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Key Secular Trends

• The rise of mental health exceptionalism

• The demise of the “Mental” Institution

• The promise and pitfalls of the community 
mental health center mental health center 

• The rise of behavioral health managed care

• The hopes for parity and health care reform









Value of Behavioral Health Benefits, 1988-1998
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Psychiatrist Full-Time Equivalents per 10,000 Population
North Carolina, 2004

Psychiatrist FTEs per 10,000 Population
(# of Counties)

0.99 to 10.27   (18)
0.60 to 0.98   (20)
0.33 to 0.59   (18)
0.01 to 0.32   (27)
No Psychiatrists  (17)

Source: North Carolina Health Professions Data System, with data 
derived from the North Carolina Medical Board, 2004; LINC, 2005.
Produced by: North Carolina Health Professions Data System and the
Southeast Regional Center for Health Workforce Studies, Cecil G. Sheps
Center for Health Services Research, University of North Carolina at Chapel Hill.

*Psychiatrists include active (or unknown activity status), instate, nonfederal, 
non-resident-in-training physicians who indicate a primary specialty of psychiatry,

Total Psychiatrists = 1,061

child psychiatry, psychoanalysis, psychosomatic med, addiction/chemical dependency,
forensic psychiatry, or geriatric psychiatry, and secondary specialties in psychiatry, 
child psychiatry and forensic psychiatry.



Child Psychiatrist Full-Time Equivalents per 10,000 Child Population
North Carolina, 2004

Child Psychiatrist FTEs per 10,000 Child Population
(# of Counties)

5.0 to 10.3   (2)
2.0 to 4.9   (5)
1.0 to 1.9   (8)
Fewer than 1   (42)
No Child Psychiatrists  (43)

*Child psychiatrists include active (or have unknown activity status), instate,
nonfederal, non-resident-in-training physicians who indicate a primary or secondary
specialty of child psychiatry. Child population includes children 18 and under.

Total Child Psychiatrists = 223

Source: North Carolina Health Professions Data System, with data 
derived from the North Carolina Medical Board, 2004; LINC, 2005.
Produced by: North Carolina Health Professions Data System and the
Southeast Regional Center for Health Workforce Studies, Cecil G. Sheps
Center for Health Services Research, University of North Carolina at Chapel Hill.



Change in Psychiatrist Full-Time Equivalents per 10,000 Population
North Carolina, 1999 to 2004

Change in Psychiatrist FTEs per 10,000 Population
(# of Counties)

50% or Greater Increase   (9)
1% to 49% Increase   (22)
1% to 49% Decrease   (41)

50% to 99% Decrease   (7)
Lost all Psychiatrists   (5)
No Psychiatrists in 1999, At Least 1 in 2004   (4)
No Psychiatrists in 1999 or 2004   (12)

Source: North Carolina Health Professions Data System, with data derived 
from the North Carolina Medical Board, 1999-2004; LINC, 2000 and 2005.
Produced by: North Carolina Health Professions Data System and the
Southeast Regional Center for Health Workforce Studies, Cecil G. Sheps
Center for Health Services Research, University of North Carolina at Chapel Hill.

*Psychiatrists include active (or unknown activity status), instate, nonfederal, 
non-resident-in-training physicians who indicate a primary specialty of psychiatry,
child psychiatry, psychoanalysis, psychosomatic med, addiction/chemical dependency,
forensic psychiatry, or geriatric psychiatry, and secondary specialties in psychiatry, 
child psychiatry and forensic psychiatry.



Are Workforce Shortages 
Unique to NC?Unique to NC?

Were the shortages created by 
reform? 



A Workforce in Crisis

• The workforce issues encompass difficulties in:

– recruiting and retaining staff,
– the absence of career ladders for employees,
– marginalwagesandbenefits,– marginalwagesandbenefits,
– limited access to relevant and effective training,
– the erosion of supervision,
– a vacuum with respect to future leaders,
– financing systems that place enormous burdens on the

workforce to meet high levels of demand with inadequate
resources.



The Nation’s Behavioral Health Workforce Crisis
(Annapolis Coalition)

• “Across the nation there is a high degree of concern about
the state of the behavioral health workforce and pessimism
about its future.

• Workforce problems have an impact on almost every
aspect of prevention and treatment across all sectors of the
diversebehavioral health field.diversebehavioral health field.

• There is equally compelling evidence of an anemic pipeline
of new recruits to meet the complex behavioral health
needs of the growing and increasingly diverse population
in this country.

• It is difficult to overstate the magnitude of the workforce
crisis in behavioral health. The vast majority of resources
dedicated to helping individuals with mental health and
substance use problems arehuman resources, estimated at
over 80% of all expenditures. “



Workforce Training (Annapolis Coalition)

• “There is overwhelming evidence that the behavioral
health workforce is not equipped in skills or in numbers to
respond adequately to the changing needs of the American
population.

• Most of the workforce lacks the array of skills neededto• Most of the workforce lacks the array of skills neededto
assess and treat persons with co-occurring conditions.

• Training and education programs largely have ignored the
need to alter their curricula … and, thus, the nation
continues to prepare new members of the workforce who
simply are underprepared from the moment they complete
their training.”



Maldistribution and Cultural Competence
(Annapolis Coalition)

• “In rural America, the workforce crisis is particularly 
acute. 

• More than 85% of the federally designated mental health 
professional shortage areas are rural and they typically 
lack even a single professional working in the mental 
health disciplines. health disciplines. 

• Few training programs offer any significant focus on rural 
behavioral health service delivery. 

• 30% of the nation’s population is drawn from four major 
ethnic groups: Latinos, African Americans, Asian 
American/Pacific Islanders, and Native Americans. 

• However, the behavioral health workforce lacks such 
cultural diversity, particularly in mental health. 



Proposed Workforce Development 
Taskforce Recommendations

Report of the:
The North Carolina Commission for Mental Health, Developmental 

Disabilities and Substance Abuse Services
and

The Division of Mental Health, Developmental Disabilities and 
Substance Abuse Services

http://www.ncdhhs.gov/mhddsas/statspublications/reports/workforcede
velopment-4-15-08-initiative.pdf



STRUCTURES TO SUPPORT THE 

WORKFORCE

• Recommendation 1:Create a Workforce 
Development Section in the Division of 
MH/DD/SAS. 

• Recommendation 2:Create a consistent means to • Recommendation 2:Create a consistent means to 
identify and report annually to policy makers the 
status of the North Carolina public mental health, 
developmental disabilities and substance abuse 
services workforce as a quality improvement 
function.



BROADENING THE CONCEPT OF 
WORKFORCE

• Recommendation 3: Create new service options for 
consumer directed services for all individuals with 
disabilities and, as appropriate, for their families. 

• Recommendation 4:Create a workforce marketing 
and public awareness campaign for all types of 
behavioral health and developmental disability staff 
positions.



STRENGTHENING THE WORKFORCE

• Recommendation 5: Optimize wages and benefits for 
professional and direct support workers serving consumers of 
the public mental health, developmental disabilities and 
substance abuse service system.

• Recommendation 6:  Create selection tools to assist providers • Recommendation 6:  Create selection tools to assist providers 
in reducing early turnover of workers.

• Recommendation 7:  Improve access to psychiatric and other 
medical care for populations served by the public mental 
health, developmental disabilities and substance abuse service 
system.



STRENGTHENING THE WORKFORCE

• Recommendation 8: Create coordinated curricula and 
certification plans for professional and direct support workers.

• Recommendation 9: Provide systematic training, technical 
assistance and incentives to all providers statewide on 
effective recruitment, retention and training practices.

• Recommendation 10: Foster, encourage and support system • Recommendation 10: Foster, encourage and support system 
wide training to frontline supervisors and managers on 
effective supervision.

• Recommendation 11: Provide opportunities to empower 
professional and direct support workers serving consumers of 
publicly funded mental health, developmental disabilities and 
substance abuse services.











Thanks!


