant, scholarship
and other pipeline development programs that mitigate the
financial burden of entering and progressing up the behavioral
health workforce pipeline” for the full range of both professional
and paraprofessional positions. The act also directs the
Commission to identify strategies to promote retention.108
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Collaborative made several recommendations
related to strengthening the behavioral health
workforce, including but not limited to: performing
an analysis of the types and areas where there
are workforce shortages; cultivating a culturally
and linguistically appropriate workforce;
developing trainings to bolster the competencies
of the licensed and unlicensed workforce; and
implementing new recruiting and retention
strategies (e.g., establishing a central, statewide
recruitment strategy, collaborating with universities
and community colleges).

• Under DSRIP, Massachusetts has invested in student loan repayment for psychiatrists, psychologists, licensed
behavioral health professionals, and nurse practitioners working in community-based settings, including special
funding designated for those working at Community Mental Health Centers.109 Preliminary data show that these
efforts have been successful in promoting provider retention in community-based settings; in its December 2021
Section 1115 demonstration renewal application, MassHealth reported that over 94 percent of behavioral health
providers who received funding for loan repayment in 2018 and 2019 continued to work in community-based
settings.110
• In its Section 1115 demonstration renewal application, which is under review by the federal government,
Massachusetts proposes continuing to invest in loan repayment, specifically targeted toward licensed behavioral health
clinicians, master’s-prepared clinicians less than a year away from licensure, psychiatrists, and nurse practitioners
with prescribing privileges. As a condition of loan repayment, licensed behavioral health clinicians and master’sprepared clinicians would be required to work for four years in community-based settings where a substantial portion
of patients are enrolled in MassHealth, while psychiatrists and nurse practitioners would be required to maintain a
patient panel where at least 40 percent of their patients are covered by MassHealth or uninsured.111
• William James College is a grantee for the HRSA-funded Behavioral Health Workforce Education and Training
program through which it recruits, provides stipends to, and trains graduate students from underrepresented
backgrounds who are in Doctor of Psychology, counseling, and school psychology programs to serve children,
adolescents, and transitional age youth in team-based, community-based settings.112
RECOMMENDATIONS

To further build upon the work started by the Roadmap, the Commonwealth—including EOHHS and EOLWD—
should collaborate to develop a comprehensive and well-resourced 10-year strategy for growing its behavioral health
professional workforce, with an explicit focus on increasing: racial, ethnic, cultural, LGBTQ+, and language diversity
in the workforce; providers who practice in underserved areas of the Commonwealth; providers working with children/
youth; and providers who work in community-based settings. The strategy should be data-informed, focused on
building the workforce in positions, geographic areas, and communities where there is an identified need. This strategy
will require robust and long-term financial investment to build the pipeline. In addition to state budget appropriations,
the Commonwealth can explore partnerships with employers, universities, and provider organizations and federal
funding opportunities, such as HRSA grants, to help fund these investments. Specific components of a 10-year
behavioral health workforce strategy include:
• Encouraging interest in the field. Programs that encourage interest in behavioral health professions among high
school and college students are essential to building a workforce pipeline. In other states, Area Health Education
Centers (AHECs) and state universities are key partners in these efforts, and the Commonwealth can identify
opportunities to partner with these organizations to develop programs that expose teens and young adults to the field.
For example, AHECs in Montana offer a series of “Heads Up Behavioral Health Camps” across the state to expose
high school students to careers in behavioral health. Activities include discussions with a range of behavioral health
professions, mental health first aid certification, and training on suicide and anti-bullying.113
• Providing financial incentives to build the pipeline. As part of redirecting health care spending in the Commonwealth toward behavioral health, Massachusetts should institute financial incentives to achieve the following goals:
– Reduce barriers to entry and the financial burden of training. The expense and time associated with the
education and training required to become a behavioral health professional present significant barriers to entering
the field. Working with universities and other partners, including large provider systems and health insurers,
EOHHS can develop new scholarship programs for incoming undergraduate and graduate students to pursue the
education required to become behavioral health professionals. These efforts should prioritize targeted scholarship
programs for historically marginalized populations to encourage their entrance into the field, augmenting
initiatives funded by SAMHSA and HRSA (see callout box). Additionally, recognizing that people may not
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pursue careers as behavioral health professionals because they cannot afford to work unpaid during training,
these partnerships can include initiatives to pay students who are completing internships and fieldwork, such as
university stipends, insurance reimbursement, or salaried arrangements.
– Continue to monitor existing strategies to address the maldistribution of providers. Longer-term efforts
to grow the behavioral health workforce should address the maldistribution of providers across areas of the
Commonwealth and between institutional and community-based settings, recognizing that workforce shortages
in institutional settings also need to be addressed. As it is doing today, the Commonwealth should continue to use
financial incentives, including scholarship programs and loan repayment programs targeted to licensed, master’sprepared, and unlicensed professionals, to induce behavioral health providers to practice in rural, economically
marginalized, or other underserved areas or to focus on populations with particularly great needs (e.g., children/
youth). The new Workforce Center (see Recommendation 2) should continuously monitor the distribution of
behavioral health providers across the Commonwealth to pinpoint workforce gaps, including where there is a
need for additional providers from particular racial, ethnic, cultural, or other marginalized backgrounds and where
there is a need for providers with certain degrees (e.g., LICSWs, advanced practice registered nurses), and target
future scholarship and loan repayment initiatives accordingly.

EXAMPLES FROM THE FIELD
FEDERAL PROGRAMS FOCUSED ON BUILDING AND RETAINING A DIVERSE HEALTH CARE WORKFORCE
• SAMHSA’s Minority Fellowship Program (MFP): In 1973, SAMHSA launched the Minority Fellowship Program (MFP), focused on
encouraging members of diverse racial and ethnic groups to join the behavioral health workforce. Initially, the program focused
on doctoral professionals, but in 2014, the program expanded to increase the number of “culturally-competent master’s-level
behavioral health professionals specifically focused on youth ages 16-25” and master’s-level addiction counselors. Each year, the
program accepts 200 fellows (master’s-level or post-graduate students) and provides financial support as well as mentorship
and professional development opportunities. MFP works with the American Association for Marriage and Family Therapy,
American Nurses Association, American Psychiatric Association, American Psychological Association, Council on Social Work
Education, NAADAC: The Association for Addiction Professionals, and National Board for Certified Counselors and Affiliates.
• Area Health Education Centers (AHEC): Established in 1971 by Congress, the AHEC program was intended to “recruit, train
and retain a health professions workforce committed to underserved populations.” The AHEC program leverages communityacademic partnerships to address local needs while also developing the health care workforce, focusing on exposure, education,
and training opportunities. A sample initiative is the AHEC Scholars program, which offers graduate health professional
students experiential education opportunities in rural and underserved areas; the curriculum includes topics such as behavioral
health integration, cultural competency, and social drivers of health. Currently, there are over 300 AHECs across the country. In
Massachusetts, there are AHECs located in the Berkshires, Boston, Cape Cod, Central Massachusetts, and the Merrimack Valley,
which undertake a range of functions related to workforce development. For example, the Berkshire AHEC provides continuing
education and professional development opportunities on a range of topics including mental health and SUD issues and has
collaborated with Massachusetts Department of Public Health to address local public health challenges such as overdoses and
youth suicide.
• HRSA Initiatives: HRSA has funded and implemented several initiatives focused on enhancing and supporting the diversity of the
health care workforce, including the behavioral health workforce. These initiatives currently include:
– The Centers of Excellence Program (2022–2027) provides grants to academic institutions in behavioral health, schools of
medicine, and schools of osteopathic medicine “to recruit, train, and retain under-represented minority students and
faculty at health professions schools.” Some Center of Excellence grantees provided financial support to students and all of
these grantees worked towards “improving information resources, clinical education, curricula, and cultural competence as
they relate to minority health issues and social determinants of health.”
– The Health Careers Opportunity Program (2018–2023) provides grants to graduate programs in behavioral health, schools
of medicine, and schools of osteopathic medicine to focus on: 1) promoting the recruitment of qualified individuals from
economically or educationally disadvantaged backgrounds into health professions, including allied health programs; 2)
improving retention, matriculation and graduation rates by implementing tailored enrichment programs designed to address
the academic and social needs of economically or educationally disadvantaged students; and 3) providing opportunities for
community-based health professions training in primary care settings, emphasizing experiences in rural and underserved
communities.” In Massachusetts, Mount Wachusett Community College received one of these grants.
– Scholarships for Disadvantaged Students (2020–2025) provide grants to eligible health professions and nursing schools to
create scholarship programs of up to $40,000 per student focused toward students from “disadvantaged backgrounds.” In
Massachusetts, William James College received a grant to provide these scholarships.
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RECOMMENDATION 5:

Pursue a multipronged campaign to dramatically expand the paraprofessional workforce
(e.g., peers, CHWs, recovery specialists), including ensuring that they are paid a living wage,
have opportunities for career advancement, and can obtain insurance reimbursement.
[Medium-term]

Paraprofessionals are critical members of the behavioral health workforce.114 In Massachusetts, these professionals
include peer recovery coaches, certified (mental health) peer specialists, CHWs, recovery support navigators, and
recovery specialists.115 When integrated as part of a clinical care team, paraprofessionals may serve as an important
bridge between clinician and patient, translating information, building trust, and connecting the patient to communitybased resources.116 They also can occupy a variety of roles, allowing for task-sharing and for professionals to practice at
the top of their license.117
As demonstrated during the pandemic, the paraprofessional workforce is also critical to advancing equity, as members
of this workforce typically belong to communities they serve and are able to identify and share experiences with their
patients and clients with regard to race, ethnicity, culture, and language.118 This workforce has a unique ability to
quickly forge trust among communities who experience a lack of trust in the health care system.119 There has been
interest in how to leverage this workforce to provide psychosocial support, especially among populations who experience
mistrust of the health care system and grapple with socioeconomic and cultural factors adversely impacting their
health.120 For all of these reasons, there is a growing need to expand this component of the behavioral health workforce.
Despite the increasing evidence of the importance of paraprofessionals in improving outcomes,121 there are various
national and Commonwealth-specific structural barriers to expanding this workforce, which taken together, make
paraprofessionals in the behavioral health workforce vulnerable to low job-satisfaction and attrition:122
• Paraprofessionals have challenging jobs yet often do not make a living wage.123 The Massachusetts Association
of Community Health Workers reports that CHWs in Massachusetts receive “considerably lower pay than those
occupations requiring a similar skillset.”124 Although some CHWs lack college experience, the requisite skills for
their job is comparable to many occupations requiring college degrees or more advanced degrees and training.125 In
2021, the mean hourly wage in Massachusetts was $24.00 for CHWs (annual mean wage for CHWs was $49,920),
which was approximately 31 percent lower than the mean hourly wage for all occupations in Massachusetts ($35.07)
(annual mean wage for all occupations was $72,900).126 For comparison, the Massachusetts Institute of Technology’s
Living Wage Calculator indicates that as of 2022, the living hourly wage in Massachusetts is $21.88 for an adult with
no children, $44.23 for a household with one adult and one child, and
“When you talk about a more diverse
$43.77 for a household with two adults and two children.127
• Services provided by the paraprofessional workforce may not be
reimbursable by MassHealth, Medicare, or commercial insurers
and instead rely on grant funding,128 which may discourage scaling of
this workforce and limit access to the services they provide.129

workforce, we need to talk about
those with lived experience. How do
we create paths for peer supports to
become LCSWs or psychologists?”

—Interview on March 3, 2022

• The paraprofessional workforce may feel job dissatisfaction. Research shows that members of this workforce, especially peers, are vulnerable to microaggressions and other forms of discrimination from the non-CHW/peer members
of the team.130 Clinicians, especially those used to practicing in more medical models, do not always grasp the role the
paraprofessional workforce can play on care teams, leading paraprofessional members of the team to feel a lack of clarity in their work, a sense of not being fully integrated as part of the team, and a sense of isolation and burnout.131
• There are limited career pathways for advancement within the profession.132
It is incumbent upon the Commonwealth to address these challenges and expand and support the paraprofessional
workforce.
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MASSACHUSETTS EFFORTS TO DATE

Massachusetts’ efforts in recent years to build out its paraprofessional behavioral health workforce, particularly in
MassHealth, lay the groundwork for additional efforts in this area:
• Under Massachusetts’ DSRIP program, MassHealth supported the growth of the paraprofessional workforce,
namely CHWs, recovery coaches, and peer specialists. It invested in the creation of Medicaid Accountable Care
Organizations (ACOs), which have had the flexibility to hire CHWs and other paraprofessionals as part of their
efforts to improve outcomes and decrease total cost of care.133 Additionally, the Commonwealth invested DSRIP
funds in workforce development priorities, which included training CHWs, recovery coaches, and peer specialists
along with their supervisors.134 The interim evaluation of the 2017–2022 1115 demonstration period overall
recommended continuing these types of workforce investments.135
• Although MassHealth pays for services provided by most types of behavioral health paraprofessionals, including
peer recovery coaches, recovery support navigators, and certified peer specialists,136 the state’s Roadmap proposed
to expand MassHealth coverage and work with commercial insurers to expand coverage for recovery coaches and
certified mental health peer specialists.137
• Massachusetts is investing in integrated team-based models—most notably, the Community Behavioral Health
Center (CBHC) initiative—that include the paraprofessional workforce as care coordinators and outreach workers.
CBHCs are intended to function as community-based entry points for timely assessment and linkage to behavioral
health care treatment,138 and are similar to the federally Certified Community Behavioral Health Clinics,139 which
continue to be the subject of increased federal investment.140 In February 2022, EOHHS released a request for
proposals (RFP) to develop a network of CBHCs across the Commonwealth, and in July 2022, 25 providers were
designated as CBHCs. The initiative will launch on January 1, 2023.141 Stakeholders are optimistic about CBHCs’
promise to provide a sustainable payment stream and support the employment of paraprofessionals since the rate
buildup assumes that care coordinators and outreach workers will play a meaningful role in the model and be paid a
livable wage.142
• Massachusetts has established a Board of Certification for CHWs within the Massachusetts Department of Public
Health, which seeks to open new opportunities for individuals to become CHWs and set standards so that CHWs
consistently deliver high quality services.143
• Holyoke Community College received an HRSA Opioid-Impacted Family Support Program grant144 to establish the
Community Health Worker Apprenticeship Program,145 which is a two-year program for CHWs that begins with
free pre-apprenticeship training courses and culminates with a paid registered apprenticeship at the Behavioral Health
Network, which is a regional behavioral health provider in Western Massachusetts.
RECOMMENDATIONS

The Commonwealth has the opportunity to employ a number of strategies to invest in growing and supporting the
behavioral health paraprofessional workforce. Specifically, the Commonwealth should:
• Gather data on the supply, distribution, and diversity of the behavioral health paraprofessional workforce. The
baseline Workforce Needs Assessment described in Recommendation 1 should assess the size, geographic distribution,
and racial, ethnic, or cultural composition of the paraprofessional workforce. In addition, the Workforce Center
should continue to monitor the supply, distribution, and diversity of this workforce.
• Support financial sustainability of the behavioral health paraprofessional workforce. As recommended under the
Roadmap, the Commonwealth should continue efforts to pursue commercial coverage of services provided by the
paraprofessional workforce, acknowledging that services provided by members of this workforce have the potential to
benefit Massachusetts residents beyond those covered by MassHealth. While MassHealth provides fairly robust
coverage of behavioral health paraprofessionals today, stakeholders interviewed note that there is a gap in insurance
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funding for CHWs, who are primarily funded through grant opportunities, such as those that have been made
available during the COVID-19 pandemic.146 Similar to other states like Oregon147 and California,148 Massachusetts
should submit a state plan amendment to CMS to cover services delivered by CHWs, which would likely permit
provider organizations to pay this workforce higher salaries. Additionally, given their critical importance to the
behavioral health delivery system, the Commonwealth should work with the Legislature to pass a wage add-on to
increase MassHealth rates for provider organizations that agree to pay employed paraprofessionals a living wage.149
• Continue to integrate the paraprofessional workforce into clinical teams. As noted above, failure to integrate
paraprofessionals into clinical teams is associated with burnout and attrition.150 Paraprofessionals are also most
impactful when fully integrated into clinical teams.151 Specific ways to promote the integration of the paraprofessional
workforce into clinical teams include offering ongoing training to paraprofessionals on how they may apply their
unique skillset to build trust with communities to augment the clinical services provided by a team; offering ongoing
trainings to supervisors and organizational leaders to better integrate paraprofessionals into the team and to help
paraprofessionals manage workloads and navigate complex client interactions; and implementing strategies to increase
the visibility and participation of CHWs on teams, such as by including paraprofessionals in huddles, staff meetings
and decision-making.152 The Commonwealth’s forthcoming launch of the CBHC model153 offers a new opportunity
to identify best practices for integrating paraprofessionals into clinical teams, and more broadly, the Workforce Center
should incorporate this topic into its research agenda.
• Bolster the paraprofessional pipeline. It is critical for the Commonwealth
to collaborate with the Workforce Center as well as other academic
institutions, community colleges, and community-based organizations
to develop and implement a comprehensive recruitment strategy that
emphasizes low-barrier hiring practices and incorporates best practices, such
as hiring individuals from nontraditional settings and leveraging communitybased organizations for assistance in recruitment.154 Massachusetts should
also consider partnering with community colleges on recruitment and
training programs for paraprofessionals, considering initiatives similar to the
associate’s degree program established in Missouri that is described in the
callout box.
• Support career advancement opportunities for the paraprofessional
workforce. To retain the paraprofessional workforce, it is critical that the
Commonwealth collaborate with the Workforce Center as well as other
academic institutions and community-based organizations to develop
career advancement opportunities that integrate best practices for the
paraprofessional workforce and allow for professional development and
advancement within and outside of the profession.155
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EXAMPLE FROM THE FIELD
Missouri State University-West
Plains is establishing a two-year
associate degree program in
community behavioral health
support with a local junior/technical
college for community behavioral
health support specialist positions.
Traditionally, these positions have
been held by individuals with a
bachelor’s degree; however, given
the urgent need, the Missouri
Department of Mental Health
has approved students with this
associate degree to be hired,
allowing them to enter into the
field. The university, in partnership
with the Missouri Behavioral Health
Coalition and several southern
Missouri behavioral health care
providers, will develop and deliver
the program and provide clinical
placements.

RECOMMENDATION 6:

Create a system of social supports for all members of the behavioral health workforce.
[Medium-term]

On May 22, 2022, Surgeon General Vivek Murthy issued an advisory156 warning of rising health care workforce
burnout and noted that the “Nation’s health depends on the well-being of our health workforce. Confronting the longstanding drivers of burnout among our health workers must be a top national priority...”157
Even before the pandemic, the overall U.S. health care workforce has been experiencing “crisis levels” of burnout,
according to the National Academy of Medicine.158 The workforce has faced mounting anxiety and exhaustion as
members navigate an intense environment that is overly stressed by
heightened administrative burdens and constantly shifting with new
DEFINITION: Burnout is “an
occupational syndrome resulting
technologies, updated regulations, and increased merger and acquisition
from chronic workplace stress due to
activity.159 Compounding this stress has been decades of inadequate funding
an imbalance between job demands
in public health and social services alongside growing income gaps and racial,
and resources. It is characterized by
having at least one of the following
ethnic, and cultural disparities.160 Especially in community-based settings in
feelings when thinking about one’s job:
under-resourced neighborhoods, this dynamic has imposed increasing stress
emotional exhaustion, feeling detached
upon the workforce.161 As described in the Surgeon General’s Advisory, “This
from and cynical about work, and
reduced professional efficacy.”
gap between health workers’ desire to contribute more to their patients’
See: https://www.hhs.gov/surgeongeneral/
health and social security, and their ability to do so in practice, seeds and
priorities/health-worker-burnout/index.html.
compounds their sense of moral distress and burnout.”162
Specific to behavioral health, studies have found that 21 to 67 percent of this workforce experienced burnout prior to
the pandemic.163 Similar to its impact on the rest of the health care164 and public health workforce,165 the pandemic has
amplified the stress on the behavioral health workforce.166 Specifically, it has increased the prevalence and acuity of
individuals with behavioral health conditions, leading to the behavioral health workforce carrying heavier and more
intense caseloads while also coping with their own losses, loneliness, caregiving and child care challenges, and other
pandemic-related stress that the rest of society has faced.167 All of these factors may
be compounded for behavioral health professionals and paraprofessionals who are
“We need to address the
people of color or LGBTQ+, especially if they face discrimination in the
mental health needs of
workplace.168 This buildup of burnout creates significant challenges to retention
providers. Who is caring for
the caregivers?”
and may have wide-ranging and long-lasting adverse impacts, including poor
—Interview on March 10, 2022
physical and behavioral health outcomes for the workforce; lower quality care; and
patient dissatisfaction.169
The federal government has made building resilience among the health care workforce a priority.170 In March 2022, the
federal government enacted the Dr. Lorna Breen Health Care Provider Protection Act of 2022, which authorizes the
Department of Health and Human Services to award grants to hospitals, professional medical associations, and other
health care entities to promote behavioral health services and supports for frontline healthcare workers and advances
a campaign to prevent suicide among frontline health workers.171 And in early 2022, HRSA awarded $103 million in
Healthcare Workforce Resiliency Training (HWRT) Program grants to academic institutions, provider organizations,
and other entities to support evidence-informed planning, development, and training in health profession activities to
reduce burnout and suicide, and promote resiliency among the workforce in the face of long-term stressors and health
impacts amid the COVID-19 pandemic.172 However, this federal investment is limited considering the level of need,
and similar efforts specifically focusing on the behavioral health workforce have not been undertaken.
Strengthening the resiliency of the behavioral health workforce and preventing further burnout and attrition
requires partners across the Commonwealth to coalesce and create a system of social supports for all members of the
behavioral health workforce.
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MASSACHUSETTS EFFORTS TO DATE

The Commonwealth and select stakeholders have introduced efforts to increase resiliency among all health care workers
amid COVID-19, including:
• Under An Act Establishing the Behavioral Health Trust Fund and the Behavioral Health Advisory Commission
(Chapter 77 of the Acts of 2022), the Behavioral Health Advisory Commission is required to assess “the availability
of trauma-informed supports and services for behavioral health practitioners and related staff.”173 An Act Addressing
Barriers to Care for Mental Health (Chapter 177 of the Acts of 2022) further directs the Commission to consider
funding “evidence-based or evidence-informed programs dedicated to improving the behavioral health, mental
wellness and resiliency of health care professionals,” for behavioral health providers and provider associations.174
• The Massachusetts League of Community Health Centers was awarded more than $2.9 million in funding through
an HRSA Promoting Resilience and Mental Health Among Health Professional Workforce grant.175 Focusing on rural
and medically underserved communities, the purpose of these awards is to help “establish a culture of wellness among
the health workforce and … support training efforts that build resiliency for those at the beginning of their health
careers.”
• Massachusetts General Hospital funded and developed a training program on resilience and prevention for frontline
healthcare workers.176 This course builds an understanding of resilience and teaches techniques on mindfulness,
coping with uncertainty, and practicing self-compassion.
RECOMMENDATIONS

The Commonwealth should collaborate with partners, including the new Workforce Center, behavioral health
provider organizations, universities, and unions, to implement a systemic and multipronged approach to building
a more resilient workforce. Although many programs aimed at reducing burnout focus on the individual, such as
by offering resources on self-care, meditation, or exercise,177 research shows that taking a system-level approach that
combines sustained person-level and organization-directed interventions has longer lasting positive effects.178 In the
Commonwealth, specific elements of this system-level approach to addressing burnout should include:
• Leveraging the Workforce Center to provide training to professionals and paraprofessionals on building
resilience and to create opportunities for peer support and mentorship. One of the envisioned roles of the new
Workforce Center is to be a centralized training and convening entity for the Commonwealth. In this role, the
Workforce Center should consider offering trainings to:
– Behavioral health provider organizations on how to create a more supportive workplace that prioritizes
well-being and makes all employees feel valued. Topics could include improving supervision, recognizing and
addressing burnout, and creating a supportive and inclusive workplace for workforce members from communities
of color, who are LGBTQ+, and other communities that have been economically, socially, and/or culturally
marginalized (e.g., via investment in governance and leadership, policies and practices, and workforce training that
promote diversity, equity, and inclusion).179
– Members of the workforce on how to improve their own resiliency, addressing topics such as prioritizing self-care
and managing vicarious trauma. Participants could earn continuing education credits for participating in these
trainings.
In addition, the Workforce Center could act as a convening body that creates communities of peer practice and
mentorship groups for members of the workforce to share experiences and create connections and mentorship
relationships to provide new sources of supports. These communities should include ones focused on licensed
professionals and paraprofessionals who are from communities that have been economically, socially, and/or culturally
marginalized.
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• Creating a set of recommendations for behavioral health provider
organizations to prevent burnout. The Workforce Center could convene
an expert working group to identify best practices in preventing burnout
and develop a set of actionable recommendations to disseminate and deliver
trainings to provider organizations. Example recommendations could
include those focused on individual provider coping mechanisms and those
promoting organizational change (e.g., creating and adhering to realistic
provider-to-client ratios180 and promoting interdisciplinary teams181).
• Investing in crisis support for the behavioral health workforce. The
Commonwealth should leverage state funds as well as federal grant dollars,
such as SAMHSA dollars, to provide crisis support to the behavioral
health workforce to address the ongoing and residual trauma caused by the
COVID-19 pandemic. Similar to the efforts of New Jersey’s Department
of Human Services (see callout box), the Commonwealth could partner
with a network of providers in crisis counseling to provide a variety of
supports—including to behavioral health providers specifically and health
care providers generally.

EXAMPLE FROM THE FIELD
Earlier in the COVID-19 pandemic, the
New Jersey Department of Human
Services launched a crisis counseling
helpline—the HEAL NJ Healthcare
Workers COVID Hope & Healing
Helpline for frontline health workers
and responders—and leveraged the
expertise of the Division of Mental
Health and Addiction, Disaster
and Terrorism Branch, which has
historically provided crisis support
to communities and first responders
in the aftermath of traumatic events
(e.g., federal disaster, terrorism, mass
shootings) to provide a suite of crisis
supports to communities and the
health care workforce to address the
trauma associated with COVID-19,
including telehealth crisis counseling,
virtual support groups, and wellness
webinars. These initiatives were
supported with federal funds from
the Federal Emergency Management
Agency (FEMA) and SAMHSA.

• Providing financial incentives to address the behavioral health
workforce’s social, mental health, and wellness needs. In the Association
for Behavioral Healthcare’s recent survey of outpatient providers in
Massachusetts, 92 percent of respondents indicated that improved employee
benefits would meaningfully impact retention.182 The pandemic has highlighted the role that social supports, such
as reliable child care, have on workers’ abilities to do their jobs effectively.183 As an enticement to employers, the
Massachusetts Legislature could provide tax credits to employers that offer a standard set of no-cost mental health
and wellness benefits for their employees. Child care is a particularly acute barrier to recruitment, retention, and
advancement for women, who represent a majority of the behavioral health workforce, experience inequities in
pay and leadership roles, and are disproportionately affected by a lack of child care.184 Nationally in 2021, women
represented more than 70 percent of school and other psychologists, more than 75 percent of mental health
counselors, and about 69 percent of SUD and behavioral health counselors.185 A recent national survey reports that
over one-quarter of women became unemployed during the pandemic due solely to lack of child care.186 As a result,
child care support could have a wide-reaching impact on stabilizing the workforce. In addition to the transportation
supports funded through the Commonwealth’s HCBS Spending Plan for the HCBS workforce, the Legislature
should support child care tax credits or stipends for members of the behavioral health workforce to encourage
retention. For example, the Oregon Health Authority has provided $8 million in direct child care stipends to
hundreds of behavioral health providers.187

RECOMMENDATION 7:

Fund an in-depth evaluation of the impact of telehealth on the behavioral health workforce.
[Short-term]

Telehealth has rapidly proliferated over the past two years, ensuring a level of continued access to behavioral services
during the height of the pandemic.188 Nationally, less than one percent of behavioral health services were delivered
via telehealth prior to March 2020; by August 2021, 36 percent of behavioral health services were delivered via
telehealth.189 Massachusetts has evolved its telehealth policies accordingly, and in December 2020, the Legislature passed
a law, signed by the governor in January 2021, requiring that state-regulated commercial health plans and public health
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plans pay for behavioral health services delivered via telehealth at parity with in-person services, assuming telehealth is a
clinically appropriate modality for the service.190
Because of the urgent and exponential expansion of telebehavioral health, more research is needed on its broad
implications for access, costs, consumers, and the workforce.191 According to stakeholders interviewed and research
to date, telebehavioral health has meaningfully increased access to behavioral health services by expanding the total
number of providers available, expanding access for people who live in underserved areas.192 Across disciplines,
telehealth may also offer opportunities for people to see a provider of their same race, ethnicity, or gender or sexual
identity.193 In addition, early research shows that behavioral health services delivered via telehealth are as effective as inperson care for certain conditions, such as anxiety, depression, and post-traumatic stress disorder.194
Interviewees also noted that expansion of telehealth has created new challenges related to the behavioral health
workforce.195 Similar to in other fields, many behavioral health professionals prefer working remotely because of the
flexibility it offers and have chosen to continue practicing virtually as in-person care has resumed. Interviewees and
some research indicate that this shift has reduced the number of
providers available to provide certain services that may be more
“It has been difficult to get clinicians
to come back to working in clinics.
appropriately performed in person, such as family therapy, and for
The behavioral health workforce is
populations that prefer or may benefit from obtaining services in
overwhelmingly women with child care and
person, such as children and families or people with
other caregiving responsibilities, so working
from home via telehealth makes more
schizophrenia.196 Additionally, the expansion of telehealth has
sense for their lives. People are making the
resulted in some providers leaving community-based settings to
decision that they want to work from home,
work in private practice where they can deliver all or most services
and if clinics cannot provide that, they
remotely—serving lower acuity populations—or for digital health
establish independent practices.”
—Interview on March 2, 2022
start-ups, exacerbating existing workforce shortages at community197
based provider organizations.
Since the workforce implications of the telebehavioral health expansion are just emerging, the time is now for the
Commonwealth to fund an in-depth evaluation of the impact of telehealth on the behavioral health workforce
and identify strategies to mitigate any unintended workforce consequences of the increase in telehealth.
MASSACHUSETTS EFFORTS TO DATE

The Commonwealth has begun to undertake more intensive efforts to understand the impact of telehealth, although
there has been limited focus to date on how it impacts the behavioral health workforce. For example:
• The state contracted with UMass Chan Medical School’s Commonwealth Medicine to evaluate MassHealth
telebehavioral health services during the pandemic. Among other recommendations, this evaluation suggested
maintaining parity in payment for in-person and telehealth visits and reimbursement for telephone sessions as
well as adding compensation for the time it takes a provider to teach a person receiving services to use the required
technology.198
• In November 2020, HPC published the Telemedicine Pilot Investment Program Evaluation Report, which assessed
four HPC-funded pilot sites’ use of telemedicine to address behavioral health access challenges in high-need
populations.199
• In 2020, the Community Care Cooperative and the Massachusetts League of Community Health Centers founded
the FQHC Telehealth Consortium to build centralized capacity and training for FQHCs to shift to providing more
services through telehealth during the pandemic. The Consortium includes 35 FQHCs—95 percent of FQHCs
in the Commonwealth—that serve 700,000 patients.200 As part of its work, the Consortium will be conducting an
evaluation on the impact of telehealth at FQHCs across the Commonwealth.
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RECOMMENDATIONS

Consistent with Recommendations 1 and 2, the Commonwealth requires data to better understand telehealth’s impact
on the behavioral health workforce. As a first step, the Commonwealth should contract with a vendor—which may be
the Workforce Center or another organization coordinating with the Workforce Center—to conduct an independent
evaluation that answers the following research questions about the impact of telebehavioral health.
RESEARCH QUESTIONS
• To what extent is telehealth increasing the number of behavioral health professionals available to serve the Massachusetts
population?
• How is telehealth changing the demographics, including race, ethnicity, sexual identity, and gender diversity, of providers
available?
• Does having telehealth as an option improve recruitment into the field?
• How does the availability of telehealth impact the mix of services that the behavioral health workforce is providing? Which
services are critical to provide in-person versus virtually?
• How does the availability of telehealth impact the needs of patients served by the behavioral health workforce? Which
populations are served more effectively in person?
• To what extent does telehealth mitigate behavioral health workforce shortages in underserved areas of the Commonwealth?
• How does telehealth impact the distribution of the workforce among institutional settings, community-based settings,
private practice, and digital health start-ups?
• To what extent does having telehealth as an option increase resilience and prevent behavioral health professionals from
leaving the field?

Based on the findings of the evaluation, the Workforce Center should convene stakeholders to identify strategies
to incentivize the recruitment and retention of behavioral health professionals for services, geographic areas,
and populations that are determined to be more effectively delivered through in-person services. This evaluation
should inform the 10-year strategy to grow the behavioral health professional workforce pipeline and address the
maldistribution of providers (Recommendation 4).
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4. CONCLUSION
There is no more urgent time than now for Massachusetts to build a robust, diverse, and resilient behavioral health
workforce that meets the growing needs of its population. Although Massachusetts has been a national leader in
behavioral health, it has struggled—even prior to the pandemic—to meet the behavioral health needs of its residents,
especially for those who have been socially, racially, ethnically, economically, or otherwise marginalized.
But in the face of this crisis, there is opportunity for transformation. The behavioral health crisis has not only generated
tremendous demand for services, but also kindled a profound collective understanding of what it means to struggle with
a behavioral health condition. These dynamics—the coupling of heightened demand and softened stigma—create an
unprecedented call to action for Massachusetts to invest as it has never before in its behavioral health workforce.
In recent years, Massachusetts has prioritized growing and sustaining its behavioral health workforce, including
through the Roadmap for Behavioral Health Reform and initiatives funded by DSRIP under the MassHealth Section
1115 demonstration. This report identifies opportunities to augment these efforts. Drawing upon examples from
around the country, the report provides imperatives and seven concrete recommendations for the Commonwealth that
will require strong leadership, a robust data infrastructure, sustained financial investment, a commitment to equity,
deep stakeholder engagement, and an understanding that progress will be incremental. Through these efforts, the
Commonwealth has the potential to emerge with a robust, diverse, and resilient workforce that not only is able to meet
the behavioral health needs of today but will also promote the behavioral health and well-being of generations to come.
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APPENDIX A. FRAMEWORK FOR BEHAVIORAL HEALTH
WORKFORCE POLICIES
“The Health Workforce Policies Framework” published in a recent Health Affairs article by health care workforce
researchers Angela Beck, Joanne Spetz, Patricia Pittman, Bianca K. Frogner, Erin P. Fraher, Jean Moore, David
Armstrong, and Peter I. Buerhaus describes four pillars to “reshape the workforce”: production, distribution, maximizing
potential, and resiliency. For purposes of this paper, “The Health Workforce Policies Framework” has been adapted to
focus specifically on the behavioral health workforce as well as on policies to increase the diversity of the behavioral
health workforce. When conducting interviews for this report, the Manatt Health team shared this framework to
encourage interviewees to take a broad view of the factors that influence the state of the behavioral health workforce. In
addition, the adapted framework served as a useful organizing and conceptual tool to develop an inventory of workforce
programs in Massachusetts and across the country; examples of which are highlighted in the callout boxes in the paper
and elaborated upon further in Appendix B. The recommendations in this report aim to address each of the four pillars,
recognizing that they are all critical to building a more robust, diverse, and resilient workforce.

Production refers to policies and programs to better
Distribution refers to policies and programs that
align the number and type of workers to the population’s
address the maldistribution of providers, not only
needs, including a consideration of how workers are
in terms of geography, but also in terms of specific
recruited, trained, and retrained during their careers.
communities that lack adequate access to behavioral
These policies and programs include, but are not limited
health services, including those who have been
to, apprenticeships, residency and other field training
economically, socially, or culturally marginalized.
programs, pipeline programs, scholarships, and loan
Distribution policies include initiatives to expand
repayment opportunities. Production includes a focus
telehealth and specific recruitment strategies that
on increasing the diversity of the workforce to ensure
are specifically focused on increasing supply in areas
representation of racially, ethnically, socially, or
where there are workforce shortages and among
otherwise marginalized communities.
specific communities that have historically
For more examples, see Appendix B:
lacked access to behavioral health care.
Examples of Programs Focused on
Recruiting and Retaining the
Behavioral Health Workforce.
PRODUCTION DISTRIBUTION
RESILIENCE MAXIMIZING
POTENTIAL

Resilience refers to policies and
programs that promote workforce resilience,
advance safer working conditions, and
support the mental health and well-being of
all health care workers to counter burnout
and attrition, especially among providers from
communities who have been economically,
socially, culturally, or racially marginalized. The
issue of resilience is particularly important
given the heightened stress and emotional toll
associated with the pandemic.

Maximizing potential refers to policies
and programs designed to leverage
the scope and reach of the behavioral
health workforce. These policies and
programs include promoting behavioral
health and primary care integration,
and flexibility in regulations related to
billing, scope of practice, and interstate
mobility of licensure.

Source: “Investing In A 21st Century Health Workforce: A Call For Accountability,” Health Affairs. September 15, 2021. Available at
https://www.healthaffairs.org/do/10.1377/forefront.20210913.133585/full/.
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APPENDIX B. EXAMPLES OF PROGRAMS FOCUSED ON
RECRUITING AND RETAINING THE BEHAVIORAL HEALTH
WORKFORCE
This appendix includes examples of the types of programs in Massachusetts and across the country focused on recruiting
and retaining the behavioral health workforce, including those that specifically focus on ways to recruit and retain
providers from communities that are underrepresented. It does not provide an exhaustive list of behavioral health
workforce programs but provides a sample of leading efforts across the country. It is categorized by different program
types as they apply specifically to behavioral health paraprofessionals and to behavioral health professionals, as well as
those that apply to both paraprofessionals and professionals. Programs that do not focus specifically on the behavioral
health workforce are noted with an asterisk (*). Those programs that specifically focus on building racial/ethnic diversity
are denoted with an orange star («). Please note that in general, implementing programs that are focused on increasing
the number of paraprofessionals is recognized as a strategy to enhance the diversity of the behavioral workforce given
that paraprofessionals often share the same ethnicity, language, socioeconomic status, and life experiences with the
community members they serve.201
TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Behavioral Health Paraprofessionals include, but are not limited to, peer recovery coaches, certified (mental health) peer specialists,
community health workers (CHWs), recovery support navigators, and recovery specialists.202
Certification and training
programs for new
paraprofessionals
Provide certification and training
to new paraprofessionals who
may have no formal background
in the field. It is important to note
that while certification could lead
to increased recognition and
proliferation of CHWs and peers,
there are also concerns that
certification could create barriers
to entry because of its cost and/
or linguistic challenges (e.g.,
certification exams may be costly
and not be in a person’s native
language).203

• The Board of Certification for Community
Health Workers within the Massachusetts
Department of Public Health implements a
voluntary certification program for CHWs.204
To be certified, an individual either has
to meet work experience and/or training
requirements.*205
• Under its DSRIP program, MassHealth has
provided funding to training programs to build
and enhance competencies of CHWs and
peer specialists employed by participating
DSRIP organizations (e.g., ACOs and
community-based provider organizations).206
Completion of these trainings meets the
requirements for CHW certification.*207

• Many states have set up certification
programs for CHWs and/or peers.208 These
programs share common features including
training requirements and requirements
to work a certain number of hours over a
period of time.209 In most states, certification
is voluntary, but in an increasing number of
states, certification is required for Medicaid
reimbursement (e.g., MN,210 OR,211 RI,212 TX213).*
• States are innovating around different CHW
and peer certification and training models.
For example, Missouri State University-West
Plains, in collaboration with other state and
local partners, established an associate
degree program in community behavioral
health support at a local junior/technical
college for individuals to become community
behavioral health support specialists.214

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Training programs for existing
paraprofessionals and
supervisors
Provide training to support
building the capacity and
professional advancement of
paraprofessionals. These types of
programs may support long-term
retention of this workforce.215

• Under its DSRIP program, MassHealth has
invested in the design and delivery of a
training curriculum for CHW supervisors
and recovery coach supervisors focused
on building their capacity to provide more
responsive and informed supervision of their
teams.*216

• The Penn Center for Community Health
Workers developed the IMPaCT CHW
program to support CHWs, supervisors,
as well as program directors, on a wide
spectrum of best practices on the design
and implementation of CHW interventions,
including recruiting, hiring, training, and
clinical integration of CHWs as part of health
care teams.219 The IMPacT program is the
most widely disseminated CHW program
in the country, having undergone several
randomized control trials demonstrating
improved patient outcomes, and is currently
being replicated across 18 states.*220

• William James College is a recipient of the
Health Resources & Services Administration
(HRSA) Behavioral Health Workforce and
Education Training (BHWET) Program for
Paraprofessionals (see right hand column
for more details), which offers paid stipends
and tuition to individuals who complete a
program that includes CHW certification
training, professional development, and a
year-long field education experience in a
health center in an underserved community.217
William James College launched this program
in January 2022 and has thus far recruited 20
CHWs.218

• In California, the Community Health Workers/
Promotores Academy at Loma Linda
University’s San Manuel Gateway College has
developed a comprehensive training model
for CHWs at various skill levels and their
supervisors.221 End of program evaluations for
this training program show a 99 percent job
placement rate within six to nine months of
completion of training.*222
• The HRSA BHWET Program has supported
several initiatives to improve the quality
of behavioral health clinical training and
education and increase the number of
behavioral health paraprofessionals and
professionals (see below section for an
example of BHWET Professional Program).223
The most recent BHWET award for
paraprofessionals allocated $24.3 million
to state licensed nonprofit and for-profit
organizations to design and scale communitybased training to enhance the supply
and distribution of the paraprofessional
workforce.224 A BHWET program evaluation
showed that between 2014 and 2019, the
BHWET program supported the training of
16,472 paraprofessionals as well as graduate
level social workers, psychologists, school
and clinical counselors, psychiatric nurse
practitioners, marriage and family therapists,
and behavioral health paraprofessionals.225

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Behavioral Health Professionals include, but are not limited to, psychiatrists, psychologists, social workers, advanced practice psychiatric
nurses, marriage and family therapists, and mental health/addiction professional counselors.
Experiential training programs
(including psychiatry residency
programs)
Implement psychiatry residency
programs at academic medical
institutions and training
programs for other graduate
behavioral health students at
academic institutions, provider
organizations, and communitybased organizations. These
programs increase the supply of
the behavioral health workforce
in the short-term because
participants provide care while
they train.226 They may also
increase the supply in the longterm as individuals are more likely
to practice in areas similar to
where they trained.227

 In addition to receiving funding for the
BHWET Program for Paraprofessionals, William
James College received funding from HRSA’s
BHWET Program for Professionals in 2021
to design and scale paid-for experiential
training opportunities, field placements and
internships for graduate level students in
behavioral health disciplines to work with
vulnerable populations, particularly children,
adolescents, and transitional-aged youth
at risk for behavioral health disorders.228
William James College’s BHWET Program for
Professionals is expected to launch in the
second half of 2022 and will provide stipends
to its graduate students enrolled in master’s
and doctoral programs in clinical, counseling,
and school psychology programs.229 The
program is focused on recruiting and retaining
students from diverse backgrounds.230
• The Massachusetts League of Community
Health Centers is piloting a Psychiatric Mental
Health Nurse Practitioner Fellowship Program
(PMHNP), providing funding for up to 10
fellows ($55,000 each) at community health
centers.231 Two community health centers—
the East Boston Neighborhood Health Center
and the Lowell Community Health Center—
received awards, including $35,000 each in
flexible spending funds. The program aims
to attract psychiatric mental health nurse
practitioners to practice at community health
centers, while simultaneously strengthening
community health centers’ ability to manage
psychiatric conditions.232 PMHNP is funded by
a grant from the Massachusetts Department
of Public Health, which was part of a state
appropriation from the FY2021 state budget to
enhance “behavioral health outreach, access,
and support.”233

• The most recent 2021 HRSA BHWET award
for Professionals allocated $44.2 million in
grants to accredited academic institutions
or accredited professional training programs
with the goal of enhancing the supply and
geographic distribution of behavioral health
professionals.234
 Established in 1974, the SAMHSA’s Minority
Fellowship Program (MFP) focuses on
encouraging members of diverse racial and
ethnic groups to join the behavioral health
workforce by providing funding to behavioral
health professional associations, including the
American Association for Marriage and Family
Therapy; the American Nurses Association;
the American Psychiatric Association;
the American Psychological Association;
the Council on Social Work Education;
NAADAC: The Association for Addiction
Professionals; and the National Board for
Certified Counselors and Affiliates.235 These
health professional associations in turn
offer stipends as well as mentorship and
professional development opportunities
to individuals pursuing doctoral-level
and master’s-level programs in various
fields (e.g., marriage and family therapy,
nursing, professional counseling, psychiatry,
psychology, social work, and addiction
treatment), and they are committed to
improving behavioral health outcomes for
minority communities.236 Every year, 200 MFP
fellows are awarded.237
 Several psychiatry residency programs
encourage diverse applicants and actively
seek to promote learning environments
that foster equity, diversity, and inclusion
in recruitment and retention, training and
education, clinical services, and research.238
 The UCLA International Medical Graduate
Program is a pre-residency program that
recruits medical graduates from Latin
American medical schools who are already
residing in and are seeking to be licensed and
practice in the United States.239 The program
provides clinical rotation experience as well
as mentorship and preparation for the U.S.
Medical Licensing Examination.240 Students
in the program must agree to pursue a family
medicine residency in California and continue
to practice in a medically underserved
community in California for at least 2
years. In 2018, the program had placed 128
graduates into family residency programs in
California.*241

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Scholarships
Pay for tuition for undergraduate
or graduate school students and
thereby mitigate the financial
stress that can be overwhelming
and discouraging, especially
for those who are economically
disadvantaged.

 William James College is a recipient of
the HRSA Scholarships for Disadvantaged
Students (SDS) program to enhance diversity
in the behavioral health workforce.243 Through
this funding, since July 2020, William James
College has awarded 40 scholarships annually
($32,500 each) to students enrolled in
its Clinical PsyD Program and Counseling
Program who are from “disadvantaged
backgrounds,”244 including first-generation
college graduates and members of
underrepresented minority communities,
and who express commitment to serving
in primary care settings or medically
underserved areas.245

 Established in 1990, the HRSA SDS program
seeks to enhance diversity among health
professionals by providing funding to health
professional and nursing schools to provide
scholarships to students from “disadvantaged
backgrounds” who are in need of financial
assistance.247 Between academic years
2014 to 2019, 12,356 students received
scholarships; approximately 60 percent were
underrepresented minorities, 93 percent
of those who completed the program
graduated, and nearly half of those who
provided post-employment data served in
medically underserved communities a year
after graduation.248 Between 2016 and 2019,
approximately a quarter of scholarships were
awarded in the field of behavioral health.249
For the 2020 SDS program, HRSA allocated
$48.2 million.*250

Some of these scholarship
programs, such as the HRSA
National Health Service Corps,
are tied to service conditions
(i.e., scholarship recipient must
practice in an underserved area
for a certain period of time).
These service-contingent
scholarships increase the supply
in the short-term while the
provider is fulfilling the service
requirement of their scholarship.
Evidence is mixed as to whether
these programs have a long-term
impact on increasing supply.242

• The Massachusetts Department of Public
Health’s Primary Care Office provides
assistance to potential National Health
Service Corps (NHSC) sites, which support
federal scholarships and loan repayment
programs (see next column for more
details).*246

• Colorado has established the Colorado
Health Service Corps Scholarship Program
for Addiction Counselors, which provides
scholarships (up to $5,000) to individuals
who are in the process of becoming a
licensed certified addiction technician,
certified addiction specialist, or a licensed
addiction counselor.251 Scholarships may be
used towards the costs of tuition related to
licensure training.252
• HRSA’s NHSC aims to increase workforce
supply in health professional shortages
areas (HPSA) through a scholarship and
loan repayment program (see below for
details on the loan repayment program).253
Under the NHSC scholarship program, HRSA
offers scholarships to health professional
graduate students who must meet several
eligibility requirements, including being (1) a
U.S. citizen or U.S. national, eligible for federal
employment; and (2) enrolled or accepted
as a full-time student pursuing a health
profession career, including but not limited to,
physicians, nurses, and nurse practitioners,
in an accredited school or program. In return
for receiving the scholarship, the recipient
must commit to working in an underserved
community at an NHSC approved site
(including behavioral and mental health sites)
for a minimum of two years of service.254 The
most recent NHSC national data (FY2021)
show that 54 to 63 percent of NHSC
scholarship recipients remained at their
NHSC service site one to two years after
completion of the program and 80 percent of
those who fulfilled their commitment between
FY2012 and FY2020 continue to practice in a
HPSA.*255

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.

[ 36 ]

TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Visa waivers
Provide visa waivers to foreign
medical graduates in exchange for
service in medically underserved
areas. These programs have the
potential to increase supply
as well as enhance diversity,
as they recruit physicians
from other countries. However,
limited evaluation data on these
programs reports mixed results on
retention and job satisfaction.256

 Massachusetts’ Conrad-30/J-1 Visa Waiver
Program, like many other states’ Conrad-30/
J-1 Visa Programs, supports employment
requests for J-1 visas for physicians in sites
that serve the state’s medically underserved
populations.*257

 The federal Conrad-30 Waiver Program
allows states to each recruit 30 J-1 foreign
medical graduates to apply for a waiver of
the two-year foreign residence requirement
upon completion of the J-1 exchange visitor
program.258 The program seeks to “address
the shortage of qualified doctors in medically
underserved areas.”259 Although there are
federal requirements around program
implementation, each state has flexibility
around application rules and guidelines.*260
 A 2010 study of Washington State’s
Conrad-30 program found:
– Over half (55 percent) stayed with their
J-1 employer for a median of 23 months
longer than required and continued to
work at practices focused on underserved
populations for an average of 34
consecutive months after fulfilling their
commitments.
– After completing their term with their J-1
employers, 74 percent of physicians who
served in rural areas moved to urban areas
and 57 percent remained in the state.
– Although most participants expressed
satisfaction with the program, 38 percent
“felt their employers should have showed
them more respect.”*261
 A 2021 study on the Conrad-30 program in
Delaware reported that:
– Forty-six percent of physicians in the
state’s HPSAs are recruited through the
Conrad-30 Waiver Program.*262

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

All Behavioral Health Providers: This category includes a mix of programs focused on behavioral health professionals and
paraprofessionals.
Pipeline programs
Seek to generate interest, provide
exposure, and prepare students
early in their academic journey
to pursue careers in health care
(including behavioral health).
These programs increase supply
of the workforce in the longterm. Research suggests that
pipeline programs focused on
underrepresented minorities
that implement a variety of
strategies (e.g., financial support,
social support, mentoring) are
successful at increasing the
diversity of the workforce.263

 Mount Wachusett Community College
(MWCC) established the Health Careers
Opportunity Program (HCOP) Catalyst High
School, which is funded by the HRSA HCOP
grant (see next column) and is a year-long
program for high school seniors who are
interested in health care.264 The high school
exposes them to careers in allied health and
behavioral health fields while also providing
them opportunities to enroll in courses at
MWCC for college credit and potentially earn
a scholarship to attend MWCC.*265
 University of Massachusetts (UMass)
Chan Medical School Baccalaureate MD
(BaccMD) Pathway Program recruits
sophomore students at UMass undergraduate
campuses who are underrepresented
minorities, including those who are either
from ethnically and racially marginalized
backgrounds, economically disadvantaged,
or first generation college students, and
offers provisional acceptance to the T.H.
Chan School of Medicine at UMass Chan
Medical School.266 The program provides
mentorship through the medical school
admission process and aims to enhance
test-taking, interview, and problem-solving
skills and competencies to secure admission
and academic achievement while in medical
school.*267

 Established in 1972, the HRSA HCOP is a
pipeline program, which provides funding to
educational institutions and seeks to improve
recruitment, matriculation, and graduation
rates of individuals from “disadvantaged
backgrounds” into health professions when
they are early in their academic journey.268
HCOP supports collaborations across the
country among K-12 schools, colleges,
health professional graduate schools, and
other academic programs with the goal
of making students from disadvantaged
communities more competitive applicants
for health profession schools.269 Between
FY2015 and FY2020, HRSA HCOP awards
resulted in training 19,984 students; over
70 percent of individuals who participated
in HCOP activities were underrepresented
minorities.*270
• The Area Health Education Center of Montana
established a Heads Up Behavioral Health
Camp for high school students to explore
careers and learn skills in behavioral health
by hearing from local professionals from
a range of occupations (e.g., social work,
psychiatry, psychology).271 Students also
have the opportunity to gain a Youth Mental
Health First Aid certificate and receive
training to serve as peer supports in their
communities.272
• The Nebraska Behavioral Health Workforce
Center has collaborated with state and local
partners to launch a number of initiatives
to build the pipeline of mental health
professionals, focusing on high school
students.273
– The Frontier Areas Mental Health Camp
and Ambassador Program is a free
week-long camp in the rural and tribal
areas of Nebraska that encourages high
school students to pursue careers as
psychologists, social workers, substance
use counselors, and other behavioral health
professionals and offers college-credit
classes in behavioral health as well as
mentorship after the camp ends.274
– The Virtual Mentor Network provides
individualized mentorship opportunities
for high school students by connecting
them with psychology and psychiatry
professionals.275
(continued)

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

Pipeline programs

OTHER LEADING EXAMPLES
 In 2020, the University of New Mexico
Health Sciences Center collaborated with
the University of New Mexico Office for
Community Health Academy, Central New
Mexico Community College, and Health
Leadership High School, to design and
implement the Community Health Worker
Pilot Apprenticeship Program with the
goal of enabling high school students,
particularly students of color from lowincome neighborhoods who are interested
in the health care field, to receive both a
high school diploma and a CHW certificate
simultaneously.276

(continued)

 The University of California (UC)
Postbaccalaureate Consortium is a
collaboration among postbaccalaureate
premedical programs at the Schools of
Medicine at UC Davis, UC Irvine, UC Los
Angeles, and UC San Francisco that recruits
students from underrepresented and
economically disadvantaged backgrounds
who are either re-applying to medical school
after not being previously admitted or are
applying to medical school for the first
time.277 The program provides mentorship and
rigorous academic, testing, and interviewing
preparation with the goal of helping
make these students more competitive
applicants. Over the years, the program has
been successful in increasing the number
of underrepresented students entering
medical school, with over 90 percent of its
postbaccalaureate students matriculating into
medical school.*278
 University of California Programs in Medical
Education (UC PRIME) is a pipeline initiative
focused on increasing the number of medical
students pursuing careers in underserved
areas.279 The program augments standard
medical education with additional curricula
to address the needs of populations who are
underserved. For example, there are UC PRIME
programs focused on the Latino community;
African, Black, and Caribbean communities;
rural areas; and Native populations.280 The
program also provides dedicated faculty
mentorship to its students.281 Employing
focused recruitment strategies and
supplemental admission criteria, the program
encourages students from underserved
communities to pursue a medical degree.282
Approximately 64 percent of program
participants are from underrepresented
backgrounds.*283

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Apprenticeships
Help individuals learn a trade
or job under supervision of
someone with expertise. The
U.S. Department of Labor
recognizes the apprenticeship
model to be an effective strategy
to build competencies and
address workforce shortages.284
The focus, however, has
traditionally been in the areas
of construction and trade.285 In
the behavioral health workforce,
and health care workforce more
broadly, apprenticeships are
emerging as a mechanism to
train paraprofessionals and
professionals.

• Holyoke Community College has used a
grant from the HRSA Opioid-Impacted
Family Support Program,286 which funds
training programs for paraprofessionals to
provide services to children whose parents
are impacted by substance use disorders
(SUDs), to set up the CHW Apprenticeship
Program.287 The CHW Apprenticeship Program
is a two-year program that begins with
free pre-apprenticeship training courses
and culminates with a paid apprenticeship
at Behavioral Health Network, a regional
behavioral health provider in Western
Massachusetts. 288

• In Rhode Island, a local workforce organization,
Building Futures, in partnership with
the Rhode Island Department of Labor
and Training Office of Apprenticeships,
established a paid apprenticeship program
with funding received in 2018 from the
U.S. Department of Labor’s National Health
Emergency (NHE) Dislocated Worker
Demonstration Grant to Address the Opioid
Crisis.289 The apprenticeship program
provides on-the-job training that meets state
requirements to become a certified CHW or
dually certified CHW-peer recovery specialist
at community-based organizations (CBOs).290
As of October 2021, the program has enrolled
43 CHW apprentices and 53 dual CHWpeer recovery specialist apprentices, and
has expanded from two employers to nine
employers sponsoring apprenticeships.*291
• The Alabama Office of Apprenticeship,
which is part of the Alabama Department
of Commerce, in partnership with Alabama
A&M University, recently launched an
apprenticeship program for Master of Social
Work (MSW) students that trains second
year MSW students as apprentices working in
behavioral health agencies.292
• HRSA recently launched a $226.5 million
grant initiative, the Community Health Worker
Training Program, which provides grants
to various entities, (e.g., health professions
schools, nonprofits) to build the pipeline of
CHWs through apprenticeship programs.*293

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Loan repayment programs
Help licensed behavioral
health professionals as well
as paraprofessionals repay
educational loans. Loan
repayment is often tied to service
commitments in underserved
communities, which can increase
supply of the workforce in
the location of the service
commitment in the short-term,
but data is mixed on whether
these programs lead to long-term
retention.294

• Through its DSRIP program, MassHealth
invested approximately over $5 million
in various loan repayment initiatives
to recruit different types of behavioral
health professionals to commit to work
in community-based primary care and
behavioral health settings, ACOs, and
other community-based organizations, for
periods of time, ranging from 18 months
to four years.295 The award amount ranged
($7,500-$50,000), depending on the
provider type and the duration of service.296
Providers eligible for loan repayment
included physicians (including psychiatrists),
psychologists, registered nurses, licensed
practical nurses, advanced practice registered
nurses, psychiatric clinical nurse specialists,
nurse practitioners, physician assistants,
licensed independent social workers,
licensed clinical social workers, licensed
mental health counselors, licensed marriage
and family therapists, licensed alcohol and
drug counselors, care coordinators, and
master’s-prepared unlicensed behavioral
health providers.297 Preliminary evaluation
findings report that 94 percent of primary
care and behavioral health providers who
received a loan repayment in 2018-2019, and
98 percent of master’s-prepared behavioral
health provider recipients in 2018 continue to
practice in community-based settings.298

• HRSA’s Substance Use Disorder Treatment
and Recovery Loan Repayment Program
(STAR LRP) repays educational loans for
various eligible disciplines, including but not
limited to, physicians, physician assistants,
nurse practitioners, clinical support staff, and
behavioral health paraprofessionals working
full-time SUD treatment jobs for six years at a
STAR LRP-approved treatment facility. 302

• Under Massachusetts’ 1115 demonstration
extension application, Massachusetts has
requested to establish two behavioral healthfocused loan repayment programs that seek
to engage approximately 90 providers per
year for four years with a focus on “clinicians
with cultural and linguistic backgrounds.”299
The first program would provide $50,000
in loan repayments for licensed behavioral
health clinicians and master’s-level-prepared
clinicians intending to be licensed within one
year of the award. Participants must commit
to working in a community-based setting with
a significant number of MassHealth members
for at least four years.300 The second program
would provide up to $300,000 in student
loan repayment for psychiatrists or nurse
practitioners who commit to working at an
organization with a panel that is at least 40
percent MassHealth or uninsured members
for four years.301

• The Ohio Department of Health SUD
Professional Loan Repayment program
provides loan repayment to clinicians who
commit to practice for two years at sites that
accept Medicare/Medicaid, accommodate
clients regardless of ability to pay, are located
in an HPSA, and also experience a high
burden of clients with SUD. Clinicians may
receive up to $25,000 annually towards loan
repayment.303
• Under the NHSC Program (mentioned above),
HRSA offers a loan repayment program
to providers who are U.S. citizens or U.S.
nationals; participate (or are eligible to
participate) in the Medicare, Medicaid, and
the Children’s Health Insurance Program; are
fully trained and licensed to practice in an
NHSC-eligible primary care medical, dental,
or mental/behavioral health discipline with
qualified student loan debt; and are working
at an NHSC-approved site for at least two
years.304 For behavioral health, the following
disciplines and specialties are eligible:
physicians/psychiatrists, health service
psychologists, licensed clinical social workers,
marriage and family therapists, licensed
professional counselors, nurse practitioners,
and physician assistants. The most recent
NHSC data (FY2021) shows that 43 to 44
percent of NHSC loan repayment recipients
remained at their NHSC service site one to
two years after completion of the program
and 81 percent of those who fulfilled their
commitment between FY2012 and FY2020
continue to practice in an HPSA.*305

(continued)

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

Loan repayment programs

• The Massachusetts Department of Higher
Education offers loan repayment awards for
health professionals, including mental health
professionals, up to $50,000 in return for
serving two years full-time in an underserved
community (e.g., HPSA).306 To be eligible,
an individual must be licensed to practice
in Massachusetts in an eligible discipline
(including, but not limited to, primary care
physician, nurse practitioner, advanced
practice nurse, psychiatric nurse specialist,
physician assistant, clinical or counseling
psychologist, clinical social worker, mental
health counselor, professional counselor, and
marriage family therapist). The individual
must also have unpaid professional student
loans and cannot participate in other state or
federal loan repayment programs.*307

(continued)

Other recruitment and retention
initiatives focused on enhancing
the diversity of the behavioral
health workforce

 William James College was allocated
$500,000 in Massachusetts’ 2021 American
Rescue Plan Act (ARPA) bill (Chapter 102 of
the Acts of 2021), from federal COVID-19
dollars and state surplus funds to develop
a behavioral health workforce development
center focused on retaining and developing
a “culturally diverse, experienced, behavioral
health workforce that cares for underserved
communities.”308

OTHER LEADING EXAMPLES

 In 2021, Oregon (via HB2949) invested $60
million to increase the recruitment and
retention of providers in the behavioral
health care workforce with associate’s,
bachelor’s, master’s, or doctoral degrees or
other credentials who are people of color,
tribal members, or residents of rural areas
in the state and who can provide culturally
responsive behavioral health services.309
Financial incentives include tuition assistance
and scholarships for undergraduate and
graduate students, loan forgiveness, housing
assistance, childcare and tax subsidies,
grants for graduate students to complete
supervision to obtain licensure, and bonuses
for supervising clinicians.310
 HRSA’s Centers of Excellence Program
provides grants to designated health
professions schools that either are
historically black colleges or schools with
a high enrollment of Hispanic students,
Native American students, or other
underrepresented minorities.311 Grant funding
can be used to support various initiatives,
including establishing, strengthening,
or expanding programs to enhance the
academic performance of students who
are underrepresented minorities attending
the school; and improving the capacity of
such schools to train, recruit, and retain
underrepresented minority students and
faculty including the provision of scholarships,
stipends, and fellowships.*312

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.
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TYPE OF PROGRAM

MASSACHUSETTS INITIATIVES

OTHER LEADING EXAMPLES

Programs that promote
resilience and retention
Seek to combat burn-out and
vicarious trauma as well as
provide additional social support
to providers, all of which help
promote workforce resilience and
retention.313

Addressing burnout and promoting behavioral
health and well-being
• The Massachusetts League of Community
Health Centers was awarded a $2.9 million
HRSA Promoting Resilience and Mental
Health Among Health Professional Workforce
Program (see right-hand column for more
details), which seeks to reduce burnout and
promote mental health among the health care
workforce.*314

Addressing burnout and promoting behavioral
health and well-being
• HRSA provided $103 million in ARPA funding
to address burnout and promote behavioral
health in the health workforce through two
grant programs: Promoting Resilience and
Mental Health Among Health Professional
Workforce Program317 and the Health and
Public Safety Workforce Resiliency Training
Program.318 Funding for these grant programs
went to academic institutions, hospitals/
health systems, health care providers
associations, and FQHCs, among other types
of organizations.*319

• Massachusetts General Hospital developed
a training program on Resilience and
Prevention for frontline health care workers
that teaches techniques on mindfulness,
coping with uncertainty, and practicing selfcompassion.*315
Providing other social supports
• Under its ARPA Home & Community
Based Services (HCBS) Spending Plan,
Massachusetts has proposed establishing
programs for HCBS and behavioral health
direct care and support workers requiring
childcare or transportation. 316

• Early in the COVID-19 pandemic, the New
Jersey Department of Human Services
launched a crisis counseling helpline—the
HEAL NJ Healthcare Workers COVID Hope &
Healing Helpline—for frontline health workers
and responders.320 The helpline sought to
address the trauma associated with COVID-19
among the health workforce by linking them
to crisis supports, including telehealth crisis
counseling, virtual support groups, and
wellness webinars.321 The Federal Emergency
Management Agency (FEMA) and SAMHSA
provided financial support for the helpline.*322
• The Healing, Education, Resilience &
Opportunity for New York’s Frontline
Workforce (HERO-NY) provided a train-thetrainer wellness series to meet the mental
health and wellness needs of frontline health
care workers as they responded to COVID19.323 The series underscored the importance
of resilience and coping strategies.324
HERO-NY was offered in partnership with
the U.S. Department of Defense, Uniformed
Services University of Health Sciences, U.S.
Department of Veterans Affairs, New York City
Health + Hospitals, New York City Department
of Health and Mental Hygiene, and the Fire
Department of the City of New York.*325
• The University of Nebraska Behavioral Health
Workforce Center (BHECN) created the
BHECN Serenity Project—offering free online
yoga, meditation, and wellness sessions to
behavioral health and other frontline health
care providers.326
Providing other social supports
• The Oregon Health Authority has provided
$8 million in direct childcare stipends to
hundreds of behavioral health providers.327

* Programs that do not focus specifically on the behavioral health workforce are noted with an asterisk.
« Programs that specifically focus on building racial/ethnic diversity are denoted with an orange star.

[ 43 ]

ENDNOTES
1

Orgera, K., and Panchal, N. “Mental Health in Massachusetts,” Kaiser Family Foundation. Available at https://www.kff.org/
statedata/mental-health-and-substance-use-state-fact-sheets/massachusetts/; Kenney Walsh, K., Gottsegen, J., Long, S.K., et al.
“Behavioral Health During the First Year of the COVID-19 Pandemic: An Update on Need and Access in Massachusetts 2020/2021,”
Blue Cross Blue Shield of Massachusetts Foundation, NORC at University of Chicago. February 8, 2022. Available at https://
www.bluecrossmafoundation.org/publication/behavioral-health-during-first-year-covid-19-pandemic-update-need-and-access-0;
Ursprung, W.W.S., Cardoso, L., Beatriz, B., et al. “COVID-19 Community Impact Survey (CCIS), Preliminary Analysis of
Results as of April 6, 2022,” Massachusetts Department of Public Health. April 6, 2022. Available at https://www.mass.gov/doc/
covid-19-community-impact-survey-ccis-preliminary-analysis-results-full-report/download.

2

Barna, M. “Mental Health Workforce Taxed during COVID-19 Pandemic: Worker Shortage Hinders Access,” The Nation’s Health,
January 2022. Available at https://www.thenationshealth.org/content/51/10/1.3; Young E. “Why Health-Care Workers are Quitting
in Droves,” The Atlantic. November 16, 2021. Available at https://www.theatlantic.com/health/archive/2021/11/the-mass-exodus-ofamericas-health-care-workers/620713/; Cutler, D.M. “Challenges for the Beleaguered Health Care Workforce During COVID-19,”
JAMA. January 27, 2022. Available at https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788637.

3

This report relies upon recommendations that are rooted in the Health Workforce Policies Framework published in a recent Health
Affairs article by Angela Beck, formerly the director of the University of Michigan’s Behavioral Health Workforce Research Center, and
others. This Framework aims to “reshape the workforce” and rests on four pillars: production, distribution, maximizing potential, and
resiliency. See Beck, A.J., Spetz, J., Pittman, P., et al. “Investing in a 21st Century Health Workforce: A Call for Accountability,” Health
Affairs. September 15, 2021. Available at https://www.healthaffairs.org/do/10.1377/forefront.20210913.133585/full/. See Appendix A
for more details on the Framework.

4

“Roadmap for Behavioral Health Reform: Ensuring the right treatment when and where people need it: A Multi-Year Plan: Summary,”
Massachusetts Executive Office of Health and Human Services. February 2021. Available at https://www.mass.gov/doc/stakeholderpresentation-on-the-roadmap-for-behavioral-health-reform/download; “1115 MassHealth Demonstration,” MassHealth. Available at
https://www.mass.gov/service-details/1115-masshealth-demonstration-waiver.

5

“America’s Health Rankings – Mental Health Providers by State,” America’s Heath Rankings, United Health Foundation,
HHS, Centers for Medicare & Medicaid Services, National Plan and Provider Enumeration System. 2021 September. Available
at https://www.americashealthrankings.org/explore/annual/measure/MHP; “Ranking the States,” Mental Health America,
2022. Available at https://www.mhanational.org/issues/2021/ranking-states; “Children who received Mental Health Care,”
National Survey of Children’s Health. The Commonwealth Fund. Available at https://www.commonwealthfund.org/datacenter/
children-who-received-needed-mental-health-care.

6

Long, S.K., and Aarons, J. “Access to Care for Mental Health and Substance Use Disorders is a Challenge for Many in
Massachusetts,” Blue Cross Blue Shield of Massachusetts Foundation. Urban Institute, December 2018. Available at https://www.
bluecrossmafoundation.org/sites/g/files/csphws2101/files/2020-09/MHRS_2018_MH%20SUD%20Summary_final.pdf.

7

Orgera and Panchal. “Mental Health in Massachusetts.”

8

A 2019 HPC report estimates that there were 236,000 adult residents with co-occurring disorders in Massachusetts in 2016. National
data show that about two out of five individuals with SUD also have a co-occurring mental health disorder, and about one out of
five individuals with a severe mental health disorder will develop a SUD during their lifetime. See “Co-Occurring Disorders Care in
Massachusetts: A Report on the Statewide Availability of Health Care Providers Serving Patients with Co-Occurring Substance Use
Disorder and Mental Illness,” Commonwealth of Massachusetts, Health Policy Commission. May 2019. Available at https://www.
mass.gov/doc/co-occurring-disorders-care-in-massachusetts-a-report-on-the-statewide-availability-of-health/download. Individuals
with severe mental illness have a twenty-year shorter life expectancy than the general population, usually due to a preventable disease.
See Anthony, S., Catterson, R., and Campanella, S. “In Their Own Words: How Fragmented Care Harms People with Both Mental
Illness and Substance Disorder,” California Healthcare Foundation and NORC at the University of Chicago. August 2021. Available
at https://www.chcf.org/wp-content/uploads/2021/08/InTheirOwnWordsFragmentedCareMentalIllnessSUD.pdf. Common physical
co-morbidities that accompany SUD include infectious disease (e.g., HIV/AIDS and hepatitis), gastrointestinal issues, cardiovascular
disorders, and hematologic disorders. See “5 Co-Occurring Medical and Psychiatric Conditions,” SAMHSA. 2006. Available at https://
www.ncbi.nlm.nih.gov/books/NBK64105/?report=reader; “Co-Occurring Disorders and Other Health Conditions,” SAMHSA. April
2022. Available at https://www.samhsa.gov/medication-assisted-treatment/medications-counseling-related-conditions/co-occurringdisorders; Priester, M.A., Browne, T., Iachini, A., et al. “Treatment Access Barriers and Disparities Among Individuals with Co-occurring
Mental Health and Substance Use Disorders: An Integrative Literature Review,” Journal of Substance Abuse Treatment. February 2016.
Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4695242/#R75.

9

Kenney Walsh, Gottsegen, Long, et al. “Behavioral Health During the First Year.”

10

Orgera and Panchal. “Mental Health in Massachusetts.”

[ 44 ]

11

“BIPOC Communities and COVID-19,” Mental Health America. Available at https://mhanational.org/bipoc-communities-andcovid-19; “Double Jeopardy: COVID-19 and Behavioral Health Disparities for Black and Latino Communities in the U.S.,”
SAMHSA. Available at https://www.samhsa.gov/sites/default/files/covid19-behavioral-health-disparities-black-latino-communities.
pdf; “Health Equity,” Centers for Disease Control and Prevention (CDC) Office of Minority Health & Health Equity (OMHHE).
Updated July 1, 2022. Available https://www.cdc.gov/healthequity/whatis/?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.
gov%2Fcoronavirus%2F2019-ncov%2Fcommunity%2Fhealth-equity%2Frace-ethnicity.html.

12

“Press Release: Opioid-related Overdose Deaths Rose by 5 Percent in 2020,” Massachusetts Department of Public Health. May 12,
2021. Available at https://www.mass.gov/news/opioid-related-overdose-deaths-rose-by-5-percent-in-2020.

13

Kenney Walsh, Gottsegen, Long, et al. “Behavioral Health During the First Year.”

14

Racine, N., McArthur, B.A., Cooke, J.E., et al. “Global Prevalence of Depressive and Anxiety Symptoms in Children and
Adolescents During COVID-19,” JAMA Pediatrics. August 9, 2021. Available at https://jamanetwork.com/journals/jamapediatrics/
fullarticle/2782796.

15

Surgeon General of the United States. “Protecting Youth Mental Health: The US Surgeon General’s Advisory,” U.S. Public Health
Service. December 7, 2021. Available at https://www.hhs.gov/sites/default/files/surgeon-general-youth-mental-health-advisory.pdf.

16

“Suicide,” National Institute of Mental Health. Updated June 2022. Available at https://www.nimh.nih.gov/health/statistics/suicide.

17

Ursprung, W.W.S., Cardoso, L., Beatriz, B., et al. “COVID-19 Community Impact Survey (CCIS), Preliminary Analysis of Results
as of April 6, 2022,” Massachusetts Department of Public Health, April 6, 2022. Available at https://www.mass.gov/doc/covid-19community-impact-survey-ccis-preliminary-analysis-results-full-report/download. Other sources delineating the pandemic’s toll upon
the behavioral health of children and youth in the Commonwealth: “New K-12 Parent Poll: Student Mental Health, Academics Pose
Challenge to Massachusetts Schools COVID Recovery Plans,” The Mass Inc Polling Group. May 2, 2022. Available at https://www.
massincpolling.com/the-topline/new-k-12-parent-poll-student-mental-health-academics-pose-challenge-to-massachusetts-schoolscovid-recovery-plans; Smith, T. “Two Years After the Start of COVID, Nearly Half of Massachusetts Parents Are Concerned About
Their Child’s Mental Health, Statewide Survey Says.” Mass Live. May 2022. Available at https://www.masslive.com/news/2022/05/
two-years-after-start-of-covid-nearly-half-of-massachusetts-parents-are-concerned-about-their-childs-mental-health-statewidesurvey-says.html; Willey, S., and Goodchild, B. “LISTEN: Key program links Pediatricians to Psychiatric Services for Youth During
Pandemic Mental Health Crisis, UMass Chan Medical School Podcast. April 11, 2022. Available at https://www.umassmed.edu/news/
news-archives/2022/04/listen-key-program-links-pediatricians-to-psychiatric-services-for-youth-during-pandemic-mental-healthcrisis/#:~:text=According%20to%20a%20report%20in,primary%20care%20providers%20in%20Massachusetts; Dvir, Y., Ryan, C.,
Straus, J.H., et al. “Comparison of Use of the Massachusetts Child Psychiatry Access Program and Patient Characteristics Before vs
During the COVID-19 Pandemic,” JAMA. February 2, 2022. Available at https://jamanetwork.com/journals/jamanetworkopen/
fullarticle/2788583; “Capturing a Crisis: Massachusetts Behavioral Health Boarding Metric,” Massachusetts Health and Hospital
Association. October 2021. Available at https://mhalink.informz.net/mhalink/data/images/21-10-08BHreportNEW.pdf; Bebinger, M.
“716 Psych Patients are Stuck in Emergency Rooms Waiting for Care,” Mass. Report Shows. WBUR. October 11, 2021. Available at
https://www.wbur.org/news/2021/10/11/massachusetts-mental-health-boarding-report; Guynup, S. “How to Confront COVID- 19’s
Toll on Kids’ Mental Health,” National Geographic. October 8, 2021. Available at https://www.nationalgeographic.com/science/article/
how-to-confront-covid-19s-toll-on-kids-mental-health.

18

Ursprung, Cardoso, Beatriz, et al. “COVID-19 Community Impact Survey.”

19

Ibid; Spencer, A.E., Oblath, R., Dayal, R., et al. “Changes in Psychosocial Functioning among Urban, School‑Age Children During
the COVID‑19 Pandemic,” Child and Adolescent Psychiatry and Mental Health, 2021. Available at https://link.springer.com/
epdf/10.1186/s13034-021-00419-w?sharing_token=0YmnkUjenT34_Rj4I_Wd32_BpE1tBhCbnbw3BuzI2ROS0XdwXUHyovqv
vGS2l9V7iiBv0RNYNT08isAv6ahTA1y3r1piaCScVJaHtuiolLf0XU6yvSj3m4zD0e8tiA0uTAF6ejc4URLDDd39_G9HrHmC-q_
SdpCNQXkQSdIJml4=; Surgeon General of the United States. “Protecting Youth Mental Health.” (The Surgeon General’s Youth
Mental Health Advisory describes several groups at higher risk of mental health challenges during the pandemic, including “Black
youth, who were more likely than other youth to lose a parent or caregiver to COVID-19; Latino youth, who reported high rates of
loneliness and poor or decreased mental health during the pandemic; Asian American, Native Hawaiian, and Pacific Islander youth, who
reported increased stress due to COVID-19-related hate and harassment; LGBTQ+ youth, who lost access to school-based services and
were sometimes confined to homes where they were not supported or accepted; low-income youth, who faced economic, educational,
and social disruptions (for example, losing access to free school lunches; youth in rural areas, who faced additional challenges in
participating in school or accessing mental health”).

20

“Ranking the States,” Mental Health America, 2022. Available at https://www.mhanational.org/issues/2022/ranking-states.

21

Kenney Walsh, Gottsegen, Long, et al. “Behavioral Health During the First Year.”

22

“Outpatient Mental Health Access and Workforce Crisis Issue Brief,” Association for Behavioral Healthcare. February 2022. Available at
https://www.abhmass.org/images/resources/ABH_OutpatientMHAccessWorkforce/Outpatient_survey_issue_brief_FINAL.pdf.

23

“Co-Occurring Disorders Care in Massachusetts.”

[ 45 ]

24

Ibid.

25

“Behavioral Health Boarding. Capturing a Crisis: MHA’s Weekly Behavioral Health Boarding Reports,” Massachusetts Health and
Hospital Association. Available at https://www.mhalink.org/MHA/IssuesAdvocacy/State/Behavioral_Health_Boarding/MHA/
IssuesAndAdvocacy/Capturing_a_Crisis_MHAs_Weekly_Behavioral_Health_Boarding_Reports.aspx?hkey=40f7493a-e25b-4a28-9cdad7de41e622d2; Bebinger, M. “716 Psych Patients Are Stuck in Emergency Rooms Waiting for Care Mass. Report Shows,” WBUR.
October 11, 2021. Available at https://www.wbur.org/news/2021/10/11/massachusetts-mental-health-boarding-report.

26

Youmans LS. “A Crisis Within A Crisis: MHA Response to Psychiatric Boarding,” Massachusetts Health and Hospital Association.
September 2022. Please note this report also includes data on the full-time equivalents needed to staff closed beds, including 472
registered nurses, 503 mental health workers, 88 social workers, 47 psychiatrists, 8 psychologists, and 57 sitters/PCAs based on August
2022 shortages.

27

“Designated Health Professional Shortage Areas Statistics.” Bureau of Health Workforce, HRSA, U.S. Department of Health & Human
Services. June 30, 2022. Available at https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2a
hUKEwiE_b77_ob4AhUgm44IHXwOBLsQFnoECA8QAQ&url=https%3A%2F%2Fdata.hrsa.gov%2FDefault%2FGenerateHPSAQ
uarterlyReport&usg=AOvVaw1LT8qWBehcYcTuxRIrUkEe.

28

HPSAs include areas, populations, or public or non-profit facilities (e.g., correctional facilities, state/county mental hospitals, federally
qualified health centers) experiencing a shortage of mental health professional health care services. See “What is Shortage Designation?”
HRSA. Available at https://bhw.hrsa.gov/workforce-shortage-areas/shortage-designation.

29

Behavioral Health Workforce Tracker, Fitzhugh Mullan Institute for Health Workforce Equity. Available at https://www.gwhwi.org/
behavioralhealth-workforce-tracker.html.

30

Interviews on March 2, 2022, March 10, 2022, March 22, 2022, and June 30, 2022.

31

“BIPOC Communities and COVID-19,” Mental Health America. Available at https://mhanational.org/bipoc-communities-andcovid-19; “Double Jeopardy: COVID-19 and Behavioral Health Disparities for Black and Latino Communities in the U.S.,” SAMHSA.
Available at https://www.samhsa.gov/sites/default/files/covid19-behavioral-health-disparities-black-latino-communities.pdf; “Health
Equity”; Ormiston, C.K., and Williams, F.” LGBTQ Youth Mental Health During COVID-19: Unmet Needs in Public Health and
Policy,” The Lancet. December 22, 2021. Available at https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(21)02872-5/
fulltext; Ursprung, Cardoso, Beatriz, et al. “COVID-19 Community Impact Survey (CCIS).” (The survey found that among youth
unable to get health care during the pandemic, a substantial number “wanted to see a doctor or counselor to get help dealing with stress,
depression, nervousness or anxiety, including 67% of youth of transgender experience, 54% of non-binary youth, 42% of Black youth,
and 41% of Hispanic/Latinx youth.”)

32

Johnson Shen, M., Peterson, E.B., Costas-Muñiz, R., et al. “The Effects of Race and Racial Concordance on Patient-Physician
Communication: A Systematic Review of the Literature,” Journal of Racial and Ethnic Disparities. February 2018. Available at https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC5591056/#:~:text=Racial%20concordance%20refers%20to%20having,physicians%20
having%20different%20racial%20identities; Gara, M.C., Minsky, S., Silverstein, S.M., et al. “A Naturalistic Study of Racial
Disparities in Diagnoses at an Outpatient Behavioral Health Clinic,” Psychiatric Services. December 10, 2018. Available at https://
ps.psychiatryonline.org/doi/10.1176/appi.ps.201800223; González, H.M., Croghan, T.W., West, B.T., et al. “Antidepressant Use
among Blacks and Whites in the United States.” Psychiatric Services. October 2008. Available at https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2582403/; LaVaccare, S., Diamant, A.L., Friedman, J., et al. “Healthcare Experiences of Underrepresented Lesbian and
Bisexual Women: A Focus Group Qualitative Study,” Health Equity. July 1, 2018. Available at https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC6071790/.

33

While the Massachusetts Department of Public Health publishes a Health Professions Data Series that identifies trends and patterns—
including overall supply by provider type as well as demographic information (race/ethnicity, language spoken, gender) and distribution
across geographic and clinical settings—among health care professionals, including dentists, dental hygienists, pharmacists, physicians,
physician assistants, registered nurses, and licensed practical nurses, this data series does not include data on behavioral health
professionals. See “Health Professions Data Series,” Executive Office of Human Services, MassHealth. Available at https://www.mass.
gov/lists/health-professions-data-series. A recent Foundation report also observes that although the overall makeup of health diagnosing
and treating professionals in Massachusetts is overwhelmingly people who are White and Asian, certain medical support professionals—
including medical technicians, licensed practical and vocational nurses, medical assistants, home health aides, and personal care aides—
are disproportionately people who are Black and Hispanic. See Anthony, S., Boozang, P., Elam, L., et al. “Racism and Racial Inequities
in Health: A Data-Informed Primer on Health Disparities in Massachusetts.” Blue Cross Blue Shield of Massachusetts Foundation &
Manatt. 2021 December. Available at https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/files/2021-12/Health_Equity_
Primer_Dec%202021_final_0.pdf.

34

“Co-Occurring Disorders Care in Massachusetts.”

[ 46 ]

35

Nitkin, K. “Johns Hopkins Study Shows Need for More Diversity in Psychiatry,” Dome. July/August 2020, Fall 2020. Available at
https://www.hopkinsmedicine.org/news/articles/johns-hopkins-study-shows-need-for-more-diversity-in-psychiatry; Wyse, R., Hwang,
W.T., Ahmed, A.A., et al. “Diversity by Race, Ethnicity, and Sex within the US Psychiatry Physician Workforce,” Academic Psychiatry.
2020 October. Available at https://pubmed.ncbi.nlm.nih.gov/32705570/.

36

Interviews on March 2, 2022, and March 10, 2022.

37

“Outpatient Mental Health Access.”

38

Ibid.

39

Interview on March 10, 2022; Gold, J. “Could COVID-19 Finally Destigmatize Mental Illness?,” Time Magazine. May 13, 2020.
Available at https://time.com/5835960/coronavirus-mental-illness-stigma/.

40

Beck, Spetz, Pittman, et al. “Investing in a 21st Century Health Workforce.”

41

Ibid.

42

Anthony, S., Boozang, P., Chu, B., et al. “Ready for Reform: Behavioral Health Care in Massachusetts,” Blue Cross Blue Shield of
Massachusetts Foundation and Manatt. January 2019. Available at https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/
files/2020-09/Model_BH_Report_January%202019_Final.pdf.

43

Interviews on March 7, 2022, March 10, 2022, March 22, 2022, and March 30, 2022.

44

“Outpatient Mental Health Access”; “May 2021 State Occupational Employment and Wage Estimates Massachusetts,” U.S. Bureau
of Labor Statistics. Last updated March 31, 2022. Available at https://www.bls.gov/oes/current/oes_ma.htm#29-0000; Interviews on
March 2, 2022, and March 22, 2022.

45

“Outpatient Mental Health Access.”

46

S.2774. “An Act Investing in the Future of Our Health.” Available at https://malegislature.gov/Bills/192/S2774.

47

Anthony, Boozang, Elam, et al. “Racism and Racial Inequities.”

48

“Health Professions Data Series.”

49

Behavioral Health Workforce Tracker, Fitzhugh Mullan Institute for Health Workforce Equity. Available at https://www.gwhwi.org/
behavioralhealth-workforce-tracker.html. “Designated Health Professional Shortage Areas Statistics.” Bureau of Health Workforce,
HRSA, U.S. Department of Health & Human Services. June 30, 2022. Available at https://www.google.com/url?sa=t&rct=j&q=&esrc=
s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiE_b77_ob4AhUgm44IHXwOBLsQFnoECA8QAQ&url=https%3A%2F%2F
data.hrsa.gov%2FDefault%2FGenerateHPSAQuarterlyReport&usg=AOvVaw1LT8qWBehcYcTuxRIrUkEe.

50

“Outpatient Mental Health Access.”

51

Interviews on March 2, 2022, March 10, 2022, March 18, 2022, March 21, 2022, and April 6, 2022.

52

Anthony, Boozang, Elam, et al. “Racism and Racial Inequities.”

53

“Outpatient Mental Health Access.”

54

“Co-Occurring Disorders Care in Massachusetts.”

55

Section 81, Chapter 102 of the Acts of 2021. “An Act Relative to Immediate COVID-19 Recovery Needs.” Available at https://
malegislature.gov/Laws/SessionLaws/Acts/2021/Chapter102. See also Wagman, N. “Health Care in the ARPA Bill: Selected Highlights
from Chapter 102 of the Acts of 2021,” Blue Cross Blue Shield of Massachusetts Foundation and Mass Budget. March 2022. Available
at https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/files/2022-03/ARPA_Bill_report_Feb2022_FINAL_0.pdf.

56

Chapter 77 of the Acts of 2022. “An Act Establishing the Behavioral Health Trust Fund and the Behavioral Health Advisory
Commission.” Available at https://malegislature.gov/Laws/SessionLaws/Acts/2022/Chapter77.

57

Chapter 177 of the Acts of 2022. “An Act Addressing Barriers to Care for Mental Health.” Available at https://malegislature.gov/Laws/
SessionLaws/Acts/2022/Chapter177.

58

“Behavioral Health Workforce Tracker,” Fitzhugh Mullan Institute for Health Workforce Equity. Available at https://www.gwhwi.
org/behavioralhealth-workforce-tracker.html. Erikson, E., Ellen Schenk, E., Westergaard. “New Behavioral health Workforce
Database Paints a Stark Picture.” Health Affairs. August 30,2022. Available at https://www.healthaffairs.org/content/forefront/
new-behavioral-health-workforce-database-paints-stark-picture.

59

Designated Health Professional Shortage Areas Statistics.” Bureau of Health Workforce, HRSA, U.S. Department of Health & Human
Services. June 30, 2022. Available at https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2a
hUKEwiE_b77_ob4AhUgm44IHXwOBLsQFnoECA8QAQ&url=https%3A%2F%2Fdata.hrsa.gov%2FDefault%2FGenerateHPSAQ
uarterlyReport&usg=AOvVaw1LT8qWBehcYcTuxRIrUkEe.

60

Behavioral Health Workforce Tracker, Fitzhugh Mullan Institute for Health Workforce Equity. Available at https://www.gwhwi.org/
behavioralhealth-workforce-tracker.html.

[ 47 ]

61

Beck, A.J., Singer, P.M., Buche, J., et al. “A Minimum Data Set for the Behavioral Health Workforce,” University of Michigan
Behavioral Health Workforce Research Center. December 2016. Available at https://www.behavioralhealthworkforce.org/wp-content/
uploads/2017/02/FA1_MDS_Full-Report.pdf.

62

Ibid.

63

“Behavioral Health Workforce Tracker,” Fitzhugh Mullan Institute for Health Workforce Equity. Available at https://www.gwhwi.org/
behavioralhealth-workforce-tracker.html.

64

Interviews on March 2, 2022, March 10, 2022, March 18, 2022, March 21, 2022, and April 6, 2022. See also “Outpatient Mental
Health Access.”

65

Anthony, Boozang, Elam, et al. “Racism and Racial Inequities.”

66

H.1346. “An Act Establishing a Behavioral Health Workforce Center of Excellence.” Available at https://malegislature.gov/Bills/192/
H1346; S.2814. “An Act Establishing a Behavioral Health Workforce Center.” Available at https://malegislature.gov/Bills/192/S2814.

67

Ibid.

68

“William James College: The Center for Workforce Development.” Available at https://www.williamjames.edu/centers-and-services/
workforce-development/index.html.

69

Section 81, Chapter 102 of the Acts of 2021.

70

“DRAFT Independent Evaluation Interim Report Massachusetts Medicaid 1115 Demonstration Extension 2017-2022,” University of
Massachusetts Medical School. August 2021. Available at https://www.mass.gov/doc/1115-demonstration-interim-evaluation-report/
download.

71

Antezzo, M., Manz, J., Mette, E., et al. “State Strategies to Increase Diversity in the Behavioral Health Workforce,” National Academy
for State Health Policy. December 13, 2021. Available at https://www.nashp.org/state-strategies-to-increase-diversity-in-the-behavioralhealth-workforce/#toggle-id-2; “Demographic Census,” Washington Medical Commission. Available at https://wmc.wa.gov/licensing/
renewals/demographic-census; “Information on the Senate Enrolled Act 223,” Bowen Center for Health Workforce Research and Policy.
Available at https://www.in.gov/dwd/files/Information-on-2018-Senate-Enrolled-Act-223.pdf.

72

Public Law 110-343. “Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008.” October 3, 2008.
Available at https://www.govinfo.gov/app/details/PLAW-110publ343.

73

The Mental Health Parity and Addiction Equity Act (MHPAEA). Centers for Medicare and Medicaid Services. Available at https://
www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/mhpaea_factsheet.

74

Melek, S., Davenport, S., and Gray, T.J. “Addiction and Mental Health vs. Physical Health: Widening Disparities in Network Use and
Provider Reimbursement,” Milliman Research Report. November 19, 2019. Available at https://assets.milliman.com/ektron/Addiction_
and_mental_health_vs_physical_health_Widening_disparities_in_network_use_and_provider_reimbursement.pdf.

75

“Press Release: AG Healey Announces Groundbreaking Agreements that Expand Access to Behavioral Health Services for More Than
One Million Residents,” Office of Attorney General of Massachusetts. February 2, 2020. Available at https://www.mass.gov/news/
ag-healey-announces-groundbreaking-agreements-that-expand-access-to-behavioral-health-services-for-more-than-one-million-residents.

76

“Outpatient Mental Health Access.”

77

Ibid.

78

Bishop, T., Press, M.J., Keyhani, S., et al. “Acceptance of Insurance by Psychiatrists and the Implications for Access to Mental
Health Care,” JAMA Psychiatry. February 2014. Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3967759/; Rapfogel,
N. “The Behavioral Health Care Affordability Problem,” Center for American Progress. May 26, 2022. Available at https://www.
americanprogress.org/article/the-behavioral-health-care-affordability-problem/; Interview on March 22, 2022. “Outpatient Mental
Health Access.”

79

Interviews on March 2, 2022, March 10, 2022, and March 22, 2022. O’Connor, J.G., Dunlap, B., Gattman, N.E., et al. “Washington’s
Behavioral Health Workforce: Barriers and Solutions. Phase II Report and Recommendations,” Washington Workforce Training &
Education Coordination Board and Center for Health Workforce Studies, University of Washington. December 2022. Available at
https://familymedicine.uw.edu/chws/wp-content/uploads/sites/5/2020/11/Behavioral-Health-Workforce-Assessment-2020.pdf; Zhu,
J.M., Howington, D., Hallett, E., et al. Behavioral Health Workforce Report to the Oregon Health Authority and State Legislature—
Center for Health Systems Effectiveness. February 1, 2022. Available at https://www.oregon.gov/oha/ERD/SiteAssets/Pages/
Government-Relations/Behavioral%20Health%20Workforce%20Wage%20Study%20Report-Final%20020122.pdf.

80

“Outpatient Mental Health Access,” Association for Behavioral Healthcare.

[ 48 ]

81

“MassHealth Managed Care Entity Bulletin 86: Extension of and Updates to the Temporary Rate Increases Due to the American
Rescue Plan Act Home and Community-Based Services and Temporary Rate Increases for Behavioral Health Services, “
Commonwealth of Massachusetts, Executive Office of Health and Human Services, Office of Medicaid. April 2022. Available at
https://www.mass.gov/doc/managed-care-entity-bulletin-86-extension-of-and-updates-to-the-temporary-rate-increases-due-tothe-american-rescue-plan-act-home-and-community-based-services-and-temporary-rate-increases-for-behavioral-health-services-0/
download.

82

Chapter 177 of the Acts of 2022.

83

Anthony, Boozang, Chu, et al. “Ready for Reform.”

84

S.2774; “HPC Board Meeting: July 13, 2022,” Massachusetts Health Policy Commission. July 13, 2022. Available at https://www.mass.
gov/doc/presentation-board-meeting-july-13-2022/download.

85

“Market Conduct Examination Reports,” Mass.gov, Division of Insurance. Available at https://www.mass.gov/info-details/
market-conduct-examination-reports.

86

“Press Release: AG Healey Announces Groundbreaking Agreements.”

87

Melek, Davenport, and Gray. “Addiction and Mental Health.”

88

H.R. 7236, 117th Congress. “Strengthen Kids’ Mental Health Now Act of 2022.” Available at https://www.congress.gov/bill/117thcongress/house-bill/7236/text#toc-H70CAD7CF0C494B8EB6F928EF9A5FAF87. The proposed legislation does not offer specifics for
how the benchmarked Medicare rate will be established for services that are not covered by Medicare.

89

Interview on March 22, 2022.

90

“Approaches in Implementing the Mental Health Parity and Addiction Equity Act: Best Practices from the States,” SAMHSA and the
Department of Health and Human Services. 2016. Available at https://store.samhsa.gov/sites/default/files/d7/priv/sma16-4983.pdf.

91

Interviews on March 2, 2022, and March 10, 2022.

92

Interviews on March 3, 2022, March 10, 2022, March 15, 2022, March 21, 2022, and March 22, 2022. Hinkle, J. “West Virginia
Behavioral Health Workforce Development Plan,” The Behavioral Health Learning Collaborative of West Virginia School of
Osteopathic Medicine. 2020. Available at https://www.wvhepc.edu/wp-content/uploads/2021/03/FINAL-PRODUCT-West-VirginiaBehavioral-Health-Workforce-Development-Plan-2020.pdf; Statewide Behavioral Health Coordinating Council, “Strong Families,
Supportive Communities: Moving Our Behavioral Health Workforce Forward,” Texas Health and Human Services. December 2020.
Available at https://www.hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2020/behavioral-healthworkforce-workgroup-report-dec-2020.pdf; Zhu, Howington, Hallett, et al. “Behavioral Health Workforce Report.”

93

Note that the position titles used in this statistic align with those used by the U.S. Bureau of Labor Statistics, which does not map them
to titles used in Massachusetts. “May 2021 State Occupational Employment.”

94

“Outpatient Mental Health Access”; “Behavioral Healthcare Compensation versus Hospital Compensation,” Association for Behavioral
Healthcare and Arthur J. Gallagher & Co. 2020.

95

Interview on March 10, 2022. “CSWE Statement on Field Placements,” Council on Social Work
Education. May 2022. Available at https://spark.cswe.org/HigherLogic/System/DownloadDocumentFile.
ashx?DocumentFileKey=3787cf4a-8b5c-4d23-a962-38f3cb1850cf.

96

“Licensed Mental Health Counselor Application Guide,” The Commonwealth of Massachusetts. Division of Professional Licensure.
August 16, 2019. Available at https://www.mass.gov/doc/licensed-mental-health-counselor-application-guide/download.

97

Ibid.

98

Salsberg, E., Quigley, L., Richwine, C., et al. “The Social Work Profession - Findings from Three Years of Surveys of New Social
Workers,” Fitzhugh Mullan Institute for Health Workforce Equity and The George Washington University. August 2020. Available at
https://www.socialworkers.org/LinkClick.aspx?fileticket=1_j2EXVNspY%3D&portalid=0.

99

Ibid.

100 Interview on June 30, 2022. See also Anthony, Boozang, Elam, et al. “Racism and Racial Inequities.”
101 Interviews on March 2, 2022, March 10, 2022, March 22, 2022.
102 “Outpatient Mental Health Access.”
103 Interview on March 10, 2022.
104 LeMoult, C. “Patients in Mental Distress Spend Days Stuck in Mass. ERs, Waiting For Inpatient Care,” GBH, January 24, 2022.
Available at https://www.wgbh.org/news/local-news/2022/01/24/patients-in-mental-distress-spend-days-stuck-in-mass-ers-waiting-forinpatient-care.
105 Interviews on March 2, 2022, and March 22, 2022.
106 Interviews on March 2, 2022, March 10, 2022, March 22, 2022, and June 30, 2022.

[ 49 ]

107 Chapter 102 of the Acts of 2021. “An Act Relative to Immediate COVID-19 Recovery Needs.” Available at https://malegislature.gov/
Laws/SessionLaws/Acts/2021/Chapter102; See also Wagman. “Health Care in the ARPA Bill.”
108 Chapter 77 of the Acts of 2022.
109 “Building and Training Primary Care and Behavioral Health Workforce,” MassHealth. Available at https://www.mass.gov/info-details/
building-and-training-primary-care-and-behavioral-health-workforce.
110 “Section 1115 Demonstration Project Extension Request,” Commonwealth of Massachusetts, Executive Office of Health and Human
Services, Office of Medicaid. Updated December 27, 2021. Available at https://www.mass.gov/doc/1115-waiver-extension-request/
download.
111 Ibid.
112 “Behavioral Health Workforce Education and Training,” William James College. Available at https://www.williamjames.edu/centers-andservices/workforce-development/bhwet/index.html.
113 “Montana Healthcare Workforce Statewide Strategic Plan,” Montana Healthcare Workforce Advisory Committee. Available at
https://healthinfo.montana.edu/workforce-development/mhwac/documents/MHW%20Strategic%20Plan%202017.pdf; “Heads Up
Behavioral Health Camp,” Western Montana Area Health Education Center. Available at https://wmtahec.org/students/k-12/heads-up.
php#:~:text=Heads%20Up%20is%20a%202,of%20behavioral%20health%20career%20pathways.
114 SAMHSA lists peer support specialists, paraprofessionals, and recovery coaches as members of the behavioral health workforce.
“Workforce,” SAMHSA. Updated March 22, 2022. Available at https://www.samhsa.gov/workforce. Several studies and reports noting
the promise of this workforce in behavioral health interventions, including but not limited to: Barnett, M.L., Gonzalez, A., Miranda,
J., et al. “Mobilizing Community Health Workers to Address Mental Health Disparities for Underserved Populations: A Systematic
Review,” Administration and Policy in Mental Health and Mental Health Services Research. July 20, 2017. Available at https://link.
springer.com/article/10.1007/s10488-017-0815-0; “Community Health Workers: Evidence of Their Effectiveness,” ASTHO and
National Association of Community Health Workers. Available at https://www.astho.org/globalassets/pdf/community-health-workerssummary-evidence.pdf#:~:text=CHW%2Dsupported%20interventions%20show%20promise,and%20acceptability%20with%20
underserved%20populations.&text=Increased%20likelihood%20of%20obtaining%20primary,from%2040%25%20to%2015.2%25.
115 “Commonwealth of Massachusetts Peer Support Worker Comparison Chart: Adult Service,” Department of Public
Health Bureau of Substance Addiction Services (DPH/BSAS). February 27, 2019. Available at https://www.mass.gov/doc/
peer-support-worker-comparison-chart/download.
116 Ruff, E., Sanchez, D., Hernández-Cancio, S., et al. “Advancing Health Equity Through Community Health Workers and Peer Providers:
Mounting Evidence and Policy Recommendations,” Families USA. November 2019. Available at https://familiesusa.org/wp-content/
uploads/2019/11/HEV_PCORI-CHW-Report_11-04-19.pdf; “Community Health Workers”; Ahébée, S. “‘On the frontline of
injustice’: Community Health Workers could improve how long and well you live,” WHYY. March 22, 2021. Available at https://whyy.
org/articles/on-the-frontline-of-injustice-community-health-workers-could-improve-how-long-and-well-you-live/.
117 Hoeft, T.J., Fortney, J.C., Patel, V., et al. “Task Sharing Approaches to Improve Mental Health Care in Rural and Other Low Resource
Settings: A Systematic Review,” Journal of Rural Health. January 13, 2017. Available at https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC5509535/.
118 Peretz, P.J., Islam, N., Mataiz, L.U. “Community Health Workers and Covid-19 — Addressing Social Determinants of
Health in Times of Crisis and Beyond,” NEJM. November 5, 2020. Available at https://www.nejm.org/doi/full/10.1056/
NEJMp2022641; Ruff, Sanchez, Hernández-Cancio, et al. “Advancing Health Equity”; Kangovi, S. “Want to help battle
COVID-19? Bring in more community health workers,” AAMC. June 9, 2020. Available at https://www.aamc.org/news-insights/
want-help-battle-covid-19-bring-more-community-health-workers.
119 Ibid.
120 Barnett, M.L., Gonzalez, A., Miranda, J., et al. “Mobilizing Community Health Workers to Address Mental Health Disparities for
Underserved Populations: A Systematic Review,” Administration and Policy in Mental Health and Mental Health Services Research. July
20, 2017. Available at https://link.springer.com/article/10.1007/s10488-017-0815-0.
121 Kangovi, S., Mira, N., Grande, D., et al. “Evidence-Based Community Health Worker Program Addresses Unmet Social
Needs and Generates Positive Return on Investment,” Health Affairs. February 2020. Available at https://www.healthaffairs.
org/doi/10.1377/hlthaff.2019.00981; Pittman, M., Sunderland, A., Broderick, A. “Bringing Community Health Workers
into the Mainstream of U.S. Health Care,” National Academy of Medicine. February 4, 2015. Available at https://nam.edu/
perspectives-2015-bringing-community-health-workers-into-the-mainstream-of-u-s-health-care-2/.
122 Anabui, O., Carter, T., Phillippi, M., et al. “Developing Sustainable Community Health Worker Career Paths.” Milbank Memorial
Fund. March 3, 2021. Available at https://www.milbank.org/publications/developing-sustainable-community-health-worker-careerpaths/#footnote-20; George, C., and Kolawole, O. “Battling Burnout: Self-Care and Organizational Tools to Increase Community
Health Worker Retention and Satisfaction,” Health Leads. October 28, 2019. Available at https://healthleadsusa.org/resources/
battling-burnout-self-care-and-organizational-tools-to-increase-community-health-worker-retention-and-satisfaction/.

[ 50 ]

123 Holgate, B., Albelda, R., and Agarwal, V. “Evidence for Increasing Community Health Worker Wages,” Massachusetts Association
of Community Health Workers. July 2020. Available at https://machw.org/wp-content/uploads/2020/08/MACHW-SalaryRecommendations-Updated-7.15.2020.pdf.
124 Ibid.
125 Ibid.
126 “May 2021 State Occupational Employment.” See also Holgate, Albelda, and Agarwal. “Evidence for Increasing Community.”
127 “Living Wage Calculation for Massachusetts,” Massachusetts Institute of Technology. 2022. Available at https://livingwage.mit.edu/
states/25.
128 “Peer Support Worker Comparison Chart.”
129 “Health Equity and Health System Transformation: How States Can Fund Community Health Workers through Medicaid to
Improve People’s Health, Decrease Costs, and Reduce Disparities,” Families USA, Issue Brief. July 2016. Available at https://
www.nationalcomplex.care/wp-content/uploads/2017/11/Community-Health-Workers-Brief.pdf; Videka, L., Neale, J., Page,
C., et al. “National Analysis of Peer Support Providers: Practice Settings, Requirements, Roles, and Reimbursement,” University
of Michigan School of Public Health, Behavioral Health Workforce Research Center. August 2019. Available at https://www.
behavioralhealthworkforce.org/wp-content/uploads/2019/10/BHWRC-Peer-Workforce-Full-Report.pdf.
130 Firmin, R., Mao, S., Bellamy, C., et al. “Peer Support Specialists’ Experiences of Microaggressions,” Psychological Services. August 2019.
Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6494735/.
131 Interview on March 2, 2022; George, C., and Kolawole, O. “Battling Burnout: Self-Care and Organizational Tools to Increase
Community Health Worker Retention and Satisfaction,” Health Leads. October 28, 2019. Available at https://healthleadsusa.org/
resources/battling-burnout-self-care-and-organizational-tools-to-increase-community-health-worker-retention-and-satisfaction/;
“Community Health Worker/Peer Workforce: Recruiting and Hiring for Social Determinants of Health Screening: Best Practices Guide
and Findings from COVID-19 Pandemic,” National Health Care for the Homeless Council, 2021. Available at https://nhchc.org/wpcontent/uploads/2021/07/CHWs-Peer-Specialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf; Davis,
J.K. Predictors of Job Satisfaction Among Peer Providers on Professional Treatment Teams in Community-Based Agencies. Psychiatry
Online. 2013 February 1. Available at https://ps.psychiatryonline.org/doi/10.1176/appi.ps.001452012?url_ver=Z39.88-.
132 Anabui, Carter, Phillippi, et al. “Developing Sustainable Community Health.”
133 Rosenthal, J. “Behavioral Health Workforce Innovations: How Massachusetts and New York Engage Community Health Workers and
Peers to Address Racial and Ethnic Disparities,” National Academy for State Health Policy. November 2019. Available at https://nashp.
org/wp-content/uploads/2019/11/Behavioral-Health-Workforce-pdf-final-11-18-2019.pdf.
134 “Building and Training Primary Care.”
135 “DRAFT Independent Evaluation Interim Report.”
136 “Peer Support Worker Comparison Chart.”
137 “Roadmap for Behavioral Health Reform.”
138 Ibid.
139 The CBHCs are required to meet requirements similar, but not identical, to the federally funded Certified Community Behavioral
Health Clinic model requirements, which are intended to improve access to and the quality of community-based mental health and
substance use services. According to the Executive Office of Health and Human Services, “CBHC service delivery expectations are
similar with CCBHC service delivery expectations. Both models focus on delivering a continuum of outpatient, urgent, and crisis
mental health and SUD services on an open-access basis and in a person-centered, evidence-based manner. Key differences include that
CBHCs will be required to deliver specialized services for children and youth, which is not required in the national CCBHC program.
In addition, the CBHC requirements and encounter rate will not include supported employment, targeted case management, intensive
outpatient, or day treatment. CBHCs may offer some of these services, but they will not be included in the CBHC scope of services or
encounter rate. CBHCs will be required to facilitate referrals to needed behavioral health services not provided by the CBHC. EOHHS
anticipates that participation in the CBHC model will create synergies for providers that are pursuing SAMHSA CCBHC designation.”
“Roadmap for Behavioral Health Reform: FAQs,” Executive Office of Health and Human Services, Massachusetts Executive Office of
Health and Human Services. Available at https://www.mass.gov/info-details/roadmap-for-behavioral-health-reform-faqs#crisis-services-.
140 “HHS Announces Dramatic Increase in Funding to Expand the Availability of Certified Community Behavioral Health Clinics
Across the Nation.” U.S. Department of Health & Human Services. March 24, 2022. Available at https://www.hhs.gov/about/
news/2022/03/24/hhs-announces-dramatic-increase-funding-expand-availability-certified-community-behavioral-health-clinicsacross-nation.html; Public Law No: 117-159, 117th Congress, 2022. Available at https://www.congress.gov/bill/117th-congress/
senate-bill/2938/text.
141 “2022 Community Behavioral Health Center Programs: Request for Proposals,” Massachusetts Behavioral Health Partnership. Updated
July 8, 2022. Available at https://www.masspartnership.com/provider/cbhcrfp.aspx.

[ 51 ]

142 CBHC case rate methodology integrates assumptions on the salaries for care coordinators and outreach staff. See
“CBHC Model Assumption Summary,” EOHHS. March 2022. Available at https://www.masspartnership.com/pdf/
CBHCRateMethodologyMarch2022.pdf; Interviews on March 10, 2022, and March 22, 2022.
143 “Board of Certification of Community Health Workers Website,” EOHHS, Mass.gov. Available at https://www.mass.gov/orgs/
board-of-certification-of-community-health-workers.
144 “Opioid-Impacted Family Support Program,” HRSA. 2020. Available at https://www.hrsa.gov/grants/find-funding/HRSA-20-014.
145 “Community Health Worker Apprenticeship Program,” Holyoke Community College. Available at https://www.hcc.edu/
courses-and-programs/areas-of-study/health-sciences/foundations-of-health/community-health-worker-apprenticeship-program.
146 Interview on March 22, 2022; “Community Health Workers for COVID Response and Resilient Communities (CCR),” Center for
Disease Control and Prevention (CDC). Updated April 15, 2022. Available at https://www.cdc.gov/covid-community-health-workers/
index.html.
147 “Oregon State Plan Amendment #12-0007.” September 20, 2012. Available at https://www.medicaid.gov/sites/default/files/Stateresource-center/Medicaid-State-Plan-Amendments/Downloads/OR/OR-12-007.pdf.
148 “California State Plan Amendment 22-001: Community Health Worker Services (Submission for Approval).” April 29, 2022. Available
at https://www.dhcs.ca.gov/Pages/PageNotFoundError.aspx?requestUrl=https://www.dhcs.ca.gov/formsandpubs/laws/Documents/SPA22-0001-Pending.pdf.
149 The Massachusetts Legislature previously considered legislation (H.1287 of 2021, “An Act Relative to the Nursing Home Quality Jobs
Initiative”) that would pay a wage add-on to increase rates to direct care staff in nursing homes, but it did not pass. Available at https://
malegislature.gov/Bills/192/H1287. Oregon has passed similar types of legislation. See Zhu, Howington, Hallett, et al. “Behavioral
Health Workforce Report.”
150 George, C., and Kolawole, O. “Battling Burnout: Self-Care and Organizational Tools to Increase Community Health Worker Retention
and Satisfaction,” Health Leads. October 28, 2019. Available at https://healthleadsusa.org/resources/battling-burnout-self-care-andorganizational-tools-to-increase-community-health-worker-retention-and-satisfaction/; “Community Health Worker/Peer Workforce:
Recruiting and Hiring for Social Determinants of Health Screening: Best Practices Guide and Findings from COVID-19 Pandemic,”
National Health Care for the Homeless Council. 2021. Available at https://nhchc.org/wp-content/uploads/2021/07/CHWs-PeerSpecialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf. Davis, J.K. “Predictors of Job Satisfaction Among
Peer Providers on Professional Treatment Teams in Community-Based Agencies.” Psychiatry Online. February 1, 2013. Available at
https://ps.psychiatryonline.org/doi/10.1176/appi.ps.001452012?url_ver=Z39.88-.
151 Ibid.
152 “Community Health Worker/Peer Workforce: Recruiting and Hiring for Social Determinants of Health Screening: Best Practices Guide
and Findings from COVID-19 Pandemic,” National Health Care for the Homeless Council, 2021. Available at https://nhchc.org/wpcontent/uploads/2021/07/CHWs-Peer-Specialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf.
153 “Roadmap for Behavioral Health Reform: FAQs.”
154 “The IMPaCT Model Website,” Penn Center for Community Health Workers. Available at https://chw.upenn.edu/about/; “Community
Health Worker,” National Health Care for the Homeless Council. “A Handbook for Enhancing CHW Programs – Recruitment,”
Center for Disease Control and Prevention (CDC). Available at https://www.cdc.gov/cancer/nbccedp/pdf/trainpdfs/hb-recruitment.pdf.
155 A recent study conducted by the Penn Center for Community Health Workers suggests that contrary to conventional thinking, there
is more interest among CHWs to pursue advancement within their profession rather than to transition to a new field such as nursing
or social work. Aligned with the Penn study recommendations, the career advancement pathways that the Commonwealth develops
should include two different tracks for how the unlicensed workforce may advance within their profession: (1) a track focused on
patient/client work within the community, and (2) a track focused on training, advocacy, and management. Criteria for promotion also
should be determined by proficiency rather than by educational credentials. See Anabui, Carter, Phillippi, et al. “Developing Sustainable
Community Health.”
156 Surgeon General of the United States. “Addressing Health Worker Burnout: The U.S. Surgeon General’s Advisory on Building a
Thriving Health Workforce.” U.S. Department of Health & Human Services. May 2022. Available at https://www.hhs.gov/sites/default/
files/health-worker-wellbeing-advisory.pdf.
157 “Press Release: New Surgeon General Advisory Sounds Alarm on Health Worker Burnout and Resignation.” U.S. Department of Health
& Human Services. May 23, 2022. Available at https://www.hhs.gov/about/news/2022/05/23/new-surgeon-general-advisory-soundsalarm-on-health-worker-burnout-and-resignation.html.
158 “Taking Action Against Clinician Burnout: A Systems Approach to Professional Well-Being,” National Academy of Medicine. 2019.
Available at https://nam.edu/systems-approaches-to-improve-patient-care-by-supporting-clinician-well-being/.
159 Surgeon General of the United States. “Addressing Health Worker Burnout.”
160 Ibid.

[ 52 ]

161 Druss, B., Cohen, A.N., Brister, T., et al. “Supporting the Mental Health Workforce During and After COVID-19,” Psychiatric
Services. April 22, 2021. Available at https://ps.psychiatryonline.org/doi/10.1176/appi.ps.202000509; Summers, R., Gorrindo, T.,
Hwang, S., et al. “Well-Being, Burnout, and Depression Among North American Psychiatrists: The State of Our Profession,” American
Journal of Psychiatry. July 14, 2020. Available at https://ajp.psychiatryonline.org/doi/10.1176/appi.ajp.2020.19090901; De Marchis,
E., Knoz, M., Hessler, D., et al. “Physician Burnout and Higher Clinic Capacity to Address Patients’ Social Needs,” Journal of the
American Board of Family Medicine. January 2019. Available at https://www.jabfm.org/content/32/1/69.short.
162 Surgeon General of the United States. “Addressing Health Worker Burnout”; “The Physicians Foundations, Part One of Three:
2022 Survey of America’s Physicians,” The Physicians Foundation. Available at https://physiciansfoundation.org/wp-content/
uploads/2022/03/SDOH-Survey-Report.pdf.
163 Morse, G., Salyers, M.P., Rollins, A.L., et al. “Burnout in Mental Health Services: A Review of the Problem and Its Remediation,”
Administration and Policy in Mental Health. September 2012. Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3156844/;
Summers, R., Gorrindo, T., Hwang, S., et al. “Well-Being, Burnout, and Depression Among North American Psychiatrists: The State
of Our Profession.” American Journal of Psychiatry. July 14, 2020. Available at https://ajp.psychiatryonline.org/doi/10.1176/appi.
ajp.2020.19090901.
164 Surgeon General of the United States. “Addressing Health Worker Burnout.”
165 Bryant-Genevier, J., Rao, C.Y., Lopes-Cardozo, B., et al. “Symptoms of Depression, Anxiety, Post-Traumatic Stress Disorder, and
Suicidal Ideation Among State, Tribal, Local, and Territorial Public Health Workers During the COVID-19 Pandemic — United States,
March–April 2021,” Center for Disease Control and Prevention (CDC). December 3, 2021. Available at https://www.cdc.gov/mmwr/
volumes/70/wr/mm7048a6.htm?s_cid=mm7048a6_w; Ward, J.A., Stone, E.M., Mui, P., et al. “Pandemic-Related Workplace Violence
and Its Impact on Public Health Officials, March 2020‒January 2021,” American Journal of Public Health. April 13, 2022. Available at
https://ajph.aphapublications.org/doi/full/10.2105/AJPH.2021.306649.
166 Barna, M. “Mental Health Workforce Taxed During COVID-19 Pandemic: Worker Shortage Hinders Access,” The Nation’s Health.
January 2022. Available at https://www.thenationshealth.org/content/51/10/1.3#:~:text=On%20the%20Job-,Mental%20health%20
workforce%20taxed%20during%20COVID,pandemic%3A%20Worker%20shortage%20hinders%20access&text=Many%20
mental%20health%20providers%20moved,in%20virtual%20appointments%20over%202019.&text=“They%20came%20in%20
with%20a,so%20they%20accepted%20lower%20wages; Gold, J. “We Need to Talk About Another Pandemic Mental Health Crisis:
Therapist Burnout,” Forbes. January 19, 2021. Available at https://www.forbes.com/sites/jessicagold/2021/01/19/we-need-to-talk-aboutanother-pandemic-mental-health-crisis-therapist-burnout/?sh=495ae45b4d18; Dastagir, A.E. “Mental Health Professionals Are the Ones
Taking Care of Us: Who’s Taking Care of Them?” USA Today Life. February 11, 2021. Available at https://www.usatoday.com/in-depth/
life/health-wellness/2021/02/11/covid-pandemic-mental-health-professionals-struggling-burnout/4134511001/; Interview on March 2,
2022.
167 Barna. “Mental Health Workforce Taxed”; Gold. “We Need to Talk”; Dastagir. “Mental Health Professionals; Interview on March 2,
2022.
168 Interviews on March 3, 2022, and June 30, 2022; Surgeon General of the United States. “Addressing Health Worker Burnout”;
Viehl, C., Dispenza, F., McCullough, et al. “Burnout Among Sexual Minority Mental Health Practitioners: Investigating Correlates
and Predictors,” Psychology of Sexual Orientation and Gender Diversity. July 2017. Available at https://www.researchgate.net/
publication/318475633_Burnout_Among_Sexual_Minority_Mental_Health_Practitioners_Investigating_Correlates_and_Predictors.
169 Surgeon General of the United States. “Addressing Health Worker Burnout.”
170 Murthy, V. “Confronting Health Worker Burnout and Wellbeing,” NEJM. July 13, 2022. Available at https://www.nejm.org/doi/
full/10.1056/NEJMp2207252.
171 Public Law 117-105. “Dr. Lorna Breen Health Care Provider Protection Act.” Available at https://www.govinfo.gov/app/details/
PLAW-110publ343.
172 “Healthcare Workforce Resiliency Training (HWRT) Program grants; Health Workforce Resiliency Awards,” Bureau of Health
Workforce. January 2022. Available at https://bhw.hrsa.gov/funding/health-workforce-resiliency-awards.
173 Chapter 77 of the Acts of 2022.
174 Chapter 177 of the Acts of 2022.
175 “Healthcare Workforce Resiliency Training.”
176 “Resilience Training for Healthcare Workers,” The Resilience and Prevention Program, Massachusetts General Hospital. March 2020.
Available at https://www.resilienceandprevention.com/healthcare-providers.
177 Surgeon General of the United States. “Addressing Health Worker Burnout.”
178 Awa, W.L., Plaumann, M., and Walter, U. “Burnout Prevention: A Review of Intervention Programs, Patient Education and
Counseling.” February 2010. Available at https://www.sciencedirect.com/science/article/abs/pii/S0738399109001621?via%3Dihub.
179 Interviews on March 3, 2022, March 10, 2022, and March 21, 2022.

[ 53 ]

180 Chen, Y.C., Leon Guo, Y.L., Chin, W.S., et al. “Patient–Nurse Ratio is Related to Nurses’ Intention to Leave Their Job through
Mediating Factors of Burnout and Job Dissatisfaction,” Internal Journal of Environmental Research and Public Health. November 29,
2019. Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6926757/.
181 Interview on March 21, 2022; Druss, B., Cohen, A.N., Brister, T., et al. “Supporting the Mental Health Workforce During and
After COVID-19,” Psychiatric Services. April 22, 2021. Available at https://ps.psychiatryonline.org/doi/10.1176/appi.ps.202000509;
“Immediate Policy Actions to Address the National Workforce Shortage and Improve Care,” HMA. February 10, 2022. Available at
https://www.healthmanagement.com/wp-content/uploads/BH-Workforce-2-2.10.22.pdf; Au, M., Kehn, M., Ireys, M., et al.
“Care Coordinators in Integrated Care: Burnout Risk, Perceived Supports, and Job Satisfaction,” American Journal of Preventive
Medicine. June 2018. Available at
https://www.researchgate.net/publication/325500772_Care_Coordinators_in_Integrated_Care_Burnout_Risk_Perceived_Supports_
and_Job_Satisfaction.
182 “Outpatient Mental Health Access.”
183 Interview on March 15, 2022.
184 “Labor Force Statistics from the Current Population Survey CPS Program Links.” U.S. Bureau of Labor Statistics, Updated January 20,
2022. Available at https://www.bls.gov/cps/cpsaat11.htm; Modestino, A.S., Lincoln, A., and Ladge, J. “The Importance of Childcare in
Reopening the Economy,” Econofact. July 29, 2020. Available at https://econofact.org/the-importance-of-childcare-in-reopening-theeconomy; Taube, S., Lipson, R., Balaji, C., et al. “COVID-19 and the Changing Massachusetts Healthcare Workforce,” The Project on
Workforce. Harvard. September 2021. Available at https://www.pw.hks.harvard.edu/post/ma-healthcare-workforce; Clay, R.A. “Women
Outnumber Men in Psychology, but Not in the Field’s Top Echelons,” American Psychological Association. July/August 2017. Available
at https://www.apa.org/monitor/2017/07-08/women-psychology; Schochet, L. “The Child Care Crisis Is Keeping Women Out of the
Workforce.” March 28, 2019. Available at https://www.americanprogress.org/article/child-care-crisis-keeping-women-workforce/.
185 “Labor Force Statistics.”
186 Modestino, Lincoln, and Ladge. “The Importance of Childcare.”
187 “Supporting Oregon’s Behavioral Health Workforce,” Oregon Health Authority. Available at https://www.oregon.gov/oha/HSD/AMH/
Pages/Workforce.aspx.
188 Taube, Lipson, Balaji, et al. “COVID-19 and the Changing Massachusetts.”
189 Rae, M., Amin, K., Cox, C., et al. “Telehealth Has Played an Outsized Role Meeting Mental Health Needs During the COVID-19
Pandemic,” Kaiser Family Foundation. March 15, 2022. Available at https://www.kff.org/coronavirus-covid-19/issue-brief/telehealthhas-played-an-outsized-role-meeting-mental-health-needs-during-the-covid-19-pandemic/; Schoebel, S., Wayment, C., Gaiser, M.,
et al. “Telebehavioral Health During the COVID-19 Pandemic: A Qualitative Analysis of Provider Experiences and Perspectives,”
Health Workforce Technical Assistance Center. September 29, 2021. Available at https://www.healthworkforceta.org/research-alerts/
telebehavioral-health-during-the-covid-19-pandemic-a-qualitative-analysis-of-provider-experiences-and-perspectives/.
190 Chapter 260 of the Acts of 2020. “An Act Promoting a Resilient Health Care System that Puts Patients First.” Available at https://
malegislature.gov/Laws/SessionLaws/Acts/2020/Chapter260.
191 Lazur, B., Sobolik, L., and King, V. “Telebehavioral Health: An Effective Alternative to In-Person Care,” Milbank Memorial. October
15, 2020. Available at https://www.milbank.org/publications/telebehavioral-health-an-effective-alternative-to-in-person-care/; Appleton,
R., Williams, J., Vera San Juan, N., et al. “Implementation, Adoption, and Perceptions of Telemental Health During the COVID-19
Pandemic: Systematic Review,” Journal of Medical Internet Research. December 9, 2021. Available at https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC8664153/#ref18; Interviews on March 3, 2022, March 10, 2022, March 18, 2022, and April 6, 2022.
192 Interviews on March 2, 2022, March 3, 2022, March 10, 2022, March 18, 2022, March 22, 2022, and April 6, 2022. Rae,
Amin, Cox, et al. “Telehealth Has Played”; Schoebel, Wayment, Gaiser, et al. “Telebehavioral Health; Lazur, Sobolik, and King.
“Telebehavioral Health”; Augenstein, J., Marks, J., Vargo, C., et al. “Accelerating and Enhancing Behavioral Health Integration
Through Digitally Enabled Care,” AMA and Manatt. 2022. Available at https://www.ama-assn.org/delivering-care/public-health/
accelerating-behavioral-health-integration-through-telehealth.
193 “The Future of Telehealth: How COVID-19 Is Changing the Delivery of Virtual Care. Virtual Hearing Before the Subcommittee on
Health of the Committee on Energy and Commerce,” U.S. House of Representatives. March 2, 2021. Available at https://www.amaassn.org/delivering-care/public-health/accelerating-behavioral-health-integration-through-telehealth; Noel, D. “Is Telehealth Making
Healthcare More Accessible For the LGBTQ+ Community?,” New Jersey Policy Lab. January 31, 2022. Available at https://bloustein.
rutgers.edu/njpl-telehealth-healthcare-more-accessible-lgbtq-community/; Interview on June 30, 2022.
194 Lazur, Sobolik, and King. “Telebehavioral Health.”
195 Interviews on March 2, 2022, March 10, 2022, March 18, 2022, March 22, 2022, and April 6, 2022.
196 Ibid.; Taube, Lipson, Balaji, et al. “COVID-19 and the Changing Massachusetts.”
197 Interviews on March 2, 2022, and March 10, 2022.

[ 54 ]

198 Information shared by MassHealth via email in follow-up to interview.
199 MacLean, C., Wright, C., Hodgins, F., et al. “Telemedicine Pilot Investment Program: Evaluation Report,” Massachusetts Health Policy
Commission. November 2020. Available at https://www.mass.gov/doc/telemedicine-pilot-program-evaluation-report/download.
200 “About Us,” FQHC Telehealth Consortium. Available at https://fqhctelehealth.org/about-us/.
201 Rosenthal, J. “Behavioral Health Workforce Innovations: How Massachusetts and New York Engage Community Health Workers and
Peers to Address Racial and Ethnic Disparities,” National Academy for State Health Policy. November 2019. Available at https://nashp.
org/wp-content/uploads/2019/11/Behavioral-Health-Workforce-pdf-final-11-18-2019.pdf; Brooks, B.A., Davis, S., Frank-Lightfoot, L.,
et al. “Building a Community Health Worker Program: The Key to Better Care, Better Outcomes, & Lower Cost,” American Hospital
Association. National Urban League. Available at https://www.aha.org/system/files/2018-10/chw-program-manual-2018-toolkit-final.
pdf.
202 The term paraprofessional is an umbrella term that includes a wide range of professionals. In Massachusetts, paraprofessionals include
peer recovery coaches, certified (mental health) peer specialists, CHWs, recovery support navigators, and recovery specialists. See
“Commonwealth of Massachusetts Peer Support Worker Comparison Chart: Adult Service,” Department of Public Health Bureau
of Substance Addiction Services (DPH/BSAS). February 27, 2019. Available at https://www.mass.gov/doc/peer-support-workercomparison-chart/download. A recent HRSA grant listed the following providers under the term paraprofessional: peer support
specialists, peer support counselors, community health workers, outreach workers, behavioral health aides, social services aides, substance
abuse/addictions workers, youth workers, and promotor/as. See “Opioid-Impacted Family Support Program,” HRSA. 2020. Available at
https://www.hrsa.gov/grants/find-funding/HRSA-20-014.
203 Coffinbargar, M., Damian, A.J., Westfall, J.M. “Risks and Benefits to Community Health Worker Certification,” Health Affairs. July 7,
2022. Available at https://www.healthaffairs.org/do/10.1377/forefront.20220705.856203.
204 “Apply for Community Health Worker Certification,” Mass.gov. Available at
https://www.mass.gov/how-to/apply-for-community-health-worker-certification.
205 Ibid.
206 “DRAFT Independent Evaluation Interim Report Massachusetts Medicaid 1115 Demonstration Extension 2017-2022,” University of
Massachusetts Medical School. August 2021. Available at https://www.mass.gov/doc/1115-demonstration-interim-evaluation-report/
download.
207 Ibid.
208 For examples of state certification programs for CHWs, please see “State Community Health Worker Models,” National Academy
for State Health Policy. Available at https://www.nashp.org/state-community-health-worker-models/#tab-id-7. For some examples
of state certification programs for peers, please see “Become Certified Peer Recovery Advocate,” New York State, Office of Addiction
Services and Support. Available at https://oasas.ny.gov/recovery/become-certified-recovery-peer-advocate; “Peer Supports,” Washington
State Health Care Authority. Available at https://www.hca.wa.gov/billers-providers-partners/behavioral-health-recovery/peer-support;
“Delaware Peer Service,” Delaware.gov. Available at https://www.dhss.delaware.gov/dhss/dsamh/peerservices.html.
209 Ibid.
210 “Community Health Worker,” Minnesota Department of Health. Available at https://www.health.state.mn.us/facilities/ruralhealth/
emerging/chw/index.html; “Community Health Worker Certification Requirements by State,” Connecticut Health Foundation.
February 2016. Available at https://www.cthealth.org/wp-content/uploads/2016/02/CHW-Certificaiton-by-State-Final-Final.pdf.
211 “Oregon Medicaid Fee-for-Service Reimbursement for Community Health Workers,” Oregon Health Authority. Available at https://
www.oregon.gov/oha/HSD/OHP/Tools/CHW_Billing%20Guide.pdf.
212 “Rhode Island State Plan Amendment 21-0012,” Medicaid.gov. May 23, 2022. Available at https://www.medicaid.gov/medicaid/spa/
downloads/RI-21-0012.pdf.
213 “Texas SPA 18-0011 Peer Specialist Services,” Texas Health and Human Services. Available at https://www.hhs.texas.gov/sites/default/
files/documents/services/health/medicaid-chip/state-plan/spa-18-0011.pdf; “Community Health Worker Certification Requirements.”
214 “Board approves new AAS in Community Behavioral Health Support degree,” Missouri State News. February 19, 2021. Available at
https://news.wp.missouristate.edu/2021/02/19/board-approves-new-aas-in-community-behavioral-health-support-degree/.
215 “Developing Sustainable Community Health Worker Career Paths,” Milbank Memorial Fund. March 3, 2021. Available at https://
www.milbank.org/publications/developing-sustainable-community-health-worker-career-paths/#footnote-20.
216 “Building and Training Primary Care and Behavioral Health Workforce,” Mass.gov. Available at https://www.mass.gov/info-details/
building-and-training-primary-care-and-behavioral-health-workforce#workforce-development-grant-program:-chw-training-capacityexpansion-grants.

[ 55 ]

217 “William James College Awarded $1.6M Through HRSA’s Behavioral Health Workforce Education and Training (BHWET) Program
for Paraprofessionals,” William James College. Available at https://www.williamjames.edu/news/wjc-awarded-1-6M-in-federal-fundingthrough-hrsa-bhwet-for-paraprofessionals-program.html.
218 Email correspondence with Gemima St. Louis on July 11, 2022.
219 “The IMPACT Model,” Penn Medicine Center for Community Health Workers. Available at https://chw.upenn.edu/about/.
220 Ibid.
221 “Community Health Worker (Promotores Academy),” Loma University Health, San Manuel Gateway College. Available at https://
sanmanuelgatewaycollege.llu.edu/certificate-programs/community-health-worker-promotores-academy.
222 Lee, L.K., Ruano, E., Fernandez, P., et al. “Workforce Readiness Training: A Comprehensive Training Model That Equips Community
Health Workers to Work at the Top of Their Practice and Profession,” Frontiers in Public Health. June 8, 2021. Available at https://
www.frontiersin.org/articles/10.3389/fpubh.2021.673208/full.
223 “Behavioral Health Education and Training Program: Academic Years 2014-2019,” HRSA Health Workforce. Available at https://bhw.
hrsa.gov/sites/default/files/bureau-health-workforce/funding/bhwet-outcomes-report-2014-2019.pdf.
224 “HRSA-21-090: Behavioral Health Workforce Education and Training (BHWET) Program for Paraprofessionals, Department of
Health and Human Services Health Resources and Services Administration,” Grants.gov. Available at https://www.grants.gov/web/
grants/view-opportunity.html?oppId=328445.
225 “Behavioral Health Education and Training.”
226 “Health Workforce Strategies for California”; Kost, A., Evans, D., Dobie, S., and Sanders, E. “Recruiting Rural Healthcare Providers
Today: A Systematic Review of Training Program Success and Determinants of Geographic Choices,” Journal of General Internal
Medicine. February 2018. Available at https://journals.lww.com/academicmedicine/Fulltext/2018/07000/What_Is_the_Impact_of_
the_Underserved_Pathway.28.aspx; Park, Y., Ryan, M.H., Santen, S.A., et al. “Nurturing the Student, Sustaining the Mission: 20
Years of the International/Inner-City/Rural Preceptorship Program,” Family Medicine. 2019. Available at https://journals.stfm.org/
familymedicine/2019/november-december/park-2018-0549/; Rabinowitz, H.K., Diamond, J.J., Markham, F.W., and Santana, A.J.
“Retention of Rural Family Physicians After 20–25 Years: Outcomes of a Comprehensive Medical School Rural Program,” Journal of the
American Board of Family Medicine. January 2013. Available at https://www.jabfm.org/content/26/1/24.
227 Ibid.
228 “William James College Receives $1.9M”; “Behavioral Health Workforce Education and Training (BHWET) Program,” William James
College. Available at https://www.williamjames.edu/centers-and-services/workforce-development/bhwet/index.html.
229 Email correspondence with Gemima St. Louis on July 11, 2022.
230 “William James College Receives $1.9M.”
231 “MA Psychiatric Mental Health Nurse Practitioner Fellowship Program,” Massachusetts League of Community Health Centers.
Available at https://www.massleague.org/Programs/PMHNPFellowshipProgram/PMHNP.php; “Program Overview, MA Psychiatric
Mental Health Nurse Practitioner Fellowship Program,” Massachusetts League of Community Health Centers. Available at https://
www.massleague.org/Programs/PMHNPFellowshipProgram/MAPMHNPFellowshipOnePager.pdf; “Request for Proposals.
Information for The MA Psychiatric Mental Health Nurse Practitioner (PMHNP) Fellowship Program Applicants,” Massachusetts
League of Community Health Centers. July 19, 2021. Available at https://massleague.org/Programs/PMHNPFellowshipProgram/
RFPPMHNPFellowship.pdf; “The Massachusetts Psychiatric Mental Health Nurse Practitioner (PMHNP) Fellowship Program
Informational Webinar,” Massachusetts League of Community Health Centers. July 27, 2021. Available at https://massleague.org/
Programs/PMHNPFellowshipProgram/PMHNPWebinarSlidedeck.pdf.
232 Ibid.
233 “Behavioral Health Supports, Budget Summary FY 2021 Enacted,” Mass.gov. Available at https://budget.digital.mass.gov/summary/
fy21/enacted/health-and-human-services/public-health/45132020.
234 “HRSA-21-089: Behavioral Health Workforce Education.”
235 “ Become an MFP Fellow,” SAMSHA. Available at https://www.samhsa.gov/minority-fellowship-program/
become-mfp-fellow#grantee-organizations.
236 “About the Minority Fellowship Program (MFP),” SAMHSA. Available at https://www.samhsa.gov/minority-fellowshipprogram/about#:~:text=The%20Minority%20Fellowship%20Program%20(MFP)%20aims%20to%20reduce%20health%20
disparities,development%20of%20behavioral%20health%20practitioners; “Minority Fellowship Program (MFP),” SAMHSA. Available
at https://store.samhsa.gov/product/Minority-Fellowship-Program/SMA11-4638; “Become an MFP Fellow.”
237 Ibid.

[ 56 ]

238 “Diversity, Equity and Inclusion,” Icahn School of Medicine at Mount Sinai. Available at https://icahn.mssm.edu/about/departments/
psychiatry/diversity-equity-inclusion; “Department of Psychiatry Center for Diversity,” Massachusetts General Hospital. Available at
https://www.massgeneral.org/psychiatry/about/center-for-diversity; “Yale Department of Psychiatry Diversity Committee,” Yale School
of Medicine. Available at https://medicine.yale.edu/psychiatry/diverse/.
239 “International Medical Graduate (IMG) Program, An Innovative Approach.” UCLA Health. Available at https://www.uclahealth.org/
family-medicine/img-program/proof-of-concept.
240 Ibid.
241 Ibid.
242 “Health Workforce Strategies for California”; Goodfellow, A., Ulloa, J.G., Dowling, P.T., et al. “Predictors of Primary Care Physician
Practice Location in Underserved Urban or Rural Areas in the United States: A Systematic Literature Review, ”Academic Medicine.
September 2016. Available at https://journals.lww.com/academicmedicine/Fulltext/2016/09000/Predictors_of_Primary_Care_
Physician_Practice.34.aspx; “What Are Effective Approaches for Recruiting and Retaining Rural Primary Care Health Professionals?”
Academy Health. December 2017. Available at https://academyhealth.org/sites/default/files/Rural_Workforce_RER_Final.pdf.
243 “ William James College Receives $3.8 Million from the Health Resources and Services Administration (HRSA) to Support Increased
Diversity in the Mental Health Workforce,” William James College. June 30, 2020. Available at https://www.williamjames.edu/news/
wjc-recieves-over-3-million-from-hrsa-to-support-increased-diversity-in-mental-health-workforce.html; “Scholarships for Disadvantaged
Students,” HRSA. Available at https://www.hrsa.gov/grants/find-funding/HRSA-20-006.
244 HRSA defines “disadvantaged background” to mean “environmentally disadvantaged,” “economically disadvantaged,” or “educationally
disadvantaged.” See “Glossary,” HRSA Health Workforce. Available at https://bhw.hrsa.gov/glossary#:~:text=Disadvantaged%20
Background&text=A%20person%E2%80%99s%20environment%20inhibited%20them,from%20a%20health%20professions%20
school.
245 Email correspondence with Gemima St. Louis on July 11, 2022.
246 “National Health Service Corps,” Mass.gov. Available at https://www.mass.gov/service-details/national-health-service-corps-nhsc.
247 “Scholarships for Disadvantaged Students”; “Scholarships for Disadvantaged Students: Academic Years 2014-2019” HRSA. Available
at https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/funding/sds-outcomes-report-2014-2019.pdf; “Scholarships
for Disadvantaged Students: Notice of Funding Opportunity,” HRSA. March 3, 2020. Available at https://www.google.com/url?s
a=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwj706aKvdP5AhUrLUQIHZ5DC-MQFnoECB8QAQ&url=https%3
A%2F%2Fgrants.hrsa.gov%2F2010%2FWeb2External%2FInterface%2FCommon%2FEHBDisplayAttachment.aspx%3Fdm_
rtc%3D16%26dm_attid%3D3d7a0e07-8ba3-4912-bca6-4c4679d4b121&usg=AOvVaw3K4yNmgwaTZR1G7KOMqY
QS.
248 “Scholarships for Disadvantaged Students: Academic Years 2014-2019.”
249 Ibid.
250 “HRSA-20-006: Scholarships for Disadvantaged Students Department of Health and Human Services Health Resources and Services
Administration,” Grants.gov. Available at https://www.grants.gov/web/grants/view-opportunity.html?oppId=323433.
251 “Colorado Health Service Corps Scholarship Program for Addiction Counselors,” Colorado Department of Public Health &
Environment. Available at https://cdphe.colorado.gov/prevention-and-wellness/health-access/health-professional-loan-repayment/
colorado-health-service.
252 Ibid.
253 “Current Scholars,” HRSA. Available at https://nhsc.hrsa.gov/scholarships/current-scholars.
254 “How to Meet Eligibility Requirements for the NHSC Scholarship Program,” HRSA, National Health Service Corps. Available at
https://nhsc.hrsa.gov/scholarships/eligibility-requirements; “National Health Service Corps Scholarship Program, School Year 20222023 Application & Program Guidance,” HRSA. March 2022. Available at https://nhsc.hrsa.gov/sites/default/files/nhsc/scholarships/
scholarship-application-guidance.pdf.
255 “Bureau of Health Workforce Clinician Dashboards,” data.HRSA.gov. Last refreshed October 2021. Available at https://data.hrsa.gov/
topics/health-workforce/clinician-dashboards?tab=UnifiedDashboards; “Report to Congress, National Health Service Corps for the Year
2020,” U.S. Department of Health and Human Services Health Resources and Services Administration.” Available at https://bhw.hrsa.
gov/sites/default/files/bureau-health-workforce/about-us/reports-to-congress/nhsc-report-congress-2020.pdf.
256 Kahn, T., and Hagopian, A. “Retention of J-1 visa waiver program physicians in Washington State’s health professional shortage areas,”
Academic Medicine. April 2010. Available at https://pubmed.ncbi.nlm.nih.gov/20354376/; Malayala, S., Vaisreddy, D., Atluri, P., et
al. “Primary Care Shortage in Medically Underserved and Health Provider Shortage Areas: Lessons from Delaware, USA,” Journal of
Primary Care and Community Health. Jan-Dec 2021. Available at https://pubmed.ncbi.nlm.nih.gov/33567941/.

[ 57 ]

257 “Apply for the Conrad 30/J-1 Visa Waiver Program,” Mass.gov. Available at https://www.mass.gov/how-to/
apply-for-the-conrad-30-j-1-visa-waiver-program.
258 “Conrad 30 Waiver Program,” U.S. Citizenship and Immigration Services. Available at https://www.uscis.gov/
working-in-the-united-states/students-and-exchange-visitors/conrad-30-waiver-program.
259 Ibid.
260 Ibid.
261 Kahn and Hagopian. “Retention of J-1 visa.”
262 Malayala, Vaisreddy, Atluri et al. “Primary Care Shortage.”
263 “Health Workforce Strategies for California”; “Pipeline Programs to Improve Racial and Ethnic Diversity in the Health Professions: An
Inventory of Federal Programs, Assessment of Evaluation Approaches and Critical Review of the Literature.” U.S. Department of Health
and Human Services. April 2009. Available at https://aapcho.org/wp/wp-content/uploads/2012/11/PipelineToImproveDiversityInH
ealthProfessions.pdf; Snyder, C.R., Frogner, B.K., Skillman, S.M. “Facilitating Racial and Ethnic Diversity in the Health Workforce,”
Journal of Allied Health. Spring 2018. Available at https://pubmed.ncbi.nlm.nih.gov/29504021/.
264 “Health Careers Opportunities Program (HCOP),” Mount Wachusett Community College. Available at https://mwcc.edu/
health-career-opportunity-program-hcop/.
265 “Ibid.
266 “Baccalaureate MD Pathway Program,” UMass Chan Medical School, T.H. Chan School of Medicine. Available at https://www.
umassmed.edu/som/academics/prematriculation-programs/baccalaureate-md-program-pathway/.
267 Ibid.
268 “Health Careers Opportunity Program, Academic Years 2015-2020,”HRSA. Available at https://bhw.hrsa.gov/sites/default/files/bureauhealth-workforce/data-research/hcop-outcome-report-2015-2020.pdf; “Health Careers Opportunity Program (HCOP): The National
HCOP Academies Council on Graduate Medical Education,” HRSA. April 14, 2021. Available at https://www.hrsa.gov/sites/default/
files/hrsa/advisory-committees/graduate-medical-edu/meetings/hcop-update-cogme-april.pdf; “Health Careers Pipeline and Diversity
Programs, Academic Year 2018-2019.” HRSA. Available at https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/funding/
health-careers-pipeline-diversity-programs-2019.pdf.
269 Ibid.
270 “Health Careers Opportunity Program.”
271 “Heads Up Behavioral Health Camp,” Western Montana Area Health Education Center, University of Montana. Available at https://
wmtahec.org/students/k-12/heads-up.php.
272 Ibid.
273 “Help Wanted: Building A Pipeline To Address The Children’s Mental Health Provider Workforce Shortage,”
National Governor’s Association. April 7, 2022. Available at https://www.nga.org/news/commentary/
help-wanted-building-a-pipeline-to-address-the-childrens-mental-health-provider-workforce-shortage/.
274 “Help Wanted”; “Frontier Area Rural Mental Health Camp and Mentorship Program (FARM CAMP),” Rural Health Information
Hub. Available at https://www.ruralhealthinfo.org/project-examples/1024; “F.A.R.M. Camp,” Western Nebraska Behavioral Health,
Behavioral Health Services for Rural Nebraska. Available at https://www.westernnebraskabehavioralhealth.com/f-a-r-m-c-a-m-p.
275 “Help Wanted”; “ Virtual Mentor Network,” Behavioral Health Education Center of Nebraska. Available at https://www.unmc.edu/
bhecn/vmn/.
276 “ichoose, Albuquerque Public Schools, Office of Innovation and School Choice, 2020 APS Charter Renewal Application,” Health
Leadership High School. Available at https://www.aps.edu/innovation/charter-schools/renewal-documents/2020-charter-renewalapplications-ada/health-leadership-high-school-charter-renewal-application; Antezzo, M., Manz, J., Mette, E., et al. “State Strategies
to Increase Diversity in the Behavioral Health Workforce, National Academy for State Health Policy. December 13, 2021. Available at
https://www.nashp.org/state-strategies-to-increase-diversity-in-the-behavioral-health-workforce/#toggle-id-5.
277 “US Postbaccalaureate Program,” UC Davis Health. Available at https://health.ucdavis.edu/postbacc-consortium/partners.html; “UC
Postbaccalaureate Consortium,” UCDavis Annual Issue. Fall 2021. Available at https://health.ucdavis.edu/postbacc-consortium/images/
Official%20UC%20Postbaccalaureate%20Consortium%20Annual%20Newsletter.pdf.
278 “US Postbaccalaureate Program.” See also, “Effectiveness of University of California Postbaccalaureate Premedical Programs in Increasing
Medical School Matriculation for Minority and Disadvantaged Students,” JAMA. 2006. Available at https://jamanetwork.com/journals/
jama/fullarticle/203250.
279 “UC Programs in Medical Education (UC Prime),“ University of California Health. Available at https://www.ucop.edu/uc-health/
functions/prime.html.

[ 58 ]

280 Ibid.
281 Ibid.
282 Ibid.
283 Ibid.
284 “Apprenticeship,” U.S. Department of Labor, Office of Disability Employment Policy. Available at https://www.dol.gov/agencies/odep/
program-areas/apprenticeship.
285 “Apprenticeships Are an Overlooked Solution for Creating More Access to Quality Jobs,”
Brookings. January 27, 2021. Available at https://www.brookings.edu/blog/the-avenue/2021/01/27/
apprenticeships-are-an-overlooked-solution-for-creating-more-access-to-quality-jobs/.
286 “Opioid-Impacted Family Support Program,” HRSA. Available at https://www.hrsa.gov/grants/find-funding/HRSA-20-014.
287 “Community Health Worker Apprenticeship Program,” Holyoke Community College. Available at https://www.hcc.edu/
courses-and-programs/areas-of-study/health-sciences/foundations-of-health/community-health-worker-apprenticeship-program.
288 Behavioral Health Network. Available at https://www.bhninc.org.
289 “New Registered Apprenticeships Address the Opioids Crisis,” Building Futures Rhode Island. October 5, 2020. Available at https://
www.bfri.org/2020octnews-ra-address-opioids-crisis/; Staatz, C. “Registered Apprenticeships for Community Health Workers and
Dually Certified Peer Recovery Specialist Community Health Workers,” Mathematica. October 29, 2021. Available at https://www.
mathematica.org/publications/registered-apprenticeships-for-community-health-workers-and-dually-certified-peer-recovery; Staatz, C.,
Berk, J., Blyler, C., et al. “Health Emergency Grants to Address the Opioid Crisis: Implementation Study Final Report,” Social Policy
Research Associates and Mathematica. November 24, 2021. Available at https://www.dol.gov/sites/dolgov/files/OASP/evaluation/pdf/
NHE%20Opioid%20Final%20Report.pdf.
290 Ibid.
291 Ibid.
292 “A&M Social Work Support Profession in a New Way,” Alabama A&M University. September 16, 2021. Available at https://www.aamu.
edu/about/inside-aamu/news/social-work-opioid-support.html.
293 “Community Health Worker Training Program,” Grants.gov. Available at https://www.grants.gov/web/grants/view-opportunity.
html?oppId=336498; “HHS Announces $226.5 Million to Launch Community Health Worker Training Program,” HHS. April 15,
2022. Available at https://www.hhs.gov/about/news/2022/04/15/hhs-announces-226-million-launch-community-health-workertraining-program.html.
294 Rittenhouse, D., Ament, A., Genevro, J., et al. “Health Workforce Strategies for California, A Review of the Evidence,” Mathematica.
April 2021. Available at https://www.chcf.org/publication/health-workforce-strategies-california/; “Data Analysis, Evaluation, and
Recommendations Concerning Health Care Workforce Incentives in Oregon,” Lewin Group. August 2016. Available at https://www.
oregon.gov/oha/HPA/HP-HCW/Documents/Oregon%20Lewin%20%20Final%20report.pdf; “Outcomes of States’ Scholarship, Loan
Repayment, and Related Programs for Physicians,” Medical Care. June 2004. Available at https://journals.lww.com/lww-medicalcare/
Abstract/2004/06000/Outcomes_of_States__Scholarship,_Loan_Repayment,.8.aspx.
295 Through its DSRIP program, MassHealth implemented various loan repayment initiatives applicable to the behavioral health workforce,
including:
1) Statewide Investment (SWI) 1a: MassHealth’s Student Loan Repayment Program aimed to decrease the shortage of primary care
providers and licensed behavioral health professionals in community-based primary care and behavioral health settings ($2.5 million
allocation over two years; required four-year commitment in exchange for loan repayment award; $50,000 award for primary care
physicians, psychiatrists, and psychologists, and up to $30,000 for advanced practice registered nurses, psychiatric clinical nurse
specialists, nurse practitioners, physician assistants, licensed independent clinical social workers, licensed certified social workers,
licensed mental health counselors, licensed marriage and family therapists, licensed alcohol and drug counselors 1, and master’sprepared unlicensed behavioral health providers);
2) SWI 1b: MassHealth’s Behavioral Health Workforce Development Program aimed to reduce shortage of behavioral health
providers practicing in community-based behavioral health settings ($1.29 million allocation over two years; required four-year
commitment in exchange for loan repayment award; award is $30,000 over two years for licensed independent clinical social
workers, licensed certified social workers, licensed mental health counselors, licensed marriage and family therapists, and licensed
alcohol and drug counselors 1, and master’s-prepared unlicensed behavioral health professionals;
3) SWI 1c: MassHealth’s Community Partner (CP) Recruitment Incentive Program aimed to recruit/retain care coordinators and
registered nurses/licensed practical nurses in MassHealth Behavioral Health and Long Term Services and Supports Community
Partner Program ($907,500 total allocation; required 18-month commitment from care coordinators and four-year commitments
from registered nurses and licensed practical nurses in exchange for loan repayment award; $7,500 award for care coordinators and
$30,000 award for registered nurses and licensed practical nurses);

[ 59 ]

4) SWI 3b: MassHealth’s Community Mental Health Center (CMHC) Behavioral Health Recruitment Fund aimed to increase
the number of psychiatrists and nurse practitioners with prescribing privileges at community mental health centers via recruitment
packages that consists of loan repayment and funding for special projects ($800,000 total allocation over one year; required fouryear commitments from nurse practitioners and psychiatrists in exchange for recruitment package; the recruitment package for
psychiatrists is $150,000 over two years (maximum of $50,000 towards loan repayment and a maximum of $50,000 per year for a
special project) and $110,000 for nurse practitioners over two years (maximum of $30,000 towards loan repayment and $40,000
per year for a special project).
See “Building and Training Primary Care”; “DRAFT Independent Evaluation”; “DSRIP Statewide Investments Programs,”
Massachusetts League of Community Health Centers. Available at https://massleague.org.
296 “Building and Training Primary Care.” See also “DRAFT Independent Evaluation.”
297 Ibid.
298 “Section 1115 Demonstration Project Extension Request,” Commonwealth of Massachusetts, Executive Office of Health and Human
Services, Office of Medicaid. Updated December 27, 2021. Available at https://www.mass.gov/doc/1115-waiver-extension-request/
download.
299 Ibid.
300 Ibid.
301 Ibid.
302 “Apply for Loan Repayment,” HRSA Health Workforce. Available at https://bhw.hrsa.gov/funding/apply-loan-repayment#star-lrp.
303 “Workforce Programs,” Ohio Department of Health. Available at https://odh.ohio.gov/know-our-programs/primary-care-office/
workforce-programs.
304 “National Health Service Corps,” HRSA. Available at https://nhsc.hrsa.gov/loan-repayment/nhsc-loan-repayment-program.
305 “Bureau of Health Workforce Clinician Dashboards”; “Report to Congress.”
306 “Massachusetts Loan Repayment Program (MLRP) for Health Professionals,” Massachusetts Financial Aid Programs, Department of
Higher Education. Available at https://www.mass.gov/info-details/massachusetts-loan-repayment-program-mlrp-for-health-professionals.
307 Ibid.
308 Chapter 102 of the Acts of 2021. “An Act Relative to Immediate COVID-19 Recovery Needs.” Available at https://malegislature.gov/
Laws/SessionLaws/Acts/2021/Chapter102.
309 House Bill 2949, 81st Oregon Legislative Assembly-2021. Available at https://olis.oregonlegislature.gov/liz/2021R1/Downloads/
MeasureDocument/HB2949/Enrolled.
310 Ibid.
311 “Centers of Excellence (COE),” HRSA. Available at https://www.hrsa.gov/grants/find-funding/HRSA-22-042.
312 Ibid.
313 Surgeon General of the United States. “Addressing Health Worker Burnout: The U.S. Surgeon General’s Advisory on Building a
Thriving Health Workforce,” HHS. May 2022. Available at https://www.hhs.gov/sites/default/files/health-worker-wellbeing-advisory.
pdf; Willard-Grace, R., Knox, M., Huang, B., et al. “Burnout and Health Care Workforce Turnover,” Annals of Family Medicine. 2019.
Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6342603/; Serafini, K., Coyer, C., Brown Speights, J., et al. “Racism
as Experienced by Physicians of Color in the Health Care Setting,” Family Medicine. 2020. Available at https://journals.stfm.org/
familymedicine/2020/april/serafini-2019-0305/.
314 “Health Workforce Resiliency Awards,” HRSA Health Workforce. Available at https://bhw.hrsa.gov/funding/
health-workforce-resiliency-awards.
315 “Resilience Training for Healthcare Workers,” The Resilience and Prevention Program. Available at https://www.resilienceandprevention.
com/healthcare-providers.
316 “Strengthening Home and Community Based Services and Behavioral Health Services Using American Rescue Plan (ARP) Funding,”
Mass.gov. Available at
https://www.mass.gov/info-details/strengthening-home-and-community-based-services-and-behavioral-health-services-using-americanrescue-plan-arp-funding.
317 “Promoting Resilience and Mental Health Among Health Professional Workforce (PRMHW),” HRSA. Available at https://www.hrsa.
gov/grants/find-funding/HRSA-22-110.
318 “Health and Public Safety Workforce Resiliency Training Program,” HRSA. Available at https://bhw.hrsa.gov/funding/
health-workforce-resiliency-awards.
319 “Health Workforce Resiliency Awards.”

[ 60 ]

320 “NJ Human Services Launches COVID Crisis Counseling Helplines for Health Care Workers, Emergency Responders: New Helplines
Bolster Response to COVID-19 Emotional Well-being and Mental Health Concerns,” NJ Department of Human Services. December
21, 2020. Available at https://www.nj.gov/humanservices/news/pressreleases/2020/approved/20201221.html.
321 Ibid.
322 Ibid.
323 “Healing, Education, Resilience & Opportunity for New York’s Frontline Workforce (HERO-NY),” Greater NY Hospital Association.
Available at https://www.gnyha.org/program/hero-ny/.
324 Ibid.
325 Ibid.
326 Simpson, K. “BHECN Serenity Project Offers Online Yoga, Meditation,“ University of Nebraska Medical Center. March 30, 2020.
Available at https://www.unmc.edu/newsroom/2020/03/30/bhecn-serenity-project-offers-online-yoga-meditation/.
327 “Supporting Oregon’s Behavioral Health Workforce,” Behavioral Health Services, Oregon Health Authority. Available at https://www.
oregon.gov/oha/HSD/AMH/Pages/Workforce.aspx.

[ 61 ]

