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I

t is estimated that 18.3% of the U.S. adult population
—44.7 million people—suffered from any mental
illness in the past year.1 Beyond the direct toll on
individuals and families, mental illness and substance use
disorders are well-established drivers of disability, mortality, and healthcare costs.2 Shortages and maldistribution of behavioral health providers further complicate the
behavioral health landscape by constraining access to
essential care and treatment for millions of individuals
with mental illness or substance use disorders. A 2016
report by the Health Resources and Services Administration (HRSA) underscored this challenge as it released its
ﬁrst report on behavioral health practitioners, detailing
the projected supply and demand of practitioners through
2025 at the national level.3 The report indicated signiﬁcant
shortages of psychiatrists, psychologists, social workers,
school counselors, and marriage and family therapists.
The magnitude of provider shortages, however, are not the
only issue when considering access to behavioral health
services. Maldistribution is the other major concern, as
certain areas of the country have few or no behavioral
health providers available.4 Access to mental health
services is especially critical in areas besieged by poverty.5
As HRSA is the primary federal agency for improving
health care to people who are underserved or live in
underserved areas, its Behavioral Health Workforce
Education and Training (BHWET) program is designed
to help those in need of high quality behavioral health
care by supporting the training of new behavioral health
providers, both professionals and paraprofessionals. The
BHWET program was initially funded through a partnership between HRSA and the Substance Abuse and
Mental Health Services Administration (SAMHSA). By
making grants to eligible entities, such as universities and
other non-proﬁt organizations, the BHWET program
supports the development and expansion of the behavioral health workforce serving individuals across their
life span, from early childhood to the end of life. The
program focuses not only on supply of providers but also
on their distribution as there is an emphasis on training

and working in underserved communities where signiﬁcant behavioral health disparities exist, particularly in
terms of access to care. Research has shown that
signiﬁcant exposure to these communities during training is more likely to inﬂuence the future provider to
practice in those areas during their career.6 Additionally,
this program emphasizes training in primary care and
behavioral health integration. Integrated and interprofessional settings have the advantage of providing highquality access to both primary and behavioral health care
in a single setting with less stigma, which has traditionally been a known barrier to receiving needed care.7
The BHWET program has completed three full academic years of training to date. Each grant program is
required to report performance data to HRSA at the end of
each academic year to ensure achievement of programmatic as well as HRSA goals, strategies, and outcomes and
as required by the Government Performance and Results
Modernization Act of 2010. The U.S. Ofﬁce of Management and Budget approved the performance data collection instruments and methods following public review and
comment.8 What follows is a descriptive summary of the
cumulative achievements of the BHWET program based
on the performance data awardees submitted to HRSA.
The number of training programs supported by
BHWET has grown from 113 in the ﬁrst year to 149 in
the most recent academic year. Programs range from predoctoral internships in clinical psychology and master’slevel practicums in social work to certiﬁcate programs for
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community health workers and peer paraprofessionals.
The number of behavioral health students supported to
date is 9,293—of which 6,868 have already graduated and
prepared for entry into the behavioral health workforce.
Of this total, 4,618 were new behavioral health professionals that included 120 new psychologists, 3,523 new
social workers, 247 new mental health nurse practitioners, 152 new marriage and family therapists, and 576
new professional or mental health counselors. Additionally, 2,250 new paraprofessionals began work as community health workers, peer paraprofessionals,
behavioral health technicians, and substance use/addictions workers. These new behavioral health providers
represent a signiﬁcant contribution to the overall supply
of behavioral health practitioners and are already working to increase access to care.
An additional goal of the BHWET program is employment in underserved areas and provision of services to
vulnerable populations. Upon graduation, nearly 40% of
students indicated an intent to work in a rural or
underserved area, and 72% indicated an intent to work
with children, adolescents, and transitional-age youth,
which is a particularly vulnerable population and at
higher risk of developing behavioral health problems.
Awardees also complete a 1-year follow-up of their
graduates to inquire about employment setting. Of the
graduates who responded to date (n¼1,975), nearly all
(97%) were employed in a clinical setting and providing
behavioral health services, 47% were working in a
medically underserved community or rural area, and
nearly 60% were speciﬁcally working with children and
transitional-aged youth. These high percentages may, at
least in part, be attributed to the extensive training and
exposure that students gained through their training
experiences in BHWET-sponsored programs. During the
most recently completed academic year, awardees utilized 2,348 training sites, more than 55% (n¼1,307) of
which were located in medically underserved communities. Additionally, a large number of the sites were
community health centers (n¼969), which not only
provided students with exposure to underserved populations but also to integrated care services. During their
training, behavioral health students spend a considerable
amount of time at clinical training sites providing
supervised services at reduced or no cost to clients and
patients. BHWET supported students have cumulatively
provided 1,816,529 hours of patient care in medically
underserved communities and 686,823 hours of care in
rural areas. Direct provision of behavioral healthcare
services is a clear and signiﬁcant beneﬁt for underserved
communities, but this type of service delivery also
appears to increase students’ interest in working with
these populations in their future careers, thus meeting
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one of the primary objectives of this program. Programs
such as BHWET are therefore providing critical access to
needed behavioral health services, and at the same time
are working to neutralize the projected future gaps in the
nation’s behavioral health workforce.

ACKNOWLEDGMENTS
This information or content and conclusions are those of the
authors and should not be construed as the ofﬁcial position or
policy of, nor should any endorsements be inferred by the
Substance Abuse and Mental Health Services Administration,
Health Resources and Services Administration, U.S. Department of Health and Human Services or the U.S. Government.
No ﬁnancial disclosures were reported by the authors of this paper.

SUPPLEMENT NOTE
This article is part of a supplement entitled The Behavioral
Health Workforce: Planning, Practice, and Preparation, which is
sponsored by the Substance Abuse and Mental Health Services
Administration (SAMHSA) and the Health Resources and Services Administration (HRSA) of the U.S. Department of Health
and Human Services (HHS) under U81HP29300-03-02, Behavioral Health Workforce Research Center.

REFERENCES
1. Substance Abuse and Mental Health Services Administration
(SAMHSA). Key substance use and mental health indicators in the
United States: results from the 2016 National Survey on Drug Use and
Health. Rockville, MD: SAMHSA. www.samhsa.gov/data/sites/default/
ﬁles/NSDUH-FFR1-2016/NSDUH-FFR1-2016.pdf. Published September 2017. Accessed January 23, 2018.
2. National Institute of Mental Health (NIMH). Mental health awareness
month: by the numbers. www.nimh.nih.gov/about/directors/thomas-in
sel/blog/2015/mental-health-awareness-month-by-the-numbers.shtml.
Published May 2015. Accessed January 23, 2018.
3. Health Resources and Services Administration/National Center for Health
Workforce Analysis; Substance Abuse and Mental Health Services
Administration/Ofﬁce of Policy, Planning, and Innovation. National
projections of supply and demand for selected behavioral health practitioners: 2013–2025. Rockville, MD: HRSA. https://bhw.hrsa.gov/sites/
default/ﬁles/bhw/health-workforce-analysis/research/projections/behavior
al-health2013-2025.pdf. Published 2016. Accessed January 18, 2018.
4. Rural Health Research & Policy Centers. Supply and distribution of the
behavioral health workforce in rural America. Rockville, MD: Federal
Ofﬁce of Rural Health Policy. www.ruralhealthresearch.org/publica
tions/1058. Published September 2016. Accessed September 8, 2017.
5. The Urban Institute. Poverty’s toll on mental health. www.urban.org/
urban-wire/povertys-toll-mental-health. Published 2013. Accessed January 23, 2018.
6. Wendling AL, Phillips J, Short W, Fahey C, Mavis B. Thirty years
training rural physicians: outcomes from the Michigan State University
College of Human Medicine rural physician program. Acad Med.
2016;91(1):113–119. https://doi.org/10.1097/ACM.0000000000000885.
7. National Alliance on Mental Illness (NAMI). A family guide: integrating
mental health and pediatric primary care. Rockville, MD: SAMHSA.
www.integration.samhsa.gov/integrated-care-models/FG-Integrating,
_12.22.pdf. Published November 2011. Accessed January 24, 2018.
8. Paperwork Reduction Act of 1995 (Public Law 104-13).

