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Key Findings
Researchers at the Behavioral Health Workforce Research Center (BHWRC) sent an online survey to 454
rural behavioral health provider organizations. Of the 35 organizations (7.7%) of the organizations that
finished the survey, most were community mental health organizations (n=21, 60.0%) or non-profit
organizations (n=10, 28.6%). The average organization had about 115 employees of which support staff,
behavioral health specialists, case managers, and mental health counselors made up the largest employee
categories. The three highest priorities for new hires were occupational therapists, pharmacists, and nurse
practitioners, while the lowest were administrators, managers, and non-masters addiction counselors.
These organizations showed signs of not fully integrating behavioral health and primary care services.
Policy recommendations include funding more integrated care sites, empowering physician assistants and
nurse practitioners to work to their full education/training, and developing rural America’s telehealth
infrastructure.

Background
Twenty percent of adults experience a behavioral health disorder every year in the United States.1 Certain
subpopulations of the country, deemed “vulnerable populations” by the Health Resources and Services
Administration,2 are at higher risk for health disparity based on their “race, ethnicity, socioeconomic status,
geography, age, disability status, or other risk factors associated with sex and gender”.2 Rural residents are
one such geography-based vulnerable population3, 4 with issues of access, mental health disorders, and
substance abuse ranking among its top three health priorities, according to the Healthy People 2020
survey.5
Sixty million people, roughly 19% of the US population, live in rural areas, and these areas cover 97% of the
country.6 Compared to urban populations, rural populations tend to have fewer persons with college
degrees, have higher likelihood of military service, have higher proportion of Native American
representation, and tend to be older.7, 8 These attributes are all well-documented risk factors for behavioral
health disparities.3 As such, rural residents have higher rates of depression, substance use disorder, and
suicide than urban counterparts.9, 10 Further, rural patients tend to have higher need-for-care thresholds,
leading them to present more serious symptoms, enter care later, and require more intensive treatment. 9
Due to their sparse population densities, rural areas are most affected by behavioral health provider
maldistribution. HRSA designated 5,035 mental health provider shortage areas (HPSAs) in the United
States, with 3,013 (59.8%) of those located in rural and partially rural areas.11 These shortages result in
a dearth of care for people in need, which becomes more severe the more rural an area is.9, 12 The rate of
psychiatrists per 100,000 people in non-metropolitan areas is a third of the rate in metropolitan areas, with
65% of rural counties lacking a psychiatrist entirely.13 This disparity in provider supply relative to the
population persists across psychologists, psychiatric nurse practitioners, social workers, and mental health
counselors as well.14 Counselors and social workers comprise most of the rural behavioral health workforce,
but 13% of rural counties have no behavioral health providers compared to 3% of urban counties.13
Rural behavioral health professionals experience barriers beyond just their workforce shortage. They report
practicing outside of their scope of practice to address need, trouble retaining patients, trouble with patients
refusing treatment, and burnout.12, 15 As for clients, they frequently lack community resources for counseling
or detoxification, do not have time to see specialists, and lack public transportation. 15, 16 Integrating primary
and behavioral health provider settings is one way to address issues of access,9 but administrative
challenges of implementing integrated care in small, tight-knit communities include provider role confusion,
maintaining confidentiality, and offering generalist care when patient needs might be best addressed in a
specialty setting.17
This study aims to better characterize the workforce in rural areas, the services they are providing, the
organizations they practice within, and the barriers these organizations face in providing care.

Methods
In 2015-16, the Behavioral Health Workforce Research Center (BHWRC) conducted a pilot study, which
surveyed behavioral health organizations affiliated with Southwest Michigan Behavioral Health (SWMBH).
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These organizations included community mental health and substance use treatment facilities in Barry,
Berrien, Calhoun, Cass, Kalamazoo, St. Joseph, and Van Buren counties. These counties reflect a mix of
urban and rural communities; Branch and St. Joseph counties are designated as rural counties and Barry,
Branch, Cass, St. Joseph, and Van Buren counties are designated as Medically Underserved Areas
(MUAs). Further, Van Buren, Berrien, St. Joseph, Barry, and Branch counties are designated mental Health
Professional Shortage Areas (HPSAs).
Literature review findings and existing workforce questionnaires for study populations in other occupations
informed the online Qualtrics™ survey. The survey covered the following themes:



Behavioral health needs of the population and services currently provided



Cultural and linguistic competencies of the existing workforce



Workforce development initiatives



Factors impacting worker recruitment and retention

The BHWRC expanded the pilot survey to include a national sample of behavioral health organizations in
2017-18. The National Council for Behavioral Health (National Council) aided the BHWRC in securing a
national, rural survey population. The Centers for Medicare and Medicaid Services (CMS) released a
preliminary Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) file containing ZIP
codes that CMS deemed as ‘rural’ in Quarter 4 of 2015.18 The National Council compared the DMEPOS file
with ZIP codes of its 2,900 behavioral health member organizations. This resulted in 454 unique rural
behavioral health organizations identified as the study population.
The National Council sent emails to the main organizational contact for the 454 rural member organizations,
inviting them to participate in the survey. Three National Council team members also drafted a script for
telephone and email follow-up with non-responding organizations. Approximately 300 phone calls were
made to boost participation. Descriptive statistics of survey responses are presented in this report.

Results
Services Provided and Accessibility
Fifty-seven organizations engaged with the instrument (12.6%), with 35 finishing the entire survey (7.7%).
All 57 responses were included in the analysis, and percentages were calculated for all answers to show
item non-response. The primary focus for services in 82.0% of these organizations was behavioral health
only (n=41), compared to 12.0% in both primary care and behavioral health services (n=6), and 6.0% in
primary care only (n=3). The majority of responding organizations were currently offering some form of
integrated care, whether they had already fully integrated their services (n=8, 16.3%), had implemented
some integrated services but have more planned (n=15, 30.6%), or were partnered with other organizations
to offer integrated care services (n=9, 18.4%).
For the communities that the organizations were serving, access to substance use disorder services and
emergency mental health services were less prominent than access to primary care services and general
mental health services (Figure 1). Of the 44 organization who responded to the question, 29 (67.4%)
reported that their organization engages in patient-centered medical homes, 31 (72.1%) reported their
organization engages in Accountable Care Organizations, and 27 (62.8%) reported their organization
engages in partnerships with the local, county, and/or state public health department(s) on population
health initiatives.
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Figure 1. Service Community’s Access to Various Treatment Services

Regarding payment mixes, 100% of respondents currently accepted and provided mental health/SUD
services for new Medicaid patients (n=44), 93% currently accepted and provided mental health/SUD
services for under-insured patients (n=41), and 93% currently accepted and provided mental health/SUD
services for uninsured patients (n=41).

All responding organizations reported treating patients who were at risk of homelessness or who were
currently homeless (n=44), but the amount of organizations who treated veterans, patients in public
housing, and other vulnerable subpopulations varied (Figure 2). Charity care was generally important to
responding organizations with 34 either agreeing or strongly agreeing that it was a component of their
organization’s mission (77.3%) compared to 10 disagreeing (22.7%).
Figure 2. Organizations Treating Vulnerable Subpopulations
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The majority of respondents either agreed or strongly agreed that their organization provides behavioral
health care services that otherwise would be unavailable to their community (n=42, 95.5%), and adjusts
fees based on patients’ ability to pay (n=42, 95.5%). However, the majority either disagreed or strongly
disagreed that their organization provided primary health care services that would otherwise be unavailable
to their community (n=38, 86.4%)
Organizations were given a list of 18 health conditions, and were asked to select all the conditions they
provided prevention and/or treatment services for (Table 1). The most commonly treated condition was
depression (n=40, 93%), followed by substance use disorder, post-traumatic stress disorder, and attention
deficit hyperactivity disorder (n=39, 90.7%, for all).

Table 1: Health Conditions Treated by Surveyed Organizations (n=43)

Name of Condition

Number of Organizations Providing
Prevention or Treatment Services for
Condition

Depression

40

Substance Use Disorder (Alcohol)

39

Substance Use Disorder (Drugs)

39

Post-Traumatic Stress Disorder (PTSD)

39

Attention Deficit Hyperactivity Disorder (ADHD)

39

Anxiety and Panic Disorders

38

Bipolar Disorder

38

Schizophrenia

36

Aging-related grief and loss

30

Intellectual and developmental disability

25

Tobacco cessation

22

Obesity

11

Diabetes

9

Asthma

8

Sleep disorders

8

Heart disease/hypertension

8

Chronic pain

6

Chronic lung disease/Chronic Obstructive Pulmonary
Disease (COPD)

5

Workforce Characteristics
Respondents had an average of 143.5 part-time and full-time staff within their organization (n=42, Min=0,
Max=1000, S.D.=210.4), and an average of 115.4 FTEs (n=42, Min=0, Max=610, S.D.=173.9). On average,
each organization had 1 volunteer (n=42, Min=0, Max=11, S.D. =2.3).
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The five most common occupations found across these organizations, by average FTE, were support staff
(26.2), behavioral health specialists (13.7), case managers (12.7), master’s level mental health counselors
(10.3), and “other” (8.8) (Tables 2-5). “Behavioral health specialists” were not strictly defined by the survey.
Based on patterns within respondents’ answers, these specialists were interpreted to include behavioral
health occupations not listed by the survey and/or any behavioral health employees for whom the
respondent did not know their specific credential. The five least common occupations, by average FTE,
were pharmacists (0.03), primary care physicians (0.1), occupational therapists (0.1), physician assistants
(0.4), and community health workers (0.4).
Table 2: Organizations’ Full-Time Equivalent Medical Occupational Mixes,

Graduate Level
Advanced
Practice Nurse

Physician

Psychiatrist

Primary Care
Physician

Pharmacist

Practitioner

Assistant

n

36

36

36

36

36

Min

0

0

0

0

0

Max

6

2

1

4

5

0.7

0.1

0.03

1.04

0.4

0

0

1

0.5

0

1.2

0.4

0.2

1.3

1.2

Mean
Median
S.D.

Table 3: Organizations’ Full Time Equivalent Counseling Occupational Mixes, Graduate Level
Mental Health

Marriage and

Behavioral

Counselor,

Family Thera-

Clinical Social

Addiction Counse-

Health

Master’s Level

pist

Worker

lor, Master’s Level

Specialist

Psychologist

n

36

36

36

35

36

36

Min

0

0

0

0

0

0

Max

78

8

46

10

349

5

10.3

0.7

4.9

2.4

13.7

0.5

3

0

2

2

0

0

16.5

1.5

8.9

2.6

59

1.4

Mean
Median
S.D.

Table 4. Organizations’ Full Time Equivalent Nursing and Rehabilitative Occupational Mixes

Registered
Nurse

Licensed
Practical/
Vocational
Nurses

Mental Health
Counselor, Non
-Master’s Level

Addiction
Counselor,
Non-Master’s
Level

36

36

36

36

36

0

0

0

0

0

0

3

30

36

30

30

30

10

0.1

1.5

1.3

2.6

2.1

1.9

1.7

0

0

0

0.5

0

0

0

0.5

7.7

7.0

6.6

6.1

5.5

2.8

Occupational
Therapist

Psychiatric
Rehabilitation
Practitioner

Vocational
Rehabilitation
Counselor

n

36

36

Min

0

Max
Mean
Median
S.D.
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Table 5: Organizations’ Full Time Equivalent Non-Clinical Occupational Mixes

Administrator/

Peer Support

Community

Manager

Case Manager

Specialist

Health Worker

Support Staff

Other

n

36

36

36

36

36

36

Min

0

0

0

0

0

0

Max

40

139

76

6

327

85

Mean

7.5

12.7

6.5

0.4

26.2

8.8

5

3.5

1

0

7

0.3

8.6

31.6

17.5

1.4

61.9

19.2

Median
S.D.

Included in “other” were a diverse array of occupational categories, from clerical support staff and diagnostic
technicians, to drivers, maintenance, prevention specialists, and crisis response workers. Sociologists were
not included, as no organization had hired one.
From the above tables, any occupational category with a non-zero median suggests that at least half the
sample organizations hired that occupation. That list includes support staff, administrators/managers, case
managers, master’s level mental health counselors, master’s level addiction counselors, clinical social
workers, pharmacists, advanced practice registered nurses, registered nurses, and “other.”
If organizations had sufficient funds to meet all behavioral health workforce needs, their highest hiring
priorities were reportedly occupational therapists (92.3% “higher priority”) and pharmacists (87.5% “higher
priority”), while their lowest hiring priorities were administrators/managers (18.7% “higher priority”) and nonmaster’s level addiction counselors (47.6% “higher priority”) (Table 6).

Table 6: Ten Highest and Lowest Organizational Hiring Priorities
Highest Priority for Hiring

Lowest Priority for Hiring

Occupational Therapist, 92.3%

Case Manager, 57.6%

Pharmacist, 87.5%

Psychologist, 57.1%

Advanced Practice Nurse Practitioner, 83.9%

Psychiatric Rehabilitation Practitioner, 57.1%

Community Health Worker, 82.4%

Licensed Practical/Vocational Nurse, 55.0%

Psychiatrist, 82.1%

Peer Support Specialist, 54.8%

Sociologist, 80.0%

Primary Care Physician, 53.3%

Clinical Social Worker, 75.8%

Social Worker, 50.0%

Mental Health Counselor, Master’s level, 72.7%

Other, 50.0%

Mental Health Counselor, Non-Master, 72.2%

Addiction Counselor, Non-Master, 47.6%

Support Staff, 71.9%

Administrator/Manager, 18.7%
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75% of respondent organizations (n=27) were currently seeking to fill a vacancy to provide behavioral
health services to patients. The greatest number of vacancies were for clinical social workers (n=18,
66.7%), followed by master’s level mental health counselors (n=16), and psychiatrists (n=11, 40.7%).
The most prominent barriers to organizations trying to fill vacant behavioral health provider positions include
non-competitive salary compared to other organizations/health care systems (n=28, 77.8%) and applicants
not having required licensure or certification (n=23, 63.9%). Other barriers included prohibitive cost of living
near the organization and insufficient applicant experience.
The most commonly used incentives for filling vacant positions were assisting the applicant to pursue
licensure, such as with free clinical supervision (n=27, 75% of organizations offered incentive), offering
affordable health insurance as a benefit (n=25, 69.4%), offering flexible work hours (n=22, 61.1%), and
serving as a site eligible for student loan forgiveness (n=21, 58.3%).
The survey also inquired about organizations’ preferences in the knowledge, skills, and experience of their
applicants that could pertain to the treatment of vulnerable populations. Each item could be marked as “no
preference,” meaning the organization had no preference in the applicant having or not having it,
“documented preference,” meaning the organization openly values it, possibly including it in their mission
statement, or “documented requirement,” meaning applicants must possess that knowledge, skill, or
experience in order to enter the organization. The majority of respondents either had no preference about
the traits in question or a documented preference about the traits (Figure 3).
Figure 3. Organizations’ Preferred Knowledge, Skills, and Experience in Applicants

Most organizations did not require a specific type of knowledge, skill, or experience in their applicants, with
few exceptions. Experience with the service population, namely children/adolescents (n=7) and older adults
(n=2), and experience working within a specific setting, namely a behavioral health setting (n=5), primary
care setting (n=1), integrated care setting (n=1), or rural setting (n=1), were the items most likely to be
required of applicants.
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Workforce Development Initiatives

Once hired, behavioral health providers are regularly assessed by their organization and can be offered
continuing training. When asked about what kind of assessment and training services they offer, all
organizations allowed providers to use their working hours to participate in continuing training, included
competencies in job descriptions, and provided clinical supervision (Figure 4).
Figure 4. Workforce Development Offered by Organizations (n=36)

Organizations reported on which knowledge/skill areas they wanted to improve in their staff through
additional training, and identified cultural competency (n=30, 83.3%), behavioral health assessments (n=28,
77.8%), and technical training/electronic health record training (n=23, 63.9%) most often.
Promoting cultural and/or linguistic competency at responding organizations took many forms. The most
prominent strategies were to adhere to principles of Trauma-Informed Care (n=30, 83.3%), provide formal
training on cultural competency (n=28, 77.8%), and make materials available in the language of the people
and community served (n=26, 72.2%).
Organizational Strategies for Care Provision
Organizations varied in the modalities of behavioral health services they offered. While they almost all
offered patient-centered care (n=34, 94.4%), less than two-thirds offered telehealth services (n=21, 58.3%),
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and none offered a single treatment plan combining physical and mental health goals (Figure 5).

Figure 5. Organizations’ Behavioral Health Treatment Strategies (n=36)

The survey asked organizations to identify the clinical barriers and workforce barriers they face to providing
services. The most prominently reported clinical barriers were providers’ lack of training in evidence-based
behavioral health treatments (n=11, 30.6%) and providers’ limited training in mental health and substance
use disorder (n=10, 27.8%). The most prominently reported workforce barriers were having too few
clinicians to provider behavioral health services (n=22, 61.1%), information-sharing obstacles between
primary and behavioral health care providers (n=21, 58.3%), and physical separation between primary and
behavioral health care providers (n=12, 33.3%).
Organizational Information
The majority of people filling out the survey were executive leadership at their organization (n=28, 75.7%) or
human resources personnel (n=5, 12.5%). These organizations were predominately community mental
health agencies (n=21, 60.0%) and non-profit organizations (n=10, 28.6%). The median organization served
between 500 and 2,499 patients a year, in a community of between 20,000 and 49,999 residents.
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Most responding organizations served in mental health HPSAs, although many respondents did not know
which federal designations their community or organization qualified for (Figure 6).
Figure 6. Federal Designation for Respondents’ Communities and Organizations

Conclusions
Of the 454 rural behavioral health organizations surveyed, 57 accessed the survey (12.6%) and 35 finished
it (7.7%). Most of the people filling out the surveys were executive leadership (n=28, 75.5%) or human
resources personnel (n=5, 12.5%). The organizations were typically either community mental health
agencies (n=21, 60.0%) or non-profit organizations (n=10, 28.6%). They tended to operate in mental health
HPSAs (n=21, 63.6%), and offer only behavioral health services (n=41, 82.0%) as opposed to behavioral
health and primary care services. Despite this, 65.3% were currently engaging in some form of integrated
care. The median organization served between 500 and 2,499 patients a year, and a community of between
20,000 and 49,999 residents.
All organizations accepted new Medicaid patients for behavioral health services, and almost all (93%)
accepted underinsured or uninsured patients, as well. The average organization had about 115 employees,
and the most common occupations of those employees were support staff (26.2), behavioral health
specialists (13.7), case managers (12.7), and mental health counselors (10.3). Administrators, managers,
and non-master’s addiction counselors had the least amount of priority in terms of new hires, while
occupational therapists, pharmacists, and advanced practice nurse practitioners had the most.
Non-competitive salaries (n=28, 77.8%) and applicants not having required licensure or certification (n=23,
63.9%) were the primary barriers to meeting workforce needs. To counter these barriers, organizations
routinely offered free clinical supervision (n=27, 75%), affordable health insurance as a benefit (n=25,
69.4%), and flexible work hours (n=22, 61.1%). It was uncommon for organizations to have a documented
preference in an applicant’s skills, knowledge, and prior experience regarding vulnerable populations, and
rarer still to have requirements around these items. The most common ways organizations developed their
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workers was through clinical supervision, including professional competencies in their job descriptions, and
allowing providers to use their work hours for continuing education or training.
Almost all organizations offered patient-centered care (34) and referrals to off-site primary care providers
(31), but few had co-located behavioral health and primary care providers (8) or medication algorithms for
behavioral health disorders (6). None had treatment plans with both physical and behavioral health goals.
Workforce barriers to providing behavioral health services were cited more often than clinical barriers. The
most prominent clinical barrier was providers’ lack of training in evidence-based practices (n=11), and the
most prominent workforce barrier was having too few clinicians on staff (n=22).

Policy Implications
Integrated care collaboration between physicians and behavioral health specialists, through strategies such
as colocation of providers and role expansion of primary care providers, is a potential solution for alleviating
the behavioral health professional shortage in rural areas.9, 19 For example, if a service setting were fully
integrated, in the same visit a rural patient could see a generalist for their concerns and be connected with a
behavioral health provider should a behavioral health disorder be detected. According to the survey,
although 82.0% of respondents only offered behavioral health services at their organization, 65.3% were
engaged with integrated care in some capacity. Furthermore, locating both types of providers at the same
location could reduce stigma for patients, which is a frequently-cited barrier to seeking behavioral health
care.15
Since integrated care is associated with better behavioral health outcomes and reduced cost/medical
utilization rates in rural areas,20 integrated care systems could make use of the shared savings mechanisms
established by Section 3022 of the Affordable Care Act (ACA).21 States, meanwhile, could implement
Medicaid Health Home plans through Section 2703 of the ACA, which call for “whole-person” treatment of
Medicaid/Medicare patients with 2 or more chronic conditions.22 CMS offers states 90% enhanced funding
for Health Home sites, and these sites can be geographically determined – meaning states have the
flexibility to distinguish specifically rural areas in high need as Medicaid Health Home sites. 23 Given that all
of the responding organizations to the survey were taking new Medicaid patients for behavioral health
treatment, increasing state utilization of Health Homes could increase rural patient access to integrated
care.
Additional methods for supplementing the behavioral health workforce in rural areas include employment of
physician assistants (PAs) in psychiatric settings.24 While all PAs are formally trained in general medicine,
approximately 1.4% specialize in psychiatry by working with a licensed psychiatrist.25 PAs are also more
likely to practice in rural areas than other primary care providers.26 Since responding organizations, on
average, hired less than 1 full-time psychiatrist, hiring PAs could bolster the amount of psychiatric services
the organizations could offer at a fraction of the price of hiring another psychiatrist. However, this is
dependent on the state’s scope of practice policies. If PAs in the state are restricted in a way that they
cannot practice to the full extent of their training and education, and are instead restricted to be more
dependent on direct physician supervision, then the potential benefit they offer organizations is reduced. 26,
27

Similarly, adjusting nurse practitioner (NP) regulations to allow the growing NP workforce in rural areas to
work to the full extent of their education and training could also increase rural access to behavioral health
services.28 According to the survey, advanced practice nurse practitioners were highly prioritized for hiring in
rural behavioral health organizations. This is possibly due to the fact that some states allow them to practice
medicine, diagnose, and prescribe without physician oversight.29 While some states restrict the amount of
independence NPs have in their practice, research suggests that increased independence among NPs is
not associated with any change in patient outcomes, but is associated with improved provider supply,
healthcare access, and quality of care.30 As such, states could consider adjusting regulations on nurse
practitioners in order to incentivize them to take more independent roles in rural health.
Lastly, in rural service settings without any behavioral health providers, telehealth and telepsychiatry could
help increase access to behavioral health services.31-33 According to the survey, 60.0% of responding
organizations offered telehealth services (n=21), suggesting that the technology and practice is being more
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widely adopted. Funding for implementing broadband technology and establishing telehealth services in
rural areas can be obtained through the Federal Communications Commission’s Healthcare Connect Fund,
which directs up to $400 million annually to areas of the country in acute need for telehealth services. 34
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