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Building and Maintaining New York’s Behavioral Health Care Wor kforce

By Dr. Ann M. Sullivan
Commissioner
New York State Office of Mental Health

ew York State has made tre-

mendous i nvestmentsin mental

health treatment and services

since 2022 and has made great
progress addressing the evolving mental
health needs in our State with a series of
initiatives, such as expanding prevention
and access, embracing innovative treat-
ment methods, and increasing supportive
housing. But in this new era of opportu-
nity, demographic trends require creative
solutions to ensure the public mental
healthcare system has enough trained and
talented staff acrossarange of fieldsto en-
sure a high quality of care.

Current population trends impacting the
workforce include the ongoing retirement
of the Baby Boomer generation, longer
lifespans, declining birthrates, and since
2010 declining and shifting college en-
rollment. To compound these issues, more
individuals are seeking behavioral health
services. All of this signifies a worsening
workforce shortage in the decades ahead.

Ann M. Sullivan, MD

The New York State Office of Mental
Health (OMH) is spearheading several di-
verse initiatives to address the workforce
crisis aimed at retaining current staff and
attracting new individuals to the public
mental health system. The OMH workforce

strategy is multifaceted and is grounded in
partnerships with other state agencies, ed-
ucation systems, professional associations,
and provider agencies.

One of the greatest stressors for individ-
uals working in the public mental health
system is student loan debt. With funding
from the New York State budget, OMH op-
erates the Community Mental Health Loan
Repayment Program. This initiative gives
community-based providers an incentive
to attract or retain trained mental health
professional s by repaying a portion of their
student loans for a three-year service com-
mitment. To date, the program has commit-
ted roughly $45 million in annual loan re-
payment on behalf of 1,445 menta health
professionals — including 135 psychia-
trists, 258 psychiatric nurse practitioners
and physician assistants, 32 psychologists,
631 licensed master social workers, 189
licensed mental health counselors, 155 li-
censed clinical social workers, and 32 li-
censed creative arts therapists.

An additional $4 million annual invest-
ment was added to the Community Mental
Health Loan Repayment Program in the last
fiscal year. This funding was awarded to
OMH and the State Office of Children and

Family Servicesfor the purpose of offering
loan repayment for licensed professionals
providing services to children and youth
experiencing behaviora health challenges.
Future rounds of this program will target
individuals serving traditionally underrep-
resented communities as well as clinicians
who provide multi-lingual services.

The New York State Department of La-
bor (DOL) is aso instrumental in OMH's
workforce strategy. OMH is working with
the DOL to create registered apprentice-
ships for the mental health system. Regis-
tered apprenticeships allow participants to
learn essential skills on the job. Graduates
of this program will earn a nationally rec-
ognized credential.

Partnerships with institutes of higher ed-
ucation allow OMH to support the future
workforce. In the last few years, OMH
partnered with the State University of New
York and City University of New York to
offer a scholarship pathway program for
underrepresented or multilingual students
in mental health degree programs. Recip-
ients of this funding received tuition assis-
tance, paid internships, and stipends.

see NY State Workforce on page 36

Building Sanctuary: Creating Trauma-Informed Wor kplaces

to Heal Burnout and Secondary Trauma in Behavioral Health

By Susie Branagan, RN, BSN
Healthcare Consultant, Trauma-
Informed Care Specialist, Founder
Susie Branagan Consulting

he quiet exhaustion in Sarah's

eyes told a story that statistics

could never capture. After eight

yearsasabehavioral health nurse,
she found herself sitting in her car each
morning, summoning the strength to wal k
through the clinic doors. Anxiety pressed
in her chest, radiated through her neck,
and lingered in the very hands she uses to
heal. Her experience mirrorsthat of count-
less professional's across behavioral health
settings who carry not only their own per-
sonal stress but also absorb the trauma of
those they serve. Thisinvisible weight has
become an unspoken epidemic within our
caring professions (National Council for
Menta Wellbeing, 2023).

As someone who has walked hospital
floors for over 25 years and witnessed
firsthand the toll that unaddressed trauma
takes on healthcare workers, | understand
that transforming our workplaces requires
more than policy changes. It demands a
fundamental shift in how we recognize,

support, and sustain the humans who
dedicate their lives to healing others. The
journey from a traditional workplace to
a trauma-informed environment is about
creating spaces where professionals can
thrive, recover, and rediscover their sense
of purpose and fulfillment.

Understanding the Depth
of Professional Trauma

Burnout in behavioral health extends
far beyond simple workplace stress. These
professionals navigate unique challenges:
bearing witness to human suffering, man-

aging crisis situations, working within sys-
temsthat often feel broken, and carrying the
weight of life-and-death decisions. Second-
ary trauma compounds these challenges.
Each story of abuse, each suicide attempt
prevented or lost, each child removed from
their home leaves an imprint on the profes-
siona’s psyche (SAMHSA, 2014).

Research reveals that up to 70% of be-
havioral health workers experience high
levels of burnout, while secondary trauma
affects nearly half of all mental health pro-
fessionals (National Council for Mental
Wellbeing, 2023). These numbers repre-
sent real people with families, dreams, and
their own histories of resilience and strug-
gle. When wefail to addresstheseredlities,
we create environments where the helpers
themsel ves become wounded, where com-
passion fatigue replaces the calling that
brought them to this work (Maslach &
Leiter, 2016).

The physical manifestations are equally
concerning. Chronic stress activation leads
to inflammation, cardiovascular strain, im-
mune suppression, and disrupted sleep (The
Joint Commission, 2019). Emotionally,
professionals may experience numbness,

see Professional Trauma on page 6
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Do Higher Wages, Benefits, and Career Development

Reduce Turnover in Behavioral Health?

By Isaac Mawuko Adusu, DHA, M SNPM
Assistant Vice President of Adult Services
Seven Hills Foundation, Rhode I land

he sector that isresponsiblefor the
care and treatment of individuals
with behavioral health conditions
isvital. Itisdirectly involved with
the patients and their families. Yet, this
sector faces an extraordinary problem that
isnot seen in other healthcare sectors: very
high and persistent turnover rates. Staff
members in the behavioral health sector
often are satisfied with their jobs. Yet, sev-
eral specialists and direct care staff leave
their positions long before they reach re-
tirement age (Hallett et al., 2023).

From the counselor to the president of
a large organization, staff members in the
behavioral health sector are ahardworking,
dedicated group of individuals who are
committed to improving the organizational
lives of their patients and their families.

In response, numerous behavioral health
organizations are considering alternatives
to boost retention, akey goal in workforce
development. Several of these, often dis-
cussed alternativesinclude raising pay, im-
proving benefits, and expanding career de-
velopment opportunities. But how much,
if at al, do these influences affect individ-
uals' intentions to stay within the organi-

zation and, thus, reduce turnover? This
article explores the evidence, pays some
necessary attention to pipeline develop-
ment, and offer some practical recommen-
dations for managers to address retention
challenges effectively.

The Retention Crisisin
Behaviora Healthcare

People who work in the field of behav-

ioral healthcare operate in emotionaly
demanding environments, often managing
the kinds of complex cases that require
more time and attention than even the most
dedicated professional can give. We know
from recent studies that behavioral health-
care organizations are struggling to retain
staff. According to Miriam Delphin-Ritt-
mon, assistant secretary for mental health
and substance use at HHS and the admin-
istrator of Substance Abuse and Menta

Health Services Administration (SAMH-
SA), by 2025, the U.S. will be short about
31,000 full-time equivalent mental health
practitioners (Plescia, 2023).

There are lots of reasons employees
might choose to leave, but pay, perks, and
professional growth opportunities are con-
sistently top of mind. Here's how those
three significant factorsinfluence retention.

The Impact of Higher Wages on Retention

Pay is basic to job satisfaction. That is
especialy true for behavioral healthcare
workers, who often make less than people
in other healthcare sectors, even though the
demands on them are just as high, if not
higher, in terms of emotion and intellect.
Up to now, studies have found only one
antidote to this problem: competitive pay.

Previous research has shown that salary
levelsplay asignificant rolein job turnover
and retention among behavioral health care
employees, including clinicians. Similarly,
a study by Athman et a. (2025) found that
clinicians' perceptions of being fairly com-
pensated are connected to their intentions
to stay in their jobs. Evidence from other
health care professions indicates that per-
ceived pay fairness is a stronger predictor
of expected turnover than the actual

see Reduce Turnover on page 34
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Professional Trauma from page 1

hypervigilance, intrusive thoughts about
client situations, and gradual erosion of
hope. The ripple effects extend into person-
al relationships and overall quality of life.

The Foundation of
Trauma-Informed Transformation

Creating a traumarinformed workplace
begins with acknowledging that trauma
lives within our walls, shapes our policies,
and influences every interaction (SAMH-
SA, 2014). A truly trauma-informed orga-
nization recognizes that healing happensin
relationships and that safety must be felt,
not just spoken of.

Thetransformation startswith |eadership
embodying vulnerability and authenticity.
When leaders share their own struggles
with secondary trauma and demonstrate
genuine care for staff wellbeing, they give
permission for others to acknowledge their
humanity (The Joint Commission, 2014).
This cultural shift moves us away from the
harmful myth that professiona strength
means emotional invulnerability.

Physical safety forms the first layer, but
psychological safety runs deeper. Team
members need to trust that mistakes will
be met with curiosity rather than punish-
ment, that asking for help signals wisdom
rather than weakness, and that their whole
selves are welcome in the workplace. This
requires dismantling the perfectionism and
stoicism that traditional healthcare cultures
often demand.

Building Blocks of a
Supportive Infrastructure

The practical implementation of trau-
mainformed principles requires inten-
tional structure and consistent investment
(SAMHSA, 2014). Regular supervision
that goes beyond case management to
include emotional processing becomes
essential. These sessions offer space for
professionals to explore how client work
affects them personally and to devel op per-
sonalized coping strategies.

Peer support programs create network of
understanding. When colleagues can share
experiences without fear of judgement,
isolation dissolves and collective wisdom
emerges. These conditions remind us that
struggling with this work’s weight is not
personal failure but a shared human re-
sponse to witnessing suffering.

Training must evolve beyond clinical
skills to include self-awareness, emotional
regulation, and trauma stewardship. Pro-
fessionals need practical tools for manag-
ing their nervous systems, processing diffi-

Susie Branagan, RN, BSN

cult emotions, and maintaining boundaries
without losing compassion.

Unredlistic caseloads create condi-
tions where burnout becomes inevitable
(Maslach & Leiter, 2016). Organizations
must advocate for sustainable practice
models, even when facing financial pres-
sures. Turnover and staff burnout cost
more in the long run than short-term pro-
ductivity gains (National Council for Men-
tal Wellbeing, 2023).

Innovative Solutions:
The Role of Technology in Support

Within this framework of transforma
tion, innovativetoolslike ObsertvSMART's
suite of solutions demonstrate how tech-
nology can support human connection in
traumarinformed care. ObservSMART'S
proximity-required rounding promotes
staff engagement with patients. Case
studies show after using ObservSMART,
patient satisfaction improved, aggression
decreased, and patient-related employee
injury decreased by 60%.

Their SMARTsense technology provides
discrete, flush-mounted ceiling nodes in
patient bedrooms and bathrooms. Staff can
be aerted to immediate concerns without
cameras or privacy issues. These silent
alerts quickly communicate that staff are
needed before escalation occurs, creating
an additional layer of safety for everyone
in behavioral health settings.

The system’s request assistance feature
silently summons support during escalat-
ing situations, reducing the traumatic im-
pact of crisis interventions. Staff members
know help is at their fingertips, decreasing
the hypervigilance that contributesto burn-
out. This backup alows professionals to
remain present and regulated even in chal-
lenging moments.

ObservSMART’s approach aligns with
traumarinformed principles by prioritizing
dignity and respect. The discrete nature
prevents situations from escalating due to

visible security responses. When profes-
sionals feel safer, they maintain the calm,
compassionate presence that trauma-in-
formed care requires.

Data collected through such systems
supports organizational learning. Patterns
in alert usage identify environmental or
systemic factors contributing to crisis situa
tions, alowing organi zationsto address root
causes rather than managing symptoms.

Creating Rituals of
Resilience and Recovery

Sustainable trauma-informed practice
reguires intentiona rituals that help pro-
fessionals metabolize difficult experienc-
es. Beginning shifts with brief grounding
exercises help teams center themselves be-
fore entering clinical work intensity. These
moments create a buffer between personal
life and professional demands.

Closing rituals are equally important.
Taking five minutes at shift end to ac-
knowledge what was witnessed, accom-
plished, and what can be released prevents
accumulation of unprocessed experiences.
Some teams light candles for struggling
clients, while others share gratitude or sit
in silent acknowledgment.

Regular debriefing after critical incidents
must become standard practice. These ses-
sions help teams process traumatic events
collectively, preventing isolation and pro-
moting post-traumatic growth. The focus
extends beyond what happened to explore
how team members make meaning of ex-
periences and what support they need.

Sustaining the Journey Together

The path toward a truly trauma-in-
formed workplace isn’t linear. There will
be setbacks and moments when old pat-
terns feel easier. This is where collective
commitment becomes essential. When
organizations embed trauma-informed
principlesinto their mission, policies, and
daily practices, transformation becomes
sustainable.

Regular assessment using validated
tools helps track progress and identify ar-
eas needing attention. Staff surveys mea-
suring psychological safety, secondary
trauma symptoms, and job satisfaction
provide concrete data to guide interven-
tions (Maslach & Leiter, 2016). Creating
multiple feedback channels ensures those
most affected by policies have voice in
shaping them.

A Vision of Transformation

Imaginewalking into abehavioral health
facility where the atmosphere conveys

safety and care. Where staff faces reflect
presence rather than exhaustion. Where
trust has been carefully cultivated. This is
achievable when organizations commit to
trauma-informed transformation.

Now imagine Sarah in a different story.
Shearrives early, not to steel herself, but to
enjoy coffee with colleaguesin a sanctuary
space featuring warm colors, artwork, and
comfortable chairsinviting connection.

Her caseload is sustainable to 20 clients.
L eadership advocated data about turnover
costs and client outcomes. Sarah has time
to breathe between sessions, eat lunch, and
document thoughtfully. She ends notes
with emotional reflection, encouraged by
her supervisor who models vulnerability.

Sarah’'s family notices too. She comes
home with energy for her children, pres-
ent for dinner conversations. Sunday
night dread has been replaced with curi-
osity about the week ahead. She sleeps
through the night. Her therapist observes,
“You seem different, not because you've
changed, but because you've been given
space to be who you aways were.” This
may seem like a pipedream to most health-
care workers, but it 1S possible!

Picture Sarah now, sitting in her car,
feeling something forgotten, genuine ex-
citement to walk through those doors, join
her team, do the work she was called to do.
This is the promise of trauma-informed
transformation.

Susie Branagan, RN, BSN, is a health-
care consultant, trauma-informed care
specialist, and founder of Susie Branagan
Consulting. For additional information,
contact Susie at susiebranaganconsult-
ing@outlook.com or linkedin.com/compa-
ny/susie-branagan-consulting.
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Building the Future: Workforce Innovation in Behavioral Health

for Individuals with Developmental Disabilities

By Mark Schwartz
and Richard Anemone, MPS, LMHC
Institute for Community Living (ICL)

sbehavioral health needsamong

individuals with developmental

disabilities (DD) become more

complex and widespread, the
workforce tasked with supporting them is
under extraordinary pressure. To ensure
quality, continuity, and person-centered
care, behavioral health systems must in-
vest in strategic workforce development,
retention, and innovation especially in the
context of IDD (intellectual and develop-
mental disability) populations. Thisarticle
outlineskey challenges, strategies ground-
ed in evidence, and promising innovations
to support behavioral health professionals
working in DD contexts.

The Workforce Challenge
in DD/Behavioral Health

Elevated Need, Scarce Capacity

Individuals with IDD experience co-oc-
curring mental health and behavioral con-
ditions at far higher rates than the gener-
al population. For example, Kab et al.
(2023) notes that roughly 40% of people
with IDD have mental health needs, about
twice the national average (Kalb, Kramer,
Goode, et al., 2023). Yet many outpatient
mental health systems lack specialization
or flexibility to meet those needs, driving
higher reliance on emergency and inpa
tient services.

Behaviora health provider shortages are
pervasive: many aress of the U.S. are des-
ignated as “behavioral health workforce
shortage areas.” These shortages are acute
when considering clinicians with expertise
in DD, crisis care, and dual diagnosis.

Turnover, Burnout, and Attrition

Even where clinicians and support staff
exist, retention is a critical struggle. In a
qualitative study of Oregon’'s public be-
havioral health system, Hallett et al. (2023)
interviewed 24 providers, administrators,
and policy experts about why staff leave.
Key themes emerged: low wages, heavy
documentation and administrative burden,
weak infrastructure and leadership, limited
opportunity for professional growth, and a
chronically stressful, under resourced work
environment (Hallett, Simeon, Amba, Mc-
Connéll, & Zhu, 2023).

That study notes that annual turnover in
public behavioral health can reach ~30%,
resulting in loss of institutional knowledge,
continuity disruptions, and high costs of
recruiting/training replacements (Hallett et
al., 2023).

Inadequate funding, reimbursement con-
straints, and regulatory burdens compound
these issues at system and organizational
levels, making it difficult for frontline staff
to feel supported or valued.

Unique Barriersin DD Contexts

Staff supporting individuals with DD
often receive limited formal training in

behavioral health and dual-diagnosis
care. Misconceptions about whether stan-
dard therapeutic modalities “work” for
people with IDD continue to discourage
clinicians from entering the field. Com-
mon myths include the beliefs that indi-
viduals with IDD cannot meaningfully
engage in psychotherapy, that they lack
the emotional insight needed for treat-
ment, that they cannot generalize skills,
or that their behaviors stem solely from
the disability rather than from treatable
mental health conditions. These assump-
tions persist despite research demonstrat-
ing that evidence-based practices such as
CBT, DBT, trauma-informed care, and
positive behavior support can be effec-
tive when appropriately adapted. As a
result, individuals with DD often require
clinicians with specialized training in
adaptive communication, behavioral in-
terventions, environmental and sensory
accommodations, and safety planning
competencies many general clinicians
have not yet devel oped.

Because crisis events like behavioral
escalation, self-injury, aggression, and
elopement are more common in DD set-
tings, staff need enhanced training, sup-
port, and resilience measures. Without
those, burnout is more likely.

Evidence-Informed and
Emerging Strategies

To meet these challenges, behaviora
health systems must blend foundational
workforce investments with innovative
approaches. Below are key strategies, sup-
ported by research or promising practice.

Competency-Based Training
and Career Ladders

Rather than relying solely on generic
behavioral health credentials, developing
IDD-specific competency training can
ensure staff are equipped with the skills
required in this specialized domain. Such
training might include modules on pos-
itive behavior support, communication
with non-speaking individuals, trauma-in-
formed practice, and crisisintervention tai-
lored to DD.

Training also creates career pathways
that allow staff (e.g., DSPs) to progress to
roles such as behavioral support specialist,
clinical coordinator, or supervisor, thereby
creating a sustainable trgjectory and reduc-
ing drift to unrelated jobs.

A good example of a structured modular
training is embodied by The College of Di-
rect Support (a national DSP training ini-
tiative) which strengthens workforce com-
petency and retention (Boggs Center, n.d.).

Mentorship, Apprenticeship,
and Embedded Supervision

Pairing less experienced staff with veter-
an mentors or supervisors enables hands-
on learning and provides emotional sup-
port. Apprenticeship models, where staff
deliver care under supervision while learn-
ing, help build pipelines without compro-
mising service quality.

Embedding regular supervision, peer
reflection groups, and clinical coaching
reduces isolation and helps staff process
difficult cases, especially in remote or ru-
ral settings.

Tele-Behavioral Health and
Hybrid Service Models

Telehealth offers a compelling option to
expand both service access and workforce
flexibility. A mgjor upcoming tria (within
the START model) is comparing tele men-
tal health interventions vs. in-person crisis
carefor peoplewith IDD in anoninferiority
trial (Kalb, Kramer, Goode, et al., 2023). In
that design, components such as outreach
and consultation are delivered remotely,
while assessment and crisis response re-
main in person (Kalb et al., 2023).

The telehealth adaptation of START
has also been studied qualitatively: staff
and families identified the importance of
rapport building, flexible scheduling, mul-
timodal communication, and hybrid ap-
proaches (video + in-person) to maintain
trust and engagement.

Telehealth also has workforce advantag-
es: it enables clinicians to work remotely
or flexibly, which may improve retention,
reduce travel burden, and make roles more
attractive in underserved areas.

Technology-Aided Training,
Support & Decision Tools

« Simulation, Virtual Reality (VR), and
role-play platforms: These can provide
staff with experiential practice in crisis
de-escalation, behavioral interventions,
or communication strategies in a safe
environment.

» E-learning / microlearning platforms:
Bite sized, asynchronous modules allow
staff to learn at their own pace and re-en-

gage for refreshers.

e Clinical decision-support tools / Al
aids: Systems that assist with behavior-
al assessment scoring, documentation
prompts, risk flagging, or tailored inter-
vention recommendations can reduce the
administrative burden and cognitive load.

» Assistive robotics / social robots: In
some pilots, socially assistive robots
(SARs) are being explored to support
prompting, engagement, or reminders
augmenting but not replacing human
staff (The Role of Healthcare Financ-
ing and Delivery Systems to Advance
Health Equity, 2024).

While the evidence base is still emerg-
ing, digital health tools (especialy tele-
health) are the most well studied in IDD
contexts (The Role of Healthcare Financ-
ing and Delivery Systems to Advance
Health Equity, 2024).

Co-Design, Inclusion,
and Lived Experience

A sustainable workforce ecosystem
should include people with DD as steff,
peer mentors, trainers, or advisors. Their
lived experience fosters cultura compe-
tence, authenticity, and deeper empathy.

Training curricula and service redesign
should employ co design methods, involv-
ing DSPs, clinicians, self-advocates, fami-
lies, and administrators in developing con-
tent and systems.

The START telehedth tria integrates
stakeholder engagement: its leadership
includes individuals with lived disability
experience, and its engagement team in-
cludes people with IDD, caregivers, and
providers (Kalb et a., 2023).

Policy, Financing, and Incentive Factors

Even the most proficient workforce
model requires sustainable funding and
supportive policy.

Key componentsinclude:

* Loan forgiveness, tuition assistance,
stipends for clinicians who commit to
serving in DD/behavioral health settings

* Reimbursement reform to pay for tele-
health, care coordination, supervision
time, and non—face-to-face tasks

» Workforce stabilization funds or
grantsto support recruitment, training,

see Building the Future on page 36
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Transforming Access Through Strategic | nvestment

In Behavioral Health Workforce Development

By Sophie Pauze, MPA
and Omar Fattal, MD, MPH
NYC Health + Hospitals

n the face of rising demand for behav-

ioral health care and persistent work-

force shortages, NYC Health + Hospi-

tal's has made workforce development
a central lever for system transformation.
Through a suite of programs focused on
recruitment, retention, training, and
expanded career pathways, we are re-
shaping how care is delivered and how
public service careers are perceived. Since
launching our three-year workforce de-
velopment strategic plan in 2024, we have
made significant progress in strengthen-
ing and stabilizing our behavioral health
workforce. This comprehensive approach
addresses immediate staffing needs while
building long-term sustainability—ex-
panding capacity, improving access to
care, and laying the groundwork for a re-
silient, well-supported workforce prepared
for future challenges.

Elevating Our Public Role
Through Comprehensive Recruitment

Recruitment initiatives have expanded
our reach and brought in new talent across
disciplines, while enhanced training pro-

grams ensure that new staff are equipped
with the skills and confidence to deliv-
er high-quality care in a rapidly evolving
environment. Externally, NYC Heath +
Hospitals are gaining recognition as an
employer of choice in public behavioral
health, a notable shift from pre-pandemic
trends. Applications are increasing, hiring
timelines are shortening, and the system
is drawing attention for its commitment

to staff development and wellbeing. In the
last 12 months, NYC Health + Hospitals
has hired nearly 600 behavioral hedth
staff, filling longstanding vacancies and
supporting strategic growth, marking our
most effective recruitment season to date
and building on astrong performancein the
past 2 years. These developments further
strengthen our reputation as a public insti-
tution capable of innovation and impact.

* A Mission-Driven, Multichannel Re-
cruitment Strategy: A key lesson from
prior years is that recruitment cannot be
passive, it must be intentional, target-
ed, and visible wherever potential can-
didates are. Reflecting this, our recent
campaigns have leveraged every avail-
able channel, from digital outreach to
out-of-home advertising to cable media,
ensuring broad and consistent visibility.
This deliberate approach is producing
results. Thanks to the social work cam-
paign and more focused systemwide re-
cruitment efforts, we have been able to
hire more than 400 social workers since
January of 2024. Infall 2025, we applied
these same principles to the refreshed
PSYCHDOCSANYC! campaign to re-
cruit psychiatrists and psychiatric mental
health nurse practitioners. We sharpened
our message to center the core mission
of NYC Health + Hospitals, articulating
who we are and why our work matters
in a way that truly resonated with ap-
plicants. A new campaign video featur-
ing behavioral health leadership added
authenticity and purpose, helping bring
the message to life. Early indicators are
strong: interest has increased signifi-
cantly, with many candidates explicitly
citing the mission-driven focus as their
reason for applying. This momentum
reinforces our growing reputation as an
employer of choicein behavioral health,
with several facilities now reporting no
psychiatrist vacancies.

» Creative sourcing to build an inclu-
sive workforce: Alongside traditional
recruitment strategies, we are also ex-
panding the pool of who belongs in the
behavioral health workforce. Programs

like The Peer Academy and the Psychi-
atric Social Health Technician (PSHT)
Care Corpsare creating entry pointsfor
individuals with lived experience, of-
fering free training and paid internships
that expand both the workforce and the
connection to the communities we serve.
These programs are aready achieving
tangible results: on average nearly 70%
of our (50) annual Peer Academy gradu-
ates are hired into permanent rolesin our
system, and 50% of the (30) PSHT Care
Corps graduates to date have secured
employment within just two months of
program completion, with more hires
underway.

 Building a Behavioral Health Physi-
cianAssistant (PA) Pipeline: To address
a long-standing challenge in behavioral
health hiring—namely, that physician
assistants graduate with strong gener-
al training but little to no experience in
psychiatry—NYC Health + Hospitals
developed the Psychiatric Physician As-
sistant Fellowship in partnership with
the NYS Office of Mental Health. Be-
havioral health leaders have historically
been hesitant to hire new PAs because
they lack the specialized skills needed
to step into these roles. This fellowship
was intentionally designed to bridge
that gap: it provides early-career PAs
with the hands-on experience, clinical
competencies, and supervised practice
necessary to be successful in behavioral
health settings. By creating a structured
pathway into the field, the program not
only expands the pool of PAs who are
ready to work in our system today but
also builds afuture bench of experienced
PAs who can go on to precept, mentor,
and shape the next generation of psychi-
atric PA clinicians.

e Pairing Service Commitments & Fi-
nancial Incentives to foster sustain-
ability: Consistent with a 2020 AAMC
survey indicating that loan repayment
significantly affects employment deci-
sions,?2 an essentia cornerstone of our
strategy has been the use of financial
incentives to stabilize and grow the be-
havioral health workforce. At the heart
of these efforts is the BH4NYC Loan
Repayment Program, which has award-
ed over $5M in student loan repayment
to 200 clinicians in exchange for athree-
year service commitment, boosting re-
cruitment and retention of staff who col-
lectively provide 110K+ inpatient and
outpatient patient visits annually.

Retention and Wellbeing
asaDriver of Stability

Retention efforts—ranging from fellow-
ship opportunities to violence-prevention
initiatives—are fostering a stronger culture
of engagement, stability, and commitment
across our system. These non-financial
supports play a vita role in sustaining our
workforce by strengthening job satisfaction,

see Strategic | nvestment on page 37
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Supporting Supervisorsand Mid-Level Leaders

In Behavioral Health Organizations

By Marellyn L ajara-Ottley, LMHC
and Tanya M. Sanchez, LMHC
New York Psychotherapy and
Counseling Center (NYPCC)

ore than five years after the
COVID-19 pandemic dis
rupted the nation, the behav-
ioral health field continues
to undergo profound and lasting shifts.
Early in the pandemic, the World Health
Organization (2022) reported a global 25
percent increase in anxiety and depres-
sive disorders, a surge that did not fade
with time, as subsequent analyses con-
tinued to document widespread mental
health burden (Kupcova et al., 2023; Kola
et al., 2022). Instead, demand for behav-
ioral health services has grown steadily,
and clinicians now encounter increasingly
complex and layered presentations requir-
ing longer, more intensive episodes of care
and thoughtful intervention (APA, 2022,
SAMHSA, 2023; Savaglio et a., 2023).

Asthe complexity of client needs contin-
uesto rise, the behavioral health workforce
is simultaneously experiencing significant
strain, setting the stage for broader work-
force pressures and the burden on leaders.
Despite the growing demand for services,
many organizations continue to struggle
with staffing. The United States Bureau
of Labor Statistics (2023) projects an 18
percent growth in employment for mental
health counselors, behavioral disorder spe-
cialists, and substance use providers be-
tween 2022 and 2033, alongside similar in-
creases for marriage and family therapists,
social workers, and psychiatrists. In prac-
tice, however, many agencies face a short-
age of qualified providers and ongoing
difficulties with recruitment and retention.
Burnout, chronic stress, and overwhelming
workloads remain persistent themes across
the field (Crocker et al., 2023).

As these pressures intensify, the impact
is felt not only at the direct-care level but
throughout the supervisory and administra-
tive layers of an organization. Supervisors
and Program Directors, even those without

full caseloads, shoulder significant pres-
sure asthey work to stabilize teams, ensure
compliance, manage operations, and navi-
gate organizational demands. Under these
conditions, emationa strain often begins
to circulate through the system, revealing
itself intheform of parallel process. Super-
visors often experience bottom-up parallel
processes, in which emotional dynamics
from the therapy room emerge within the
supervisory relationship. Zetzer and col-
leagues (2020) found that supervisors fre-
guently internalize the emotiona weight of
clinicians’ most challenging cases, leaving
them vulnerable to compassion fatigue and
role strain, especially when managing mul-
tiple layers of responsibility.

The same emotional patterns can move
upward through an organi zation, impacting
directors and senior leaders. Tracey, Blud-
worth, and Glidden-Tracey (2012) high-
light that parallel process can flow in both
directions, shaping not only supervisory
relationships but the culture of the entire
organization when cumulative pressures
go unaddressed. As these pressures accu-
mulate across organizational levels, the
role of leadership becomes central to shap-

ing workplace climate, staff stability, and
overall system functioning, underscoring
why supporting supervisors matters.

Organizational stability depends greatly
on the quality of leadership. A recent study
found that clinicians were more likely to
remain in their roles when they experi-
enced supportive administration, meaning-
ful work, manageable work—life balance,
fair compensation, and strong peer and su-
pervisory support (Pathman et al., 2025).
The widely recognized idea that “employ-
ees leave managers, not organizations’ is
deeply reflected in behaviora health re-
search. When leaders model respect, em-
pathy, accountability, and empowerment,
they help retain staff and strengthen orga-
nizational morale.

Supporting supervisors, therefore, is not
simply beneficial, it is essential to main-
taining ethical practice, reducing burnout,
and preserving the integrity of the system
(Barnett et al., 2007; Edwards et a., 2023;
Milne & Reiser, 2017).

One effective strategy for supporting
leaders involves combining top-down and
bottom-up approaches. In top-down mod-
€ls, senior |eadership sets goals and guides

the direction of the organization. In bot-
tom-up approaches, staff on the ground
identify needs and share insights that in-
form decision-making. When combined,
these approaches create a more accurate
picture of staff experiencesand allow orga-
nizational |eaders to respond with policies
and structures that meaningfully support
the workforce (Li, 2023). This responsive-
ness can interrupt negative paralel pro-
cesses and improve client care by reinforc-
ing a healthy organizational climate.

New York Psychotherapy and Counsel-
ing Center (NY PCC) appliesthiscombined
leadership philosophy to invest intention-
aly in its supervisory workforce and de-
velop future leaders. As a growth-centered
organization, NYPCC provides consistent
support for Supervisors through collabora-
tive forums, shared problem-solving, and
structured opportunities for reflection. Be-
cause the quality of supervision depends
on the support supervisors receive, the
organization ensures that Supervisors par-
ticipate in dedicated supervisory sessions
that help them reflect on their work, refine
their clinical and administrative skills, and
address challenges such as countertrans-
ference. Directors conduct shadowing
not only for evaluation but also to pro-
vide mentorship and space to explore the
complexities inherent in leadership roles.
Collaboration is further reinforced through
NYPCC's supervisor line, a system that
allows clinicians to reach a network of Su-
pervisors during crises or complex situa-
tions. Thismodel distributesresponsibility,
reduces pressure on individual leaders, and
reinforces the organizational belief that no
one should navigate difficult circumstanc-
esaone.

Taken together, these structures demon-
strate NYPCC's commitment not only to
strong supervision but to the overall well-
being of its workforce. These practices
naturally connect to the broader organi-
zational priority of preventing burnout; a
challenge that affects behavioral health
systems at every level.

see Supporting Leaders on page 38
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Strengthening the Backbone:

Supporting Mid-Level Managersin Nonprofit Organizations

By Nadjete Natchaba, EdD, LCSW, MPA
Chief Program Officer
Servicesfor the Under Served (S:US)

onprofit organizations operate

in environments marked by

complexity, rapid policy shifts,

and ongoing community needs.
Services for the UnderServed (SUS) is
one of New York City's largest and most
comprehensive human services agencies.
SUS supports thousands of New York-
ers each year by providing housing and
homeless services, behavioral health and
treatment programs, developmental dis-
abilities services, eviction prevention, and
veteran services. With more than 2,000
dedicated employees and over 90 program
sites across the boroughs and Long Iland,
S\US works to create opportunities for all
by disrupting cycles of poverty, promot-
ing wellness, and helping individuals and
families stabilize and thrive!

Within this landscape, mid-level manag-
ers play an essential role in shaping daily
service delivery. They trandate broad orga-
nizational strategy into clear expectations
and operational practices. They serveasthe
primary support and accountability struc-
ture for frontline staff. They ensure regu-
latory compliance, facilitate performance
management, coordinate with funders,

navigate crises, and maintain a healthy
overall climate within their teams. Despite
the significance of their role, mid-level
managers often receive inconsistent su-
pervision or supervision that only focus
on administrative tasks, without attending
to the educational or supportive needs that
sustain long-term leadership.
Strengthening the supervision of
mid-level managers is essential for orga-

nizational sustainability, workforce reten-
tion, and the quality of services provided
to vulnerable populations across New
York City.

The Essential Role of Mid-Level Managers

Mid-level managers are the bridge be-
tween the frontline and senior leadership.
They are responsible for ensuring that ser-
vices are delivered with quality and consis-
tency, that staff remain aligned with best
practices, and that programs maintain fidel-
ity to funder and regulatory requirements.
They supervise multidisciplinary teams, ad-
dress staff concerns, mediate conflicts, and
create structures that support accountability
and growth. They also provide coaching,
maintain safety protocols, respond to cri-
ses, support documentation standards, and
advance the organization’s mission.

These responsibilities become even
more demanding during times of work-
force shortages. Behaviora hedth and
human services agencies across the United
States report high vacancy rates and per-
sistent challengesin recruitment and reten-
tion. A national workforce analysis found
that behavioral health organizations expe-
rience vacancy rates above thirty percent.?
This places pressure on mid-level manag-
ers who must fill gaps, absorb additional
responsibilities, and sustain team morale
during periods of instability. Studies also
show that leaders in human services set-
tings are frequently exposed to vicarious
trauma and chronic stress,® which impacts
their own capacity to lead effectively and
underscores the need for intentional su-
pervisory support structures informed by
workforce research.

The role requires emotional intelli-
gence, flexibility, crisis management,
administrative expertise, and the ability
to guide staff through complex and of-
ten emotionally charged work. Without
intense supervision, these challenges can
become overwhelming.

Challenges Facing Mid-Level Managers

RoleAmbiguity and Role Conflict: Many
mid-level managers are promoted because

they excelled in frontline roles. Although
they may be skilled in direct service, they
often receive limited preparation for super-
visory responsibilities. Research demon-
strates that role conflict and role overload
significantly contribute to burnout and
turnover in social service organizations.*

Limited Supervisory Training: Supervi-
sion training is not consistently offered in
nonprofit agencies. Supervisors may de-
fault on administrative tasks required by
auditors and funders, while the educational
and supportive elements of supervision re-
celve less attention.®

Emotional Labor and Vicarious Trau-
ma: Mid-level managers carry the emo-
tional weight of the work alongside front-
line staff. They support employees who
experience burnout, compassion fatigue,
secondary traumatic stress, and frustra-
tion with systemic barriers. Compassion
fatigue and vicarious trauma are widely
documented among supervisors in human
services settings.®

Workfor ce Shortagesand Tur nover : Per-
sistent staffing shortages require mid-level
managers to redistribute caseloads, adjust
schedules, cover unfilled shifts, and re-
spond to staff burnout. This significantly
increases workload and reducestime avail-
able for high-quality supervision.

Pressure From Multiple Directions:
Mid-level managers must satisfy the expec-
tations of frontline staff, senior leadership,
funders, auditors, community partners, and
regulatory bodies, often simultaneously.

A Research-Based Framework
for Strong Supervision

Three well-established domains of su-
pervision offer a structure that supports
mid-level leaders.”

1. Normative or Administrative Supervi-
sion: Normative supervision focuses on
policies, documentation standards, eth-
ical practice, accountability, and quality
assurance.

2.Formative or Educational Supervi-
sion: Formative supervision focuses
on skill building, professiona develop-
ment, and leadership growth.

3.Restorative or Supportive Supervi-
sion: Restorative supervision focuses on
emotional wellness, morale, reflection,
and resilience. Research indicates that
supportive and reflective supervision re-
duces burnout and improves retention®.

Why Restorative and Formative
Supervision Must Be Prioritized

Organizations are more likely to retain
staff when employees fedl supported, val-
ued, and invested in,’ particularly when su-
pervision includes both developmental and
supportive components. Mid-level

see Supporting Managers on page 39
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Investing in the Behavioral Health Wor kfor ce:

Training, Professional Development, and Advancing Clinical Excellence

By Sarah Grey
Chief People Officer
Family Care Center

ehavioral hedlth clinicians are

seeing more patients with com-

plex, co-occurring disorders

and acute symptoms that re-
quire multidisciplinary care. At the same
time, referrals and expectations for timely,
high-quality care arerising.

These demands take a toll on care qual-
ity and clinician well-being. Emotional
strain, high caseloads, and limited oppor-
tunities for skill development contribute to
burnout, leaving even the most dedicated
clinicians feeling underprepared.

Workforce development is key to ad-
dressing these challenges. By providing
ongoing training and professional growth
opportunities, organizations help clinicians
feel supported, laying the foundation for
compassionate, effective, and sustainable
patient care.

Training That Meets
Today’s Clinical Redlities

Today’s behavioral landscape is increas-
ingly complex. Clinicians are working
with patients who present co-occurring
conditions and rapidly shifting needs. To
respond effectively, clinicians need more
than foundational knowledge. They need
evidence-based skills they can rely on in
the moment when treating patients.

Organizations can help clinicians meet
these evolving needs by offering targeted
training in key areas, including:

e Trauma-informed care — understand-
ing and responding to the impact of trau-
maon mental health

» Acceptance and Commitment Ther-
apy (ACT) — helping patients align ac-
tions with values while managing diffi-
cult thoughts and emotions

* Risk assessment and crisis interven-
tion — identifying and safely responding
to acute clinical situations

» Neuromodulation and intervention-
al psychiatry, including transcranial
magnetic stimulation (TMS) — deliv-
ering advanced, evidence-based treat-
ments with consistency and safety

» Measurement-based care (MBC) — us-
ing standardized tools to track outcomes
and guide treatment

By equipping clinicianswith these skills,
organizations ensure care is not only evi-
dence-based, but also tailored, responsive,
and effective.

Using Miller’'s Pyramid to
Strengthen Clinical Competence

Annual continuing education is helpful,
but not enough. Most CEU programs em-
phasi ze theory, which supports knowledge
but does not fully prepare clinicians for

complex, real-time decisions. Clinicians
need training that clarifies concepts, builds
confidence, and strengthens skills on an
ongoing basis.

Miller’s Pyramid provides a framework
for linking training to clinical competence.
It shows how clinicians progress from
foundational knowledge to independent
application of clinical skills.

1. Knows — foundational knowledge

2.Knows How — understanding how to ap-
ply that knowledge

3. Shows How — demonstrating skillsin a
structured or supervised setting

4. Does — applying skills independently in
real clinical practice

Consider how the levels of Miller’s Pyr-
amid correspond to behavioral health clini-
cal development. Each step strengthens not
only what clinicians know, but also how
they perform and apply skillsin daily care.

“Knows’ and “KnowsHow” - Clinicians
start by building a solid foundation through
learning modules, readings, or self-paced
materials on topics such as evidence-based
practices, measurement-based care, trau-
marinformed approaches, or emerging
treatments. These opportunities, and their
knowledge assessments, can help demon-
strate that the knowledge has been retained
and that learners understand how and when

to apply it.

“Shows How” - Next, clinicians practice
their skills in safe, supportive environ-
ments. Case consultations, simulations,
and structured supervision give clinicians
a chance to demonstrate competence and
receive constructive feedback. This step
bridges the gap between knowledge and
real-world applications.

“Does’ - Findly, clinicians apply what
they’ve learned in their daily work. On-
going supervision, peer consultation, out-
come review, and reflective learning help
ensure that skills are applied consistent-

ly, confidently, and with fidelity to evi-
dence-based care.

Real-World Application:
Family Care Center’s Workforce Model

Family Care Center, a national |leader
in outpatient behavioral health services,
has built its training philosophy around a
simple belief: Clinicians do their best work

when they feel supported, prepared, and
connected to a shared mission. The organi-
zation invests in both externa and internal
development, offering paid time and re-
imbursement for CME and CEU activities
while also serving as an accredited sponsor
of continuing education grounded in real
clinical needs.

Across more than 45 clinics, internal
programs focus on the challenges clini-
cians encounter every day, such as trau-
ma, complex diagnoses, measurement-in-
formed care, and team-based treatment.
These shared |learning experiences create
a common language and a culture where
clinical excellence is a reality, not a dis-
tant hope.

A meaningful example of this approach
emerged during Suicide Awareness Month
in September 2025. Rather than simply
recognizing the occasion, Family Care
Center used it as a chance to deepen prac-
tice and build confidence.

“We launched an accredited three-part
suicide risk course series designed to
equip clinicians for some of the most in-
tense and emotionally charged moments
in patient care,” shared Heather Hallman,
MSHA, MHA, CSSBB, the Director of
Quality, Safety, and Training at Family
Care Center.

see Investing on page 19
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The People Behind Transcranial M agnetic Stimulation (TM S) Neuromodulation

Dr. TeeJay Tripp
Chief Medical Officer
Serenity Mental Health Centers

otocol is important in Tran-

ranial Magnetic Stimulation

(TMS), but what makes the big-

gest difference is consistent care

and support. A patient comes in every day

depressed, exhausted, and not sure it will

work. But there's a person who made it

easier to show up anyway. In TMS care,

that person isamost alwaysthe technician.

TMS technicians are an essential work-

force innovation in behavioral health care

and a day-to-day support system that di-
rectly shapes patient healing.

The Relationship Dimension

Behaviora health care workforce de-
velopment often focuses on psychiatrists,
psychologists, social workers, and nurses.
But positive innovation outcomes can also
come from building reliable, trained sup-
port roles for patients' daily healing.

TMSisaperfect example. The treatment
is physician-ordered and clinically super-
vised, but it is carried out in practice by
technicians. Over six to eight weeks, five
daysaweek, 30 minutes aday, they become
aconsistent presence in a patient’s journey.

The tech role expands the behavior-
al health workforce by focusing highly

Behind every TM S success story isarelationship: technicians
provide the daily support that helps patients stay the cour se.

trained attention on adherence, comfort,
and emotional safety.

It's easy to forget, amid protocols and
motor thresholds, that many patients begin
TMS while still in severe distress. Some
patients initially experience minor head-
aches, fatigue, or discouragement when
they don't feel immediate change. Add
transportation issues, schedule changes,

childcare, and external daily life factors.
The dropout risk could be high.

The tech is the person who notices the
patient’s subtle and gradual improvements
each day, who hears the hesitation in “I
don’t know if thisis doing anything,” who
can say, “Let’'s just get through today and
we'll reassess together.” This supportive
structure changes everything.

TMS technicians aren't therapists, but
the daily relationship they build creates
micro-therapeutic moments: brief inter-
actions that shape motivation, hope, and
self-efficacy over time.

A patient might say to the technician,
on day 12, “I don't think | can keep do-
ing this.” A tech who has been trained to
respond calmly, validate feelings, and
escalate concerns appropriately becomes
critical. Their roleisn’t to directly treat the
underlying disorder. Instead, it's to sup-
port the patient through the treatment with
comfort.

Patients often come to trust technicians
because they're the steady presence that
shows up for them, session after session.
The relationship is repetitive, comfort-
able, and grounded in a shared routine. For
many patients, that consistency is stabiliz-
ing and strengthens their motivation to stay
with the treatment.

Technicians' Actions
Change Outcomes

The conversations that happen during
treatment matter. Patients might joke, vent,
cry, or shut down. Many say that practicing
gratitude and goal setting while receiving
treatment becomes a main part of their
healing.

They are trained in supportive communi-
cation that is clinically aligned:

* Normalization without minimization:
“A lot of people feel uncertain around
week two. You're not doing anything
wrong.”

* Providing reassurance: “We'll keep
tracking progress together, sometimes

it's subtle before it’s obvious.”

e Tackling patient goals. “You said you
want mornings to feel more manageable.
Let'ssetasmall goal that helpswith that.”

* Motivational micro-skills: Practicing
reflective listening, providing reasons to
continue, and affirming effort.

Over dozens of sessions, these small in-
teractions help patients endure the “middle
stretch” of treatment, where outcomes are
being built.

In Serenity clinics, techs are quietly do-
ing some of the highest-impact work:

e They often notice the first shifts: A
patient laughs once, makes eye contact
again, arrives on time without struggle.

* They get to celebrate the small wins
early: Lighter conversations, a little
more energy, or even said a “today felt
easier than yesterday.”

* They reflect progress back in real
time: Helping patients see that changeis
happening even if it still feels slow.

* They add encouragement to the rou-
tine: Each visit feelslesslike atask and
more like momentum.

In fact, Serenity is one of the only TMS
clinics nationwide that can self-certify our
own TMS technicians. Our TMS program
has an 84% responserateand a 78% re-
mission rate, with results lasting 3 years+
for most patients.

What Workforce Innovation Requires

If we're serious about behavioral health
workforce development, we must pro-
fessionalize what technicians already do.
That means standardized, clinic-supported
training in protocol safety, communication,
informed care, and more.

Techs hear people at their lowest. With-
out support, tech burnout can become the
hidden bottleneck of TMS access. Work-
force innovation isn't just hiring more
techs; it's retaining them through supervi-
sion, career pathways, and recognition as a
skilled behavioral health role.

This can be done through care planning,
setting clear promotiona paths, and high-
lighting their contributionsin team culture.
When techs believe what they do matters,
they pay closer attention. When they feel
supported, they stay longer. When they
stay longer, patients get better care.

The Takeaway

Behavioral health care needs more roles
that expand access, stabilize engagement,
and humanize high-tech treatment. The
future of workforce development is de-
signing teams where every role is trained,
valued, and aligned to healing.

So next time you think about TM'S out-
comes, don't only think about science.
Think about:

see TM'S Neuromodulation on page 48


https://behavioralhealthnews.org/
https://serenitymentalhealthcenters.com/treatments/tms-therapy/
https://serenitymentalhealthcenters.com/treatments/tms-therapy/
https://serenitymentalhealthcenters.com/
https://serenitymentalhealthcenters.com/
https://serenitymentalhealthcenters.com/treatments/tms-therapy/
https://serenitymentalhealthcenters.com/

BEHAVIORAL HEALTH NEWS ~ WINTER 2026

PAGE 15

A Faltering Behavioral Health Wor kforce and a Prescription for Progress

By Ashley Brody, MPA, CPRP
Chief Executive Officer
Search for Change, Inc.

he behavioral healthcare work-

forceisunder considerable duress

and ill equipped to meet a mo-

ment marked by unprecedented
rates of mental illness, substance depen-
dence, and other indices of human distress.
By some measures, approximately half of
mental health professionals report burn-
out because of the emotional demands of
their profession and systemic factors that
undermine their efficacy (Ballout, 2025).
Workforce pressures are intensified by a
global shortage of professionals and struc-
tural impediments to the recruitment and
retention of qualified personne (World
Health Organization, 2022). Service pro-
fessionals also experience widespread
moral injury due to their actual or per-
ceived failure to meet needs beyond their
conventional scope of practice (Rabin et
al., 2023). For instance, service recipients
widespread exposure to such socioeco-
nomic stressors as food insecurity and
housing instability requires providers to
pursue interventions largely beyond their
control to alleviate the suffering of those
entrusted to their care. For most profes-
sionals this has proven a Sisyphean task
that compounds other stressors and ex-
acerbates burnout. Moreover, these chal-
lenges are not evenly distributed across
the behavioral health workforce. Members
of historically marginalized populations
including Black, Indigenous, and people
of color (BIPOC) experience additional
challenges in navigating bias and racism
embedded in the structures of our health-
care and social welfare systems (Kyere &
Fukui, 2023). Designated Peer Specialists
enlisted to utilize their lived experiencein
recovery in service of others also encoun-
ter systemic bias and related obstacles to
workforce integration.

Nearly haf of the U.S. population re-
sidesinfederally designated Mental Health
Professional Shortage Areas (MHPAS), re-
gions with moderate or severe shortages
of mental hedth professionals available
to meet their populations' needs (Ballout,
2025). This is tragic but unsurprising in
consideration of innumerable impediments
to the recruitment and retention of quali-
fied personnel. Employment in behavior-
al healthcare and social welfare entails a
specific type of labor that is unique among
the professions and predisposes many to
burnout and secondary trauma. Theoreti-
cians have defined “Emotional Labor” as
a process in which employees calibrate
their emotional expressions in accordance
with the needs of their clients and, in do-
ing so, experience a dissonance that arises
from discrepancies between their authentic
emotional experiences and expressions of
them (Zhao et al., 2025). Emotional Labor
has been repeatedly linked to burnout, and
itsimpact is presumed to be greater among
employees who must manage large client
caseloads due to the workforce shortage.
Emotional Labor may be further com-
pounded by the acuity of service recipi-
ents' needs amid widespread economic dis-

tress and related impedimentsto health and
stability. Providers heretofore tasked to
treat clients' behavioral health symptoms
must now address their myriad Health Re-
lated Social Needs (HRSNs) without the
resources needed for this task. Other fac-
tors implicated in this shortage include but
are not limited to systemic dysfunction in
the training, education, and professional
development of behavioral healthcare pro-
fessionals; regulatory and administrative
barriers; and inadequate financial support
for the behavioral health sector in general.

Aspiring behavioral healthcare practi-
tionersincur exorbitant expensesin pursuit
of their careers. Tuition for undergraduate
and graduate education, supervisory fees,
and other expenditures are prohibitive for
most, and those who finance their educa-
tion with loans often emerge with debts
that eclipse their annual salaries. This is
both a deterrent to entrance to this field
and an additional source of stress for
professionals who elected to enter it de-
spite its inherent financial disadvantages
(Georgetown University Center on Health
Insurance Reforms, 2024). In addition,
emerging professionals often encounter
difficulties in locating eligible mentors or
preceptors to ensure they fulfill licensure
requirements. Senior professionals with
the requisite experience to fulfill preceptor
roles may command greater compensation
in other settings. A consequent shortage of
preceptors forestalls the development of
aspiring professionals and exacerbates an
existing workforce shortage. Opportuni-
ties for professional advancement are also
notoriously scarce in the behavioral health
and socia welfare sectors, as advance-
ment is highly dependent on education,
credentialing, and licensure reguirements.
Providers with bachelor’s or comparable
(i.e.,, sub-graduate) degrees frequently
attain the maximum, abeit meager, com-
pensation available to them within their
organizations and must assume addition-
al responsibilities without commensurate
opportunities for wage increases or pro-
fessional growth. This trend may produce
professional dissatisfaction and contribute
to organizational turnover and attrition
(Georgetown University Center on Health
Insurance Reforms, 2024).

Regulatory schemes and administrative
workloads characteristic of the behavior-
al hedlth and social welfare sectors often
undermine employee satisfaction and com-
pound the foregoing challenges. Inasmuch
as the sector is entrusted with the care of
vulnerable individuals and depends large-
ly on public funding for its operations, an
extensive body of regulation has been en-
acted to ensure recipients’ welfare and the
appropriate use of available funding. These
regulations, though necessary and justi-

fied, have had the unintended consequence
of alienating professionals beholden to
them. Professionals whose time is spent
on adherence to complex (and ever chang-
ing) regulations and the preparation of
clinical and administrative documentation
have less time with which to meet recipi-
ents' needs (Frier Levitt, 2025). Thistrend
is particularly acute within organizations
that rely on private insurers, and Managed
Care Organizations (MCOs) in particu-
lar, for reimbursement. MCOs are private
(and freguently for-profit) organizations
incentivized to maximize financia returns
for their investors at the expense of their
members (i.e., service recipients) and the
behavioral healthcare providers on whom
they depend. MCOs are notorious for their
failures to process provider clams in a
timely manner and their frequent rejection
of claims on dubious grounds. These prac-
tices are particularly prevalent within the
behavioral healthcare sector. MCOs have
repeatedly engaged in disparate or outright
discriminatory practicesthat favor primary
care (i.e., medical and surgical care) over
behavioral healthcare. These practices per-
sist despite the passage of the federal Men-
tal Health Parity and Addiction Equity Act
of 2008 (MHPAEA) and similar legidation
in New York State (NYS). As recently as
2022, NY S began to recoup monies MCOs
improperly withheld and to reinvest them

see Prescription on page 39
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The NY SPA Report: Federal and State Coverage of Telehealth

and ItsRolein Expanding Accessto Mental Health Care

By Rachel A. Fernbach, Esq.

and Jamie Papapetros

New York State Psychiatric Association
(NYSPA)

llowing the COVID-19 public
health emergency, the federal
Centers for Medicare and Med-
icaid Services (CMS) made per-
manent expansions to the coverage of
telehealth under the Medicare program.
CMS has greatly increased the number
of services included on the permanent
list of telehealth services and expanded
the list of practitioners authorized to pro-
vide mental health telehealth to include
physicians, nurse practitioners, LCSWSs,
clinical psychologists, marriage and fam-
ily therapists and mental health counsel-
ors. These changes directly reflect the
impact that the widespread availability
of telehealth technology has had on the
delivery of health care, particularly since
the public health emergency. Considering
widespread reports that the United States
is amid a mental health crisis,! increased
access to telehealth is a key component
in ensuring that individuals receive nec-
essary and life-saving mental health care
and treatment. The following is a summa-
ry of Federal and state efforts in further-
ance of thisgoal.

Medicare

The Medicare program will now perma-
nently cover telehealth for mental heath
and substance use disorder (MH/SUD)
services provided to patients at home. In
other words, there are no longer any geo-
graphic restrictions on originating sites
(patient location) for MH/SUD care. CMS
has also expanded its definition of home,

which now includes a patient’s residence,
homel ess shelters, group homes, hotels and
other settingsthat a patient may identify as
home, whether temporary or permanent.
In this context, home also includes cir-
cumstances where the patient, for private
or other personal reasons, chooses to trav-
el a short distance from their home for a
telehealth service, perhapsto a car or other
private space. In addition, the Medicare

program now covers MH/SUD services
delivered via audio-only communications
(without a synchronous video component),
if the patient does not have access to two-
way, audio-video technology or does not
consent to the use of two-way, audio-video
technology.

At the same time, CMS has imposed
some limitations on the coverage of tele-
hedlth in the mental health context, i.e.,
the 6-month rule and the 12-month rule.
Under the 6-month rule, CMS has man-
dated that all new Medicare patients be
seen at least once in person during the 6
months prior to initiating mental health
telehealth services. For practical purposes,
this means that the initial visit with a new
Medicare patient must be in-person, with
any telehealth follow-ups taking place
within 6 months of the initial in-person
visit. Please note that this rule applies only
to new patients. CMS has clarified that
if a patient has previously been seen via
telehealth, that patient will be deemed an
“established” patient and the 6-month rule
will not apply. This rule was initialy dat-
ed to go into effect on October 1, 2025, but
implementation was extended to January
30, 2026, due to delays caused by the fed-
eral government shutdown.

Additionally, under the 12-month rule,

see NYSPA Report on page 40



https://behavioralhealthnews.org/
https://www.nyspsych.org/

BEHAVIORAL HEALTH NEWS ~ WINTER 2026

PAGE 17

From Collaboration to | mpact: How a Foundation and CBO

Are Strengthening the Behavioral Health Workforce for Older Adults

By Catherine Thurston, LCSW

Service Program for Older People (SPOP)
and Marc Damsky, M PH

Mother Cabrini Health Foundation
(MCHF)

am delighted that my colleague Marc

Damsky, Senior Program Officer

a the Mother Cabrini Health Foun-

dation (MCHF), has joined me for a
conversation about workforce innovation
as it relates to mental health and aging.
We are proud that MCHF is currently sup-
porting two workforce projects at Service
Program for Older People (SPOP), one fo-
cused on internships for social work stu-
dents, and the other on providing training
for those working in the aging or mental
health sectors, particularly in rura areas
of New York State.

As the only agency in New York City
that is entirely dedicated to communi-
ty-based behavioral healthcare for old-
er adults, SPOP plays a vita role in the
healthcare and aging sectors. We have as-
sembled a staff with unrivalled expertisein
aging and mental health, and we provide
treatment to more than 1,000 clients annu-
ally. Marc, how does our work at SPOP fit
within MCHF s mission?

Marc Damsky: Thanks, Catherine, and
I'm redly looking forward to this con-
versation. As you know, MCHF seeks
to honor the legacy of our namesake by
advancing the health and well-being of
underserved and vulnerable populations
across New York State. Our work is orga-
nized through five program areas. Basic
Needs, Access to Hedlthcare, Mental and
Behavioral Health, Healthcare Workforce,
and a General Fund that supports our eight
priority populations:_immigrants, veterans,
ol der adults, pregnant women/new parents/
children, youth and young adults, and other
low-income individuals.

| serve on the Mental and Behavioral
Health Team. Our grants in this area fo-
cus on the full spectrum of issues: raising
awareness and reducing stigma; advancing
prevention; expanding access to services
and treatment; and supporting individuals
in their recovery. We recognize that mental
and behavioral health isimpacted by anin-
dividua’s background, culture, communi-
ty, and systems they may interact with. As
a result, we strive to support work that is
integrated, culturally responsive, and per-
son-centered. We are grateful for our part-
nership with SPOP, which aligns with one
of MCHF's areas of interest — addressing
the mental health of rural older adults.

We also understand the critical role
that the workforce plays in all of this.
Can you talk about the specific work-
force challenges SPOP faces?

Catherine Thurston: Staff recruitment
and retention are high priorities for us.
We monitor annual compensation trends
to remain competitive, even as communi-
ty-based agencies like ours face challenges
in matching the resources of large hospital
systems. The demand for specialized roles
-- particularly bilingual prescribers and so-

Marc Damsky, MPH, with a client on a visit to SPOP.
Photo Credit: Manny Amatrudo

cial workers -- underscores the complexity
of our mission, and these positions require
arare combination of skills that are essen-
tia to serving our diverse community.

At SPOP, we are committed to fostering
aworkplace culture where staff feel valued,
supported, and inspired. Using the resourc-
es that we have at our disposal, we are a-
ways looking for ways to build a positive
workplace culture. We encourage a healthy
work-life balance, with little evening or
weekend obligations and generous time off
for vacation and wellness. We were fortu-
nateto receive aNY State Office of Mental
Health grant to support social work student
loan repayment, which has been a great
perk for our staff. We aso offer generous
staff training, continuing education, and
advancement opportunities — al of which
haveresulted in an average annual retention
rate of over 80-90%, reflecting the strength
of our organizational culture.

For those entering the field, ageism is
one of our greatest challenges. Negative,
harmful stereotypes persist — such as the
belief that “depression is a normal part of
aging” or that “older people can’t change.”
| see proof every single day that the oppo-
site istrue. Older adults demonstrate resil-
ience, growth, and joy, and it is my per-
sonal mission to inspire every social work
student to toss out these misconceptions
and discover how profoundly gratifying it
isto work with older adults.

Marc, how do you think about the
behavioral health workforce challenges
within New York State?

Marc: I'm impressed by your retention
rate, Catherine. Our perspective on the
challenges is very similar. We see how
pipeline and retention issues contribute
to large vacancy rates - reported to us as
high as 40% - which inevitably affect ser-
vice delivery. We have learned that barriers
preventing more people from entering the
field include the following: stigma, as you
note; affordability of obtaining a master’s
degree, certification, or even the devel-
opment of a new skill; insufficient wrap-

around supports such as childcare, tutor-
ing, or mental health counseling, which are
critical for successful completion of a pro-
gram; and limited accessto high quality in-
ternships. Ideally, we envision aworkforce
that reflects the communitiesit serves with
opportunities for professional develop-

ment in topics such as trauma, utilizing
evidence-based practices, and specialized
support for populations with unique needs
such as veterans, survivors of domestic vi-
olence, or older adults.

In terms of retention issues, we under-
stand compensation is a major factor, but
so are effective supervision, opportunities
for career growth, and strategies to reduce
burnout. And as a funder supporting all of
New York State, we are acutely aware of
the shortage of mental health profession-
asin rura areas, which compounds these
challenges.

But enough complaining about
problems. I’d love to hear more about
how SPOP is actively addressing these
challenges.

Catherine: I'm so glad you asked! First,
| can't tell you how tremendously proud
we are of our student internship program
for social workers. With support from the
Mother Cabrini Heath Foundation, we
have built a nine-month internship pro-
gram that fully integrates studentsinto the
agency. They receive excellent training
and supervision and gain hands-on expe-
rience serving clients across al clinical
programs. The students receive a stipend
—which, unfortunately, is not the normin

see Foundation and CBO on page 42
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Wor kforce Solutionsin Behavioral Health:

Insightsfrom SM A Healthcare

Brooke Goodenow, MS
and Haley Pegram, M S
SMA Healthcare

he behavioral healthcare sector

faces one of the most severe work-

force shortages in decades. As of

2023, an estimated 169 millionin-
dividualsin the U.S. live in Mental Health
Professional Shortage Areas, whichispro-
jected to worsen by 2037 (National Center
for Health Workforce Analysis, 2023). For
organizations like SMA Healthcare, with
more than 1,000 team members serving
across crisis, residential, outpatient, and
prevention programs in Florida, the work-
force challenge is not simply a staffing is-
sue. It is a matter of access to lifesaving
services and care.

At SMA, we have made workforce de-
velopment and innovation a top priority.
By focusing on recruitment, retention,
training, and sustainability, we are build-
ing strategies that are not only helping us
stabilize our own workforce, but that can
also be adapted by other behavioral health-
care providers.

Recruitment in a Competitive Labor Market

Recruiting behavioral healthcare team
members has never been easy, but the

SM A Healthcare team membersat BHCon Florida,
the annual Florida Behavioral Health Conference
organized by Florida Behavioral Health Association

post-pandemic labor market has added
new challenges. Competition from hos-
pitals, private practices, remote jobs, and
other industries has drawn many quali-
fied professionals away from communi-
ty-based care.

At SMA, recruitment innovation starts
with three core strategies:

e Pipeine Partnerships. SMA partners
with local universities, community col-
leges, and vocational programs to build
clinica internship opportunities and
pathways. Students are introduced to be-
havioral health careers early and receive
mentorship that encourages long-term
retention. In 2025, 8% of SMA interns
transitioned into full-time positions after
graduation, adirect return on investment
in future talent.

« Community-Based Recruitment: Recog-
nizing the importance of lived experience,
SMA recruits directly from the communi-
ties it serves. Peer specididts, individuds
with persona recovery experience, are
integrated into clinica teams. SMA has
33 peer specidists embedded across pro-
grams, bringing both cultural competency
and firsthand lived experience.

* Meaningful Employer Branding: Re-
cruitment campaigns are designed to
highlight SMA as a mission-driven or-
ganization where team members make a
direct impact. Social media, job boards,
and digital platforms are used to spot-
light employee stories, day-in-the-life
features, and testimonials about the re-
wards of working in behavioral health.
SMA launched adigital campaign, “Why
SMA?’, which shares team member tes-
timonials and highlights the impact of
behavioral healthcare work. Why SMA?
New Video Series Introduction This
branding approach increased web traffic
to the SMA Careers application portal by
34.6%, with video views totaling 20,171
across Facebook and | nstagram.

Retention and Burnout Prevention

Recruitment is only half the battle. Na-
tionally, behavioral healthcare turnover

rates reach up to 40% annually (Pathman
et a., 2025), driven by burnout, compas-
sion fatigue, and lower compensation
compared to other healthcare sectors.
SMA has prioritized retention strategies
that invest in team members well-being
and career growth.

* Resilience and Wellness Programs:
SMA offers health and lifestyle cam-
paigns through SMA Wellness educa
tion. Additionally, to encourage preven-
tive health, team members who complete
aqualifying preventive care visit (physi-
cal, screening, etc.) are entered into prize
drawings for Apple Watches, Fitbits,
AirPods, gift cards, and other prizes. To
further promote health, a Wellness Re-
wards program is offered that rewards
enrollees for completing preventive care
visits, getting recommended hours of
deep, completing a certain number of
steps in a day, getting a flu shot, etc. Cur-
rently, 38% of employees are enrolled
and participate in the program.

e Career Ladders and Growth Op-
portunities: SMA has developed clear
progression frameworks, such as for
client support specialists and clinicians.
Team members can see the steps need-
ed to advance, receive training aligned
with those steps, and are supported by
leadership in their professional develop-
ment. In 2025, 203 employees were pro-
moted, transferred, or moved up on the
career ladder. 102 of these team mem-
bers advanced via career ladder to the
next position in their respective areas,
providing opportunities for growth and
decreasing turnover.

 Leadership Development and Contin-
ued Education: Annually, SMA offers
multiple opportunities for leadership
development and expansion of skills
through hosting continuing medical ed-
ucation (CME) sessions and offering an
ADEPT Leadership Accelerating Lead-
ership Impact program. The ADEPT
System is a 3-month course designed to
grow leadership skills and support inter-
action with team members from various
programs across the 6-county agency. To
date, 84 employees have completed the
ADEPT program, advancing their leader-
ship skillsand professional devel opment.

Training for Emerging Care Models

The behavioral health landscape is shift-
ing rapidly. The rollout of the 988 Sui-
cide & Crisis Lifeline, the expansion of
integrated care, and the growth of mobile
response teams are reshaping how care
is delivered. Preparing the workforce for
these emerging models requires proactive
adaptable training.

At SMA, innovation intraining includes:

 Clinical Training & Skill Expansion:
Clinicians receive training across multi-
ple program types and clinician special-
ties, tailoring skill development to

see Workforce Solutions on page 41
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|nnovative Training Through Personal Connections:

How a Behavioral Health Podcast | s Transforming Staff Development

By Lori Ashcraft, MSW, MPA, PhD, ITE
Resilience, Inc.

and Patty Blum, PhD, CPRP, ITE
Crestwood Behavioral Health, Inc.

n today’s rapidly changing behavioral

health landscape, frontline staff often

face complex challenges that require

continuous learning, updating skills,
and meaningful guidance from those with
deep expertise. Traditional training for-
mats, while valuable, can be difficult to
attend due to time constraints, shift work,
and the emotional demands of clinical en-
vironments. Recognizing these redlities, a
new and increasingly popular approach to
staff development has emerged: a podcast
designed specifically for behavioral health
professionals.

This unique podcast model begins with
simple but powerful practice—listening.
By regularly checking in with staff across
behavioral health facilities, the podcast
creator identifies pressing needs, recurring
concerns, and emerging topics essential to
daily work. Whether staff are asking for
support with trauma-informed care, burn-
out prevention, recovery-oriented practice,
or evolving clinical trends, their voices di-
rectly shape each episode.

Once a training need is identified, the
podcast bringsin expert guests from across

the behavioral health field. These leaders,
clinicians, researchers, and peer specialists
share practical insights and real-world ex-
perience that staff might otherwise never
have access to. What results is a learning
experience that feels personal, energizing,
and deeply relevant.

The podcast format itself is part of the
innovation. Staff can listen during com-
mutes, breaks, or quieter moments on the

job—turning training into something flexi-
ble, accessible, and even enjoyable. Rather
than sitting through long lectures or nav-
igating dense materials, they can engage
in meaningful conversations that speak
directly to their professional lives.

Beyond the convenience and quality of
content, the podcast includes an import-
ant feature that elevates its impact: each
episode provides continuing education

(CE) certification. This alows employees
to meet their training requirements while
learning in a way that truly resonates with
them. By blending expert knowledge with
easy access to CE credits, the podcast
bridges the gap between professional de-
velopment and everyday realities of be-
havioral health work. Accompanying each
podcast is a resume of each guest, giving
viewers a chance to get to know the pre-
senters on adeeper level. It dso includes a
narrative about the implications of the con-
tent and followed by three peer-reviewed
references that give the viewers a way to
easily find other peer-reviewed material
that can expand their exposure to the topic.

In an environment where staff support,
education, and retention are critical, this
podcast stands out as a model of creative
and practical innovation. It honors the ex-
pertise of those in the field, gives them di-
rect access to leaders they may never meet
in person, and turns learning into a dynam-
ic, ongoing conversation.

Want to Try This at Home?
Here's the Formula.

First, know that thisis not an expensive
process. It's conveyed through Zoom links
with easy access for viewers. It can

see Podcast on page 43

I nvesting from page 13

The training focused on routine risk
screening, structured assessment, and clear
response workflows.

“Clinicians had a roadmap when a pa
tient was struggling,” Hallman said. “They
had shared tools and clear expectations
that reduced uncertainty and improved
safety. These courses boosted provider
competency, strengthened documentation,
and aligned roles, protocols, and responses
across the system.”

This same commitment to preparation
and excellence guides Family Care Cen-
ter's work in emerging treatment modal-
ities. As interventional psychiatry grows,
Family Care Center hasinvested in arigor-
ous TM Straining program that blendsclin-
ical precision with compassionate delivery,
helping patients achieve outcomes that are
higher than national averages. The god is
to ensure that every person receives con-
sistent, high-quality care, no matter which
clinic they walk into.

How to Build a
Culture of Continuous
Learning and Support

Workforce development should be
more than a checkbox; it must be em-
bedded in an organization’s culture. By
fostering an environment that prioritizes
ongoing learning, mentorship, and clin-
ical excellence, organizations support
both clinician well-being and patient out-
Comes.

Key elements of a supportive, continu-
ous-learning culture include:

* Protected time for learning and skill
development for clinicians at all career
stages

e Supervision, mentorship, and consul-
tation groups that offer guidance and
reflective space

¢ Clear pathways for advancement and
specialization to encourage professional
growth

¢ Peer collaboration across clinics and
disciplines to share knowledge and best
practices

* Integration of measurement-informed
care across the system

* Recognition and celebration of clin-
ical excellence to reinforce high stan-
dards and motivate teams

When organizations intentionally de-
sign training and support structures in this
way, clinicians feel more confident, capa-
ble, and engaged. For providers managing
increasingly complex cases, acute symp-
toms, and rising expectations for timely
care, this support is critical. Continuous
learning transforms what can feel like an
unsustainable workload into a more man-
ageable, collaborative practice. The result
is reduced burnout, stronger job satisfac-
tion, and the sustained capacity to deliver
high-quality, compassionate care at scale.

Sarah Grey is Chief People Officer at
Family Care Center. For more informa-
tion, visit fccwellbeing.com.


https://behavioralhealthnews.org/
https://www.crestwoodbehavioralhealth.com/
https://fccwellbeing.com

PAGE 20

BEHAVIORAL HEALTH NEWS ~ WINTER 2026

Strengthening the Behavioral Health Workforce

Through Upstream Overdose Prevention

By Stephanie Simons

MSW Intern, Zero Overdose
MSW Candidate, Saint Mary’s
University of Minnesota

came to this work with a personal un-

derstanding of how overdose affects

families and communities. | lost my

brother to an unintentional fentanyl
overdose two years ago after he took a pill
that he believed was oxycodone, given by
someone hetrusted. The loss reshaped how
| understood vulnerability and the urgency
of prevention. My experience ties directly
to the needs of the behavioral health work-
force. Providersare navigating an overdose
landscape whererisk is no longer confined
to long-term substance use. Many overdos-
es occur in moments of pain, instability, or
emotional overwhelm, and the workforce
is expected to address these shifting risks
while balancing compassion, clarity, and
clinical responsihilities.

The drug supply has changed in ways
that make prevention even more critical.
Counterfeit pills are often manufactured
to look identical to legitimate prescrip-
tions yet contain fentanyl in unpredictable
concentrations. Many individuals who
overdose are unaware they have taken
fentanyl. This reality means risk extends
to anyone who takes a non-prescribed pill

during a stressful or vulnerable moment.
Behavioral health providers play an im-
portant role in addressing thisrisk through
education, conversation, and proactive
safety planning.

Through my MSW training and clinical
exposure, | have seen how often people do
not view themselves as being at risk for
overdose. Some are managing emotional
distress or physica pain. Others are navi-

gating instability at home, school, or work.
At the same time, many providers are un-
sure how to talk about overdose unless
someone openly identifies with substance
use. Hesitation makes sense. Providers
want to avoid causing shame or fear. Si-
lence becomes common, and silence often
signals that overdose is off-limits as a top-
ic. When overdose is avoided, prevention
gets missed.

Upstream overdose prevention brings
these conversations into routine care. At
Zero Overdose, | support a model that
blends Motivational Interviewing with
Overdose Safety Planning. This approach
helps individuals identify warning signs,
high-risk situations, coping strategies, and
concrete steps to stay safe. The goal is not
to assume someone will use substances.
The god is to recognize moments when
pressure, pain, or emotional overwhelm
might create risk and to offer a grounded
plan that protects health and dignity.

A simple example of how this sounds
in practice is. “l want to make sure you
feel supported in staying safe, especialy
during times when pain increases or life
feels overwhelming. Many medications
that circulate outside of pharmacies are
contaminated with fentanyl without peo-
ple knowing. If there were ever a moment
when you felt tempted or pressured to take
something not prescribed to you, | would
want you to have a plan that keeps you
protected. Would you be open to talking
through a few strategies together?’

The tone remains calm, respectful, and
partnership oriented. The person keeps
control of every decision. The provider of-
fers information without judgment.

Strengthening the behavioral health

see Overdose Prevention on page 45
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Addiction, Treatment and the Evolution of Therapeutic Communities:

The Legacy of Dr. David A. Deitch

By Liliane Drago, MA, Master CASAC,
MAC, Vice President of Training
Outreach Development Corporation

avid A. Deitch, PhD, is one of

the most influential figures in

the modern history of addiction

treatment. A clinical and social
psychologist, he currently holds the title
of Emeritus Professor of Clinical Psychi-
atry at the University of California, San
Diego, where he founded the Center for
Criminality & Addiction Research, Train-
ing, and Application (CCARTA). Through
a career span of more than 45 years, Dr.
Deitch has helped shape both policy and
practice, working across academic, gov-
ernmental, and nonprofit sectors to build
systems of care for people with substance
use disorders.

A co-founder of Daytop Village and for-
mer Senior Vice President and Chief Clin-
ical Officer of Phoenix House, Dr. Deitch
played a key role in developing the ther-
apeutic community (TC) model, one of
the most influential and controversial ap-
proaches to addiction treatment in the 20th
century. He has consulted for the United
Nations, chaired national commissions
under two U.S. Presidents, and authored
foundational training materials still used
across the field today.

Liliane Drago with Dr. David Deitch

| worked with David at Phoenix House,
when he was its Chief Clinical Officer and
| was the National Training Director. To-
gether we worked on both preserving and
updating the therapeutic community model.

This article brings together two in-depth
explorations of therapeutic communities
and addiction recovery, grounded in an ex-

tended conversation with Dr. Deitch. The
first section delves into the nature of ad-
diction and the second traces the origins,
evolution, and philosophical tensions of
the TC model through the lens of hislived
and professional experience.

Together, these reflections offer insight
into treatment practices that have shaped

the lives of countless individuals. They
also raise critical questions about what we
preserve, what we revise, and how we en-
sure that healing remains at the center of
al our efforts.

The Enduring Puzzle of Addiction:
Genetics, Trauma, and the Human Condition

As we continue to grapple with addic-
tion in the U.S,, it's easy to assume that
advances in science and psychology have
brought us closer to a solution. But for Dr.
David Deitch, alifelong observer and prac-
titioner in the field, the hard truth remains,
we may not be much closer than we were
a century ago.

“l don't think there's any place in the
world wherewe' vereached atruly rational,
problem-solving approach to addiction,”
Dr. Deitch reflects. “We till don’t have a
widely accepted or conclusive understand-
ing of the roots of substance overuse. The
same themes, circumstance, chemistry, and
plain accident, have been with us for hun-
dreds of years.”

While today’s practitioners may be more
attuned to the nuances of substance use
than in decades past, Dr. Deitch points to
one enduring truth: the role of genetics.
“There’s avulnerability that runs through

see Dr. David Deitch on page 45
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Westchester County Develops“ Lives Forward” Program - Providing

Mental Health and Addiction Peer Training for Justice-lnvolved I ndividuals

By Joseph A. Glazer, Esq.
Deputy Commissioner
Westchester County Department
of Community Mental Health

he philosopher Sgren Kierkeg-
aard said, “Life can only be un-
derstood backwards, but it must
be lived forwards” Few things
illustrate this better than using one's lived
experienceto support another person seek-
ing recovery from co-occurring disorders.
Now formally recognized as “peer” sup-
port, this approach allows individuals who
are successfully navigating their own re-
covery to share their insights and achieve-
ments to guide others on their journey.
The Federa Substance Abuse and Mental
Health Services Administration (SAMHSA)
highlightsthe value of peer support in recov-
ery: “Peer support workers are people who
have been successful in the recovery pro-
cess who help others experiencing similar
situations. Through shared understanding,
respect, and mutual empowerment, peer
support workers help people become and
stay engaged in the recovery processand re-
duce the likelihood of relapse. Peer support
services can effectively extend the reach of
treatment beyond the clinical setting into
the everyday environment of those seeking
asuccessful, sustained recovery process.”

Lives Forward graduation for thefifth cohort of students,
held in early December in the Westchester County jail.

Co-occurring disorders (the simultane-
ous presence of mental health and sub-
stance use disorders) can be complex and
challenging to treat. Treatment systems are
often misaligned, requiring individuals to
navigate a range of service providers and
treatment approaches. Individuals with
lived experience can play a vita role in

supporting others on their recovery jour-
ney. Both the New York State Office of
Mental Health (OMH) and the Office of
Addiction Servicesand Supports (OASAS)
have established certification protocols to
ensure that well-trained paraprofessionals
serve as Peer Specidists (mental health)
and Recovery Coaches (addiction).

The value of peerswith lived experience
is recognized throughout the treatment
world. Hospitals, residentia providers,
outpatient clinics, mobile crisis teams and
more are all seeking trained, certified peers
to incorporate into their systems of care.
The NYS Offices of Mental Health and
Addiction Services and Supports are incor-
porating peer services into their licensed
programs.

Lived experience can, and frequently
does, include contact with the criminal jus-
tice system, often intertwined with co-oc-
curring disorders. Research shows that 30-
50% of incarcerated people have, or had,
significant co-occurring disorders, with an
additional percentage being diagnosable
with one or the other. According to SAM-
HSA (2020), there are lower rates of men-
tal health disorders and SUDs within the
community than compared to rates within
incarcerated people. Another statistic re-
ported from the National Survey on Drug
Use and Health (NSDUH) found more than
9 million adults meet criteria for a mental
illness and substance use disorder simulta-
neously. Ancther report from the Bureau
of Justice Statistics (BJS) (2017) reported
that 42% of state prison inmates along with
37% of federal inmates meet criteriafor a
co-occurring disorder.

see Lives Forward on page 44

Turning Data Inward: Predictive Analyticsfor Early Burnout

Prevention in the Behavioral Health Workforce

By Curtis Forbes
CEO and Founder
MustardHub

urnout doesn't announce itself.

It shows up discreetly in co-

py-paste patient notes, rushed

treatment plans, and quiet com-
plaints to colleagues on a longer-than-it-
should-be lunch break. Team morale starts
to dump even before they quit, and it gets
worse when remaining clinicians inherit
their workload. By thetime leaders seethe
physical signs of exhaustion, the clinician
is already out the door.

Leaders fed blindsided, but the signs
were always there. In a recent study from
the American Psychological Association
(APA), 52% of surveyed psychologists say
their patients have more severe symptoms
now than they did ayear ago, and 26% say
they see more work now than 12 months
prior. The heavy case load and emotional
toll inevitably wreak havoc on their men-
tal health.

But the signs are also in the minutiae of
employee data — calendars, payroll, HR
systems. With the right tools, healthcare
leaders can analyze employee data from
inputs across the business and use the in-
sights to detect burnout before it becomes
turnover.

The Cost of the Burnout Crisis

Burnout isn't something to grin and bear.
It has massive repercussions on the effi-
ciency of your health system, the quality of
patient care, and your bottom line.

A single exit can add up to thousands
of dollars when you calculate the time
and money it takes to recruit, hire, train,
and certify new talent. Data from a Next

Gen Hedthcare and Behavioral Health
Business white paper highlights that staff
turnover costs about $7,600 per physician,
estimating a $270,800 a year hill for the
average hospital that experiencesa 1% in-
crease in registered nurse turnover costs.
And then there's the indirect costs, like
lapses in patient care. Disconnected em-
ployees take weeks to do tasks that used
to take minutes. Their favorite patients

become just another responsibility, and
they're less engaged in session. What's
worse, patients feel this disconnect. The
more mental health providers become
checked out, the more they risk compro-
mising the quality of patient care.

Costs start racking up at the first sign of
overwhelm. That'swhy it's essential to get
ahead of it. To detect burnout and signs of
disengagement before they even happen.

Turning Analytics Inward
to Spot the Signs

Healthcare providers use data from
multiple systems to monitor patient prog-
ress and improve health outcomes. When
a patient’s anxiety scores spike, providers
intervene. When sessions are consistently
missed, they reach out. When symptoms
plateau, they change approaches.

This data-driven vigilance has become
standard practice for patient care — track-
ing subtle indicators, spotting warning
signs early, acting before crisis hits. Yet
organizations rarely turn this same analyt-
ical lens inward to support their own cli-
nicians. With the right analytics, leaders
will be able to tell if the psychologist who
seems dedicated on the outside is just go-
ing through the motions.

see Predictive Analytics on page 37
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Strengthening the Behavioral Health Workfor ce:

L eadership Strategiesfor a System in Transition

By Sarvesh Mohan, CPHQ, CPPS,
CHFP,PMP
Healthcare L eader

cross North America, health-

care executives are facing a

reality that can no longer be

ignored: the behavioral health
care workforce is stretched thin, uneven-
ly distributed, and increasingly over-
whelmed by the growing complexity of
patient needs. The demands of mental
health and addictions care have surged,
while traditional models of training, staff-
ing, and service delivery have struggled to
keep pace. What emerges is a clear mes-
sage to system leaders: strengthening the
behavioral health workforce is no longer a
project; it is a strategic imperative that re-
quiresinnovation, coordinated action, and
courageous leadership.

Workforce Under Pressure

The past decade has revealed deep
cracks in the behavioral health workforce
pipeline. Recruitment has failed to meet
service demand, especialy in rural and
northern regions. Burnout among clini-
cians, from psychiatrists to social work-
ers to addiction counsellors has become
commonplace. Many teams work under

chronic staffing gaps that compromise
continuity of care and create a cycle of
turnover.

At the same time, the needs of patients
are becoming more complex. Comorbidi-
ties, trauma histories, substance use, social
isolation, and homel essness often intersect.
Traditional one-to-one models of care are
no longer sufficient, and providers need

new competencies in trauma-informed
care, cultural safety, crisis de-escalation,
digital technologies, and interprofessional
collaboration.

For healthcare |eaders, this moment calls
for more than incremental improvements.
It requires system-level strategies that re-
shape how we attract, retain, train, and sup-
port the behavioral health workforce.

1. Transforming the Talent Pipeline

The first priority for leaders is rebuild-
ing the workforce pipeline in a way that
acknowledges modern realities. For years,
behavioral health careers have been posi-
tioned as emotionally demanding with lim-
ited growth opportunities. A stronger value
proposition is needed.

Reframing Behavioral Health Careers -
Executivescan reposition behavioral health
roles by emphasizing advanced practice
opportunities, leadership pathways, and
exposure to innovative care models. Re-
cruitment messaging should highlight
professional autonomy, the meaningful na-
ture of the work, and opportunities to lead
transformation efforts.

Reducing Barriers to Entry - Strategic
partnerships with universities and col-
leges can expand enrollment in social
work, counseling, nursing, and psychol-
ogy programs. Hospitals and health au-
thorities can also advocate for accel erated
bridging programs, micro-credentialing,
and competency-based training that fast-
tracks qualified candidates into the work-
force without compromising quality or
safety.

see Leadership Strategies on page 43

Using Trauma-Informed Supervision and Reflective Practice

to Navigate Countertransference and Vicarious Trauma

By Marc Liff, LCSW ACSW
Senior Clinical Social Worker
SUNY Downstate Health Sciences
University Special Treatment

and Research Program (STAR)

ost mental health profes-

sionals currently engage or

have engaged in supervision

during their careers. Some
view this as a chore to be completed as
soon as possible during the week. Some
view supervision as an opportunity to
learn and grow professionally. Some
see this as only an administrative task
where the “numbers’ are examined. Un-
fortunately, many supervisees do not
view supervision as a venue to raise
countertransference or vicarious trauma
issues that they may be experiencing for
fear of being judged, ridiculed, deemed
incompetent, shamed, or other reasons.
Often, thisis the result of a supervision
environment that feels unsafe or untrust-
worthy to the supervisee. Implementa-
tion of trauma-informed principles into
supervision can provide a remedy for
this as well as allow for reflective prac-
tice to effectively occur between the
supervisor and supervisee within the
context of countertransference and vi-
carious trauma.

Trauma-Informed Supervision

In regard to traumarinformed super-
vision, Knight (2018) states “The basic
requisites of trauma-informed supervision
include knowledge of trauma and its ef-
fectson clients, indirect trauma, core skills
of clinical supervision, and core precepts
of trauma-informed practice and care”
(P18). Safety, trust, choice, collaboration,

and empowerment make up the five main
principles of trauma-informed supervision
(Knight, 2018; Knight, 2018; Narouze, et
al. 2023; Berger and Quiros, 2014; Var-
ghese et al. 2018). “Mirroring principles
of trauma-informed direct practice, central
to supervision for such practiceis creating
a supervisory environment that promotes
emotional and physical safety, trustwor-
thiness, choice, collaboration, and em-

powerment” (Varghese et a. 2018, P. 4).
Hurless (2024) indicates that a supervisor
who practices trauma-informed principles
aswell as supervision through the perspec-
tive of traumamay provide benefits for the
supervisee especialy those experiencing
countertransference or other issues.
Trauma-informed supervision is sup-
ported by the principles of safety, trust,
choice, collaboration, and empowerment.
In terms of safety, the supervisee should
feel safe enough to openly share the ex-
periences, thoughts, and feelings that are
present and the supervisor should be cogni-
zant of the factors needed to make the en-
vironment feel safe (Narouze et a, 2023).
Trust builds and grows when the supervi-
sor ensures that professional boundaries
are maintained in the supervision session,
expectations are clear, and the supervisor
has been consistent in professional behav-
ior, reactions, and feedback (Narouze, et al.
2023). Choice is formed when supervisees
have an active part to play in identifying
options, alternatives, and choices in which
to apply in their work with clients (Berger
and Quiros, 2014; Narouze, et a. 2023).
Collaboration occurs when the supervisor
works with the supervisee in identifying
the options and choices which appear to be
the most effective. This helpsto build an

See Supervision on page 46
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An Exclusive Interview with U.S. Soccer Legend Carli Lloyd:

Advice for High School Athletes on Mental Health and Thriving Under Pressure

By Chandler Stone
Mira Costa High School, CA

athletes know pressure like
Carli Lloyd. Across two decades
on the world's biggest stages, she
not only met it, but she also thrived
init. | wanted to know her secret. With two
Olympic gold medals, two FIFA World Cup
championships, sheés a National Soccer
Hall of Fame member, and two-time FIFA
World Player of the Year. She has chal-
lenged gender stereotypes, and inspired
millions of young athletes globally. Most
known for her career with the U.S. Lloyd
has made history earning 316 National
Team Appearances, 134 goals, and 64 as-
sists. Today she brings that same drive and
insight in front of the camera, working asa
TV analyst for FOX Sports, covering men's
and women's soccer for millions of viewers.
| had the opportunity to sit down with
Carli to talk about the toll pressure can
take, how conversations around mental
health have evolved, and what advice she
has for high school athletes, like me, who
are navigating their own challenges.

Chandler: There'soften pressureto ‘tough
it out’ in sports. Was there ever a moment
where you realized strength also meant al-
lowing yourself to feel and reflect?

Carli Lloyd on the U.S. Women’s National Team
c/o 1Sl Photosand U.S. Soccer

Carli: | pushed myself a good portion of
my career. | felt like the space | was in
for severa years didn’'t really give me the
grace of not putting as much pressure on
myself. That was the environment created
within our team was that we had to push,
we had to be strong, and you couldn’t
show any sign of weakness. | feel like it

wasn’t until | got near the end of my career
where | kind of let my guard down alittle
bit and became more vulnerable. | think
there’s a fine balance of pushing yourself
and knowing the situation you're in, but
also giving yourself that grace to know
that it's ok to show some signs of weak-
ness, but | felt like during my time, there

was not a space for me to be able to do
that, because | felt like my spot would’ve
been taken.

Chandler: Were there any specific mo-
ments in your career where you felt that
your mental health was being overlooked?

Carli: | think what's hard is when you get
to the top of somewhere, the expectation
and the pressures that come with it are
really, great. My generation of players,
| would say, you had to get through a lot
of those moments. There were teammates
that doubted me, there were coaches that
doubted me, there were mediaand fansthat
doubted me, all these things throughout
my career, and | just said you know, I'm
going to roll my sleeves up. I’'m going to
work even harder. I'm going to prove the
doubters wrong. | think it's just a different
space now, where people are focusing alit-
tle more on the mental health side, but |
wouldn’t do anything necessarily different
because | think that it hardened me, made
me stronger, made me into the player and
person that | am today. But | don’t think
people realy made an effort to hone in on
people’'s mental health. It was just a dif-
ferent time, a different era, but | embraced
that and fought back even harder.

see Carli Lloyd on page 46

Addressing Nonparticipation in Treatment Courts: The 5 As Framework

By Michael McGee, MD, DLFAPA
President
WellMind Inc.

reatment courts face persistent
challenges with participants fail-
ing to fully engagein treatment or
dropping out altogether. Because
engagement and retention are critical to
public safety and outcomes, treatment
courts must understand why nonpartic-
ipation occurs and how to respond when
it does. This paper summarizes mgjor pre-
dictors of nonparticipation and dropout
and outlines practical principles and pro-
cesses—especially the 5 As framework—
for cultivating engagement and collabora-
tion in treatment court settings.
Nonparticipation is common across
healthcare and behavioral health. Rough-
ly half of patients prescribed psychiatric
medications do not adhere as recommend-
ed, psychotherapy dropout rates hover
around 20%, and treatment court dropout
rates are frequently about 40% (Laranjeira,
2023) (de Las Cuevas, 2023) (Linardon,
2018) (Coy & Estrellado, 2024). Nonpar-
ticipation is consistently associated with
poorer long-term outcomes, higher relaps-
es and recidivism, and greater costs for
individuals and communities (Evans E,
2009) (Shannon LM, 2018). These redlities
underscore the need for treatment courts
to identify participants at greatest risk of

dropout and to use strategies that promote
engagement from the outset.

Participant Contributors to
Nonparticipation and Dropout

Several individual factors reliably pre-
dict nonadherence or premature termina-
tion from treatment programs.

Unemployment and  socioeconomic
stress: Unemployment and unstable work

histories predict lower treatment adherence.
Individuals without steady income often
face housing instability, transportation bar-
riers, and competing demands that interfere
with regular attendance (AhsA, 2012).

L ower education: Lower educationa attain-
ment isassociated with fewer coping resourc-
es, less familiarity with formal systems, and
a more limited understanding of treatment
concepts, dl of which may contribute to con-
fusion or disengagement (SilvaM, 2022).

Severity of addiction and co-occurring
mental illness. Greater addiction severity
and co-occurring psychiatric disorders in-
crease the risk of nonparticipation (Daigre
C, 2021). Severe symptoms, chaotic life-
styles, and hopelessness can make consis-
tent engagement in structured services feel
overwhelming.

Structural barriers and stigma: Non-
participation is also shaped by structural
factors: limited treatment capacity, unsta-
ble program funding, fragmented services,
and stigma—particularly around medica-
tionsfor opioid use disorder (Dickson-Go-
mez J, 2022).

Criminal justice history, motivation, and
perceived program difficulty: Participants
with more extensive crimina justice in-
volvement may experience greater distrust
in systems and anticipate failure. Low in-
trinsic motivation for treatment and percep-
tions that the program is too difficult, pu-
nitive, or irrelevant further increase dropout
risk (Evans E, 2009) (Shannon LM, 2018).

Clinical Factors Affecting
Dropout and Nonparticipation

Many influences on participation lie
within the control of clinicians and treat-
ment teams.

see Treatment Courts on page 49
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Re-imagining Conservator ship:

Recovery and Career Planning Through Peer Support

By JamesA. Ritchie, PhD, CM PSS
Director of Operations

Crestwood Behavioral Health, Inc
Recovery Resilience Solutions

r most young people, career
guidance centers on traditional
roles—doctor, teacher, engineer,
builder. Rarely does anyone tell

a child struggling with a mental health
condition that their experiences might one
day qualify them for a career rooted in
healing, empathy, and shared understand-
ing. Instead, early diagnoses often bring
limitations: internalized stigma, discrim-
ination in schools and workplaces, and, in
some cases, legal intervention in the form
of conservatorship. Under conservator-
ship, individuals may be deemed unable
to manage their own physical, financial,
or routine decision-making needs. While
conservatorship is justified as a tool to
ensure safety and care, few would argue
that the current system represents the most
effective model for supporting long-term
recovery—particularly amid a national
landscape where community-based men-
tal health services remain severely un-
der-resourced.

Thetrue value of a Peer Support Special-
ist (PSS) isrooted not only in formal train-
ing but in the depth of lived experience

|ntegrated Psycho-Oncology: A Mandate for Behavior al

each practitioner bringsto the work. While
the 80-hour certification training defines
our scope of practice, the real preparation
begins years—sometimes decades—be-
fore a PSS ever stepsinto aclassroom. It is
shaped by personal encounters with men-
tal health challenges, the long trajectory
toward recovery, and the resilience forged
along the way. For many, these experienc-
es give rise to the essential question: Why

is this happening to me? Peer Support
reframes that question by offering a pro-
found answer—our lived experiences can
become the foundation for meaningful,
purpose-driven work that supports the re-
covery of others.

The emerging professionalization of
Peer Support offers a critical inflection
point. Since becoming a formally recog-
nized Medi-Ca certifiable discipline in

Cdlifornia on July 1, 2022, Peer Support
has brought a transformative lens to long-
standing challenges in behaviora health.
As highlighted by the President's New
Freedom Commission Report of 2002, in-
tegrating lived experience into care models
improves recovery outcomes and strength-
ens the entire system (Mills et al., 2006).

One of the most innovative applications
of this approach is the Peer Employment
Learning Center (PELC), developed with-
in California, and based on the new cer-
tification standards for the discipline of a
Peer Support Speciaist. Founded on the
belief that all people can recover, PELC
was created specifically for individuas
placed on conservatorship. The model
embraces an essential truth: people do not
need to wait until after conservatorship to
begin building afuture. They can start that
journey while still in care, using their lived
experienceto actively train as Peer Support
Specialists.

A Statewide Investment in Recovery

PEL C operates acrossfive geographically
diverse psychiatric facility settings in Cal-
ifornia—San Diego, Bakersfield, Eureka,
Pleasant Hill, and Fresno/Kingsburg. The
program identifies potential participants

see Peer Support on page 47

Health Leaders

By Dr. Josh Myers, PhD, LPC-S
Co-Founder & CEO
Adjuvant Behavioral Health

r decades, the standard of carein
oncology has prioritized the de-
feat of the disease. While medical
advancements have transformed

cancer into a complex, chronic illness for
many, they have left a significant gap in
clinical responsibility. The redlity is that
cancer is a profound psychological and
systemic crisis, demanding an integrated
response.

This demands an intentional shift in
focus from behavioral heath leaders:
treating the patient’s physical body with-
out intentionally treating the person, their
family, and their emotional landscape is
incomplete medicine. The integration of
behavioral health into oncology, known as
psycho-oncology, is not an optional add-
on; it'saclinical and systemic necessity for
achieving true whole-person cancer care.
This transition requires crucia leadership
and a commitment to operationalizing evi-
dence-based models.

The Crisis of Care: The Unmet Need

The data paints a stark picture of the
immense and often unmet psychological
need in oncology: While many patients ex-
perience distress that warrants clinical in-

tervention, studies show that an estimated
70 percent of cancer patients experiencing
psychologica distress do not receive ap-
propriate behavioral health care (Sharpe et
al., 2014).

Ignoring this distress has critical con-
sequences beyond emotional suffering,
impacting quality of life and survivorship
outcomes. Behavioral health leaders must
understand the full scope of the clinical
imperative, which includes addressing four
major areas of distress:

e Clinical Disorders. The high preva
lence of diagnosable conditions, with up
to 40% of patients meeting criteria for
mood or anxiety disorder during treat-
ment (Shalata et al., 2024). This often
includes depression, generalized anxi-
ety, and cancer-related Post-Traumatic
Stress Disorder (PTSD).

» Existential and Identity Distress:
Cancer disrupts identity, sense of pur-
pose, and life plans. Fear of recurrence

(known as “scanxiety”), grief, and
demoralization are pervasive issues
that require specialized psychosocial
support.

» Financial Toxicity: The immense cost
of cancer care is a recognized stressor
that contributes to psychological dis-
tress, treatment non-adherence, and di-
minished quality of life.

e Caregiver Burden: The crisis extends
to the family unit. Caregivers often ex-
perience significant rates of depression,
anxiety, and physical exhaustion; their
untreated distress can compromise the
patient’s ability to adhere to treatment.
Our mode must inherently treat the
whole family system.

For behavioral health leaders, this per-
vasive unmet need trandates to a clear
mandate: we must close this 70% gap by
moving from reactive, digointed referrals
to proactive, embedded, and technolo-
gy-enabled support.

Actionable Strategies for
Behavioral Health Leaders

To move beyond fragmented care and
champion the whole-person model, leaders
must focus on three core areas:

see Psycho-Oncology on page 41
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Relationships are Defined by How They End:

The Importance of Acknowledging L oss at Work

By Elaine Edelman, PhD, LCSW,
CASAC-Adv., Professor of Practice—
Social Work and Addiction Counseling
Kansas State University

eath, as well as other magjor
losses, is dealt with different-
ly by different agencies and at
different times in the life of an
agency. Our “work family” is often anim-
portant part of our lives, so it isimportant
to realize that dealing with loss at work
sets the tone for how these relationships
are experienced. Mgjor losses at work can
also include an important team member
leaving or even losing a valued program.
In my observation, relationships are often
defined by how they end. Not acknowledg-
ing adeath, or ateam member’s departure,
leaves people without a collective space to
mourn. It begs the question as to wheth-
er we matter to the people we work with
or the agency as awhole. It's all well and
good to have a “staff appreciation day” or
a glowing evaluation, but if the most con-
sequential thing that can happen to us, be-
sides being born, isignored or minimized,
no expression of appreciation can truly be
felt to be valid.
My family recently suffered a sudden
and devastating loss. A beloved cousin,
who had been dealing with renal disease

for years, took a sudden turn for the worse.
My daughter hopped on a plane from
Washington State to New Jersey to see
her, knowing that the end was near. Sadly,
she did not arrive in time. She took some
comfort in knowing that at least she would
be there for the funeral. Unfortunately,
this was during a period when tempera-
tures were in the teens. Since many of my
cousin’'s friends and relatives were in their

seventies, it was decided by her immediate
family to forgo a funeral and have a me-
morial service in a few weeks, when the
weather was more conducive to gathering.
While this was clearly in the best interest
of al involved, my family felt a collective
emptiness. What do we do with all these
feelings of loss? Where were the rituas
that gave us guidance and comfort during
theworst of times? The circumstances dic-

tated how we would collectively mourn
but did not change the hollow feeling. This
event gave me pause to appreciate the im-
portance of collective mourning, of having
astructure to connect, aswell asatimeand
place to experience grief. It also brought
back memories of experiences I've had
at workplaces where grief and mourning
were ignored.

During the pandemic, agencies were
scrambling to do everything they could to
keep everyone safe. | became aware of the
death of ayoung case manager at my agen-
cy. Little was said about the cause of death.
Given the chaos of those early days of the
shutdown, no memorial service was sched-
uled (although a virtual gathering could
have been arranged). | remember the first
Zoom meeting after we learned of their
passing. There was no mention of the death
or moment of silence. The feeling after that
first staff meeting included a lack of clo-
sure and a painful existential question. If
this person’s death would go unacknowl-
edged, would it matter if | disappeared?
Do any of us matter to this organization?

A more egregious example of minimiz-
ing the death of someone occurred at an
agency that employs many peer workers.
One of the peers, who was known to his
co-workers for years, began to deteriorate

see Relationships on page 42

Connecting Wor kplacesto Wellness: Structural Solutionsto Burnout

By Kara Cloud, BA

Team Awareness Workplace
Wellness Project Coordinator
National Council on Alcoholism and
Drug Dependence — Rochester Area

hat percentage of your time

at work is spent connecting

with others? A central ten-

et of behavioral and mental
health care is how we show up matters.
Yet, a desire to care for the wellbeing of
others does not directly trandate to well-
ness among our workforces. The Nation-
al Council for Mental Wellbeing's 2023
survey found 62% were experiencing
moderate or severe levels of burnout. This
trend is not isolated to behavioral health-
care, with a 2021 survey of 238 business-
es across various industries in New York
State finding that half were experiencing
financial loss due to workforce wellness
concerns, and leaders were spending ap-
proximately 39% of their time responding
to these issues, often reactively addressing
crises after they have taken atoll.

These widespread concerns prompted
the U.S. Department of Health and Hu-
man Servicesto rel ease the 2022 Surgeon
General’s Framework for Workplace
Mental Health and Wellbeing, which
identifies Connection and Community
as essential ingredients for workplace
wellness. To understand why connection

is key to workplace wellness, it helps
to consider what burnout entails. The
Maslach Burnout Inventory describes
three components of burnout: exhaustion,
depersonalization, and reduced person-
al achievement. Each component can be
considered an arena of disconnection:
first from one's role, then from others,
and finally from one's sense of self.
Recognizing burnout as disconnection
reveals the path forward: to prevent and
remediate burnout, organizations must

adapt and develop strategies to strength-
en connections in the workplace.

What is Connection

Connection is defined as a verb “to
bring together or into contact so that a
real or notiona link is established,” or a
noun “a relationship in which a person,
thing, or idea is linked or associated with
something else.” While connection in the
workplace can begin with the employ-

ment contract, it reaches far beyond this
initial link and continuously shifts due
to the bidirectional nature of connection.
Examples include how often employees
meet with supervisors and what is typical-
ly discussed, the social norms established
in a case conference, or the expected re-
sponsiveness and degree of helpfulness
of care management team members. The
complexity of these examples demon-
strates why workplace connections are
often implicitly understood, rather than
explicitly addressed. SAMHSA's Toolkit
for Addressing Burnout in the Behavior-
a Hedth Workforce, released in 2022,
highlights two often overlooked examples
of connection in the workplace: organiza-
tional culture —the way work is completed
based on shared norms, and organizational
climate — the way employees perceive the
overall work environment. Organization-
a culture describes how things are done,
while climate reflects how it feels to work
within the organization. Connections play
avital role in shaping culture and climate,
showing up as shared norms, group per-
ceptions, and overall environment.

Connection as a Structural Intervention

Commonly, workplace health promotion
programs aim to address individual em-
ployees by offering support in making

see Connecting on page 44
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Healing at the Sour ce:

How Tribal NationsAre Redefining Substance Use Disorder Treatment

By Douglas M. Leech
CEO
Ascension Recovery Services

bstance use disorder (SUD) has

taken a devastating toll on the

ation's Tribal Lands, yet Tribal

ations are confronting the crisis

with courage, creativity, and cultural wis-

dom. Native communities carry a dispro-

portionate burden of addiction and mental

health challenges while facing some of the

most limited access to care, particularly

culturally relevant care that honors the
spiritual dimensions of recovery.

To bridge this gap, Tribes are forging
their own pathways to healing. At Ascen-
sion Recovery Services (ARS), we have
the privilege of partnering with the Pawnee
Nation of Oklahoma on one such effort: a
landmark behavioral health and SUD treat-
ment center. The Pawnee Nation Behavior-
al Health Facility represents more than a
building; it's a declaration that lasting re-
covery is grounded in community.

A National Crisisthat’s Close to Home

SUD touches nearly every family in
America, but for Native peoples the im-
pact is especialy profound. Youthin Tribal
communities often begin substance use ear-

The Pawnee Nation Behavioral Health Facility

lier and experience more co-occurring con-
ditions. National surveys show that roughly
41% of American Indian and Alaska Native
adults report either a SUD or mental illness
diagnosis within the past year, far above
the national average. CDC data show that
overdose mortality among American In-
dian and Alaska Native people is now the
highest of any racia or ethnic group at 65

deaths per 100,000 in recent years.

Too often, treatment options are hours
away, under-resourced, and culturally dis-
connected. Traditional Western programs
rarely integrate ceremony, language, or
community healing practices essentia to
Native identity. This leads to lower en-
gagement, shorter retention, and missed
opportunities to change lives.

Why Tribal-Led Solutions Matter

Successful healing solutions must be
shaped by those who understand the root
causes of pain; addiction is no exception.
When Tribes design and operate their own
behavioral hedth systems, they define
what true wellness means. Locally led pro-
gramsrepair trust and allow traditional and
evidence-based methods to coexist.

Additionally, tribally owned health
centers keep economic resources where
they are needed most: within the commu-
nity. Every counselor hired, meal served,
and support contract awarded strengthens
the local workforce and reinforces Tribal
sovereignty.

The Pawnee Nation’s Blueprint
for Healing Sovereignty

The newly completed Pawnee Nation
Behaviora Health Facility isa$22 million
initiative that includes a 26-bed detoxifi-
cation and residential unit, outpatient ser-
vices, and wraparound care for individuals
and families navigating addiction. What
makes the project extraordinary is not
only its cultural design but its financing:
the facility was built at no direct cost to
the Tribe.

see Tribal Nations on page 48

Amplifying Peer Specialistsin the Behavioral Health Continuum of Care

By Jantra Coll, PhD
and Johnell Lawrence, M SW
Vibrant Emotional Health

e have witnessed the ongo-

ing strain on our traditional

mental health care system

over the past five years.
There is a growing need for help across
communities, where help seekers are ex-
periencing nuanced mental health chal-
lenges. From suicidality, stress, bullying,
substance misuse, to family planning, sys-
tems navigation, and relationship woes,
getting access to a mental health service
and making that first appointment can feel
insurmountable.

For many, the process of accessing a
mental health service is even more chal-
lenging during their time of need, due to
lengthy intake processes and changes in
providers. Recent data indicate that our
current national network of healthcare pro-
viders is only meeting 26% of the actual
need, and an additional 6,200 providers
would need to be hired to help aleviate
this shortage.

The pathway to expanding the vital
workforce needed is quite challenging and
might take too long to provide sustainable
relief to the system. Obstacleslikealack of
funding and low reimbursement rates for
services continue to dissuade some pro-
viders from specializing in mental health.

Even earlier in the process, obtaining
clinical degrees or licensure is not aways
possible. Salary disparities across systems
cause many qualified providers to seek out
administrative roles or private sector posi-
tions that may be more flexible and better
for their well-being but are inaccessible for
many of our help seekers.

What remains is an ongoing need for
affirming and accessible services for com-
munities. This is an opportunity to truly
highlight the value and therapeutic bene-

fits of lived experience to carry us through
this gap.

Why Peer Support Is Essential
to Modern Mental Health Care

Peer support bridges the clinical with
the essential by bringing lived experi-
ence, pairing individual s seeking care with
trained advocates who have navigated
similar challenges and can offer guidance
grounded in empathy, trust, and real-world

understanding. At Vibrant Emotional
Health (Vibrant), we have prioritized peer
rolesacrossall servicelines: crisishotlines,
youth education, and family and youth
wellness programming. As an organization
with both deep crisis-focused expertise and
a breadth of preventive programming, we
know how essential it isfor every individu-
al to receive thoughtful and compassionate
care, no matter the trauma or complexity.
To us, this means paving a pathway via a
supportive framework that centers the in-
dividual's expressed needs rather than pre-
scribing treatment at the outset.

Building trust isvital to retention in care.
Therefore, co-creation and collaboration are
vital for the desired outcomes and impact of
services. Task-sharing is a viable option to
meet the needs of our communities and up-
lift essential and valued health workers to
bridge the visible treatment gaps.

Peer specialists are globally recognized
as qualified non-specialists or parapro-
fessionals who can offer low-intensity
mental health support. Instead of relying
on traditional mental health specialists to
provide support, much of the care can hap-
pen within communities, led by those who
have successfully navigated these systems
and thrived.

In the United States, the peer support
role continues to be underutilized due to
the lack of understanding regarding what

see Peer Specialists on page 48
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Meeting the Moment: Addressing the Challengesto Advance

Solutionsfor Mental Health Clinical Trial Recruitment

By Suzanne Harris

Senior Vice President

Marketing and Communications
SubjectWell

ental health has become one

of the most urgent and com-

plex public health challenges

of our era. Today, more than
1 billion people globally live with some
form of a mental health disorder.! Among
young people, the situation is equally con-
cerning: 1 in 7 adolescents experience a
mental health condition during the critical
period of emational, cognitive, and social
development.? Alcohol and substance use
disorders affect an additional 400 million
individuals worldwide,® with prevalence
projected to rise in the coming years as
economic instability, social isolation, and
chronic stress continue to heighten vul ner-
ability.

Stigma is often a large part of why indi-
vidualsdon’t seek diagnosis. Globally, 75%
of those with mental, neurological, or sub-
stance use disorders receive no treatment
at al.* Access disparities are compounded
by gender differences: women are signifi-
cantly more likely to experience depression
and anxiety, while men face higher rates of
early-onset schizophrenia and substance
use disorders. Yet despite the breadth and

depth of the crisis, mental health accounts
for only 2% of domestic government
healthcare spending worldwide.® This glob-
al deprioritization creates a disconnect that
leaves millions without support.

The consequences reverberate far be-
yond emotional well-being. Mental health
conditions now account for more years
lived in poor heath than cardiovascular
disease, respiratory disease, diabetes, kid-

ney disease, and cancer combined.® They
aso intensify the difficulty of treating
nearly every chronic illness, compounding
healthcare needs, complicating clinical de-
cision-making, and driving higher utiliza-
tion of healthcare resources. Because men-
tal health influences the trgjectory of so
many other conditions, improving mental
health outcomes is not only a clinical im-
perative but afoundational step in reducing

the global burden of disease.

Against this backdrop, clinical research
holds immense promise. New treatment
modalities—including digital therapeu-
tics, precision psychiatry approaches, neu-
romodulation tools, and next-generation
psychopharmacol ogy—offer opportunities
to transform care. But these innovations
cannot move forward without success-
ful clinical trias, and mental health trials
face some of the steepest recruitment and
retention challenges in medicine. Under-
standing and addressing these obstacles is
critical to developing more effective thera-
pies and improving the lives of thoseliving
with mental health conditions.

Why It's So Hard to Recruit
for Mental Health Trials

Recruitment and retention for mental
health studies present distinct complexities
shaped by human experience, clinical vari-
ability, and operational realities. Unlike in
other therapeutic areas—where symptoms
often follow clearer biological pathways
or where patients are already embedded in
structured care systems, mental health tri-
als must navigate layered barriers that in-
fluence willingness, eligibility, and ability
to participate.

see Recruitment on page 51

The Impact of Peer-Based Storytelling on Wor kplace Mental Health

By Maggie G. Mortali, MPH
and Jennifer Da Silva, MPA
NAMI-NYC

AMI-NYC participant reflec-
tions illustrate why a peer-
based approach matters. One
participant shared that they did
not know anyone in their life who had ex-
perience depression and that hearing apeer
speak made them fedl lessisolated, saying,
“l don't have anyone who has depression
around me, so hearing from you makes me
fed like I'm not alone” Another partici-
pant said that the presentation gave them
new language to use with family mem-
bers, stating “ Very powerful and brave.
This presentation has given me more di-
alogue on how to approach mental health
with family.” These reactions are common
across workplaces and demonstrate why
storytelling can reach employees who may
not engage in traditional training.
Workforcewellbeing isaproven contrib-
utor to productivity and retention. National
estimates suggest that disengagement and
unaddressed mental health concerns result
in substantial losses each year (Gallup).
Individual skill building is important, but
individual level strategies work best when
managers and senior leaders reinforce
healthy expectations and model open com-
munication. For this reason, NAMI-NYC
applies to a public heath approach that

Peer-based storytellingiscritical to individual recovery and creating
healthier workplace environments. Centering lived experience,
NAMI-NY C community member Sabrina sharesabout her
mental health challenges as well astheloss of her son to suicide
at NAMIWalksNYC + Mental Health Street Fest 2025.
Credit: By Veronica Photography

addresses the individual, interpersonal,
and organizational levels of a workplace.
Peer-based presentations and storytelling
are part of this framework.

Peer support refersto arange of activities

and interactions among people with shared
experiences of living with a mental health
condition, substance use disorders, or both
(SAMHSA). This shared experience in-
creases trust and helps normalize conver-

sations about mental health. NAMI-NYC's
peer-based programs, including In Our
Own Voice, Ending the Silence, and Fami-
ly & Friends, often serve as a starting point
for employers seeking to invest in their
workforce. Each of these presentations can
be customized to specific workplaces from
hospitals and universities to community
organizations and Fortune 500 companies.
Many employersincorporate peer-based el-
ementsinto larger training series, including
sharing stories of lived experience or inten-
tionaly offering time for meaningful dis-
cussion among attendees during sessions.

These presentations hel p shift workplace
culture by creating space for vulnerabil-
ity and shared understanding. At a mul-
tinational beauty company, NAMI-NYC
delivered a five-part workplace resilience
training series. Senior leaders began each
session with their own stories about burn-
out and recovery. Employees reported that
hearing these personal experiences in-
creased their trust and their willingness to
discuss mental health more openly. Asare-
sult, the company expanded both individ-
ual level wellbeing programs and broader
organizational initiatives.

Peer-based presentations and storytelling
also increase help-seeking and help-sup-
porting behaviors. This recognition reduc-
es hesitation to speak up or access support.
After aNAMI-NY C presentation,

see Peer Storytelling on page 52


https://behavioralhealthnews.org/

BEHAVIORAL HEALTH NEWS ~ WINTER 2026

PAGE 29

Keeping Cliniciansin Private Practice:

Al’sRolein Sustaining the Behavioral Health Workforce

By Jonathan Seltzer
CEO
SimplePractice

he behavioral health workforce is

under strain as demand for men-

tal healthcare continues to accel-

erate. Over one third of the U.S.
population livesin aMental Health Profes-
sional Shortage Area as of 2024. Private
practice clinicians are central to serving
these communities, offering a low-cost
model for inpatient behavioral health care
by avoiding the corporate overhead that
inflates costs in larger health organiza-
tions. Yet rising administrative demands
threaten their sustai nability.

Recruiting new clinicians won’'t solve
this. Retention depends on ensuring exist-
ing practitioners have the autonomy and
support they need to remain in practice,
deliver high-quality care, and manage the
administrative tasks that increasingly con-
sume their time. As these pressures grow,
supporting the day-to-day realities of prac-
tice has become just as critical as support-
ing clinical decision-making.

In addition to enabling several useful
tools in the provision of care, thoughtful
use of Al and technology can preserve what
makes private practice work by reducing the
administrative load, maintaining clinician

autonomy, and creating more time for deep
client relationships this model is defined by.
These tools create the stability clinicians
need to remain in practice, protecting ac-
cess to care, and supporting the long-term
strength of the behavioral health workforce.

The Private Practice Trade-Off

Most behavioral health professionals op-
erate solo or small group practices. Unlike

practitioners in large systems, they handle
every business task themselves. Working
independently allows them to control their
schedule, maketheir own clinical decisions,
and build long-standing therapeutic rela
tionships within their communities. These
relationships often deepen over years, giv-
ing clients consistency and trust that can be
harder to achieve within more consolidated
care environments. This model is power-
ful, but it comes with a trade-off.

Administrative responsibilities required
to maintain a private practice continue to
grow verifying insurance eligibility, fol-
lowing up on claim denials, completing
credentialing requirements, managing
scheduling and cancellations, and keeping
up with documentation. These non-clinical
burdens chip away at the advantages of
private practice and create tension between
spending time with clients and running a
practice. This in turn drives burnout and
can push clinicians to leave private prac-
tice entirely.

The Cost of Attrition

When a private practice clinician closes
their practice or is less available, the im-
pact isimmediate. Clients wait months for
new care. Therapeutic relationships built
over years vanish overnight. Communities
lose trusted providers they can't replace.
Thisis particularly truein private practice,
where sustained therapeutic connection is
often central to a client’s progress. Losing
that connection can set clients back, derail
momentum, and make care reengagement
more challenging.

Keeping private practice clinicians in
practice is not only a staffing concern, but
acore access-to-care issue. Retaining

see Private Practice on page 52

Telehealth and Its Role in Expanding Wor kforce Capacity

By Temitope Fabayo, BA, MBA-HR
DMC HomeCare

he truth is that accessing health-

care is a part-time activity. There

isthe morning travel, the hour (or

three) you spend waiting in line at
the doctor’s office, the panic call to your
boss about a late report, again. It is not
only anuisance, but it isacolossal waste of
the most precious commaodity of our time
and our working capacity. But what should
happen is that a large portion of this fric-
tion simply disappears? Hello Telehealth,
the mute revolution that is doing much
more than just providing screen-based
care. It essentially adds to our workforce,
puts idle time back to work, and makes
people healthier and more productive at
work. This is not merely one of the tech
upgrades but a release of human potential.

Waiting Room versus Living Room

Consider your last visit to the half-day
check-up of an employee or yourself. The
math is sobering. A 20-minute follow-up to
astable condition may easily take 2-3 hours
of travelling and waiting. Now multiply it
by millions of appointments per year. With
Telehealth, the timeline collapses to just
20 minutes in your office, your home, or
your car during a lunch break. The saving
of timeisinstant and dramatic.

However, the effect is more than a few
hours saved. It's about continuity. A parent
does not need to quit work early to pick
up a sick child, take them to a clinic, and
lose another half day. During a break, they
can consult a pediatrician. An employee
with a chronic illness such as diabetes or
hypertension can undergo fast, frequent
check-ins and not always have to vanish
behind the desk, which will enable them to
better manage their health conditions that
can lead to larger, more damaging crises

later. Telehealth transforms healthcare into
an aspect of life without interrupting the
working day.

The Facts Behind the Disruption

It is not a feel-good theory. The data is
accumulating, with actual returns of work-
force participation and productivity.

The Mental Health Lifeline Study: A
2018 study, involving aseminal study, con-

cluded that patients in telehealth who un-
derwent psychotherapy had significantly
lower levels of absenteeism and presentee-
ism (being at work but not fully function-
ing) than thosein only in-person care. With
mental health support being more accessi-
ble and less stigmatized, as it is available
a the convenience of their homes, tele-
health has directly ensured that people re-
main more engaged and productive at their
workplaces. It addressed the burnout until
it resulted in aresignation.

The Chronic Condition Management
Proof Point: A study in the American
Journal of Managed Care highlighted a
program for patients with complex chron-
ic conditions. With remote monitoring
equipment and frequent virtual visits, the
program achieved a 63 percent reduction
in hospital admissions. To the workforce,
this is a massive development. Reduced
hospitalization results in fewer catastroph-
ic and long-term absences. The employees
remain steady, regarding their treatment
schemes, and more importantly, within the
workplace.

The Integrity Multiplier: A report by the
CDC itself highlighted a significant in-
crease in telehealth use during the pandem-
ic, particularly among populations with a
history of transportation barriers or those

see Telehealth on page 54
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Relapseis Part of Recovery, Shame Shouldn’t Be:

What | Wish More Families Under stood

Chris Cummins
Chief Operating Officer
Laguna Treatment Center

hen someone returns to

treatment after a relapse,

it's often with aheavy heart.

They walk through our doors
carrying the weight of shame, disappoint-
ment, and fear of judgment, not just from
others, but from themselves. Families of-
ten ask, “what went wrong,” and wonder
why their loved one couldn’t “get it right”
thefirst time. But what | wish more people
understood is that addiction is a chronic
relapsing disease.

According to the Nationa Ingtitute on
Drug Abuse, between 40% and 60% of peo-
ple with substance use disorders relapse at
least once. Relapses aren't a sign of failure;
it'sasign that someoneis still fighting. Ev-
ery return to treatment represents courage,
not defeat. | know firsthand that no matter
how long it takes, recovery is always possi-
ble. I've seen it happen time and time again.
Thetruth isthat relapse happens. It'show we
move forward that makes all the difference.

The“Pink Cloud” of Recovery

Individuals in early recovery often feel
on top of the world. They feel confident

they’ll never drink or use again. They're
in what we call the “pink cloud,” or the
honeymoon phase, of recovery. But even-
tually that wears off and old feelings and
triggersreturn.

Consider this: someone who once drank
to cope with loneliness in school may no
longer face that exact trigger as an adult,
but workplace conflict or relationship
strain can reignite the same emotional

need. The brain, conditioned over time,
still recognizes alcohol as a source of re-
lief. Without the right support and lacking
the tools to cope in a healthy manner, that
person islikely to reach for adrink to ale-
viate their distress.

As the COO of an addiction treatment
provider, | know very well that sustained
recovery requires more than just absti-
nence. It means addressing the biological,

social, psychological, and systemic factors
that contribute to relapse, and it requires
ongoing care, support, and understanding.

Because eventually the pink cloud will
fade and the enthusiasm for recovery may
begin to wear down as challenges arise. In-
stead of ignoring it or shaming ourselves or
our loved ones for these feelings, we must
watch for the red flags and have a plan for
what to do next.

When the Warning Bells Ring,
Bealifeline, Not a Judge

Since relapse is a common part of re-
covery, we need to learn to recognize the
warning signs so we can intervene early.
Relapses rarely appear out of nowhere; it
builds slowly, through familiar patterns
and behaviors we can learn to spot.

Take, for instance, someone who starts
dismissing their therapist’s advice because
they “know better,” or refuses aftercare
support because they believe they can do
it alone. That’s not independence; that’s a
sign of denial creeping in.

Isolation is another major red flag. The
“l got this’ mindset might sound strong,
but it's a huge flashing sign of impending
relapse. Recovery doesn’t happen in soli-
tude; it happensin community.

see Relapse on page 53

What It's Really Like Living with Bipolar Disorder

By Hannah Soukup
Graduate
Northern lllinois University

s of 2019, 0.53% of people in

the world are bipolar, accord-

ing to a study from the World

Health Organization. | am one
of them. Living with bipolar disorder isn’t
easy. Scholarly journals document the
symptoms and struggles that come with
this disorder, but they're far from accu-
rate. Common systems include hypoman-
ic and manic episodes, depressive swings,
anxiety, psychosis and the rapid cycling
of emotions. These symptoms often make
it unclear what somebody with bipolar
disorder is actually feeling on a day-to-
day basis.

Diagnosis and Early Struggles

| was diagnosed with bipolar disorder
Il when | was 17 years old. Doctors aren’t
typically supposed to diagnose you until
you're 18, but with the persistence of my
condition, they had no choice.

It often doesn't come out of nowhere.
Many cases are linked to genetics, accord-
ing to astudy from the National Institute of
Mental Health. A close loved one of mine
struggles with bipolar I, further proving bi-
polar disorder is hereditary. | didn't seem
different than other kids until | was about

Hannah Soukup

15. | began engaging in unsafe behaviors
and dealt with a severe eating disorder all
by thetime | was 16.

What scholars seem to forget is that
with bipolar disorder comes increased
urges of substance abuse, unsafe behav-
iors, economic struggles and addiction,
in any form. Furthermore, students with
bipolar disorder are 70% more likely to
drop out of college compared to students
with no psychiatric problems, accord-
ing to the National Alliance on Mental
Health.

Impact on Relationships and Daily Life

| have firsthand seen rapid changes hap-
pen in one's life due to bipolar disorder.
One of my loved ones has gone unmedi-
cated with bipolar disorder for about 10
years how. He has learned to cope with his
disorder, but not without prevalent issues.
He dealt with extreme a cohol abuse, trou-
bled relationships and more just in his ad-
olescence. Medical journals seem to forget
how difficult it is to maintain relationships
when you’ re bipolar, specifically romantic
relationships.

With my own personal relationships, I've
struggled with maintaining a balance be-
tween being codependent on my friendsand
loved ones or completely going off the grid.
There'saconstant voicein my head telling
me my friends and/or loved ones are angry
at me among other things, which makes it
difficult to be stable in relationships.

This wasn’'t mentioned in the textbook
definition of bipolar disorder, wasit?

Finding Balance and Treatment

Although it may sound hopeless, there
are ways to live a fulfilling life with bi-
polar disorder. The most common ways to
combat it are medication treatments, often
using mood stabilizers or antipsychotics,
such as Carbatrol, Lithium and Lamictal, as
well as psychotherapy and lifestyle chang-
es, according to MyDepressionTeam.

| went to therapy on and off for about
five years. | stopped last year as | felt
confident in my ability to cope, and since
then, I’ve learned what triggers hyperac-
tivity and irrational thoughts. Therapy has
helped me tremendously, and although it's
often looked down upon, once the right
therapist is found, it can make a huge dif-
ference. If therapy is not for you, or you
simply don't have access to it, there are
resources out there to help you get better.
For me personally, journaling and animal
therapy have been lifesavers, but there are
lots of healthy coping mechanisms to try.
One is bound to beright for you.

Living with bipolar disorder is not a
straight line. Some days | wake up feeling
unstoppable, and other days, it feelsimpos-
sible to get out of bed. What I've learned
over the years is that neither extreme de-
fines me. They're both part of who | am,
but they don’'t control the entirety of my
story. Finding balance is an ongoing pro-
cess, not a destination.

Breaking Stigma and Building Support

I’ve also realized how important com-
munity is. When you' reliving with amood
disorder, isolation can become your worst
enemy. Reaching out to people, even when
it feels uncomfortable, is one of the most
powerful tools you have. Whether it'sa

see Bipolar Disorder on page 55
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Reaching the Unreachable: Why Human-Centered

Engagement isthe Missing Link in Behavioral Health

By Lauren Barca, MHA, RN, BSN
VP of Quality
86Borders

ehavioral health needs are a ma-

jor driver of overall heathcare

use and yet they are still often

overlooked across the care con-
tinuum. The total health care costs of un-
dertreated behavioral health disorders are
more than $290 hillion each year in the
U.S. aone. When behavioral health is-
sues go unmet or undiagnosed, members
tend to experience more medical compli-
cations, and their care becomes harder to
coordinate. Thismakesit difficult for care
teams to move the needle on engagement
or stability when the behavioral health is-
sues influencing a member's day-to-day
life are not being addressed.

When behavioral heath needs are not
addressed, the entire care ecosystem, in-
cluding plans and providers, often invests
time and resources in ways that miss the
real drivers of instability and rising costs.
Traditional outreach like postcards, auto-
mated calls, and scripted reminders were
never built for members with significant
behavioral health challenges. A reminder
to schedule amammogram or col onoscopy
does not land when someone is managing
severe depression, anxiety, trauma, or the
daily effort required just to function. If a

member cannot reliably get out of bed,
secure transportation, or keep track of ap-
pointments, informational outreach does
not register. The issue is not awareness. It
iswhether the member hasthe capacity, the
readiness, and the trust needed to engage.

The Role of Trust in
Behavioral Health Engagement

Trust is often the starting point for mean-

ingful engagement. Members are more
likely to respond when the interaction feels
personal and grounded in real listening.
Human-centered engagement focuses on
real conversations and thoughtful ques-
tions that help reveal what is happening in
a member’s life. Teams that use relation-
al approaches pay attention to barriers the
member may not say outright, such as un-
treated anxiety that keeps them home, fear
or confusion about the healthcare process,

or the emotional strain of recent events.
These interactions bring forward the rea-
sons behind missed appoi ntments and gaps
in care. When the connection feels genu-
ine, members are morewilling to take steps
toward care. Trust creates conditions for
engagement and stability, and without it,
progressis difficult.

Socia Barriers That Derail Care

Behavioral health challenges often ap-
pear alongside social needs that make it
difficult for members to stay connected to
care. Memberswho are navigating unstable
housing, limited transportation, food inse-
curity, or unsafe environments often strug-
gle to participate in care even when they
want to. Many of these social challenges
commonly co-occur with behavioral health
conditions, creating even more complexity
in how members navigate care. A care plan
cannot moveforwardif it depends on stabil-
ity the member does not have. Daily crises
and unmet basic needs make participation
nearly impossible. Identifying these bar-
riers early through open, human-centered
conversation helps care teams and com-
munity partners understand what support is
needed. Addressing behaviora health and
socia needs together is essential because
they often influence each other.

see Human-Centered on page 47

Using NI AT X Process | mprovement to Enhance Wor kforce

Recruitment, Hiring, Retention & Promotion

By Mathew R. Roosa, LCSW-R
NIATx Trainer, Technical Assistance
Provider, and Subject Matter Expert
Center for Health Enhancement
Systems Studies (CHESS)
University of Wisconsin—-M adison

uch of the focus on quality

improvement in behavioral

health is dedicated to “the

what”, as it focuses on en-
hancing the quality of services through
the implementation and sustainment of
high-fidelity evidence-based practices.
But without also focusing on the process,
“the how”, the capacity for lasting im-
provement is limited.

The NIATx model for improvement, de-
veloped in 2003 at the Center for Health
Enhancement Systems Studies (CHESS)
at the University of Wisconsin-Madison,
builds on a foundation created by process
improvement pioneers from the 1950s.
W. Edwards Deming and others enhanced
manufacturing processes across a range
of industries by understanding that every-
thing that we do is a sequence of steps. a
process. Deming helped us to see that pro-
cessisthe primary driver of the customer’s
experience of quality. While the quality of
the product (the “what”) is important, the
process (the “how”) has the biggest im-

pact on the customer’s experience. As we
applied these concepts to hedlth care, we
came to understand that the patient’s expe-
rience of care was more influenced by fac-
tors such as on-time service delivery and a
provider who engages with and listens to
them, than the actual quality of the clinical
services delivered.

Over two decades, NIATx has advanced
this earlier thinking into a model designed

for substance use services. NIATx has sub-
sequently expanded its footprint across a
wide array of human service settings, as-
sisting thousands of provider systems in
improving their processes using a simple
set of accessible tools.

The four core NIATX tools for improve-
ment:

1.Walk-Through: A role play of the

customer experience conducted by the
change team.

2.Flowchart: A process map of the process
experienced during the walk-through
that builds consensus among team mem-
bers regarding the current process and
potential areas for improvement.

3.Nominal Group Technique: A structured
brainstorming method designed to select
adtrategy to addressthe needsrevealed by
the walk-through and flow chart.

4.PDSA Plan-Do-Study-Act: rapid cy-
cle testing of the strategy selected in the
Nominal Group Technique.

The NIATx model was developed
through research about the traits of orga-
nizations that succeed when implementing
change. An analysis of data from 640 or-
ganizations in 13 industries covering 80
potential contributing factors revealed five
that consistently drive successful change.
These five factors became the five NIATx
principles:

1. Know and understand the customer
2. Fix key problems of leadership

see NI ATx Process on page 54
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Maternal Mental Health in CUNY/SUNY Public

Universities as a Wor kforce Development Strategy

By Paige Bellenbaum, LCSW, PMH-C
Perinatal Mental Health Specialist
and Adjunct Professor

Silberman School of Social Work,
Hunter College

aternal mental health con-
ditions are the most com-
mon complication associat-
ed with childbirtht and the
leading cause of maternal mortality in
New York.2 Perinatal Mood and Anxi-
ety Disorders (PMADS) include depres-
sion, anxiety, OCD, PTSD, and psycho-
sis during pregnancy and up to one year
postpartum. Overal, at least one in five
pregnant and postpartum peoplée® struggle
withaPMAD - while up to 40% of Black
and Brown birthing people®™ experience
these conditions due to structural inequi-
ties and racism. An estimated 75% of all
cases remain undiagnosed and untreated.®
Untreated illness contributes to preterm
birth, low birth weight, impaired bond-
ing, long-term cognitive and developmen-
tal challenges for children, and in severe
cases, suicide and infanticide.” These con-
sequences cost the U.S. an estimated $14
billion annually.®
A core driver of this PMAD crisis is
the shortage of culturaly responsive,
perinatally trained mental health provid-

ers. Expanding access to perinatal mental
health education within New York’s pub-
lic university system offers an achievable
strategy to reduce this gap. Encouraging
all CUNY and SUNY Master of Socia
Work (MSW) programsto offer amaternal
mental health elective would significantly
increase the state’s workforce, improve ac-
cess to specialized care in under-resourced
communities, and help reduce New York's

persistent maternal mental health crisis.

New York's Perinata
Mental Health Workforce Gap

National workforce data reveal a wid-
ening crisis. HRSA's National Center for
Health Workforce Analysis has projected
growing shortages in mental health pro-
viders through 2037. Within this broad-

er workforce shortage, gaps between the
number of adequately trained mental health
providers and the need for such providers
arelikely to similarly widen.

A 2025 report from the Policy Center for
Maternal Mental Health found that 84% of
birthing-age women in the United States
live in areas with a shortage of perinatal
mental health professionals. Nearly 700
counties face high PMAD risk with insuf-
ficient resources, and more than 150 coun-
ties are considered perinatal mental health
dark zones. Kings County and Queens
County—two of the most populous coun-
tiesin New York—rank among the top 15
counties nationwide with the greatest peri-
natal mental health resource needs and the
highest provider shortages. Many low-in-
come rural New York counties have only
oneor no maternal mental health specialist
serving an entire region.

The Policy Center’'s 2025 New York
State Report Card further reflects a fail-
ing grade for the ratio of non-prescribing
maternal mental health providers to births
(5 per 1,000). At the same time, increasing
rates of mothers report their mental health
as “fair” or “poor.”® These findings under-
score the urgent need to expand a work-
force trained to identify, treat, and support
individuals experiencing PMADSs.

see Maternal MH on page 55

Addressing the Needs of the Perinatal Behavioral Health Workforce

By Damali Wilson, PhD,
Rosemonde Pierre-Louis, Esq.,

and Natasha J. Williams, EdD
NYU McSilver Institute for Poverty
Policy, Research and Institute for
Excellencein Health Equity,

NYU Grossman School of Medicine

he behavioral health care work-

force, including mental health and

substance use, is facing mounting

uncertainty at a critical moment.
Under the recently passed, One Big Beau-
tiful Bill, new limits on federal loans will
place strict limitson caps on the borrowing
of future medical students. A proposal has
been put forth to impose stricter limits on
graduate degreesincluding nursing, public
health and social work. This has the po-
tential to deepen long standing shortages
in the workforce, which disproportionately
impact vulnerable populations, including
women and birthing people.

Perinatal mood and anxiety disorders
(PMADS) remain the most common com-
plication of childbirth. During pregnancy
through the first year postpartum, PMADs
impact quality of life such as adherence to
medical care and loss of interpersonal and
financial resources and are associated with
increased medical risk for conditions like
preeclampsia, gestational diabetes, and
preterm birth [Weingarten]. PMADs can
also contribute to substance use disorders

[Weingarten]. Mental heath conditions
are a mgjor driver of maternal mortality
across the U.S,, including New York City,
where according to the Maternal Mortali-
ty Review Committee, mental health con-
ditions are one of the leading causes of
maternal mortality across all racial/ethnic
groups. [Litvak] Nationally, mental health
conditions while prevalent, are most often
undiagnosed and undertreated [Sangtiani].
Pregnant individuals and those of child-
bearing potential make up a large percent-

age of the population [Strid] and address-
ing their mental health needs is critical
from improving maternal health outcomes.

Given these challenges and burden, bold
and sustainable solutions are needed.

Workforce Solutions

One promising approach is expanding
access to education and workforce devel-
opment. In New York State, residents now
have access to the Excelsior Scholarship

for the city and state public colleges and
universities, City University of New York
(CUNY) and State University of New York
(SUNY). CUNY isthelargest urban univer-
Sity system in the United States; over 75%
students of color; over one-third of students
are born outside of the U.S. mainland and
speak a native language other than English
[Office of the New York City Comptrol-
ler]. SUNY is the largest comprehensive
system of higher education in the US; 56%
female and non-binary; 45% students of
color, multi-racial, or international [The
State University of New York]. Full-time
students meeting eligibility requirements
are provided free tuition for Associate's
and bachelor’'s programs, alowing New
Yorkers to earn a degree in mental health
and human services career pathways. This
initiative has the potential to strengthen,
expand and diversify the behavioral health
workforce while improving the lives of
thousands of mothers and families.
Another workforce challenge is inad-
equate wages or student debt related to
training costs. Federal loan repayment
programs (LRPs) are an incentive strategy
to support the recruitment and retention of
behavioral health providers in high-needs
facilitiesor areas, or with underserved pop-
ulations. This includes psychiatrists, psy-
chologists, psychiatric nurse practitioners,
clinical socia workers, and primary care

see Perinatal Workforce on page 38
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L everaging Behavioral Health Consultantsin Integrated Care

to Detect and Triage M enopause in Midlife Women

By Kim Hunter-Bryant, MA,LCSN,PMH-C
Director of Women’sHealth & Wellness
and Behavioral Health Consultant
Covenant House Health Services

he United States is facing an ur-
gent crisis. a significant shortage
of behavioral health professionals
that leaves countless individuas
without the care they desperately need
(Bishop et al., 2024). In this landscape,
optimizing the existing workforce is not
merely a tactical choice; it is a strategic
necessity. One promising avenue for this
optimization lies within primary care set-
tings, where the unique needs of midlife
women navigating the tumultuous meno-
pausal transition are often overlooked.
Midlife women often navigate a chal-
lenging landscape of mental health symp-
toms, including anxiety, mood swings,
cognitive changes, and elevated stress
levels. The complexities of these issues
arefrequently overlooked or misattributed
to other medical conditions. Thisiswhere
the role of the Behavioral Health Consul-
tant (BHC) becomes indispensable. With-
in the framework of the Primary Care Be-
haviora Health (PCBH) integrated care
model, BHCs serve as essential liaisons
between mental health and primary care
services.

Assessment

Intervention Decision

Triage and Follow-Up

INTAKE & SCREENING SUSPICION

PATH A: MENOPAUSE

TRIAGE A: MEDICAL REFERRAL

1. Review PHQ-9, GAD-7

BHC Action: Provide
psychoeducation, CBT, and
Sleep Hygiene.

Warm Handoff to PCP/OBGYN for
medical workup.

2. Hormonal Screening (VMS/Menses

FOLLOW-UP:
Document/Communicate plan to

Changes) Goal: Normalize symptoms. team.
3. Life Context Review ("Love, Work, PATH B: PRIMARY MH
Play, Health") DISORDER TRIAGE B: SPECIALTY BH

DIFFERENTIAL ANALYSIS (Acute vs.

Chronic) Regulation).

BHC Action: Skills-based
intervention (Emotional

Referral to Specialty Behavioral
Health for longer-term therapy.

The Problem: A Menopause
Misdiagnosis Epidemic

The symptoms of the perimenopaus-
al and menopausal transition, which can
span a decade, are notoriously broad and
often mimic primary psychiatric disorders.
Leading clinical bodies note that women
with no history of mental illness may ex-
perience new-onset depression and anxiety
during this time due to fluctuating estro-
gen levels (Massachusetts General Hos-
pital Center for Women's Mental Health
[MGH], n.d.). These symptoms include
intense mood swings, irritability, sleep
disturbance, and concentration difficulties
often described as “brain fog” (Dementia
UK, n.d.; Greene, 1998).

In the traditional, time-crunched prima-
ry care visit, these complaints are often
addressed by focusing solely on the men-
tal health component (Cleveland Clinic,
n.d.). A woman reports low mood and poor
sleep, and the busy Primary Care Provider
(PCP) or OB/GY N may initiate a script for
an antidepressant without taking the de-
tailed psychosocia and hormona history
needed for an accurate differential diagno-
sis. This practice leadsto delayed detection
and inadeguate treatment.

BHCs: The Workforce
Innovation in Triage

The BHC's expertise in brief, focused
assessment and differentiation is the per-

fect solution to this clinical challenge.
Operating under a consultation model, the
BHC is tasked not with traditional long-
term therapy, but with rapid assessment,
behavioral intervention, and effective tri-
age (Robinson & Reiter, 2016).

Targeted Assessment
and Differentiation

When a midlife woman presents to the
integrated care clinic with symptoms like
anxiety or insomnia, the BHC's workflow
isdesigned to quickly differentiate thelike-
ly cause. In addition to standard screening
tools (PHQ-9 and GAD-7), the BHC can
incorporate simple, validated screen-
ers like the Greene Climacteric Scale or
targeted questions regarding vasomotor
symptoms (hot flashes, night sweats) and
menstrual history.

Psychoeducation and
Immediate Intervention

Once a hormonal component is suspect-
ed, the BHC immediately provides psy-
choeducation, normalizing the experience
and reframing the symptoms from amental
health deficit to ahormonal transition. Fur-
thermore, the BHC can implement

see Triage Menopause on page 48

When Wor kforce Strategy Becomes a Finance Problem

By Carter Freeman
Vice President
Western Region, vcfo

very behavioral-health CEO |

work with is watching the same

crisis unfold. They need more

linicians than the market can
supply, and even when they succeed in
hiring, keeping those clinicians becomes
a significant challenge. More than 122
million Americans live in areas where
they might struggle to access mental
health resources if they were to need
support.t

State agencies agree: 43 out of 44 states
responding to a national survey reported
workforce shortages across therapy, psy-
chiatry, nursing, and crisis services.?

The default response is often to ramp up
recruiting or enhance HR programs. Help-
ful steps, but not sufficient. The deeper
work lies within the financial model: how
organizations pay for the workforce they
need, how long they can sustain that work-
force, and what the numbers reveal about
retention and attrition.

In vcfo's work with both community
mental health centers and private clinics,
the same patterns emerge—vacancies lead
to lost revenue and higher costs. Thisis not
just a“recruitment problem.” It is a finan-
cial design issue. HR plays a crucial role,
but so does the CFO.

When Workforce Strategy Shows
Up on the Income Statement

In many behavioral health settings, re-
imbursement rates fall short of what the
labor market demands. Leading behavior-
al-health associationscitelow pay and high
cost-of-living mismatches as key drivers of
the workforce gap.*

Most organizations budget their service
offering first and then attach staffing. To-
day’s environment requires flipping that

thinking to either start with the wage floor
required to attract and retain clinicians in
your market, then build the funding strate-
gy around that number or at least consider
realistic staffing as alimiting factor.
Several states have begun to deploy
Medicaid-based enhancements, loan-re-
payment programs, and rate increases
aimed specificaly at workforce stabili-
zation.* When you build budgets starting
with staff compensation and retention risk,
the hiring plan, reimbursement strategy,

and operational plan become one integrat-
ed model.

Building Workforce Plans
Around Funding Reality

Too many workforce initiatives are bolt-
ed on outside the budgeting cycle. When
finance and HR don’t operate in lockstep,
it puts workforce plans at much greater
risk.

Redl retention dependson itemsthat show
up on a budget: protected supervision time,
ongoing professional development, sched-
ule flexibility, and manageable documen-
tation burdens. The Kaiser Family Founda-
tion guidance on behavioral health burnout
specificaly notes supervision, workload,
and support as key retention levers.®

When staffing plans include those costs
early rather than retrofitting after problems
emerge, they become sustainable instead
of temporary.

Grants, Waivers, and the
“Free Money” That Isn't

Grants and Medicaid waivers frequent-
ly appear as ideal solutions to workforce
shortfalls. But many fail because the over-
head isn't fully accounted for, such as bill-
ing systems, onboarding, IT, supervision,
and compliance.

see Finance Problem on page 53
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Reduce Turnover from page 5

amount of compensation.

On the other hand, pay that is too low
and the sense that one is not being valued
can lead to financial stress and prompt
workers to look for better-paying jobs. Al-
though increasing wages is necessary, it is
not sufficient. Compensation must be part
of alarger strategy that tackles a variety of
workplace requirements.

How Benefits Support the
Whole Employee

Salary is not the sole reason why people
work; their wellbeing is also at stake. And
the wellbeing of workers is achieved, for
the most part, through benefits that go far
beyond the paycheck (Hallett et al., 2023).
A comprehensive benefits package, in-
cluding health insurance, retirement plans,
training and skill development opportuni-
ties, and adequate mental health support,
sends a powerful message: This organiza-
tion cares about more than just your work-
ing hours. It cares about your life.

Behavioral healthcare workers face
emotional exhaustion and need access to
mental health resources and flexible sched-
uling. The best organizations tend to give
their staff decent accessto that kind of sup-
port. They offer effective Employee Assis-
tance Programs (EAPs). They provide the
type of well-carved-out, family-friendly
policies that help staff balance work and
home. They are the kind of organizations
you want to work for.

According to a 2023 survey by the Na-
tional Council for Mental Wellbeing, near-
ly half (48%) of behavioral health workers
say the impacts of workforce shortages
have caused them to consider other em-
ployment options. Thus, to ease the burden,
they proposed an introduction of moretele-
health options, student loan forgiveness,
and apprenticeship programs. (National
Council for Mental Wellbeing, 2023).

Career Development and Pathways to
Growth and Fulfillment

Career development  opportunities
are strong retention factors. Behavioral
healthcare professionals are typically mo-
tivated by a desire to make a difference
and grow their expertise. When organiza-
tions offer structured training, mentorship,
and advancement opportunities, employ-
ees feel valued and see a future with the
organization.

Professional identity and professional
belonging foster a perception of the job
that is not just a temporary stop on the
way to something else. This perception is
influenced in part by the fact that some
companies have clear career ladders. Some
companies aso offer a variety of develop-
ment programs for their employees. If your
company has both of those things, it is a
relative haven in which to work.

Pipeline Development and Securing
the Future Workforce

To ensure a constant inflow of qualified
professionals, it is not enough to work
on retention. It is equally important to
put in place strong pipeline development

|saac Mawuko Adusu, DHA, MSNPM

strategies. Pipeline development means
attracting, training, and supporting new
behavioral healthcare workforce mem-
bers. Effective pipeline strategies include
partnerships with educational institutions,
internships, scholarships, and community
outreach programs. These initiatives can
directly support the recruitment of under-
represented populations and communities
that typically lack access to behavioral
health careers. Also, it's great that these
communities aren’t just being recruited;
they're also being retained. And finally,
these communities are adding to the di-
versity and cultural competence of the
behavioral health workforce (Hubbard et
al., 2022).

Organizations can work with universi-
tiesto set up practicum placements that af-
ford authentic experience and mentorship.
They may aso offer tuition assistance or
program particulars (e.g., loan forgive-
ness) to reduce the financia barriers that
prevent students from pursuing degrees in
behavioral health. A resilient pipeline not
only renews staff but also reduces burnout
among current employees by eliminating
understaffing.

Integrating Retention and
Pipeline Strategies

Retention and pipeline development
are inextricably linked. High turnover can
dishearten new entrants, while a strong
pipeline can bolster a staffing shortage and
reduce overworked, burned-out staff. Or-
ganizations that align retention with pipe-
line development create a sustainable eco-
system with a steady state of new entrants
and astate of gracefor the career-long staff
(Galbreath, 2025).

How Managers Should Address
Retention Issues

1. Perform Routine Assessments of Em-
ployee Compensation: Benchmark
salaries with regional and sector stan-
dards to ensure you're in the competi-
tive ballpark. Account for cost-of-living
differences and make good use of clear,
trust-building communication around
the rationale for your pay structure.

2. Improve Benefits to Align with Em-
ployee Feedback: Identify the benefits
that employees value most by using sur-

veys and focus groups. Ensure that your
benefit offerings include not only men-
tal health support but also flexible work
arrangements, childcare assistance, and
wellness programs that are relevant to
behavioral hedth professionals. These
are the kinds of benefits most shown to
be directly correlated with workplace
satisfaction and, thus, retention (Nation-
a Council for Mental Wellbeing, 2023).

3. Build Well-Defined Progression Paths:
Create clear progression paths within
your organization, with explicit nuclei of
defined competencies, training prerequi-
sites, and criteriafor promotions.

4.1nvest in Your People: Put money and
resources into developing your employ-
ees. Use well-thought-out programs with
good content and good delivery. Consid-
er investing in the very leadership pro-
grams that are often found to be lacking
in many organizations if you want to re-
tain internal candidates.

5.Create a More Diverse Talent Pool:
Stop trying to hire just people who al-
ready have had the experience of work-
ing in your kind of organization. Use
strategies and tactics that have been
shown to work for building more diverse
talent pools (Galbreath, 2025).

6.Create a Supportive Work Environ-
ment: Administer routine oversight,
support staff in the formation of peer
support groups, and create opportuni-
ties for debriefing sessions to reduce the
likelihood of experiencing burnout. Rec-
ognize and celebrate their contributions
to the workplace to bolster morale and
promote a culture of belonging.

7.Invest in Pipeline Partnerships. Work
with academic ingtitutions, community or-
ganizations, and professional associations
to establish internship, scholarship, and
recruitment initiatives aimed at attracting
diverse candidates (Galbreath, 2025).

8.Use Technology for Training and Sup-
port: E-learning platforms and virtual
mentoring provide accessible and ongo-
ing professional development for al our
teachers.

9.Exit and Stay Interviews. Implement
exit surveys along with the others. Ac-
cording to (Fukui et al., 2025), exit sur-
veys can effectively reveal why employ-
ees leave, helping organizations design
targeted interventions.

10. AdvanceaWork-Life Balance: Support
good employee health by managing rea-
sonable casel oads, flexible scheduling,
and time-off policies that respect the
personal lives of employees (National
Council for Mental Wellbeing, 2023).

Conclusion

The societa wellbeing of the United
States is directly linked to the work of the
behavioral healthcare workforce, which
has an astonishing 40% turnover rate, ac-
cording to National Council for Mental
Wellbeing. Retention and turnover have

two primary drivers: satisfaction and com-
mitment. To increase both, we must im-
prove the pay, the benefits, and the career
development that we offer our staff. These
activities are alist of very good things that
cover the basis for what we need to do to
retain and keep people. However, failing to
do these things will lead to a violation of
the commitment part and increase the turn-
over part. So far, most readers are thinking
to themselves, “Yeah, that's all well and
good! But what about my facility’s bud-
get?” These challenge our organizational
culture in a way that makes us vulnerable
to turnover.

For leadership, ensuring a bright future
requires investments in pay and perks, de-
veloping in-house talent, acknowledging
efforts large and small, and forging collab-
orations that nurture the next generation of
behavioral health practitioners. Such steps
seem elementary. Yet the not-so-obvious
truth is that they aren’'t being carried out
with even a minimal sense of urgency in
most cases.

Isaac Mawuko Adusu, DHA, MSNPM
is a Policy Advocate and Assistant Vice
President of Adult Services at Seven Hills
Foundation, Rhode Island. For more infor-
mation, contact Isaac at |Adusu@seven-
hills.org, ikemawuk@gmail.com, or (774)
823-7151.
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Building the Future from page 8

and retention, especially in underfunded
systems

« Alternative licensure pathways / reci-
procity to reduce barriers for providers
moving across states

» Data & workforce analytics systems
that monitor vacancy rates, turnover
drivers, workforce demographics, and
link them to outcomes

Some of these funding needs and poli-
cy changes are already being piloted or
implemented in some states in response to
behavioral health workforce crises (Hallett
et a., 2023).

Vision Forward and Recommendations

A sustainable and effective behavior-
al health workforce for DD populations
would encompass:

» Clear, competency-based career paths
from DSP to behavioral speciaist to
clinical roles

¢ Integrated telehealth-enabled teams to
extend reach without sacrificing quality

» Ongoing mentoring, supervision, and re-
flective support built into roles

» Staff empowered by decision support
tools to reduce administrative burden

» Engagement of peoplewith DD in work-
force roles and system design

* Policy and funding mechanismsthat sus-
tain workforce investment

To redlize this vision, leaders in agen-
cies, academia, and government must col-
laborate. Pilots and demonstration projects
can test hybrid models, apprenticeship
systems, telehealth innovations, and co-de-
sign training. Simultaneously, data systems
must track workforce metrics and their re-

lation to quality and access outcomes.

If you're part of the IDD workforce
within these systems, you can campaign
within your organization for launching a
small-scale mentorship program or tele-
health adaptation, and commit to co-de-
signing training, programs, and service
improvements with staff and individuals
with DD. If you're aclinician or DSP, you
can advocate for protected supervision
time, access to training, and meaningful
rolesin innovation.

The opportunity is urgent and profound:
with the right investments, we can build
a behavioral health workforce that is not
only resilient, but capable of providing eg-
uitable, effective, and person-centered care
for people with developmental disabilities.

Mark Schwartz
Conclusion

The behavioral health workforce sup-
porting individuals with developmental
disabilities is at a pivotal moment. States
across the country are facing deep short-
ages but also possess robust infrastruc-
ture and the opportunity to implement
forward-looking strategies that strengthen
training, improve retention, modernize
care models, and prioritize lived experi-
ence. With alignment across policy, fund-
ing, and practice, states can build a work-
force that is resilient, skilled, and capable
of delivering equitable, person-centered
care for decades to come.

Mark Schwartz is a veteran workforce
development and IDD programs leader
with more than 30 years of experience ad-
vancing training excellence, staff develop-
ment, and clinical practice standards and
quality of care across behavioral health,
intellectual and developmental disabili-
ties (IDD), and human services organiza-
tions. He started his career working with
teenagers with developmental disabilities
32 years ago and these early experiences
shaped his career trajectory.

As VP of Wbrkforce Development at

Richard Anemone, MPS, LMHC

ICL, Mark oversees a comprehensive
training infrastructure that supports more
than 1,500 employees across clinical and
non-clinical roles. He leads a dedicated
team responsible for designing and deliv-
ering evidence-based, trauma-informed,
and person-centered training programs.
Mark brings a deep commitment to ethical
practice, human rights, and ensuring staff
are equipped to provide safe, compassion-
ate, person-centered care.

Prior to his current role, Mark provided
training that supported adults and children
with developmental disabilities. In these
roles, he worked to strengthen agency-wide
training systems, advanced best-practice
implementation, and supported staff across
behavioral health and IDD programs.

Mark holds a master’s degree in Dis-
ability Studies from the CUNY School of
Professional Studies, where he also served
as an adjunct professor, and a bachelor’s
degree in English from the University of
Connecticut.

Richard Anemone, MPS, LMHC, holds
a master’s degree in psychology and is a
licensed mental health counselor in New
York State. He owns Behavioral Mental
Health Counseling PLLC, a private prac-
tice specializing in gambling addiction,

anger management, intellectual develop-
mental disabilities, and psychiatric disor-
ders. He is also Senior Mice President of
the IDD division at ICL, which provides
comprehensive housing, healthcare, and
recovery services to New Yorkers with
behavioral health challenges. He can
be reached at Richard.Anemone@BM-
HC-NY.com.
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NY State Workforce from page 1

Such investments in higher education
are crucial to building pathways into the
public mental health system. In 2001,
OMH partnered with multiple New York
Schools of Social Work to create a pro-
gram to teach master level students ev-
idence-based mental health practices.
Students in the program receive training
and education in recovery-oriented, evi-
dence-based practices through approved
internships, coursework, and colloquia
More than 5,000 social work students have
completed the coursework for this pro-
gram. In 2023, this program was adapted
for Mental Health Counseling master level
students. Both programs add new schools
every year.

In the last year, OMH partnered with
New York City Health and Hospitals to
create a fellowship program for physician
assistants (PA). While New York has near-
ly 20,000 licensed PAs, only about 2 per-
cent specialize in psychiatry. That's even
though more than 60 percent of PAs report
evaluating mental health conditionsintheir
patients on a weekly basis. The Psychiat-

ric Physician Assistant Career Pathways
Program will provide physician assistants
with the training and experience necessary
to work in the public mental health system.
The first cohort of physician assistant fel-
lows began in September.

Strengthening and growing the peer
and unlicensed support staff is part of the
OMH workforce strategy to address the
impact of population changes in the state.
OMH is creating a credential for mental
health paraprofessionals. The Creden-
tialled Mental Health Support Specialist
(CMHSS) will provide identity, standard-
ization, and specialized training for sup-
port staff who work in the system. The
CMHSS will have multiple levels, creat-
ing a career ladder for unlicensed staff.
Peers are a critical piece of the mental
health workforce. OMH recently awarded
10 grants for $275,000 each to commu-
nity-based organizations. These organi-
zations are tasked with partnering with
grassroots organizations to recruit youth
and family peers to work in their own
communities. The goal is to recruit and
train 150 diverse youth and family peers
across the state.

New York has also become one of seven
additional states joining the youth Men-
tal Health Corps, which is a collaborative
program in schools and communities that
offers young adults a pathway into be-
havioral hedlth careers. This initiative is
designed to build a service-to-career path-
way for 18-t0-29-year-old peers, who gain
experience toward a Youth Peer Advocate
credential and earn AmeriCorps member
benefits.

Strategies to support staff retainment are
asimportant as initiatives aimed at recruit-
ing individuals to the public mental health
system. One of the most effective retain-
ment strategiesis offering free training op-
portunities for the workforce. OMH funds
more than two dozen training platforms
and technical assistance centers. These
platforms provide quality training on var-
ious topics including clinical services,
trauma-informed care, suicide prevention,
cultural awareness, and implementation of
evidence-based practices.

Another imperative part of the OMH
workforce strategy is educating the public
about mental health careers and connecting
career seekers to open positions. To meet

this need, OMH is creating a new work-
force website. The website will alow in-
dividuas to research mental health career
pathways, mental health program settings,
workforce initiatives, and connect to open
mental health positions.

Wages are another important part of
growing the workforce. Governor Kathy
Hochul has shepherded through targeted
inflationary wage increases for communi-
ty mental health providers in each of the
last three years, along with salary enhance-
ments for direct care staff at state-operated
facilities. OMH is also using the flexibility
provided by the state Department of Civil
Service's Hiring for Emergency Limited
Placement Statewide, or “HELPS’ pro-
gram, to streamline hiring.

There is no question that building and
maintaining a strong, dexterous mental
healthcare workforce will take ongoing
commitment and creativity in the years to
come. OMH iscommitted to supporting in-
dividuals who choose to work in the public
mental health system.

Dr. Ann M. Qullivan is Commissioner of
the New York Sate Office of Mental Health.
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Strategic I nvestment from page 10

reinforcing supervisory infrastructure,
and ensuring continuity of care. Togeth-
er, they form the backbone of a support-
ive environment that encourages staff to
thrive within NYC Health + Hospitals
and provide a foundation on which to
expand career pathways, deepen clin-
ical expertise, and promote safety and
trust across behavioral health settings:

» Career Ladders. The system launched
the first cohort of our Social Work Clini-
cal Licensure Program, offering up to 82
Licensed Master Social Workersfreetest
prep and exam fee coverage in exchange
for a two-year service commitment. At
the same time, the Behavioral Health
Nursing Career Ladder has created new
pathwaysfor up to 24 entry-level nursing
support staff to become registered nurs-
es, including tuition support, academic
preparation, and a three-year post-grad-
uation service commitment; since pro-
gram launch 6 months ago, 50% have
already completed prerequisites and ap-
plied to nursing school.

e Strengthening Psychiatric Mental
Health Nurse Practitioner Training:
Launching in January 2026, we will in-
troduce a new program to strengthen the
behavioral health practice of PMHNPs
hired within the past three years. For the
past severa years, NYC Health + Hos-
pitals has partnered with Community
Healthcare Network (CHN) to place and
develop PMHNPs within their advanced
training program. Building on that expe-
rience, we are now establishing our own
internal program. While the rapid expan-
sion of PMHNP programs has helped
increase system capacity nationwide,
there remains opportunities to deepen
clinical training and standardize practice
expectations for new graduates.® To sup-
port this workforce, a new program uses
an 18-week cohort model integrating

Sophie Pauze, M PA

lectures, interactive workshops, and re-
al-time coaching. By equipping our new-
est PMHNPs with enhanced skills and
structured guidance, we are strengthen-
ing their practice and advancing a broad-
er culture shift that affirms and elevates
the role of PMHNPs across NY C Health
+ Hospitals.

* Workplace Safety & Violence Preven-
tion: Violence-prevention initiatives
continue to support both staff safety and
overall morale by enhancing psycholog-
ical safety, strengthening team cohesion,
and increasing the visibility of organi-
zational support.* Through our Violence
Prevention Academy, approximately
1,500 staff have received advanced-lev-
el training—including specialized crisis
communication, de-escal ation skills, and
train-the-trainer preparation that enables
them to return to their units and support
broader learning. Preliminary pre-post
data show statistically significant in-
creases in confidence related to de-esca-
lation skills.

These workforce investments have

Omar Fattal, MD, MPH

sparked a renewed sense of pride and mo-
tivation among behavioral hedth staff.
Clinicians report feeling seen, valued, and
better supported.

Changing the Narrative:
From Shortage to Strength

The gains that NYC Health + Hospi-
tals has made in behavioral health work-
force development offer a model for
strengthening public service careers more
broadly, and our progress is measurable:

* The behavioral health turnover rate
has dropped significantly, now at 8.47%
compared to nearly 18% in 2022, reflect-
ing improved job satisfaction and orga-
nizational stability

» Vacancies across disciplines have de-
clined sharply, most notably in social
work, where the vacancy rate has fallen
to 4.3%, from 12% in 2024, ensuring
continuity of care and reducing gaps

e Our 2024 sociad worker recruitment
campaign, Social Workers Needed

Here, has won a Silver Award for Pur-
pose-Led Campaign of the Year from
Modern Healthcare and Ad Age

NYC Health + Hospitals is demonstrat-
ing what is possible within civil service
systems by centering investment in peo-
ple, aligning workforce strategy with op-
erational needs, and advancing inclusive
hiring and retention practice. Workforce
development is no longer a background
function: itisacentral driver of health sys-
tem performance, equity, and reputation.

Sophie Pauze, MPA, is Senior Director
of Srategic and Impact, and Omar Fattal,
MD, MPH, is System Chief of Behavioral
Health Services at NYC Health + Hospi-
tals. For more information, contact Sophie
Pauze at pauzes@nychhc.org or (347) 675-
8928, or visit the NYC Health + Hospitals
website at www.nychealthandhospitals.org.
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Predictive Analytics from page 22

Using Predictive Analytics
for Burnout Prevention

The good news is, you aready collect
the data you need for burnout prevention
— scheduling patterns, supervision atten-
dance, documentation quality, and even
PTO usage. By connecting employee data
across the organization, behavioral health
leaders can expose invisible burnout trig-
gers they often miss and provide the sup-
port their employees need.

Dataand predictive anaytics allow lead-
ers to move quickly, saving thousands on
rehiring costs and preventing potential pa-
tient neglect. Here's how.

Build human risk profiles to predict
departures - Synchronized employee data
paints a truer picture of the workforce.
Consecutive on-call shifts, a consistent
pattern of Monday/Friday absences, and a
mildly negative sentiment towards the job
can seem negligible at first glance. But pre-
dictive analytics allows leaders to aggre-
gate that data into a profile that highlights
hidden patterns and identifieswhois at risk
of leaving.

Curtis Forbes

Provide benefits that keep them en-
gaged - Armed with dl this data, leaders
get a clearer picture of their enployee as a
whole person, not just a worker. Once they
uncover the patterns in employee need —
noticing, for example, how many arrive late
because of unreliable trangportation, or how
many caregiversin the home — leaders can

offer personalized benefits that fit their life-
style. These meaningful benefits remove
sources of tensionin their personal livesand
allow them to be more present at work.

Develop targeted burnout intervention
programs - According to a 2025 Mustard-
Hub survey, 46% of workers have aready
quit jobs due to feeling disconnected or un-
supported. But 59% are open to their super-
visor intervening if they're at risk for burn-
out. Thisindicates that employees are more
inclined to see intervention as care, not
surveillance. Early, targeted intervention
can stop burnout in itstracks and re-engage
employees on the brink of quitting.

Moving From Insight to Action

Mental health organizations have spent
years perfecting how they track patient
progress while relying on intuition to un-
derstand staff well-being. The result is a
digointed employee experience where
people who would otherwise love their
jobs are searching for the nearest exit.

The data exists in all your systems. By
turning predictive analytics inward, lead-
ers can close mental health care gaps and
gain visibility into burnout patterns that

would otherwise stay hidden until some-
oneresigns.

Curtis Forbes is the founder and CEO
of MustardHub, a workforce engagement
platform that helps companies reduce
turnover, build stronger cultures, and un-
lock predictive insights into employee
well-being. A serial entrepreneur with a
background in both technology startups
and education, Curtis previously built and
scaled Forbes Music Company and later
expanded into a roll-up portfolio of educa-
tion businesses before exiting in 2025.

With more than two decades of experi-
ence leading distributed teams, he has seen
firsthand how trust, recognition, and flexi-
ble support systems shape whether people
stay and thrive, or burn out and leave. At
MustardHub, he is pioneering approaches
to employee engagement, predictive work-
force insights, and portable benefits that
align with the realities of modern work.
Outside of work, Curtis stays active in
music, enjoys traveling, and advocates for
social causes, particularly initiatives sup-
porting foster youth in Central Texas.

To learn more about MustardHub or get
in contact with someone, please visit www.
mustardhub.com.
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Burnout in behavioral health involves
emotional exhaustion, depersonalization,
and reduced sense of accomplishment,
symptoms that are difficult to reverse once
they emerge. As Posluns and Gall (2019)
emphasize, prevention is essential. NYP-
CC treats self-care as an organizational
responsibility rather than an individua
burden. In addition to traditional paid time
off, clinical staff receive quarterly Mental
Health Days, access to Health and Well-
ness fairs, and opportunities to connect
with colleagues through monthly socia
events. These initiatives help sustain mo-
rale, promote connection and strengthen
the sense of belonging that makes day-to-
day work more manageable.

Recognizing the demands placed on
leaders, NY PCC aso offersrobust Clinical
Supervisor Training to clarify expectations
and equip Supervisors with the tools need-
ed to guide their teams. The annual lead-
ership retreat provides additional time for
connection, reflection, and strategic plan-
ning, with follow-up meetings ensuring
that leadership practices continueto evolve
alongside program needs. Thematic Clini-
cal Supervisor Consultation Groups deep-
en this learning by supporting Supervisors
in training their teams on essential tasks
such as documentation, workflow manage-
ment, and quality assurance.

A strength-based approach iswoven into
all aspects of the organization. Leadership
development is matched by strong recog-
nition practices, including a structured re-
wards system and the Circle of Champions
program. Through peer nominations and
executive acknowledgment, staff are cel-
ebrated for their skills, commitment, and
alignment with organizational values.

Together, NYPCC's focus on burnout
prevention, supervisor development, and
leadership support reflects a broader com-
mitment to creating conditions in which
staff can thrive. After more than fifty years
as a behavioral health organization, NY P-
CC demonstrates that prioritizing staff
well-being and cultivating strong leaders
are essential to sustained effectiveness.
Its recognition by Mental Health America
with the Platinum Bell Seal for Workplace
Mental Health and by City and State as a
top place to work in New York in 2025 il-
lustrates how these efforts contribute to a
workplace culture that supports employees
at al levelsand the communitiesthey serve.

Marellyn Lajara-Ottley, LMHC, is the
Training and Development Manager at the

Marellyn Lajara-Ottley, LMHC

New York Psychotherapy and Counseling
Center. She can be reached at MLajara@
nypcc.org or (718) 540-7790. Tanya M.
Sanchez, LMHC, is a Success Coach at the
New York Psychotherapy and Counseling
Center. She can bereached at TGonzalez@
nypcc.org or (718) 540-7785.

For more information about at the New
York Psychotherapy and Counseling Cen-
ter, visit www.nypcc.org.
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providers that address behavioral health.
All of whom could specialize in or service
the perinatal population. Though varying
in their benefits, requirements, and im-
plementation, LRPs in genera have been
shown to lead to an increase in behaviora
health providers, increased capacity to de-
liver substance use treatment, greater pro-
vider presencein rural areas, and increased
staffing being linked to increased patient
visits[Last].

Models of Care

In our own work focused on training
community health workers (CHWSs), who

have a proven track record of delivering
effective care and addressing health relat-
ed social needs of mothers, which includes
mental health support. With appropriate
tools and protocols, CHWSs can provide
critical mental health support for mothers
and serve as a bridge to specialized care
when needed, especially ensuring no indi-
vidual falls through the cracks. This also
ensures culturally relevant workforce de-
velopment.

Additionally, newer technologies such
as artificial intelligence (Al) are being de-
veloped to support behavioral health care.
Large language models and Al-powered
tools like virtual assistants may offer in-
novative ways to enhance materna men-
tal health care and have aready shown

promise in delivering personalized sup-
port [Vaidyam]. While the field should
approach this cautioudly, the behavioral
workforce should actively engage with
these advancements to ensure they meet
the needs of mothers and divers commu-
nities. Inadequate information about these
tools may also limit our ability to contrib-
ute to their deployment. Targeted aware-
ness among the field will be needed to en-
sure that the needs of mothers are central to
these discussions.

New York State (NY S) has made signifi-
cant advancements in telehealth workforce
development, implementing initiatives to
train clinicians and providing incentivesto
expand their adoption of telehealth [Marks
Smit]. However, challenges remain par-

ticularly in building a robust telehealth
infrastructure and ensuring that providers
receive sustainable, long-term support.
Moreover, while Medicaid reimbursement
rate increases have contributed to service
improvements and systemic reform, fur-
ther enhancements are needed to address
access to care, lengthy appointment wait
times and the overdl inefficiencies in the
behavioral health system.

Collaborations between policymakers,
community partners and educationa in-
stitutions are key to addressing maternal
mental health and building a sustainable
behavioral health workforce. By prioritiz-
ing investments in workforce training and

see Perinatal Workforce on page 40
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managers need supervision that extends
beyond administrative oversight. Prioritiz-
ing restorative and formative supervision
strengthen leadership confidence, team co-
hesion, and overall program stability.

At Services for the UnderServed, these
principles are central to how senior lead-
ership supports mid-level managers and
managers of managers and reflect orga-
nizational learning grounded in practice
experience. S:US uses a structured super-
vision model grounded in the normative,
formative, and restorative framework. 7
At the C-suite level, particular empha-
sis is placed on restorative supervision,
which provides protected space for lead-
ers to process emotional labor, navigate
organizational pressures, and strengthen
reflective decision-making. This intention-
al approach models healthy supervision
practices, fosters psychologica safety, and
ensures that managers can confidently sup-
port their teams.

Recommendations for Strengthening
Supervision of Mid-Level Managers

The following recommendations reflect
practices implemented at Services for
the UnderServed (S:US) as part of senior
leadership’s commitment to developing
strong managers and building a resilient
workforce.

Implement a structured supervisory
model grounded in evidence and prac-
tice: At S:US, supervision is anchored in
the normative, formative, and restorative
framework.” Supervisory meetings con-
sistently address administrative expecta-
tions, professional development, and re-
flective space.

Nadjete Natchaba, EAD, LCSW, MPA

Provide leader ship development
through ongoing coaching and forma-
tivesupervision: S:USintegrates coaching
and modeling into supervision to strength-
en communication, problem-solving, and
leadership confidence.

Prioritizerestorative supervision to sup-
port emotional labor: Senior leadership
and directors at S:US receive restorative
supervision that addresses stressors, emo-
tional fatigue, and the complex decisions
required in human services.®

Normalize reflective dialogue and
transparent communication: S:US pro-
motes open conversations that allow lead-
ers to examine dilemmas, team dynamics,
and systemic barriers in a supportive en-
vironment.

Support wellness and sustainable work-
loadsfor supervisors. S:US advocates for
manageable workloads, protected super-
vision time, and shared problem-solving
across program |leadership.

Alignment with Human Resources,
Quality Assurance, and senior lead-
ership to reinforce supervisory ex-
pectations: S:US ensures consistent su-
pervision expectations across programs
through collaboration between executive
leadership, human resources, and quality
assurance teams.

Mid-level managers are essential to non-
profit human services organizationsand are
supported through supervision approach-
es that reflect emerging practice-based
evidence and leadership scholarship.’®
Strengthening formative and restorative
supervision while maintaining administra-
tive oversight helps build confident, resil-
ient, and effective leaders. The supervision
model implemented at Services for the
UnderServed demonstrates how intention-
a investment in leadership development
enhances organizational culture, improves
service delivery, and supports the well-be-
ing of supervisors at every level.

Dr. Nadjete Natchaba is a senior non-
profit executive and licensed clinical social
worker with extensive experience oversee-
ing large-scale human services programs
across New York City. Her work centerson
leadership development, program quality,
organizational culture, and advancing eg-
uitable, trauma-informed service delivery.
She is the Chief Program Officer at Ser-
vices for the UnderServed (SUS), where
she provides executive leadership for the
organization's Homeless Services, Behav-
ioral Health Recovery and Treatment pro-

grams, Eviction Prevention Services, and
Veteran Services portfolio.
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into the behavioral healthcare provider
community. Such egregious payor practices
are both injurious to service recipients and
demoralizing to provider organizations,
behavioral healthcare professionals, and
administrative personnel whose precious
time is spent in pursuit of financial reim-
bursement essential to their operations.

The crisis that plagues the behavioral
health workforce has become undeniable
to key stakeholders, and measures to re-
pair it are underway. For instance, the New
York State (NY S) Office of Mental Health
(OMH) is among severa state agencies
that have established career development
pathways to incentivize aspiring profes-
sionals to enter the workforce. Emerging
partnerships with institutions of higher
education, the development of credential-
ing programs for existing and incoming
paraprofessional personnel, and loan for-
giveness programs promise to bolster a
flagging workforce in coming years. The
OMH has & so established an Office of Di-
versity and Inclusion to promote diversity
within the behavioral health workforce and
to maximize recipients access to cultural-
ly competent care. In asimilar vein, NYS
has promoted the development and profes-
sionalization of Peer Specialists through
the New York Peer Specialist Certification
Board and corresponding credentialing and
career pathways.

Additional opportunities to reinvigo-
rate the behavioral health workforce hold

Ashley Brody, MPA, CPRP

considerable promise but have yet to ma-
terialize. An ambitious initiative under-
taken in partnership between the state and
federal governments is poised to deliver
an enhanced array of support services to
vulnerable Medicaid recipients heretofore
unavailable to them. Eligible recipients
may receive limited assistance in meeting
select housing, transportation, and nutri-
tion needs through Social Care Networks
(SCNs) comprised of healthcare providers,
community-based organizations, and other
entities serving our state's most vulnerable

residents. To the extent these and similar
initiatives are successful, they will address
unmet needs and complement the actions
of healthcare professionals, thereby easing
the burden on them. Technological innova-
tions, most notably those within the Arti-
ficia Intelligence (Al) realm, have enor-
mous potential to support both clinical and
administrative workloads and to enhance
the efficiency and efficacy with which (hu-
man) providers approach their work. These
technologies aso entail innumerable risks
that must be fully understood given the po-
tential repercussions of their misuse. It is
nevertheless incumbent on all stakeholders
to the behaviora health and socia welfare
systems to explore increasingly innovative
approaches if these systems are to finally
meet acritical moment in public health.

The author may be reached at abrody@
searchforchange.org or (914) 428-5600
(x9228).
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which will aso go into effect on January
30, 2026, al established Medicare patients
must be seen in person every 12 months.
However, to take individual circumstances
into account, there are a variety of excep-
tions built into thisrule. Here, an in-person
visit will not be required if the benefits of
anon-telehealth service are outweighed by
the risks and burdens associated with an
in-person service, for example:

1.An in-person service is likely to cause
disruption in service delivery.

2. Anin-person service has the potential to
worsen the patient’s condition.

3.If patient is in partial or full remission
and only requires maintenance level of
care.

4. Patients are clinically stable and in-per-
son visit has risk of worsening patient’s
condition, creating undue hardship on
self or family; or

5.Patients are at risk of disengagement
with previously effective care.

Thebasisfor any exception must benoted
in the patient record. The follow-up in-per-
son visit may be furnished by a different
psychiatrist in the same group or practice
if the origina psychiatrist is unavailable.
Please note that the 6-month and 12-month
requirements apply solely to mental health
treatment and not to substance use disorder
(SUD) treatment. Now, there is no Medi-
care requirement for in-person visits for
SUD treatment. Of course, it must be noted
that in-person visits may occur more than
once a year, with frequency dictated by
clinical judgment and medical necessity.

The new framework for telehealth cover-
age of MH/SUD treatment under the Medi-
care program is a significant step forward
in ensuring access to services for those
who face challengesin accessing in-person
treatment. In this case, CMS has made a
clear distinction between MH/SUD tele-
health treatment and non-MH/SUD tele-
health treatment. Now, only telehealth for
MH/SUD has been identified as a perma-
nent change within the Medicare program.

Another recent change is the ability of
providers rendering non-patient facing or
telehealth services from a home office to
keep their home address private. Providers

Rachel A. Fernbach, Esg.

may now request that their home address
be listed in Medicare records solely as a
“Home office for administrative/tel ehealth
use only.” Thiswill suppress the street ad-
dress and phone number in Medicare re-
cords. This approach is also helpful for cir-
cumstances where there is a safety concern
related to a provider’s practice information
being made publicly available.

New York Coverage of Telehealth

New York has aready implemented a
similar framework that is even more ro-
bust, mandating across-the-board cover-
age of al telehealth treatment by com-
mercial plans and carriers, Medicaid
Fee-for-Service and Medicaid Managed
Care plans. Audio-only telehealth is aso
covered to the extent the patient is unable
or declines to participate in audio/vid-
eo telehealth. In addition, New York has
enacted a law mandating reimbursement
parity between in-person care and tele-
health “on the same basis, at the samerate,
and to the same extent the equivalent ser-
vices, ... are reimbursed when delivered
in person.” This reimbursement parity law
will be sunset on April 1, 2026. The New
York State Psychiatric Association and
other stakeholders strongly advocate that
these provisions not be permitted to expire
and be made permanent as part of the FY
2026-27 state budget.

In addition to statutory changes regard-
ing coverage of telehealth, New York is

Jamie Papapetros

alsolooking closely at workforce shortages
anditsroleininhibiting accessto care. The
NYS Assembly Standing Committee on
Mental Health and Standing Committee on
Alcoholism and Drug Abuse recently an-
nounced, as of this writing, a public hear-
ing scheduled for December 10, 2025, to
examine the status of the behavioral health
workforce. As stated, “ The purpose of this
hearing is to provide the Committees with
an opportunity to examine the status of the
behavioral health workforce, including at-
trition and vacancy rates, and its impact
on a person’s ability to access behavioral
health services.” The hearing notice cites
“alack of access to services, long waiting
lists, and an increase in complications as-
sociated with unmet treatment needs for
individuals at risk of, or diagnosed with,
mental health, substance use or other med-
ical conditions.” It is essential that govern-
ment leaders and legidative bodies gather
information about the current workforce
crisis and identify possible remedies and
next steps that may be reflected in further
legidlative action.

In conclusion, telehealth has played a
critical role in extending the reach of the
workforce to enhance access to care for
those in need of menta health and sub-
stance use disorder services. Surveys have
consistently found an increase in Amer-
icans willing to use telehealth for mental
health care. Telehealth also helps over-
come other persistent barriers to care in-
cluding transportation challenges and the

stigma associated with walking into an of-
fice. As we consider ways to enhance the
workforce, it is important we maintain ac-
cessto telehealth as part of that plan for the
short and long term. Along with the rise of
telehealth is the rapid proliferation of arti-
ficial intelligence in al spaces, including
mental health. Asit stands, New York State
and other states are taking or contemplat-
ing action regarding the use of Al in men-
tal health care. The New York State Senate
Committee on Internet and Technology
has scheduled a public hearing on January
15, 2026 to solicit testimony on “... risks,
solutions, and best practiceswith respect to
the use of artificia intelligence in conse-
guential or high-risk contexts, and related
issues, such as classification of the types
and risk levels of Al uses, frameworks for
auditing Al toolsfor bias, and transparency
improvements.”

The good news is New York State re-
cently ranked #1 for mental health in Men-
tal Health America's 2025 The State of
Mental Health in Americabased on a set of
measures including prevalence and access
to care. This acknowledgement truly re-
flects the collective work of policymakers,
regulators, advocates, and patients, while
recoghizing the challenges that remain to
achieve the right care at the right time in
theright place.

Rachel A. Fernbach, Esg. is the Execu-
tive Director and General Counsel of the
New York Sate Psychiatric Association
and a Partner of the firm Moritt Hock &
Hamroff, LLP, where she concentrates her
practice in the area of not-for-profit law
and health carelaw with a specialty in psy-
chiatry and other mental health services.

Jamie Papapetrosis Research and Com-
munications Coordinator at New York
Sate Psychiatric Association’s Govern-
ment Relations Office, in conjunction with
Karin Carreau of Carreau Consulting. Mr.
Papapetros has a decade of experience in
government relations, identifying, tracking
and analyzing pertinent legislation, pro-
viding legislative and electoral research,
memo preparation and in depth legidative
and regulatory reports.

Footnotes

1. By way of example, see: cdc.gov/
healthy-youth/mental-heal th/index.html,
state.gov/addressing-the-overdose-crisis/,
publichealth.jhu.edu/2025/mental -heal th-
crisis-hits-nearly-1-in-10-us-adults

Perinatal Workforce from page 38

technology, NY'S can improve behaviora
health outcomes for mothers, children and
communities, ultimately serving as a mod-
el for other regions.

Damali Wilson, PhD, is a Maternal and
Reproductive Health Fellow at the NYU
McSilver Institute for Poverty Policy and
Research and the Institute for Excellence
in Health Equity. Rosemonde Pierre-Lou-
is, Esq., is Executive Director of the NYU
McSilver Institute for Poverty Policy and
Research. Natasha J. Williams, EdD,
MPH, MSW, is an Associate Professor at
the NYU Grossman School of Medicine
and the Institute for Excellence in Health
Equity.
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industry and community demands. With
ashortage of clinicians and qualified su-
pervisors to mentor future providers in
the field, SMA began offering an annual
Qualified Supervisor course, providing
staff with the educational requirements
necessary to become a Qualified Super-
visor in Florida. This not only expands
Qualified Supervisorsfor interns at part-
nering universities but also addresses the
behavioral health workforce shortage by
supporting new talent and pre-licensed
professional s new to the field.

e Annual Conference Training & Col-
laboration: Every year, SMA sends team
members to participate in the Florida Be-
havioral Health Association’sannual con-
ferenceto learn and collaborate with oth-
er behaviora health providers. SMA also
participates through presentation ses-
sions at the conference to share program-
matic success or innovative practices. In
2025, SMA's Jeremiah Alberico, Terence
Thomas, and Robin Lanier, dong with
Deborah Velez with the Marion County
Hospital District presented, “Pathways
to Healing: Navigating a One-Stop Shop
for Substance Use and Menta Hedlth
Treatment” at the conference, sharing
collaborative strategies to improve treat-
ment access with other professionals.

* Mental Health Symposium: The
SMA Foundation hosts an annual Men-
tal Health Symposium, “Who is Jay?’
providing team members and the com-
munity with speakers and training ses-
sions tailored to current and emerging
needs in behavioral healthcare. Team

Brooke Goodenow, M S

members can earn continued education
units (CEUSs) for their licensure and ed-
ucationa requirements, while learning
about relevant trends and best practices
in behavioral healthcare.

Compensation and
Financial Sustainability

For behaviora hedth providers, the
conversation about workforce sustainabil-
ity should not begin and end with wages.
SMA has adopted a broader definition of
compensation as one that values purpose,
professional identity, and overall employ-
ment experience alongside pay.

* Tuition Reimbursement: SMA is com-
mitted to supporting the growth and ad-
vancement of its team. From 2023-2025,
SMA helped 70 employees with tuition
reimbursement, reducing their financial

Haley Pegram, MS

burden and strengthening retention. For
team members continuing education or
maintaining licensure, credentia reim-
bursement is also provided. From 2023-
2025, 266 employees were reimbursed
for credentialing efforts, providing anoth-
er benefit for professional development.

e Tenure Bonuses and Recognition:
SMA offers a tenure bonus program tied
to work anniversaries, offering mile-
stone incentives at 3, 5, and 10 years of
service. Team members are also invited
to acelebratory luncheon, honoring their
professional accomplishments and com-
mitment to SMA. In 2025, 182 employ-
ees were recognized for their years of
service, totaling 1,233 years.

SMA Healthcare's workforce develop-
ment strategies demonstrate a compre-
hensive approach to strengthening the

behavioral heath workforce. By priori-
tizing recruitment, retention, training, and
sustainability with evolving community
needs, SMA illustrates how organization-
a innovation can drive systematic impact.
These efforts not only address current
workforce shortages but aso build long-
term sustainability through professional
pathways, continuous learning, and a cul-
ture of equity and excellence. As behav-
ioral health challenges continue to expand
nationwide, SMA’'s model offers areplica-
ble framework for developing resilient and
mission-driven teams that advance quality
and access to care delivery.

Brooke Goodenow, MS, is the Process Im-
provement & Research Manager and Ha-
ley Pegram, MS, isa Grant Evaluator at
SMA Healthcare. For questions about this
article, please contact Brooke Goodenow
at bgoodenow@smahealthcare.org.
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Psycho-Oncology from page 25

1. Implement Technology-Integrated
Screening and Triage - The greatest bar-
rier to psycho-oncology care is often the
lack of identification and seamless referral
at the point of care. Leaders must priori-
tize partnerships that integrate behavioral
health directly into the oncology treatment
workflow viatechnology platforms.

* The Technology Integration Mode:
This system involves embedding be-
havioral health assessments and clini-
cal guidelines directly into the oncol-
ogy electronic health record (EHR) or
clinical decision support system. This
technology-enabled approach ensures
that distress is treated as the “ sixth vital
sign,” making screening mandatory and
consistent.

* Real-Time Intervention: The inte-
gration alows the system to utilize pa
tient-reported distress scoresand clinical
data to trigger flags. It can automatical-
ly generate suggested behaviora health
actions for oncologists and facilitate
direct, closed-loop referral and monitor-
ing without relying on external faxes or
fragmented communication.

2. Operationalize the Collaborative
Care Model (CoCM) - For scalable and
efficient support within large oncology
centers and community practices, the Col-
laborative Care Model (CoCM) provides

Dr. Josh Myers, PhD, LPC-S

the necessary structure. This goes beyond
simple co-location; it requires true opera-
tional integration in two phases:

* Implementing the CoCM Blueprint:
establishing a structured care manage-
ment system with specialized roles: the
primary cancer care team, the behavioral
health care manager, the consulting psy-
chiatrist, and the patient.

» Scope, Value, and Monitoring: ensures
the support goes beyond simple talk ther-
apy to include proactive, stepped-care
monitoring, evidence-based interven-
tions for sub-threshold symptoms, and
psychiatric consultation for medication

management. This is the gold standard
for delivering effective psychosocial care
in chronic illness settings and is incen-
tivized under value-based care programs
like the Enhancing Oncology Model.

3. Prioritize Specialized Training and
Policy Advocacy - Effective psycho-on-
cology requires a specialized skillset that
extends beyond generaist behavioral
health practice.

e Training Imperative: Leaders must
invest in training for their behavioral
health staff in psycho-oncology prin-
ciples, including the management of
treatment side effects (e.g., steroid-in-
duced mania), end-of-life concerns, and
navigating oncological prognosis and
language. This is vital to ensure that
embedded providers are truly integrated
and effective partners.

e Policy Advocacy: Behavioral health
executives must advocate for pay poli-
cies that adequately reimburse the inte-
grated, time-intensive services required
by CoCM. Systemic adoption requires
payer policiesthat fully align reimburse-
ment with the immense value of coordi-
nated care.

A Shared Vision for Leadership
The whole-person imperative is the next

frontier in quality cancer care. Our role as
behavioral health leaders is to make sure

that emotional and mental support is seam-
less, efficient, and evidence based. By
championing technology integration, im-
plementing the Collaborative Care Model,
and investing in specialized training, we
can treat the whole person, close the 70%
gap in care, and ensure that every patient
feels seen, heard, and cared for in every
part of their cancer journey.

Josh Myers, PhD, LPC-S is the CEO
of Adjuvant Behavioral Health, a nation-
al leader in providing collaborative be-
havioral health support for patients and
families facing cancer and other chronic
illnesses. Learn more by visiting Adjuvant-
BH.com.
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after his housing became unstable. He re-
lapsed after a long period of sobriety and
started to spend the money he had saved on
drugs. His stable housing was lost, and he
ended up in a shelter. However, his health
issues, which had been kept at bay, began
to exacerbate and after a year of being in
and out of hospitals, with his former col-
leagues trying to help him manage his af -
fairs, he passed away. This friendly face
that was a part of the fabric of the program,
where we all worked, was suddenly gone.
The manager of the program planned a
memorial service for the same day that
the peer workers were scheduled for their
on-site group supervision, a few days af-
ter learning of his death. The manager was
concerned about how the loss would affect
the peer workers because, in this particular
program, all the peers had lived experience
with substances. Their risk of relapse over
this loss was substantially increased. (The
agency had announced, vaguely, that they
would do a memorial “some time” the fol-
lowing month; again, what do we do with
our feelings in the meantime?). The man-
ager received an email from her supervisor
just prior to the start of the memorial, chas-
tising her for scheduling a service when
there was a monthly management meeting
on the calendar at the same time as the me-
morial. When the manager responded to
the email noting the importance of giving
the peers a place to grieve, she was told,
in a stunning lack of empathy, “ The staff
can deal with that next week.” The manag-
er was then left with the task of telling the
other supervisors that they had to choose

Elaine Eddman, PhD, LCSW, CASAC-Adv.

between the memorial and the meeting
(which was routinely recorded on zoom).
The interpersona damage had been done.
The idea that people will deal with their
grief when management has time to facili-
tate it is a textbook example of insensitiv-
ity as to how human beings actually work.
It is an abandonment of leadership when it
is needed most.

Several years ago, shortly after my broth-
er passed away, | wastelling my colleagues
about “ditting Shiva” | was surprised to
find out that they were completely unaware
of this Jewish custom. (Shiva — which lit-
erally means “seven” - isthe Jewish ritua
of staying home for seven days following
the funeral of an immediate family mem-
ber, and receiving guests, who traditionally
bring food as acommunity effort to carefor

the family). Shortly after that conversation,
my agency was doing their annual Quality
Improvement Project (Ql) with the theme
of “Improving Cultural Competence.” My
team chose to have an “Understanding
Mourning Rituals” workshop. This includ-
ed people bringing in dishes reflecting their
culture and talking about the mourning rit-
uals that they were brought up with. This
took place in a residence for people with
homelessness, substance use disorder, and
psychiatric illness. The staff and the res-
idents both participated in the mea and
discussion. We talked about Shiva (over
noodle kugel), what goes on at awake, a a
Christian funeral service (in both the North
and the South, asAfrican American church-
es have unique customs). Most importantly,
we talked about how to support each other
during times of loss and began to normalize
talking about the pain of grief.

Regarding my own family situation, as
my daughter was preparing to fly back to
Washington where she works for a large,
multinational corporation, she received a
gift from her manager; a Door Dash card,
to provide ameal for her and the family. It
felt like a“virtual Shivameal.” This small
and unexpected act of kindness left usfeel-
ing that the people she works for realy
care about her and her colleagues.

I would liketo offer the following sugges-
tions to support staff during times of loss:

* When a staff member passes away, a
meeting should be held as soon as pos-
sible with the staff and clients involved.
YouTube.

* (Remember, if the person welost doesn't

matter, do any of us matter?) Thisinitial
meeting should not bein lieu of amemo-
rial or some type of service.

¢ Identify staff and/or peer workers who
might be most at risk.

* Have HR or senior staff check in within a
few weeks to see how people are doing.

e Have a “cultura exchange project,”
(such as the “Understanding Mourning
Rituals’ meal cited above) either in in-
dividual programs or across the agency,
for people to learn about the customs of
each other’s cultures. This can include
mourning rituals, responding to illness,
or (more happily) how to support people
with births or marriages. Thisisaway to
learn how to best support our colleagues.

» Have HR protocols to reach out to peo-
ple when they have had a significant
loss. Some cultures highly value flow-
ers, some food (as a care taking effort),
some baskets, and some donations. What
is most important is that the loss be ac-
knowledged.

Sadly, loss and grief will aways be a
part of life. But if we can talk about it, and
create healthy connections to cope with it,
we can create a stronger and more support-
ive work community.

Elaine Edelman, PhD, LCSW, CA-
SAC-Adv,, is a Professor of Practice in
Social Work and Addiction Counseling
at Kansas Sate University and can be
reached at eleh@verizon.net.

Foundation and CBO from page 17

our field — as well as mentorship oppor-
tunities and invitations to participate in
clinical training sessions. Although it's too
soon to measure the internship program’s
long-term impact on students' career plans,
last year’s participants expressed a strong
interest in pursuing work in the aging sec-
tor, which is encouraging.

Looking beyond our own staff, we have
also expanded our workforce training of-
ferings in aging and mental health. For
more than 25 years, SPOP has provided
training designed to expand the knowl-
edge, skills, and confidence of those who
work with an older population. Thanks to
grant funding from the MCHF, in 2025 we
expanded that program statewide.

Using targeted outreach and marketing,
we have provided no-cost training webi-
nars to over 400 individuals throughout
New York State this year, including about
150 participants from rural communi-
ties. We also partnered with the Dutchess
County Department of Mental Health and
Dutchess County Office for the Aging to
offer two full days of customized work-
shops on aging and menta health, devel-
oped specifically to fill knowledge and
skills gaps that they had identified. This
collaboration — remarkably, the first of its
kind between these two agencies— brought
together 27 staff membersfor shared learn-
ing and skills building.

| can't overemphasize how vauable
this kind of experience can be for mental
health and aging services professionas
who are burned out or feel aone in their
work. We look forward to doing more on-
site consulting and learning with providers

throughout the state.
How does MCHF address workforce
issues?

Marc: Yes, we are proud of our partner-
ship with SPOP to address stigma sur-
rounding mental health and ageism, and
the internship program to help strengthen
the pipeline. Other projects we're support-
ing to expand and diversify the workforce
include educational scholarship programs,
wraparound supports for graduate students
to improve graduation rates and help them
passrequired certification/licensing exams,
and programs that introduce high school
students to rewarding careers in mental
health through classes that can be applied
toward college credit in a concentration for
future work in mental health. Other grants
invest in helping bilingual college gradu-
ates living in workforce shortage areas to
obtain a master’s degree, enabling them
to practice in communities where they al-
ready happily reside.

Retention initiatives focus on employee
recognition, supporting fair-market saa-
ries, professional development, including
supervision required for social workers
to become LCSWSs, and training to obtain
skillsto treat trauma or use evidence-based
practices for SUDs or other complex con-
ditions. We have also supported a social
work residency program and a career lad-
der initiative to provide opportunities for
lower-level workers to become mid-level
managers.

MCHF recognizes the unique role foun-
dations can play in supporting these initia-
tives that are essentiad and not reimburs-
able. At the same time, we are mindful that
any project in menta and behavioral health

we seek to fund needs to include staff, and
should not be individuals pulled from oth-
er existing, core services. This is where
providers and foundations can effectively
collaborate.

How do you see direct service provid-
ers and funders working more closely
together to addressthese issues?

Catherine: One of the important lessons
we have learned is the power of collab-
oration. By working with staff from the
Mother Cabrini Health Foundation, men-
tal healthcare and aging services provid-
ers in the field, local and regional agen-
cies, and schools of social work, we have
expanded the conversation about aging
and mental health throughout the state
of New York. Together, we strengthened
the workforce by providing skills-based
training to more than 400 individuals and
welcomed social work interns into the
broader community of mental healthcare
providers.

At SPOP we envision a world that val-
ues older adults and ensures age-affirming
behavioral healthcare for al. But we know
we cannot achieve this vision aone. Stra-
tegic alliances are the most effective way
| know to overcome ageism and stigma
related to mental health, raise awareness
of the benefits of mental healthcare at ev-
ery stage of life, and build a workforce
equipped to support the health and inde-
pendence of older adults.

Marc: | couldn't agree more — partner-
ships and collaboration are critical in any
work in mental and behavioral health.
These problems are too large and com-
plex to go at them alone. That is why we

value our partnership with SPOP. Your
perspective has helped shape how we
view opportunities to improve mental
and behavioral health outcomes for rural
older adults, and your partnerships with
adjacent sectors and organizations have
advanced our shared mission. In turn, |
know the connections we have facilitated
have helped expand your work through-
out New York State.

We must remain open to having an on-
going dialogue -- identifying the problems
and collectively brainstorming solutions
that work.

Thank you, Catherine, for your partner-
ship and for this meaningful conversation.

Catherine Thurston, LCSW, has served
as Chief Executive Officer of Service Pro-
gramfor Older People (SPOP) since 2024,
having previously served as Chief Program
Officer. She has over 35 years of experi-
ence in gerontological social work. She
has been a member of the Adjunct Faculty
at the Slberman School of Social Work at
Hunter College since 2016. She received
her Masters of Social Work from Hunter
College School of Social Work.

Marc Damsky, MPH, is a Senior Pro-
gram Officer at the Mother Cabrini Health
Foundation, supporting its grantmaking
focused on Mental and Behavioral Health
and responding to needsin the Long Island
region. He received his BS from Brandeis
University and Masters in Public Health
from The Mailman School of Public
Health. Before coming to MCHF, he spent
his career in the service delivery systemfo-
cused on older adults across different long
term care settings and those with serious
mental illness throughout New York City.
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L eadership Strategies from page 23

Growing the Workforce Locally - For
northern, Indigenous, and rural communi-
ties, local recruitment is essential. Leaders
can invest in “grow-your-own” strategies,
sponsoring students, funding local schol-
arships, and providing clinical placements
within the community. Retention rates are
significantly higher when learners train
where they eventually practice.

2. Retention Through Supportive and Sus-
tainable Work Environments

Recruitment means little if organiza-
tions cannot retain the professionals they
hire. Behavioral health care is emotional-
ly demanding, and teams often work with
limited resources. Leaders need to design
workplaces where people feel supported,
valued, and able to grow.

Psychological Health and Safety as a
Leadership Priority - Executives play a
critical role in shaping organizational cul-
ture. Implementing psychological health
and safety standards, not as a document
on the shelf, but as alived practice, can re-
duce burnout and turnover. Leaders should
ensure manageable caseloads, access to
debriefing, and routine supervision struc-
tures. Investing in wellnessis not a cost; it
isaretention strategy.

Cultivating Leadership Within the
Workforce - Too often, behavioral health
clinicians feel disconnected from deci-
sion-making processes. Emerging leaders,
particularly new graduates, need mentor-
ship, coaching, and clear pathways for ad-
vancement. Programsthat pair early-career
professionals with seasoned leaders help
create a sense of belonging and purpose,
and they build a strong leadership bench
for the future.

Embedding Flexibility and Innovation
in Work Design - Flexibility is now a key
driver of workforce satisfaction. Blended
schedules, hybrid roles, and opportunities
for portfolio diversification allow clini-
ciansto balance direct patient care with re-

Sarvesh Mohan, CPHQ,
CPPS, CHFP, PMP

search, quality improvement, or education.
Leaders who embrace flexible models are
better able to retain experienced profes-
sionals who might otherwise leave.

3. Leveraging Technology to Expand Capacity

Technology is often discussed as a re-
placement for in-person care, but its real
value lies in extending the reach and im-
pact of the workforce.

Digital Tools as Workforce Extenders -
Virtual mental health services, Al-sup-
ported clinical decision tools, and digital
therapeutics can relieve pressure on cli-
nicians by streamlining assessments, en-
hancing patient monitoring, and reducing
administrative burden. When implemented
thoughtfully, technology helps clinicians
focus on high-complexity tasks while au-
tomating routine processes.

Training the Workforcefor a Digital Fu-
ture - Executives must ensure staff have
the confidence and skills to use digital
tools effectively. Ongoing training, peer
support groups, and “digital champions’
embedded in clinical teams help bridge
the gap between innovation and practice.

Technology must feel like an enabler, not
an added stressor.

4., Strengthening Interprofessional and Com-
munity Partnerships

Behaviora health care does not operate
in isolation. Effective workforce strategies
reguire collaboration across sectors, disci-
plines, and community systems.

Building Inter professional Teams- Teams
that include nurses, social workers, peer
support workers, addiction specialists, and
community health navigators can distribute
workload more effectively. Interdisciplin-
ary collaboration ensures patients receive
timely, comprehensive care and reducesthe
pressure on any single provider group.

Partnering With Community and In-
digenous Organizations - Community
partners offer cultural knowledge, trusted
relationships, and resources that the tradi-
tional health system cannot provide alone.
Co-developed programs with Indigenous
leaders, socia service agencies, and non-
profit organizations enhance cultural safe-
ty, support local hiring, and strengthen
continuity of care.

5. A New Model of Leadership for Behav-
ioral Health

Perhaps the most important element
of workforce transformation is leader-
ship itself. Executives must shift from
crisis-driven management to courageous,
strategic, and relational leadership that
puts the workforce at the center of system
redesign.

Leading With Purpose and Transparen-
¢y - Honest communication about work-
load pressures, recruitment challenges, and
organizational priorities builds trust even
in difficult circumstances. Transparency
allows clinicians to feel included rather
than blindsided by change.

Driving Innovation Through Co-Design
- Frontline providers have deep insights
into what works, and what doesn’t. Lead-

ers who invite clinicians, patients, Elders,
and community partners into co-design
processes create solutions that are ground-
ed in lived experience, not assumptions.
Co-design a so increases buy-in and reduc-
es resistance to change.

Data-Driven, People-Centered Deci-
sion Making - Executives must use data
to guide workforce planning, but num-
bers alone cannot shape strategy. Metrics
should be paired with rea narratives from
the workforce: stories of burnout, success,
and innovation. Combining quantitative
and qualitative insights leads to more re-
sponsive policies and resource allocation.

Conclusion: The Future of
Behavioral Health Depends on
the Workforce We Build Today

The behaviora health care landscape is
at adefining moment. System pressuresare
real, but so are the opportunities for mean-
ingful change. If healthcare executives can
lead with vision, investing in workforce
development, supporting innovation, and
centering staff wellbeing, the system can
emerge stronger, more resilient, and better
able to meet the needs of communities.

Behavioral health care transformation is
not just about adding staff or introducing
new technologies. It is about reshaping
how the system values and supports the
people who deliver care every day. The
choices |eaders make today will define the
quality, accessibility, and humanity of be-
havioral health care for decades to come.

Sarvesh Mohan is a healthcare leader
with expertise in clinical excellence, qual-
ity improvement, and hospital leadership.
He has contributed to national publica-
tions on patient safety, strategic planning,
and healthcare leadership, shaping best
practices across the sector. Sarvesh is pur-
suing an MBA and holds a Bachelor of
Dental Surgery (BDS), and a Post-Grad-
uation in Healthcare Administration and
Service Management. He is certified as a
CPPS, CPHQ, CHFP, and PMP, demon-
strating his dedication to driving innova-
tion and excellence in healthcare.
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Podcast from page 19

be set up much like a Zoom conversation
between the host and the guest. Some ques-
tions are known before the podcast begins,
and some are impromptu, leaving room for
spontaneous ideas to QA.

The guiding content principles we use
tokeep usontrack are:

* The podcast must present new and inno-
vative ideas that will inspire the listener
to try new approachesto their work.

» There must be a degree of intimacy on
both the part of the host and the guest.
This can include questions or stories
that bring forth deep feelings of joy
and sadness, disappointment and sat-
isfaction. We bring the conversation
around to beliefs and doubts that leave
room for a robust discussion that pro-
vide a safe setting for staff to explore
new ways of doing the work that is sus-
tainable.

» Most accrediting bodies require a writ-
ten description of the content, at least

five learning objectives, an agenda that
reveals how much time is spent on each
objective, and a 10-question test.

As behaviorad heath continues to
evolve, so must the ways we support the
workforce. This process not only delivers
knowledge, but it also builds connection,
relevance, and a sense of shared purpose.
And in behaviora health, that can make all
the difference.

To view podcasts that we have created,
visit the Crestwood Recovery Resilience
Solutions website and click on Viva La
Evolution. There you will find more than
64 podcasts that feature interviews with
leaders in the recovery and behaviora
health field, as well as people who are in
recovery and how they got there.

Lori Ashcraft, MSW, MPA, PhD, ITE, is
the Executive Director of Resilience, Inc.
and can be reached at lori @resiliencedu.
usor (530) 913-7387.

Patty Blum, PhD, CPRP, ITE, isthe Chief
Operating Officer and EVP of Crestwood
Behavioral Health, Inc. and can be reached
at pblum@cbhi.net or (916) 471-2245.
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Lives Forward from page 22

Additionally, according to one research-
er, even before the pandemic, formerly in-
carcerated people had an unemployment
rate of around 27%. That is higher than at
any point since the Great Depression. Peo-
ple who have been incarcerated lose up to
$500,000 in earnings over their lifetimes.

Those released from incarceration often
owe upwards of about $13,000, on aver-
age, in court fees and fines (publicinteg-
rity.org/inequality-poverty-opportunity/
how-financial-barriers-stifle-formerly-in-
carcerated-people).

It is through a confluence of al these
points that the “Lives Forward” program
was created. Seeking to create a pool of
dualy certified peers with lived criminal
justice experience, Westchester County de-
veloped amodel for currently incarcerated
individuals to potentially fill a need in the
service system, as well as foster deeper in-
sight into one's own on-going recovery.

Lives Forward is a collaborative model
developed by the Westchester Department
of Community Mental Headth (DCMH)
that works directly with the Westchester
County Department of Corrections (WC-
DOC) and community-based service pro-
viders, as well as accredited peer program
trainers for both the OMH and OASAS
systems. Like prospective peers, the Lives
Forward trainers have concomitant lived

Joseph A. Glazer, Esqg.

experience with mental health and/or ad-
diction diagnoses, as well as criminal jus-
tice system contact.

With broad-based agreement across the
community that peers with lived experi-
ence can make a great impact on those with
co-occurring disorders and those who are
entering either the mental health or criminal
justice system, it has been found that meet-
ing the need and finding peer counselors has

been difficult. Lives Forward is a program
that servesto help us “grow our own staff.”

Funding from the Opioid Lawsuit Set-
tlements is used to contract with the peer
certification training providers. Currently,
the Mental Health Empowerment Project
(MHEP) provides the Peer Specialist Pro-
gram, and the National Council on Alco-
holism and Drug Dependency, Westches-
ter, Inc. (NCADD) provides the Recovery
Coach training.

Since early 2024, the program has been
serving individualswho reside in the West-
chester County Jail. Facility and program
staff inform current residents about the
opportunity to become dually certified
as peers. Those who are interested and
self-identify are then screened for their
potential to successfully participate. The
trainers work collaboratively with WC-
DOC staff to fill each class with 8-12 par-
ticipants. The program uses a small-group
format and recognizes that participants
may return to the community before com-
pleting it. Upon return to the community,
individuals will be able to continue the
program until completion and certification.

Working with DCMH, the community
providers will serve as a “clearinghouse”
to connect now-dually certified peers with
potential employers, with the goa of fa
cilitating timely employment as parapro-
fessionals. This creates a potential win-
win: strengthening recovery for successful

Lives Forward participants while also
benefiting the individuals they ultimately
support and guide.

The creation of this expanded workforce
offers numerous lasting benefits. Commu-
nity-based providers frequently seek peers
and recovery coaches, and Lives Forward
ensuresthe devel opment of atrained work-
force to meet this demand. Returning citi-
zens gain real opportunities for meaningful
work and career growth—opportunities
they may not have imagined—while par-
ticipating in a program that supports their
own recovery. This collaboration not only
helps build a sustainable workforce but
also provides essential peer support that
can reduce recidivism and keep people out
of the criminal justice system.

To date, Lives Forward has completed
five cohorts in the jail, with more than 40
students successfully completing both pro-
grams. Because residents in the jail do not
have internet access, accreditation requires
intensive support in the community after
release. Several students have gone on to
become certified Peer Specialists and/or
Recovery Coaches, with some securing
employment in the treatment field.

Joseph A. Glazer, Esqg., is Deputy Com-
missioner of the Westchester County De-
partment of Community Mental Health.
For more information, visit mental health.
westchestergov.com.

Connecting from page 26

personal healthy choices, such as compa-
ny-sponsored 5k runs, personal finance
education, and vaccine clinics. In contrast,
workplace wellness programs targeting
organization-level factors aim to create
a supportive environment that reinforces
the benefits of making healthy choices.
Research suggests interventions promot-
ing workplace wellness are more effective
when they include structural strategies and
organi zation-directed approaches (Ol sen et
al., 2019).

A further study compares a health pro-
motion program targeting the workplace's
social climate to a program targeting em-
ployees personal hedth choices, and
measures effects on wellbeing outcomes.
The study also compares each program’s
mediating effects (if any) on wellbeing
climate, defined as perceptions of cowork-
er relationships, policies, and supervisor
behavior that support optimizing physical
and mental health. The findings indicate
workplace health promotion programs
targeting social climates positively cor-
relate with positive wellbeing outcomes
(perceived wellbeing, positive unwinding,
help-seeking attitudes), negatively cor-
relate with negative wellbeing outcomes
(health symptoms, work-family conflict,
stress, substance use), and have a signifi-
cant mediating effect on the organization’s
wellness climate. In contrast, the program
targeting individual health choices had no
effect on workplace wellbeing climate, a
result likely attributable to the mediating
effect of the workplace's wellness climate
(Reynold & Bennett, 2023).

How Organizations
Can Build Connection

Connectionis akey element distinguish-

Kara Cloud, BA

ing organizational strategies for workplace
health promotion from interventions tar-
geting individual behavior change. Con-
nection is the driving force in wellness
interventions such as communication skill
development workshops, |eadership devel-
opment programs, role-playing activities
for peer support, and facilitated discus-
sions on topics such as workplace norms
and policies, organizational values, and
resources available to staff both inside and
outside the workplace (Reynolds & Ben-
nett, 2023; Olson et a., 2019).

There are numerous creative ways to
center connections in the workplace. Pro-
viding staff with guidelines for healthy
communication and tools to improve com-
munication and listening skills, such as
journal prompts and reflection questions,
can improve workplace conversations
and culture. Similarly, offering leadership
training can break down silos and increase
positive behavior modeling, creating

far-reaching effects. Providing education
on the early warning signs of stress among
coworkers and offering guidance on how
to seek help can improve psychological
safety and increase prosocial behavior.
Normalizing feedback and assessing and
responding to the workplace wellness cli-
mate demonstrates that the organization
truly values employees perspectives and
presence.

Conclusion

Workplaces are a major point of con-
nection in people’s lives, and afocal point
within communities. Connection is more
than a soft skill, but a structural determi-
nant of wellness. Organizations that in-
tentionally cultivate connection not only
support our workforce but also improve
outcomes for the people we serve.

Kara Cloud is the Team Awareness
Workplace Wellness Project Coordinator
at the National Council for Alcoholismand
Drug Dependence — Rochester Area. Kara
Cloud may be reached at (585) 719-3480
or kcloud@depaul.org.
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Overdose Prevention from page 20

workforce requires more than training.
It depends on leaders who model sup-
portive communication, supervisors who
create space for questions, and team cul-
tures that normalize discussions about
overdose risk. Providers build confidence
through practice, reflection, and environ-

ments where uncertainty is expected rath-
er than hidden. When staff feel grounded,
connected, and supported by their orga-
nizations, prevention becomes a natural
part of the workday instead of an addi-
tional burden.

My commitment to thisfield is shaped by
personal loss and strengthened through my
work in prevention. | believein abehavior-

al health workforce that feels equipped and
supported to recognize overdose risk early
and integrate safety planning into routine
care. When providers have clear frame-
works and training pathways, prevention
becomes manageable instead of over-
whelming. This creates continuity across
service settings, reduces crisis-driven re-
sponses, and strengthens recovery-oriented

environments. A community that can talk
openly about overdose is acommunity that
protectslife, and I’'m committed to advanc-
ing an upstream model that helps providers
make that possible.

Sephanie Smons is an MSW Intern at
Zero Overdose and an MSW Candidate at
Saint Mary's University of Minnesota.

Dr. David Deitch from page 21

families, not just to one specific drug, but
to excess itself. To a biology that can get
captured by it.” That vulnerability, he says,
is deeply ingrained and not easily resolved
through social policy or intervention.

In that light, addiction becomes less of
a social anomaly and more of a human
constant. “It's something we'll always be
living with,” he says. “When we look at
children of alcoholics, for example, that's
one of the clearest tools we have for under-
standing this condition.”

Trauma and the Gene Bank

But the pictureisn’'t purely genetic. Psy-
chological trauma, especialy childhood
trauma, is often present in the lives of peo-
ple with substance use disorders. While Dr.
Deitch acknowledges this connection, he
cautions against viewing it as a complete
explanation. “We shouldn’t pretend it's an
accident, but we also shouldn’t ignore that
once a genetic vulnerability shows up in
the gene bank, it becomes a constant dan-
ger for generations.”

This dual lens—genetics and trauma—
shapes how we should view prevention
and treatment. “The interplay isreal,” says
Dr. Deitch, “Abuse, neglect, dysfunction-
al families—all of it contributes. But even
without a clear family history, people can
still develop addiction. And when that hap-
pens, we must ask what other traits, impul -
sivity, self-neglect, acting out, may point to
underlying vulnerability.”

The challenge is that these traits don't
operateinisolation. “It's hard to tease apart
what’s most significant. Often, it’s not just
one thing. And when these behaviors are
left unchecked, they can become antiso-
cial, and that tends to go hand in hand with
substance misuse.”

Implications for Solutions

What does all of thismean for preventing
and treating addiction? Dr. Deitch believes
it startswith early awareness. “ That doesn’t
mean banning acohol from someone’s life,
but it does mean recognizing the signs early
and acting accordingly. For some, informa:
tion is enough. For others, we need an ac-
tion plan, something reparative.”

He emphasizes that culture and environ-
ment shape how this work unfolds, but the
core idea remains:. identify risk early, and
respond with empathy, not just control.

Addictionisn’'t something we'll “solve,”
but with humility, compassion, and a deep-
er understanding of both biology and envi-
ronment, we may be able to better support
thosewho strugglewith it and perhapseven

change the course for the next generation.

Dr.Deitch’s life spanned decades in and
out of recovery spaces. He's withessed the
evolution of the therapeutic community
model firsthand, from the raw, experimen-
tal days of Synanon to more professional-
ized iterations like Phoenix House. And he
carries those stories not as a historian or
academic, but as someone who lived them
from the inside out.

“We were experimenting in rea time,”
he told me. “No manuals, no metrics, no
funding protocols, just human beings try-
ing to figure out how to save each other.”

But over time, the movement fractured.
Some communities professionalized. Oth-
ers veered into controlling, even cult-like
behavior. And till others dissolved under
theweight of financial or political pressures.

One of the most pressing questions to-
day: What parts of that original model are
worth preserving? And what parts should
we leave behind?

The Early Days. Magic and Mayhem

Synanon, Daytop, and Phoenix House
weren't just programs, they were counter-
cultures. People came not only to get sober,
but to remake their lives entirely.

“There was a specianess to it,” Dr. De-
itch said. “It felt magical. Painful, yes, but
also transformative.”

In those early years, everything was
communal. Confrontation was the norm.
You might be called out brutally in the
morning but still have coffee with the same
people that afternoon. Forgiveness came
after penance. Suffering was a currency,
and for many, the first sign that healing
was even possible.

“We were turning the uglinessin our pri-
vate livesinto something communal. There
was camaraderie. There was meaning.”

Butitdidn't last. At least, not everywhere.

“1 watched the Netflix documentary,”
he said. “And | was disgusted with how
impressionable | was. What | thought was
brilliance, | see now as narcissism. But at
the time? We believed. Wholeheartedly.”

When the Dream Curled Inward

Dr. Deitch’s disillusionment began in
San Francisco, during a leadership tran-
sition. He was asked to run a facility, a
rarity at the time for someone so newly in
recovery. And then, two moments changed
everything.

First, when he brought up a book he ad-
mired, Synanon founder Chuck Dederich
replied, “ | don't read other people’s books.
| write them.”

Second, he was told to hustle a Cadillac
for Chuck. Not a Chevy. A Cadillac.

“That was it,” he said. “| started to see
him clearly—not as a wise leader, but as a
man who had lost touch with what we were
doing.”

Shortly after, Synanon abolished the
second and third phases of treatment. The
message was clear: once in, aways in.
There was no graduation, no reentry into
society. What started as temporary healing
became a permanent lifestyle.

Radica Shifts and Growth

Some of the program’s changes veered
into the bizarre. Same-sex couples were
split up. Clothing and presentation were
strictly policed. New romantic partner-
ships were assigned by leadership. What
had once been framed as recovery now re-
sembled social engineering.

“There were elements of insanity,” Dr.
Deitch said. “But at the same time, it was
an incredible socia experiment. For the
first time, people with addiction were liv-
ing without using drugs, working together,
and creating something new.”

Even as Synanon's model frayed, its
legacy spread. Other therapeutic commu-
nities across the U.S. adopted parts of the
approach—some more grounded, others
harsher still.

“New York’s version was more aggres-
sive. Cdifornia’s had softness by compari-
son,” hereflected. “But New York was also
more racially tolerant. There were contra-
dictions everywhere.”

What Do We Keep?

So where does that |eave us now?

“Disclosure,” Dr. Deitch. Said, “That's
the piece I'd fight for. The power of per-
sonal truth-telling—not to shame, but to
shed shame.”

Heexplained how early marathon groups
invited people to move step by step—from
guardedness to vulnerability, from secrecy
to relief.

“By the end, people weren't just cry-
ing—they were rejoicing. They had been
seen. And still accepted.”

But he's clear that this process takes
time.

“You can't expect someone to tell you
about their deepest traumaon day one. You
start with what they can say. And you build
from there.”

What Must Change?

And what should be left behind?

“The aggression. The humiliation. The
ideathat you must be broken to be healed.”

At Phoenix House, we began shifting the
model with “Care and Concern” groups,

structured forums for resolving conflicts
and developing interpersonal insight. Bor-
rowing from family therapy models, we
taught clients constructive ways to voice
struggles. We created a practitioner’s man-
ual and trained both staff and residents.

The results were mixed: many clients
embraced the approach, while others clung
to harshness as the only path to change.
Perhaps, we concluded, this was more
about familiarity than actual necessity.

As David often advised: “Admonish
with love. Healing happens in safe com-
munities, not punitive ones.”

We trained staff in motivationa inter-
viewing, used positive reinforcement and
incentives, and incorporated trauma-in-
formed approaches. The storied 24-hour
marathons, once the stage for processing
trauma, were replaced with safer, more
structured interventions.

The Evolution Ahead

Dr. Deitch sees ongoing value in ther-
apeutic communities, if they continue to
evolve, though shorter treatment stays
threaten their efficacy. He questionsthe ex-
tent to which we can get good outcomes as
the duration of treatment becomes shorter.

“The old model worked on multiple lev-
els, emotional, cognitive, behavioral, and
socia. Most importantly, it gave people
connection and community. We can still do
that. But we need to bring back emotional
depth. That's what's missing now.”

He believesin integrating TC principles
with contemporary approaches: blend-
ing CBT with small, emotionally focused
process groups. “There's no real cognition
without emotion, no transformation with-
out vulnerability.” Guided by that belief—
and inspired by Kevin McEneaney, then
COO of Phoenix House—we developed
a manualized program called Emotional
Cartography. Designed for both group fa-
cilitators and clients, the program applied
principles of CBT to build emotional lit-
eracy, foster introspection, and encourage
progressive self-disclosure and emotional
processing. Through structured workbook
exercises, clients labeled and mapped their
emotions, identified personal triggers, and
practiced strategies for managing their
feelings, sharing insights and reflections
with their peersin group sessions.

And the central lesson to this day, he
says, remains clear: “People don’'t need to
be hurt to grow. They need to be seen and
valued. That'sthe heart of it.”

Liliane Drago, MA, Master CASAC,
MAC, is the Vice President of Training at
Outreach Development Corporation. She
can bereached at lilianedrago@opiny.org.
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Supervision from page 23

aligned professional relationship in super-
vision where the input of the supervisor
does not automatically supersede or over-
rule the input of the supervisee (Berger
and Quiros, 2014; Narouze, et a. 2023).
Finally, thereis empowerment. This occurs
when supervisees are given opportunities
to learn and put what they have learned
into practice as well as receiving valida-
tion and approval when appropriate (Berg-
er and Quiros, 2014; Narouze, et al. 2023).

Another element of trauma-informed su-
pervision is awareness of traumaand its ef-
fects on the supervisee. Berger and Quiros
(2014) state that “ Ongoing supervision has
been recognized as a major protective fac-
tor because it can serve as a buffer against
vicarious trauma, that is, trauma reactions
triggered in clinicians because of working
with traumatized clients (P298). These
trauma effects include over identification
with the client, indirect trauma, vicarious
traumatization, compassion fatigue, ne-
glecting self-care, and burnout (Berger and
Quiros, 2014, Berger and Quiros, 2016;
Knight, 2013; Quinn, Ji, and Nackerud,
2019). Quinn et al. (2019) posit that a su-
pervisor who provides “a genuine, open,
understanding, and accepting environment
for the supervisee” (P521) may provide a
protective environment for supervisees on
reducing the effects of secondary trauma
symptoms. Considering this, the supervi-
sor must take care to maintain professional
boundaries and not transform a supervi-
sion session into atherapy session (Knight,
2013). Conversely, the supervisor needs
to balance this with what the supervisee
may be experiencing. Knight (2013) indi-
cates that a supervisor may concentrate too
heavily on the clinical work with the client
and not provide any or ample time for the
supervisee to share feelings, etc. thus lead-
ing to resentment. Hurless (2024) states
“A supervisor who is knowledgeable of
trauma-informed practice and applies trau-
ma-informed practices in their work may
be able to supervise more effectively by
offering supervisees a safe, trusting, trans-
parent, and empowering relationship” (P.3).

Marc Liff, LCSW ACSW
Reflective practice

Reflective practice, also known as re-
flection, use of self, and/or critical reflec-
tion is a well-known method of looking
into oneself to learn about oneself ulti-
mately resulting in increased understand-
ing of oneself (Asakuraand Maurer, 2018).
Reflection consists of stopping and truly
thinking about what one heard from the
client, supervisee, or supervisor as well as
what ideas, preconceived notions, mem-
ories, etc.one may have inside that may
skew or affect what is heard.

Related to this is inquiry. This occurs
when one (supervisor) asks or respectfully
probes for more information from the oth-
er (supervisee) so both can gain a deeper
understanding (Varghese et a. 2018). Var-
ghese et al. (2018) recommend two strat-
egies to assist the supervisor in creating
an environment conducive to reflective
practice. One strategy includes engaging
in dialogue with the supervisee. Engaging
in dialogue entails listening, suspension of
judgment, identifying biases, and reflec-
tion. It is actual engagement in a conver-
sation and not listening to another with the
goal to only respond. The second strategy

islocating oneself. Locating oneself entails
reflecting on one's personal identities and
where one may fall at the intersection of
many identities to better learn about one-
self and be able to accept what the other
person is presenting (Varghese et a. 2018).
As countertransference and other forms of
vicarious trauma affect a supervisee, they
evoke emotions, feelings, memories, and
other personal from a supervisee's life
which not only influence the work in su-
pervision but with clients as well. Reflec-
tion and the use of self is an effective tool
to confront this when presented in a super-
vision atmosphere that makes one feel safe
enough to be vulnerable and share their
true feelings.

To improve the supervision experience
so both the supervisor and supervisee can
not only feel safe, trusted, validated, and
valued, traumarinformed principles can be
very effective when utilized in this setting.
When thistype of supervision environment
is achieved, reflection can be utilized more
effectively as well as the participants feel
safer to probe deeper into themselves and
be able to make themselves more vulner-
able with their feelings, emotions, experi-
ences, biases, and whatever else is found
inside them.

Marc Liff, LCSW, ACSW., is a Senior
Clinical Social Worker at SUNY Down-
state Health Sciences University, Special
Treatment and Research Program (STAR).
He can be reached at 718-270-2299 or
marc.liff@downstate.edu.
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Carli Lloyd from page 24

Chandler: What advice would you give to
ateenager now, who feelslikethey’ re strug-
gling with a personal mental health crisis?

Carli: | think the biggest thing | would say
isto remove what’s not healthy inyour life.
| think you are al growing up in a gener-
ation different from the world | grew up
in. You have social media, you have ev-
erything being plastered everywhere, what
you should look like, what you should do,
what you should buy, and | think it goes
back to just trying to embrace who you are
as a human being. If there are some things
in your life that aren't healthy for you, if
that’s social media- get rid of it, if it'syour
friends- get rid of it. And I know that’s hard
because of the pressures, but | just go back
to trying to be the best human being you
can be. The pressures of growing up are
difficult, but if you can surround yourself
with the people that help you the most, that
can offer you the best advice, | think that
would be the best thing.

Chandler: How do you deal with social

media hate?

Carli: | think there’'s a false redlity of life
of what's being put out there in social me-
dia. I've always tried to lead an authentic
life. A lot of what you seeisn’t thereal true
reflection of people’slives. | don’t get my
validation from outside people or social
media. | think the most important thing is
you can't look at people who don’t know
who you are for feedback in your life.
What makes me happy is just being real,
being authentic, being with people that
mean the most to me. That's my support
system, husband, family, and friends.

Chandler: What tools or practices have
helped you the most with your mental
health, especially during moments of self-
doubt or public criticism?

Carli: Relying on my support system, that
is abig one. | think it's important to have
people in your corner who are not going to
kill you to death, but they are going to sup-
port you and give you tough love. Getting
through challenging situations, like failing,
struggling, injuries, if a coach benched me

or if I got cut, being able to brush that off
and fight back and build myself back up a-
lowed me to become more mentally tough.
Self-reflection also helped, reading books,
self-help books, motivational books, and
quotes.

Chandler: What lessons do you try to pass
on to kids you coach?

Carli: | do some soccer clinics, and | al-
ways tell the parents, I’ m not going to turn
your son or daughter into a professional
soccer player. The most important thing to
me is to get across the messaging of just
trying to be a good human being. Sports
can bring that out in people. It can help in
your socia life, your athletic life and edu-
cational life. It's just honing those skills of
being a good person, being a good team-
mate, being a good student, working hard,
knowing that things aren't going to be
handed to you. Be more in love with your-
self. People put so much pressure on how
they must be as a person, if you look a cer-
tain way, or grew up in a certain household
it shouldn’t matter. Everyone brings some-
thing unique to the table. | think the most

important thing is to know you're unique
and embrace who you are as a person. And
every singleday just try todo alittle some-
thing to get better.

Carli Lloyd'sstory reminds usthat great-
nessisn’t just measured in medals or goals.
It's also about real conversations, talking
honestly about mental health and sharing
wisdom to guide the next generation. As |
left our conversation, what stayed with me
most was how grounded Carli is and that
vulnerability is not weakness, resilience
doesn't mean going alone, and protecting
your mental health is just as vital as chas-
ing any dream. The biggest action I'm
taking from our conversation is evaluating
what’s not healthy in my own life and re-
moving it.

Chandler Stone is a high school student,
athlete, and mental health advocate. She
volunteers at a crisis center answering
calls to support people in need and leads
community programs that provide tutoring
and resources for kids experiencing home-
lessnessin Los Angeles. For moreinforma-
tion, email Chandler GStone@icloud.com.
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Peer Support from page 25

from within these facilities through target-
ed outreach and engagement, introducing
them to Peer Support as both a discipline
and aviable career pathway. Because PSS
professionals must have lived experience
with recovery, PEL C participants bring the
ideal foundation to the work.

Importantly, PELC is designed not
only for program participants but also for
the systems and staff who support them.
The model recognizes that organizations
themselves must also recover—from the
impacts of stigma, outdated policies, and
the unintentional disempowerment often
perpetuated within institutional settings.
PELC therefore invests in whole-system
development, ensuring that recovery val-
ues are embedded throughout each partici-
pating facility.

Peer Employment Learning Center
(PELC) Program Components

The PELC project encompasses four
major components:

e Planning, Infrastructure, and Organiza-
tion

» Competency-Based Curricula

 Career Planning and Paid Internship

Formal Celebration, Community Place-
ment, and Outcomes Measurement

Planning, Infrastructure, and Orga-
nization - The process begins with col-
laboration. Leadership teams, program
managers, conservators, vocationa co-
ordinators, and training facilitators meet
to map out the schedule, allocate resourc-
es, and define expectations for each site.
Monthly PELC Group Meetings continue
throughout the program, ensuring align-
ment, accountability, and consistent sup-
port—extending even beyond the gradua-
tion celebration.

Competency-Based Curricula - PELC's
training investment is significant, reflect-
ing its goal of establishing atrue Recovery
Culture across each organization. Training
includes leadership development, staff-
wide education, participant-focused skill
building, and mentor preparation, totaling

JamesA. Ritchie, PhD, CM PSS

hundreds of hours across roles. All lead-
ership and mentors complete the same 80-
hour Medi-Ca PSS Certification Training
as participants—ensuring a shared under-
standing of scope, competencies, and re-
covery principles.

Key curriculainclude:

* Recovery Practices for Leaders — 16
hours (Martin, CW., & Ashcraft, L.
(2017). Recovery Practices for Leaders.
Crestwood Behavioral Hedlth, Inc.)

* Recovery Practices of Organization
(All Staff) — 8 hours (Martin, CW., &
Ashcraft, L. (2018). Recovery practices
for organizations. Crestwood Behavioral
Health, Inc.)

* Medi-Cal Peer Support Specialist
Certification (Leadership & Supervi-
sors) — 80 hours (Martin, CW., & Ash-
craft, L. (2016). Peer support learning
for the 21st century. Crestwood Behav-
ioral Health, Inc.)

» Resilient Culture Playbook — 8 hours

* How About a Vocation (Resident Can-
didates) — 16 hours

e Medi-Cal PSS Certification (PELC
Participants & Mentors) —80 hours

* Mentor Training —4 hours

e Intern Orientation —4 hours

Through these efforts, the organization
adopts a strengths-based approach that ele-
vates hope, agency, and meaningful contri-
bution for everyone involved.

Career Planning and Paid Internship
- After completing their 80-hour certifi-
cation training, participants advance to a
10-week paid internship and become PSS
Interns. Each intern works seven paid
hours per week carrying out tasks aligned
with the official California scope of prac-
tice:

1. Sharing their recovery story

2.Providing intentional one-on-one Peer
Support

3.Planning and co-facilitating wellness
and recovery groups

4. Supporting residents in completing re-
covery documentation

Each intern also receives one hour of
weekly mentorship. To ensure financial
stability, staff proactively coordinate with
conservators and benefits systems to mit-
igate impacts on SSI or SSDI. Increased
earnings often allow interns to save for fu-
ture needs, softening any temporary adjust-
ments to benefits.

Graduation, Community Placement,
and Measured Outcomes - Upon com-
pleting the internship, participants gradu-
ate in a formal ceremony—caps, gowns,
community partners, and family included.
Evenif individuals discharge before finish-
ing theinternship, they areinvited to return
and celebrate their achievements.

After graduation, vocational planning
continues. For individuals still on con-
servatorship, employment opportunities
may continue through the Dreamcatchers
program, allowing ongoing paid work as
a PSS within the facility. Graduates who
are discharged from conservatorship re-
ceive support in applying for open posi-
tions across Crestwood or within commu-
nity-based programs. PELC also provides
resources to help graduates prepare for and
complete the state certification exam to
become Certified Medi-Ca Peer Support
Specialists (CMPSS).

Expected outcomes include:
e Paid employment as Peer Support Spe-
cialists

» Dreamcatcher roles for conservator-
ship-maintained participants

 Volunteer opportunities to build addi-
tional work experience

* Part-time or full-time employment while
maintaining benefits

e In rare but powerful cases, full-time
employment that leads individuals to
voluntarily exit disability status through
Ticket to Work

A Model for
Systems Change

PEL C represents more than aworkforce
initiative—it is a system-level interven-
tion that reimagines what is possible for
individuals on conservatorship. By center-
ing lived experience as a strength, PELC
transforms recovery from a theoretical
concept into alived, shared practice. It re-
frames conservatorship not as an endpoint
but as a place where hope and opportunity
can take root.

As Peer Support continuesto expand na-
tionally, PEL C stands as a model for what
compassionate, recovery-oriented innova-
tion can accomplish. It recognizes what the
evidence has long shown: people recover,
communities recover, and systems can re-
cover too.

James A. Ritchie, PhD, CMPSS, Direc-
tor of Operations at Crestwood Behavioral
Health, Inc., Recovery Resilience Solu-
tions, can be reached at James.ritchie@
cbhi.net or (209) 313-4511. For more in-
formation on the PELC program at Crest-
wood Behavioral Health, Inc. please visit
recoveryresiliencesol utions.com.
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Human-Centered from page 31

Measuring the Impact of
Human-Centered Engagement

Human-centered and rel ationship-based
engagement gives members the kind of
steady support that helps them stay con-
nected to care. When someone reaches
out with consistency and genuine interest,
members are likely to participate more
fully in their treatment plans because the
guidance they receive fits their day-to-day
reality. Care teams gain a clearer picture
of what members are dealing with, since
real conversations surface stressors and
barriers that standard outreach often miss-
es. With this insight, providers and health
plan teams can respond in ways that are
more timely, appropriate, and effective.
Meaningful changes like these come from
trust, continuity, and a real relationship,
not from increasing the number of calls or
reminders.

Lauren Barca, MHA, RN, BSN

Why Engagement Models
Need to Change

It's clear that behavioral health en-

gagement requires more than transac-
tional outreach or one-size-fits-all com-
munication. Automated messages and
rigid scripts move quickly, but they can-
not capture the complexity of what many
members are dealing with. Without re-
thinking how engagement works, organi-
zations may continue to fund programs
and interventions that never reach the
members who need them most. Support-
ing behavioral health engagement is not
just aclinical task, it is a shared respon-
sibility across the system.

The Case for Partnering
with Relationship-Based
Engagement Teams

Behavioral health barriers often touch
many parts of a member’s life, which
means effective engagement requires
more than basic outreach skills. Teams
trained in relationship building and mo-
tivational communication are better

equipped to reach members who have
stepped away from care. Their work
gives providers and plans clearer visibil-
ity into what members are facing, which
helps guide more effective support. With
that foundation, relationship-based en-
gagement reaches members traditional
outreach cannot and helps them regain
stability.

Human-centered engagement is not a
nice-to-have, it's often the missing link in
behavioral health because it gives mem-
bers the steady support they need to return
to care and move forward.

Lauren Barca, MHA, RN, BSN is VP of
Quality of 86Borders, a human-first care
coordination and member engagement
company that helps health plan members
overcome obstacles to care — especially
among hard-to-reach populations.

For more information, contact Lacy
Herman at lacy@andersoni.com or visit
Ander soni.com.
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Tribal Nations from page 27

Together, the Pawnee Nation and ARS
assembled a diverse capital stack that
blended Tribal American Rescue Plan Act
(ARPA) funds, federa and state grants,
New Markets Tax Credits facilitated by
Ryker Douglas, Baker Tilly, USDA-backed
loans, and short-term, non-dilutive private
investments.

From the intimacy of room designs to
community-centered spiritual-care spaces
that honor holistic health, and the art of sto-
rytelling, Elders, clinicians, and communi-
ty members shaped the vision so that every
element reflectsthe heart of Pawnee values.

Beyond Treatment: Rebuilding
Economies and Culture

Investing in behavioral health is also
economic development. The Pawnee Na-
tion project supports dozens of skilled
jobs and workforce development training.
When recovery services operate within
the community, transportation costs drop,
family involvement rises, and the benefits
ripple outward to schools, workplaces, and
future generations.

For many Tribal leaders, thiskind of proj-
ect represents healing sovereignty: the abili-
ty to reclaim health, identity, and prosperity
on their terms. Every dollar reinvested lo-

cally reduces dependency on culturaly dis-
connected systems and reinforces a.continu-
um of care that sustains long-term recovery.

A Model for the Nation

As CEO of Ascension Recovery Ser-
vices, I've learned that the most powerful
solutions are those built with communities,
not for them. The Pawnee Nation Behav-
ioral Health Facility proves that culturally
grounded, financialy strategic recovery
centers can thrive and that Tribes need not
shoulder the financia burden alone.

Across the country, other Native Nations
are exploring similar initiatives using in-

novative funding mechanisms such as 638
compacts, 340B pharmacy programs, and
USDA loans. The momentum is real, and
theimpact extendsfar beyond Tribal Lands.
These projects demonstrate what's possible
when we invest in wellness as a driver of
both public health and economic vitality.

Investing in healing is investing in a fu-
ture where recovery is not imported but
homegrown.

Douglas M. Leech is the Founder and
CEO of Ascension Recovery Services. He
can be reached at Doug@AscensionRS.
com. For more information, visit www.As-
censionRS.com.

Triage Menopause from page 33

evidence-based behaviora strategies with-
in the same visit:

» Sleep Hygiene: Targeting insomnia re-
lated to night sweats.

» Cognitive Behavioral Therapy (CBT)
for Hot Flashes: A validated intervention
to reduce the impact and severity of va
somotor symptoms (Hickey et a., 2022).

These interventions offer immediate re-
lief while the patient awaits a specialized
medical follow-up, thereby embodying
whole-person care.

Upskilling for Emerging Roles

To maximize the BHC's effectiveness in
this crucial area, there must be a deliber-
ate effort to upskill the existing workforce.
While many BHCs are skilled in depres-
sion and anxiety, training programs should
embed competencies specific to women's
health throughout the life cycle, including
understanding neurobiological mechanisms
and familiarity with menopausal treatments.

By investing in this specialized training,
health systems transform their BHCs into
clinical experts who not only screen for
general mental health issues but also serve
astheclinic’sfront-line specialistsfor mid-
life women’'s health. This strategic invest-
ment is a practical solution to the behav-
ioral health workforce challenge, aligning
with national efforts to expand access and
quality of care (Bishop et al., 2024).

Essential Resources for BHCs and Patients

As BHCs often serve as educational
resource brokers, having a curated list of
reliable, evidence-based sources is vita
for supporting patient self-management
and facilitating informed dialogue with the
medical team.

Conclusion

The integration of behavioral health
consultants into the primary care system is
not just beneficial; it is vital. The BHC in
integrated care is more than just a thera-
pist; they are sophisticated triage special-
ists and educators. Leveraging their role
to “unmask” menopause from generalized

mood disorder is a powerful example of
workforce innovation that yields better di-
agnosis, targeted treatment, and ultimately,
superior patient outcomes.

Kim Hunter-Bryant, MA, LCSW,
PMH-C, serves as the Director of Wom-
en's Health & Wellness and a Behavior-
al Health Consultant at Covenant House
Health Services. An advocate for work-
force innovation in integrated care, she
specializes in the intersection of behavior-
al health and women’s midlife transitions.
Her clinical work focuses on * unmasking”
menopausal symptoms in primary care
to ensure accurate diagnosis and holistic
treatment. For more information, contact
kbryant@covenanthousehealth.org or visit
Kim's LinkedIn Profile.
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Peer Specialists from page 27

thisroleis, aswell asthe ongoing over-pro-
fessionalization of mental health services.
With greater adoption of the peer support
model through increased funding, we have
an opportunity to turn the tide on awiden-
ing gap in care.

Embedding Lived Experience Across
Crisis, Youth, and Family Systems

Peer support strengthens mental health
systems by embedding lived experience
across prevention, crisis response, youth
development, and family engagement, and
offering scalable solutions.

At Vibrant, the peer support role is in-
tegrated throughout multiple areas — be-
ginning with family advocacy. Vibrant
pioneered New York City’s first Family
Support Program and Parent Resource
Center, establishing a model that centers
caregivers as informed partners and advo-
cates for their children. In crisis services,
thereis dedicated peer support within NY C

988 and HOPEIline to ensure that individ-
uals in distress can connect with trained
peers whose lived experience helps reduce
stigma, encourage hope, and foster contin-
ued engagement.

Youth peer advocacy is integrated into
community-based programs such as the
Adolescent Skills Centers and the Queens
Affirming Youth and Family Alliance,
where peer advocates support young peo-
ple through shared experience rather than
solely through clinical intervention. The
Children’s Coordinated Services Initiative
isacollectiveof NY C-based organizations,
driven by Vibrant, who come together to
center the role of family and youth peer
advocates within youth-serving systems.
Peer navigation within family and youth
programs further helps individuals access
services, stay connected to care, and build
long-term self-advocacy skills.

Together, these approaches demonstrate
how peer integration functions not as a
singular program, but as a workforce and
delivery strategy that enhances care qual-
ity, strengthens trust, and addresses gaps

in access across the mental health system.
Grounded in shared experience, peers en-
courage sustainable healing and growth by
focusing on what individuals can achieve
rather than what they lack. Through a com-
bination of structured, evidence-informed
models and flexible, community-driven
support, peer-led care helps people build
their inherent strengths to create meaning-
ful, lasting change.

Moving Forward with
Peer Support at the Center

Peer specidists do rely on their lived ex-
perienceto engage help seekers, which high-
lights a need for specialized supervision,
whereby clear discussions around well-be-
ing and self-care are encouraged. Such su-
pervision helps with professional develop-
ment for peer specialists by amplifying the
unique healing power of their stories. Ad-
ditional career pathways, such as Peer Sup-
port Supervisors, Advisors, and Leadership
positions, are critical in showcasing struc-
tural integration of and respect for peers.

Across the sector of wellness support
services, many are investing in this scope
of expertise, as it brings humanity to the
work by lending the living story the same
credence as credentials. The marriage of
both lenses of expertise deepens the value
of any organization and itsimpact on those
it serves by highlighting peers as key play-
ers within the spectrum of care.

Peer support servicesare uniquely tailored
to touch the lives of those in need from the
lens of not just an aly but that of a compan-
ion in experience-a person who has been
there. These individuals exude that perfectly
seasoned quality that cannot be taught. Their
work and life stories serve as the key agents
in building trust and shepherding individu-
als in need across bridges to hope. It is our
hope that other organizations consider add-
ing these important roles to their staffing.

Jantra Coll, PhD, is Vice President of
Community Programs, and Johnell Law-
rence, MSW, is Assistant Vice President of
Community Engagement, at Vibrant Emo-
tional Health.

TMS Neuromodulation from page 14
» Who greets your patient on day one.

» Who sees their progress every day.

» Who helps them work through gratitude
EXercises.

» Who helps them practice gratitude under
the helmet while their brain relearns the

possibility of change.

Because every time a patient graduates
from TMS and says, “I'm glad | didn't
quit,” there's amost aways a technician

behind that sentence.

Dr. TeeJay Tripp is Chief Medical Offi-
cer at Serenity Mental Health Centers. Vis-
it www.serenitymental healthcenters.com
or call (844) 310-1649 to learn more.
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Treatment Courts from page 24

Thetherapeutic alliance and formulation:
A strong therapeutic aliance is one of the
most robust predictors of successful out-
comes across therapies and populations
(Wampold BE, 2023) (Fliickiger C, 2020)
(Duncan, 2010). The alliance involves:

1. A safe, trusting, respectful relationship
in which the participant feels valued.

2. Shared goal s that make sense to both cli-
nician and participant.

3.Agreement on strategies and tasks for
reaching those goals (Frank, 2025).

Engagement improves when the alliance
is grounded in a shared formulation: a col-
laborative understanding of who the partic-
ipant is, what has happened to them, their
values, strengths, community, identity, and
aspirations (Cruwys T, 2023) (Nezu CM,
2015) (Johnstone, 2013). When treatment
is adapted to participants’ cultural identi-
ties, preferences, and lived experiences,
the alliance is strengthened and outcomes
improve ((COPPS), 2021).
Individualizing treatment: Standardized
program requirements that do not flex to
participants' needs can feel irrelevant or
coercive. Tailoring services—type, intensi-
ty, format, language, and focus—to match
participant preferences increases satisfac-
tion, completion rates, and clinical gains
(Lindhiem O, 2014).

Addressing basic needs: Unmet basic
needs such as housing, food, transportation,
safety, and childcare create constant crises
that crowd out treatment. Addressing these
needs directly, or by coordinating with so-
cia services and natural supports, is foun-
dational to engagement (Medine, 2021).

Aligning motivation: Treatment is most
effective when the participant’s own rea-
sons for change align with the purposes of
the treatment court. If participants do not
see how treatment helps them get more
of what matters most to them, attendance
quickly becomes about “doing time” rather
than “doing treatment.”

Co-occurring illness: Co-occurring men-
tal health conditions—including depres-
sion, anxiety, psychosis, ADHD, and per-
sonality disorders—can impair insight,
emotional regulation, and executive func-
tioning, making consistent participation
difficult (A., 2024).

Factors Promoting Participation

Despite the risks, several factors con-
sistently support engagement in treatment
court programs (Canada KE, 2020) (Patten
R, 2015) (Randall-Kosich O, 2022).

Per sonal motivation and accountability:
Participants who feel personally responsi-
ble for their recovery tend to remain more
engaged. Clinicians and court staff can
help evoke this sense of ownership by in-
viting self-reflection, supporting meaning-
ful goal setting, and reinforcing small steps
toward change.

Structured support systems: Peer sup-
port, mentoring, family involvement, and
community-based resources provide emo-
tional, practical, and socia support that
make adherence more feasible.

Michael McGee, MD, DLFAPA

Quality and availability of services:
Accessto skilled clinicians, evidence-in-
formed therapies, mental health care,
and addiction medicine—including med-
ications for addiction treatment when
appropriate - improves retention (Medi-
cine, 2024).

Judicial engagement and incentives:
Active, respectful involvement by judges
and court personnel can powerfully shape
motivation. Clear incentives—such as
privileges, phase advancement, or reduced
supervision - combined with consistent,
fair responses to nonadherence, reinforce
accountability and progress.

Treatment duration and intensity: Pro-
grams that offer a flexible continuum of
care alow participants to receive more in-
tensive services when risk is high and step
down as stability improves.

Promoting Participation: Cultivating
Constructive Collaboration

Promoting participation requires more
than enforcing compliance. It calls for a
collaborative approach that emphasizes
safety, respect, empathy, and shared re-
sponsibility (Law, 2020) (AllRise, 2025).
Successful engagement is built on three
interlocking elements:

1. Therapeutic engagement

2. Participant-centered formulation and re-
covery planning

3. Ongoing monitoring and adaptation
Therapeutic engagement: A strong thera-
peutic relationship isthe cornerstone of ef-
fective treatment. Master clinicians contin-
ually cultivate both their therapeutic spirit
and their relationa skills (Miler, 2021).
These manifest as:

« unconditional positive regard

» warmth and acceptance

* genuineness

* evoking hope

* affirmation

* empathy

« collaborative, participant-centered guid-
ance

These capacities are developed over a
professiona lifetime through feedback,
reflection, deliberate practice, supervision,
and coaching (Chow, 2020). Building cul-
turesof clinical excellencewithin treatment
courts hel ps support this development.

Clinicians should begin where partici-
pants are, engaging first with what partic-
ipants most want that led them to accept
treatment court, rather than focusing sole-
ly on program rules. Mutual respect, open
communication, and consistent support
help participants feel seen and valued rath-
er than managed or judged.

Participant-centered formulation and
recovery planning: Engagement makes
it possible to co-create a shared, compas-
sionate, and coherent understanding of the
participant—the formulation. This shared
story includes problems and risks but also
strengths, values, culture, community,
hopes, and identities. Based on this under-
standing, clinicians and participants co-au-
thor the recovery plan, with the participant
positioned as the primary author of their
healing journey.

A good recovery plan addresses clinical
needs (e.g., substance use, mental health)
and broader human service needs (e.g.,
housing, employment, family relationships)
for both the participant and their ecosocial
system. It should be understandable in the
participants own words and clearly linked
to outcomes that matter to them.

Monitoring and adapting: Participant
needs and circumstances change over time.
Effective care plans are therefore adaptive,
iterative, and feedback informed. Routine
monitoring of progress, satisfaction, and
engagement—using brief tools and col-
laborative conversations—helps identi-
fy problems early. Clinicians then adjust
goals, methods, or intensity to maintain
relevance and effectiveness.

Motivation management: Mativation is
not a fixed trait; it fluctuates. Techniques
such as motivational interviewing, values
clarification, and collaborative goal setting
help participants explore ambivalence,
strengthen commitment, and build confi-
dence. Recognizing small successes, cel-
ebrating incremental change, and setting
achievable milestones all foster a sense of
efficacy and hope.

Rewards, privileges, and accountabili-
ty: Positive reinforcement—verbal recog-
nition, incentives, privileges, and visible
acknowledgment of achievement—can be
powerful in sustaining participation. Sanc-
tions are often more effective when framed
as loss of privileges or missed opportuni-
ties rather than punishment, and when they
are delivered predictably, proportionally,
and respectfully.

Transparency and expectations: Par-
ticipants need a clear understanding of
program expectations, roles, and poten-
tia consequences. Transparent commu-
nication about requirements, available
supports, and decision-making processes
fosters accountability and allows partici-
pants to make informed choices about their
recovery (Stinson, 2017).

What to Do When Participants
Aren't Participating: The5As

Even in the best programs, disengage-
ment is inevitable. The question is not

whether participants will struggle, but how
teams respond when they do. The 5 As
framework—Attend, Abstain, Appreciate,
Assess, Act—offers a structured, humane
process for understanding and addressing
nonparticipation.

1. Attend - The first step is to pay close
atention. Clinicians and teams should
systematically monitor attendance, partic-
ipation, attitudes, and outcomes, watch-
ing for signs that participants are “doing
time” rather than “doing treatment.” Feed-
back-informed methods can help track
well-being, progress, and satisfaction in
real time.

Attending aso includes checking in on
the therapeutic dliance. Brief tools and
open conversations about “how we are
working together” can reveal ruptures in
trust, misaligned goals, or tactics that are
not meaningful to the participant. Clinicians
must also attend to their own internal reac-
tions—frustration, anxiety, hopelessness.

2. Abstain - Once problems are noticed,
the second step is to abstain—from blame,
impulsive action, and premature conclu-
sions. It is tempting to label participants
as unmotivated or resistant, but such labels
close curiosity and can damage the ali-
ance. Except in situations of imminent risk,
itisusually best to refrain from action until
the situation is better understood.

Clinicians also have a professional duty
to maintain hope. Losing faith in the partic-
ipant’s capacity to changeisitself a power-
ful barrier to engagement.

3. Appreciate - The third step is appreci-
ation—accepting the situation as it is and
recognizing its complexity. Approach-
ing nonparticipation with an “of course”
mindset (“Of course there are obstacles;
of course, engagement is hard”) cultivates
equanimity and compassion (Holiday,
2014). Participants often face trauma his-
tories, mental health symptoms, poverty,
unstable relationships, and discrimination.
Staff may be overextended and working in
under-resourced systems.

Appreciation means allowing the reality
of the moment without harsh judgment—
toward the participant or oneself. This
stance creates space for curiosity rather
than anger and makes it more likely that
participants will feel safe enough to be
honest about their struggles.

4. Assess - With curiosity and acceptance
in place, the team moves to assessment:
a collaborative inquiry into what is and is
not working, involving the participant, cli-
nicians, court staff, and—when appropri-
ate—family or other supports.

The team should revisit the original as-
sessment, formulation, and care plan: Have
circumstances changed? Are the goals still
meaningful to the participant? Are services
mismatched to their stage of change or cul-
tural context?

A key task isto distinguish “can’'t” from
“won’'t.” Some participants cannot engage
because of low self-efficacy, inadequate
coping skills, cognitive limitations, severe
psychiatric symptoms, external stressors,
or lack of support. Others technically can
engage but are not doing so because of
waning motivation, ruptures in the alli-
ance, competing loyalties, or trauma-based
“hidden agendas.” Understanding these
drivers allows interventions to be targeted
rather than generic.

see Treatment Courts on page 50
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5. Act - Only after careful assessment isiit
time to act. Action should flow from what
has been learned, and whenever possible,
be co-designed with the participant.

Maintain equipoise: Clinicians and court
personnel should maintain calm, balanced,
and compassionate demeanors. Partici-
pants need to see that the team is both in-
vested in their success and steady enough
to tolerate setbacks without retaliation.

Strengthen relational skills: Teams may
need to refine foundational interperson-
al skills—empathy, acceptance, warmth,
clarity, and evocation of hope. Seeking su-
pervision, peer consultation, and training
communicates that the system iswilling to
grow alongside the participant.

Seek feedback and reflect: Soliciting
feedback from participants, supervisors,
and colleagues—and engaging in honest
self-reflection—helps clinicians recognize
when their own behavior, assumptions, or
blind spots are contributing to disengage-
ment (de Cossart L, 2012).

Review the treatment contract and
goals: When appropriate, teams can re-
visit treatment contracts and expectations,
emphasizing both autonomy and account-
ability. The message should be: “This is
your life and your recovery, and we are
here to support you within real-world
constraints.”

Repair ruptures and renegotiate the
plan: If the aliance has been damaged,
explicit rupture repair is crucia. This
may involve naming the rupture, apol-
ogizing for mis attunements, clarifying
misunderstandings, or, at times, changing
clinicians. The care plan may need to be
renegotiated to better reflect the partici-
pant’s preferences, capacities, culture, and
current priorities.

Arrange additional supports. When
disengagement is driven by external bar-
riers—housing, transportation, childcare,
legal stress, lack of social support—the
team should collaborate with community
partners, families, and peer supports to se-
cure needed resources.

Reinforcemotivation: When motivationis
low, targeted motivational interventionscan
help participants clarify values, envision
desired futures, and explore discrepancies
between their goals and current behavior.

Ongoing Monitoring and When
Engagement Cannot Be Sustained

Re-engagement is rarely a single event.
Teams must continually cycle through the
5 As—attending to new information, ab-
staining from premature reactions, appre-
ciating evolving redlities, reassessing, and
adjusting actions.

Sometimes, despite thoughtful and per-
sistent efforts, participants continue to dis-
engage. In these situations, treatment teams
should maintain open communication
with the court, provide honest informa
tion about progress and risk, and advocate
for responses that balance accountability

with compassion. Even when a participant
leaves or is terminated from the program,
clinicians can convey that the door remains
open for future help.

Post-program reviews (* post-mortems”)
can identify lessons learned for the team
and highlight structural barriers that could
be addressed for future participants.

Conclusion

Nonparticipation is not an aberration
but an expected feature of treatment court
work. Rather than interpreting disengage-
ment as failure, teams can approach it as
a signal that something in the complex
interaction among participant, provider,
program, and context needs to change. The
5 As framework—Attend, Abstain, Appre-
ciate, Assess, and Act—offers a practical,
compassionate roadmap for responding.

By emphasizing strong therapeutic al-
liances, participant-centered planning,
flexible and feedback-informed care, and
collaborative responses to nonparticipa-
tion, treatment court teams can enhance
engagement and outcomes. Expecting,
monitoring, and thoughtfully addressing
participation problems is essential to the
long-term success of treatment courts and
to the healing of the people they serve.

Michael McGee, M.D., DLFAPA, is
President of WelIMind Inc., providing
training and consulting services. He can
be reached at 9496 Caymas Terrace, Na-
ples, FL 34114, by phone at 978-360-6071,
or by email at mdm@drmichaelmcgee.
com. Additional information isavailable at
www.dr michael mcgee.com.
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Recruitment from page 28

Stigma remains one of the most power-
ful deterrents. Individuals may hesitate to
seek treatment or participate in research
because they fear judgment, labeling, or
confidentiality breaches. Even when some-
oneisinterested in contributing to scientif-
ic advancement, concerns about how their
datawill be used or how their mental health
status will be perceived can significantly
restrict engagement. This reluctance can
reduce the pool of potential participants
and disproportionately exclude individu-
als from communities where mental health
stigma remains especially strong.

Symptom variability adds an addition-
al layer of complexity. Many mental
health conditions fluctuate significantly
over time. Individuals who appear eligi-
ble during initial outreach may later expe-
rience changes in symptom severity that
temporarily disqualify them from partic-
ipation. This fluidity can disrupt schedul-
ing, complicate protocol adherence, and
contribute to frustration or disengagement
among participants.

High screen-fail ratios are common.
Strict inclusion criteria—such as stable
medication regimens, specific symptom
thresholds, comorbid conditions, or safe-
ty considerations—can disqualify many
otherwise interested individuals. Because
mental illness doesn’t follow alinear treat-
ment path, it can make it extremely diffi-
cult to capture the right cohort at the right
moment.

Operational challenges further impede
recruitment. As stated above, menta
health care pathways are often fragment-
ed, with many individuals receiving min-
imal or inconsistent care across different
settings and providers. Unlike areas such
as oncology or cardiology, thereis still no
standardized, predictable, or structured
pathway in which patients with mental
health conditions can get referred into clin-
ical trials.

Retention presents its own difficulties.
Even after enrollment, participants may
face emotional fatigue, transportation
challenges, caregiving responsibilities, or
other life stressors that hinder their abili-
ty to continue in a study. Dropout rates in
mental health trials often exceed those in
many physical health studies because par-
ticipants must balance both the demands
of the trial and the pressures of daily life
while managing their symptoms.

Finally, site capacity constraints can
limit progress. Many research sites till
lack dedicated psychiatric research staff,
or the specialized training necessary to
manage complex assessments, safety mon-

Suzanne Harris

itoring requirements, and nuanced patient
communication. Even highly experienced
clinicians may face overwhelming work-
loads that limit their ability to support par-
ticipants effectively.

All these barriers demonstrate the need
for smarter, patient-first recruitment strat-
egies that reflect both human needs and
operational redlities.

A Deeper View into
the Patient Experience

One emerging and scientifically ground-
ed strategy involves the use of burden indi-
ces to quantify and address the factors that
influence participant decision-making and
site operations. Tools such as the Patient
Burden Index (PBI) and Site Burden Index
(SBI) provide structured ways to evaluate
stress points that may undermine enroll-
ment or contribute to dropout.

The Patient Burden Index evaluates
the real-world demands placed on par-
ticipants throughout the course of a trial.
For individuals already navigating mental
health challenges, like depression, anxiety,
PTSD, bipolar disorder, or schizophrenia,
seemingly manageable tasks can become
substantial barriers. Requirements such as
frequent site visits, long travel distances,
invasive procedures, extensive question-
naires, digital monitoring expectations, or
lifestyle restrictions may significantly in-
fluence a participant’s willingness or abili-
ty to stay engaged.

High PBI scores can predict where par-
ticipants might struggle or disengage, en-
abling sponsors to make more informed
decisions early in the trial design process.
For example, if the frequency of site visits
is disproportionately burdensome, adjust-
ments such as remote assessments, sim-
plified procedures, or transportation sup-
port may substantially improve feasibility.
Understanding participant burden can also
guide tailored outreach, helping potential
participants see how the study aligns with
their needs and how the research team in-
tends to support them.

Predicting and addressing these burdens
leads to:

» More redlistic expectations for enroll-
ment timelines

* Greater feasibility and accuracy in fore-
casting recruitment

* More empathetic communication that
aligns with participant concerns

* Better retention strategies informed by
likely pain points

By anticipating where drop-offs may oc-
cur, trials can adapt to meet participants
needs rather than expecting participants to
adapt to rigid structures that may be unsus-
tainable.

Ground Your Site Strategy
in Operational Reality

The Site Burden Index offers an equally
important lens into the operationa envi-
ronment. Mental health trial sites frequent-
Iy manage high patient volumes with limit-
ed resources. Screening processes are often
lengthy and multi-layered, assessments
may betime-intensive, and safety monitor-
ing can demand frequent check-ins or staff
intervention.

Quantifying this burden helps sponsors
identify which sites are best equipped to
manage a protocol’s requirements and
where additional support may be needed.
Sites with high burden scores may face
workflow bottlenecks, have limited staff-
ing, or require more training to manage
complex €ligibility assessments. By un-
derstanding these dynamics early, sponsors
can set more realistic enrollment expecta-
tions, reduce screen failures, and allocate
operational support where it will meaning-
fully improve participant flow.

Together, PBI and SBI offer amore com-
plete understanding of the ecosystem in
which mental health research takes place,
enabling trial designs that are more inclu-
sive, more achievable, and more efficient.

Tailor Your Patient
Engagement for the
Realities of Mental Health

In addition to scientific modeling, men-
tal health trials require engagement strat-
egies that reflect the lived experiences of
participants. Each diagnosis is unique and
comes with a decision-making pattern that
reflects that. Recruitment efforts that over-
look these nuances risk disengagement,
misunderstandings, or reinforcement of
harmful stereotypes.

Best practice is to have profession-
als who are trained in behaviora hedlth
communication help patients navigate the
emotional and logistical challenges that

often accompany trial participation. For
individuals who may feel uncertain, over-
whelmed, or hesitant, having a knowl-
edgeable and empathetic point of contact
like a Patient Companion can make the
process more approachable. Professionals
like these can help address stigma, clarify
complex screening procedures, normalize
symptom fluctuations, and troubleshoot
practical challenges such as transportation
or scheduling.

When these supportive approaches are
paired with burden insights from tools like
PBI, the recruitment experience becomes
more aligned with patient realities. Partic-
ipants feel better informed, less anxious,
and more confident in their decision to en-
gage in research and increases the likeli-
hood of long-term retention.

Advancing Mental Health
Research Through Smarter,
Human-Centered Recruitment

The world cannot respond effectively to
the mental health crisis without more in-
clusive, rabust, and timely clinical trials.
We must improve recruitment strategies to
be both scientific and empathetic so we can
attract more untreated and undiagnosed
populations and speed approval of thera-
pies for those that need them most.

By understanding how human and op-
erationa burdens shape participation,
embracing diagnosis-specific engagement
approaches, and leveraging scientific tools
that reveal where challenges lie, sponsors
can make mental health research more pre-
dictable, equitable, and effective.

Mental disorders present a global public
health crisisthat demandsweriseto the oc-
casion with amodel that respects the lived
experience of participants, supports the re-
alities of site operations, and strengthens
the integrity of clinical evidence. This is
how progress is made—one trial, one par-
ticipant, and one insight at atime.

Suzanne Harrisis Senior Vice President
of Marketing and Communications at Sub-
jectWell.

Footnotes

1. World Hedth Organization, Mental
Health Disorders Fact Sheet

2. World Health Organization, Mental
Health of Adolescents Fact Sheet

3. World Health Organization, Alcohol
Fact Sheet

4. World Health Organization, Special Ini-
tiative for Mental Health

5. McKinsey Hedlth Institute, Investing in
the future: How better mental health bene-
fits everyone

mindyappel .com

Individuals - Couples - Families - Older Adults
Medicare Provider - Addiction and Recovery Specialist

Mindy Appel, LCSW, ACSW, LMFT

Delray Beach, Florida
Call for Appointment: (561) 926-7858
appel mindy @gmail.com



https://behavioralhealthnews.org/
https://subjectwell.com/
https://subjectwell.com/
https://www.who.int/news-room/fact-sheets/detail/mental-disorders#:~:text=In 2021%2C nearly 1 in,have access to effective care.
https://www.who.int/news-room/fact-sheets/detail/mental-disorders#:~:text=In 2021%2C nearly 1 in,have access to effective care.
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:text=Globally%2C one in seven 10,illness and disability among adolescents.
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health#:~:text=Globally%2C one in seven 10,illness and disability among adolescents.
https://www.who.int/news-room/fact-sheets/detail/alcohol#:~:text=The data on global alcohol,million live with alcohol dependence.
https://www.who.int/news-room/fact-sheets/detail/alcohol#:~:text=The data on global alcohol,million live with alcohol dependence.
https://www.who.int/initiatives/who-special-initiative-for-mental-health
https://www.who.int/initiatives/who-special-initiative-for-mental-health
https://www.mckinsey.com/mhi/our-insights/investing-in-the-future-how-better-mental-health-benefits-everyone
https://www.mckinsey.com/mhi/our-insights/investing-in-the-future-how-better-mental-health-benefits-everyone
https://www.mckinsey.com/mhi/our-insights/investing-in-the-future-how-better-mental-health-benefits-everyone
https://behaviortherapyassociates.com/
https://mindyappel.com/
mailto:appelmindy%40gmail.com?subject=

PAGE 52

BEHAVIORAL HEALTH NEWS ~ WINTER 2026

Peer Storytelling from page 28

employees at a global financial services
firm requested monthly What's on Your
Mind sessions, where employees connect
to supportive mental health and wellness
resources, as well as build community.
At a leading technology services compa-
ny, peer presentations led employees to
advocate for Mindful Mondays, a weekly
guided meditation seriesthat reinforcesthe
importance of rest. These examples show
how peer-based programs can encourage
employees to connect with professional or
community-based support outside of the
workplace (Greenwood).

Reducing stigma and increasing hope
are additional benefits. One attendee
shared that the honesty of the presenter
made their day brighter and reduced feel-
ings of isolation, saying, “Thank you for
the honesty and sharing. This made my
day alittle brighter and made me feel less
alone” A family member reported that
the presentations helped them understand
that tools exist to support caregivers, say-
ing, “ This seminar gave me hope there are
tools are out there to help family members
understand mental illness.” Independent
evaluations of In Our Own \oice showed a
significant reduction in stigma among par-
ticipants (Corrigan, Kanter, Perlick).

Peer storytelling also supports supervi-
sors and leaders who may feel uncertain
about how to approach employees who
seem to be struggling. Many leaders rely
on assumptions or media portrayas of

Maggie G. Mortali, MPH

mental illness. After NAMI-NYC deliv-
ered peer-based presentations at a U.S.
law firm, managers and partners reported
a greater understanding of how to recog-
nize signs of mental health challenges in
their colleagues and have the tools to sup-
port them early on to decrease the risk of
crisis. Feedback showed that a key barrier
for many managers was not knowing the
language to use. Hearing peers share their
experiences helped bridge that gap.
Peer-based storytelling strengthens indi-
vidual recovery and contributesto healthier
workplaces. It increases connection, sup-
ports early help-seeking, reduces stigma,
and builds a sense of community. When or-
ganizationsincorporate real storiesof lived

Jennifer Da Silva, MPA

experience into their wellbeing efforts,
employees feel seen, leaders gain practical
tools, and the workplace moves closer to
a culture where mental health is acknowl-
edged and supported.

Maggie G. Mortali, MPH, is CEO, and
Jennifer Da Slva, MPA, isDirector of Mar-
keting and Communications at NAMI-NYC.
To learn more about peer-based presenta-
tions, visit naminyc.org/workplace.
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Private Practice from page 29

experienced practitioners preserves client
access and helps maintain the stability of
practices that have built deep relationships
in their communities. Private practice cli-
nicians enter this field because they want
to provide meaningful care and supporting
them in that work is essentia for long-
term, systemwide sustainability. Al offers
critical support by shifting time away from
routine tasks and back to client care, creat-
ing space for what matters most: the thera-
peutic relationship.

The Role of Al in
Workforce Sustainability

Al returns time to clinicians by stream-
lining non-clinical workflows. A JMIR
Mental Health study from 2024 found that
43 percent of behavioral health profession-
als surveyed reported using Al in practice,
primarily for research and report writing.
Some examples of effective use of Al in
clinical practice include:

e Documentation: Instead of generating
full notes from scratch, many clinicians
use Al to expand brief session notes into
structured clinical documentation. This
keeps the clinician’s insights at the cen-
ter while saving time on formatting and
compliance.

» Template customization: Al tools can
help clinicians build documentation
templates that reflect their therapeutic

Jonathan Seltzer

approach or insurance requirements,
then refine them over time as workflows
evolve.

* Language refinement: Al can strength-
en clinical language and improve clari-
ty while maintaining the practitioner’s
voice. Thisisespecialy helpful for early
career clinicianswho are still devel oping
their documentation style.

The purpose of Al toolsis not to replace
clinicians but to amplify their expertise.
The right tools give clinicians more time
for the work they can do. In private prac-
tice, each hour reclaimed directly increas-
es time available for client care, alowing
clinicians to stay present and effective in
their work.

Technology That Supports, Not Replaces

Autonomy keeps private practice cli-
nicians in practice. It allows clinicians to
control how they practice, who they see,
and how much time they spend with cli-
ents. Technology should support, not over-
ride, these decisions.

Thebest Al tools are designed with clini-
cians at the center. For example, aclinician
should aways review Al-drafted notes
before submitting them, preserving their
therapeutic framing and clinical judgment
while till saving meaningful time. Tech-
nology adapts to the clinician’s practice—
not the other way around.

But technology alone isn’t enough. Sys-
temic changes are needed to truly support
independent practice.

Building Systems That
Support Independence

The 2024 State of the Behavioral Health
Workforce report projects significant
shortages of counselors and psychologists
by 2037. Workforce development must fo-
cus on more than recruitment. Retention,
operational support, and sustainable prac-
tice models are essential to keeping clini-
ciansin practice.

Training programs and continuing
education must prepare clinicians for
emerging tools and workflows, such as
Al-assisted documentation, telehealth,
and hybrid practice models. Reimburse-
ment and credentialing systems must also
evolve so that private practice clinicians

are not at a disadvantage compared to
large organizations with extensive admin-
istrative resources. Improving these sys-
tems reduces friction and helps clinicians
focus more on care.

Private practice clinicians must also
have a voice in the broader innovative
conversation so that new policies, training
standards, and technologies reflect their
real-world needs. Supporting the sustain-
ability of independent practice through
smart technology, training, and autonomy
strengthens the entire behavioral health
care system.

Redefining Workforce
Innovation Around
Clinician Sustainability

The future of behavioral health care de-
pends on supporting the clinicians already
in practice today. Workforce innovation
should begin with the clinician experi-
ence, reducing administrative burden, re-
storing purposeful work, preserving in-
dependence, and making private practice
sustainable.

Clinician sustainability must become
a shared priority among industry leaders,
educators, policymakers and technology
partners. Without it, we lose the indepen-
dent practitioners who deliver accessible,
affordable care to millions of Americans.

Jonathan Seltzer is CEO of SmplePrac-
tice. To get in touch or learn more, you can
connect with Jonathan on LinkedIn or visit
the SmplePractice website.
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Relapse from page 30

And then there's romanticizing sub-
stance use, reminiscing about the “good
old days’ and focusing only on the par-
ties and fun moments. That nostalgiaisn’t
harmless. It's a warning that the brain is
beginning to rewrite the past.

When those warning signs appear, our
response matters just as much as the signs
themselves. Too often, people in recovery
are met with shame instead of support.
That shame doesn’t inspire change; it only
deepens isolation. It convinces people
they’re broken, beyond help, and alone.
And when you can’t lean on anyone, you
lean on the one thing that's always been
there: the substance.

| always encourage families to respond
with care when these signs arise. Avoid
shaming them. Because compassion, not
condemnation, is what keeps people alive
long enough to heal.

And if you're the one in recovery, re-
member that you're human, and that it's
okay to say you're struggling and need
more help.

Relapse I's an Opportunity to
Adjust the Playbook

While it's certainly not inevitable, re-

Chris Cummins

lapses are a normal part of the recovery
journey for many and a chance to learn
valuable lessons about what works—and
what doesn'’t.

Think about it: professional football
players drop the ball, then study the replay
and come back stronger. Musicians hit the
wrong note and mark their scores to refine
their performance. Like any skill, growth
in recovery comes from practice and per-

sistence, not perfection.

Wemust try to let go of the belief that re-
covery happens in one transformative mo-
ment. In truth, recovery happens one day at
atime, one moment at atime, and there are
going to be challenges and setbacks. Each
challenge is a chance to build resilience,
insight, and a stronger foundation for last-
ing change.

For families and friends, that perspective
shift matters. It means moving from judg-
ment to curiosity. Instead of pointing the
finger and asking, “Why did you relapse?’
ask, “What wasn’'t working?’' For the per-
son in recovery, it's an invitation to adjust
the playbook and consider what you might
need to do differently thistime.

At my treatment center, we have a spe-
cific program for those who have experi-
enced chronic relapse. And we look closely
at the factors that may have contributed to
a patient’s relapse risk, such as lack of af-
tercare follow-up, and ensure that we put a
plan into place to mitigate those risks. It's
al about avoiding blame and shame and
instead delving into what we can do better
to thrive in the future.

Those Who Recover Try Again
(and Again and Again)

Recovery simply is not linear. Great

days, weeks, or months are often fol-
lowed by difficult ones. As providers, we
know to expect that. Recovering individ-
uals or families often have an expecta-
tion that once treatment is done, it will
be smooth sailing and find themselves
frustrated, exhausted and hopeless when
setbacks arise.

In truth, millions of people have re-
lapsed (sometimes multiple times) and
gone on to live long, fulfilling lives in
recovery. How did they do it? They tried
again. And again. And again. It may be
going back to treatment or simply work-
ing to change an unhelpful habit. Each
time, they learned something new about
what they needed to heal and what it
would take to stay well.

No hero’s journey is without set-
backs, and no meaningful story unfolds
without struggle. Recovery is the same.
When we take shame out of relapse, see
it as an opportunity to renew our efforts,
and let it be part of our story (not the
end), that’s when we can truly embrace
recovery.

Chris Cummins is the Chief Operat-
ing Officer at Laguna Treatment Center,
a provider of addiction and co-occurring
disorder treatment specializing in chronic
relapse prevention.

Finance Problem from page 33

Before adopting a workforce-funding
opportunity, | ask:

» Canwedéliver at full cost?
» What happens when the funding ends?

» Does the initiative help build a service
model that payers will buy into? Grant
funding is best viewed as prototype cap-
ital—not a permanent patch.

Technology as a Workforce Asset

At a recent industry conference, tech-
nology discussions kept returning to the
same theme: documentation support tools,
workflow automation, scribe services. The
underlying driver? Non-clinical tasks con-
sume clinician time.

One placewhere Al has made ameaning-
ful contribution is in post-visit clinicians
notes. We have heard numerous instanc-
es where the time commitment related to
documenting patient sessions was signifi-
cantly reduced using Al, grestly reducing
clinicians' burden of a highly tedious task.
At the same time, Al and technology in
genera are not a magic panaceafor every-
thing. When evaluating Al and technology,
doit through the lens of measurable benefit
to the organization.

The ROI only holds if we include al
actual costs: IT integration, training, com-
pliance, and change management. The
financial model must link technology to
workforce capacity and ultimately, to reve-
nue and margin.

Seeing the Real Cost of Turnover

Turnover is often treated as an HR
KPI. From a financia lens, it is one of
the clearest risk indicators.” 1 encourage
organizations to build a basic dashboard
that includes the following key metrics:

Carter Freeman

turnover rate by role, fully loaded cost per
replacement, time-to-productivity for new
hires, and the margin shift in programs due
to vacancies. When that data is combined
with patient-experience scores, overtime
statistics, and caseload variance, the in-
sight becomes undeniable.

Burnout, high caseloads, and staffing
instability are correlated with poorer pa-
tient experiences, more visits declined or
delayed, and higher costs.® In behavioral
health settings, where therapeutic rela-
tionships and continuity matter deeply,
that correlation can play out faster and
more visibly.

Whenever CEOs share patient experi-
ence or satisfaction concerns with us, we
review them alongside staffing data. The
overlapping trends are striking. Clinics
with the most stretched staff also have the
most frustrated patients. The result: rising
denials, longer waits, lower throughput,
and margin pressure.

So, staff well-being is not only a human
resources discussion but also afinance and

operational one. A behavioral health CFO
needs to connect the dots among burnout,
clinician turnover, patient experience, and
financial viability.

What Finance Leaders
Can Do Right Now

The most practical first step: build a
dashboard that places turnover, vacancy,
time-to-full-productivity, and average re-
placement cost beside operating margin.
Once those workforce indicators sit next to
financial indicators, conversations change.

From there: align wages with local mar-
ket redities, integrate Medicaid enhance-
ments and grants into long-term strategic
planning, invest in technology that mean-
ingfully benefits the organization rather
than simply adds another cost line, and
treat workforce planning as continuous fi-
nancial design, not a one-time project.

Behaviora health organizations cannot
simply hire their way out of the workforce
shortage. However, they can design finan-
cial models that embrace recruitment, re-
tention, and innovation to occur. The CFO
isno longer in a back-office role. They are
now the architects of workforce stability
and organizational resilience.

Carter Freeman isthe Vice President for
vcfo's Western Region. An accomplished
professional with more than 30 years of
senior-level financial and accounting ex-
perience, Carter embraces new situations,
establishes trust and develops workable
game plans. To produce results, Carter
leads his clients through their challenges
by assessing a set of circumstances and
“ cutting to the chase.”
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NIATx Process from page 31

3. Pick a powerful change leader
4. Get ideas from outside the field
5.Use PDSA rapid cycle change

The first of these factors, knowing and
understanding the customer, was found to
be the most critical factor. This emphasis
on the customer has been centra to thein-
fluence of NIATx over the decades as we
have focused on the unique experiences
and needs of each person served.

It has been a logical pivot for us to
shift from service recipients to the work-
force as we apply these principles. Un-
derstanding the applicant, interviewee, or
new hire as the customer has helped us to
apply the NIATx tools and principles to
determine how best to enhance their cus-
tomer experience during the hiring and
onboarding process.

The workforce challenges of the be-
havioral health industry have led leading
NIATx thinkers to consider how best to
apply these NIATXx tools to support critical
workforce goals. Our current model con-
siders workforce issues through four key
processes:

Recruit > Hire > Retain > Promote

With this new process orientation, we
can start asking the right process questions.

What do we need to do to enhancethere-
cruitment, hiring, retention, and promotion
processes to increase the number of people
who apply, interview, accept positions, and
are successfully onboarded and retained in
those positions?

Each of these four processes link togeth-
er to reflect the full worker experience.
Each process requires separate consid-
erations and distinct indicator metrics to
determine whether PDSA tests of change
have achieved the desired results.

Too often, behavioral heath provider
systems talk about “the workforce chal-
lenge” without focusing on the specific
subprocess that requires attention. This
would be similar to walking into an unfa
miliar grocery store and asking the staff for
help in finding the “dinner food.” The “in-

Mathew R. Roosa, LCSW-R

gredients’ needed to improve recruitment
are different from those required to address
hiring or retention.

NIATx got its start with a focus on
patient access to care and retention in
care. These original improvement aims
addressing wait times, admissions, no-
shows, and continuation have been re-
tooled to focus on the needs of the be-
havioral health workforce. NIATx has
worked with multiple provider systems
through training and technical assis-
tance to engage in PDSA rapid-cycle
testing of specific workforce improve-
ment strategies.

* If we change the job posting by doing A,
will that result in more eligible applica-
tions?

* If we engage applicantsusing strategy B,
will more of them attend interviews?

« If we create a kinder, more empowering
interview process using strategy C, will
more applicants accept the positions of -
fered to them?

* If we provide meaningful growth oppor-
tunities using strategy D, will staff mem-
bers be retained in certain positions for
longer periods?

Each of these examples can be explored
through the core NIATX tools sequence.

Providers use small change teams to
walk through the customer experience
by role-playing the process of completing
an application or an interview. They then
complete a flowchart that reveals the de-
tails of the workflow associated with the
process. Once an area of focus has been
identified, the team uses Nominal Group
Technique to brainstorm and select a
strategy to test using a Plan-Do-Study-
Act (PDSA) change cycle. Each effort is
designed to be completed with existing
resources and to focus on a clear business
case for the organization.

One common approach to improvement
NIATx uses is the learning collaborative.
We have found that providers who come
together and share ideas can benefit great-
ly from collaborative learning opportuni-
ties. The application of this collaborative
model to workforce issues has had some
key challenges. It can be difficult for
providers to share their workforce strug-
gles with peer organizations that operate
in the same marketplace. Many provid-
ers are hesitant to share the specifics of
workforce concerns. They fear that such
disclosures may damage their reputation.
This is reminiscent of similar challenges
addressed in the earliest days of NIATX.
We have worked hard to shift the culture
of behavioral health systems toward open
disclosure. Organizations that understand
their own challenges aretypically the most
successful. Sharing challenges related to
the four workforce processes is the quick-
est path to improvement.

More providers have cometo understand
how the NIATXx toolsthat they have applied
to service customers can achieve similar
results with workforce customers. We can-
not improve what we cannot understand.
And the only way to understand the four
workforce processes of recruitment, hiring,
retention, and promotion is to explore the
details of each process, and to use tested
tools to improve them. NIATX has proven
itself to provide an excellent toolbox that
many teams are now using to understand
the process and enhance the workforce
experience. Providers interested in learn-
ing more about the NIATXx tools and their
application to workforce needs can explore

the following resources:

* NIATx tools for Continuous Quality Im-
provement in mental health services

* NIATx website
» LiveNIATx training and NIATx e-course

« NIATX toolsin substance use settings or
workforce applications

Mathew R. Roosa, LCSAAR, is a NIATX
Trainer, Technical Assistance Provider,
and Subject Matter Expert at the Center
for Health Enhancement Systems Sudies
(CHESS) at the University of Wisconsin—
Madison. Please direct any questions or in-
quiriesto the author, Mathew Roosa, at ma-
troosa@gmail.com or Roosa@wisc.edul.
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Telehealth from page 29

in rural areas. To these workers, attending
the specialist may have taken an entire day
to get there. Telehealth eliminates such a
geographical penalty, allowing individuals
to have equal accessto care without having
to lose a day of earnings or productivity.
It increased the proportion of workers who
were put out of commission by logistics.

A Systemic Capacity Boost

The role of telehealth magic is not lim-
ited to a single employee. It is developing
systems capacity in two ingenious ways.
Telehealth enables busy physical clinics
and emergency rooms to be free of less
acute and less urgent visits by eliminating
them virtualy, alowing the clinics and
emergency rooms to attend to patients who
require physical and practical care. This
will imply that we reduce the waiting time
for all people and save energy more effi-
ciently, benefiting our valuable healthcare

workers. It optimizes the entire healthcare
system, which consequently helps ensure a
healthier population.

Second, and arguably most important-
ly, it addresses professional burnout in the
field of healthcare itself. The pandemic
demonstrated the harsh price of an over-
worked medical staff. Telehealth provides
clinicians with the flexibility to conduct
some patient visits from a home office,
eliminating the stress of commuting and
alowing them to maintain more controlled
schedules. It may serve as a retention tool
to retain doctors, nurses, and therapists in
the profession by providing amore sustain-
able model of practice. Through the sup-
port of our caregivers, we will be able to
provide support to the entire workforce.

Conclusion

At itsfinedt, telehealth is a powerful tool
for empowerment. It provides individuals
with control over their health and their time.
By integrating care into the aspects of our

daily lives, it prevents health maintenance
as aprofessiona barrier. It is unobtrusively
opening the billions of hours of missed pro-
ductivity not by causing us to work more,
but by eliminating the unnecessary friction
that prevents usfrom working well. Finally,
the need to increase workforce capacity is
not about increasing the number of people,
but about giving everyone the ability to be
present, healthy, and capable - perhaps the
most essential prescription of all.

Temitope Fabayo, BA, MBA, isPresident
of DMC HomeCare.
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Maternal MH from page 32

Policy Momentum for Maternal
Mental Health Workforce Expansion

In recent years, federal, state and local
agencies have emphasized the need for
maternal mental health workforce devel op-
ment. The 2024 U.S. Department of Health
and Human Services Task Force on Mater-
nal Mental Health identified speciaized
workforce shortages as a primary cause of
unmet treatment need. The Task Force rec-
ommended:

* Educating futureand current clinical pro-
viders in perinatal mental health condi-
tions and substance use by ensuring that
these topics are included in the curricula
for mental health care providers and in
continuing education requirements.

e Increasing funding, incentivizing, and
bolstering recruitment and training ef-
forts to expand and diversify the perina-
tal clinical mental health and substance
use workforce, particularly in under-re-
sourced areas.

Similarly, the New York State Office
of Mental Hedth’'s 2025 Maternal Men-
tal Health Recommendations Report
highlighted that critical maternal mental
health workforce shortages drive ineg-
uities in health care across the state. The
report emphasized the need to train profes-
sionals across the perinatal care continu-
um—including mental health counselors,
substance use providers, and allied health
professionals—in maternal mental health.

At the local level, The 2025 NY C May-
or’s Office of Community Mental Health
also underscored the importance of ed-
ucational pathways in its 2025 Bridging
the Gap: Challenges and Solutions for a
Thriving Behavioral Health \Wbrkforce
report, citing high vacancy rates among
behavioral health providers in public in-
gtitutions and organizations aong with
insufficient investment in workforce ex-
pansion and sustainability. The report ex-
plicitly recommends expanding access to
behavioral health training and credentials
through graduate-level education.

Collectively, these recommendations
align directly with the proposal to expand
perinatal mental health education across
CUNY and SUNY MSW programs.

Why Social WorkersAre Critical to
Maternal Mental Health Care

Social workers comprise the largest
mental health workforce in the United
States and are uniquely positioned to de-
liver culturally responsive perinatal care.
According to the Council on Social Work
Education and the National Association
of Social Workers, the social work field is
more racially and ethnically diverse than
most mental health professions — with
over 22% of new socia workers iden-
tifying as Black/African American and

Paige Bellenbaum, LCSW, PMH-C

14% as Hispanic/Latino. This diversity is
critical given persistent racial and socio-
economic disparities in maternal mental
health outcomes.

Social workers are committed to em-
powering marginalized individuals and
communities as a core part of their mission
to promote social justice and well-being.
Their work involves advocating for and
supporting vulnerable populations, ad-
dressing systemic inequalities, and ensur-
ing access to resources for those who face
discrimination or oppression. They are
embedded across public hospitals, com-
munity clinics, early childhood programs,
schools, and social service settings—pre-
cisely where pregnant and postpartum peo-
ple seek support.

A 2023 NY C Department of Health and
Mental Health report, Barriers to Mental
Health Treatment among New York City
Adults, found that approximately 945,000
adult New Yorkers experience unmet men-
tal health treatment needs annually, with
cost and lack of culturally attuned pro-
viders as leading barriers—especialy in
low-income communities and communi-
ties of color. A more diverse, perinatally
trained social work workforce is essential
to reducing these disparities.

The Case for a Standardized Perinatal
Mental Health Electivein CUNY
and SUNY MSW Programs

New York State has ten (10) MSW pro-
gramswithin the CUNY and SUNY public
university system. With average class sizes
of 25 students and two semesters per aca-
demic year, amaternal mental health elec-
tive offered in each program could train
mor e than 500 students annually. These
graduates would be equipped to identify
PMADs early, provide psychoeducation,
conduct screening and assessment, facili-
tate referrals, and deliver evidence-based
treatment — particularly in communities
with the highest need.

Currently, only one public university
program—Hunter College's  Silberman
School of Socia Work—offers a dedicated
maternal mental health el ective. The course

provides comprehensive training on:

« PMAD signs, symptoms, prevalence,
and risk factors

» Assessment, diagnostic considerations,
and evidence-based interventions

» Perinatal substance use disorders

 Racial disparities and structural contrib-
utorsto PMADs

e Trauma, maternal mortality, and related
systemic factors

Survey responses from students enrolled
in Hunter’'s maternal mental health course
demonstrate its impact:

» 83% reported littleto no prior awareness
of maternal mental health conditions

* 88% felt very or extremely confident
identifying PMAD symptoms after the
course

* 93% felt very or extremely prepared to
support pregnant or postpartum people
with PMADs

* 90% reported they were very or ex-
tremely likely to pursue employment
in the field of perinatal mental health

These outcomes illustrate the trans
formative potential of standardizing this
training across al CUNY/SUNY MSW
programs.

Projected Impact of Implementing
the text on the a Statewide Elective

Encouraging CUNY and SUNY MSW
programsto offer a perinatal mental health
elective would:

» Expand New York's workforce by more
than 500 culturally responsive, perina-
tally trained clinicians each year while
improving early identification, screen-
ing, referral, treatment, and support for
PMADs

* Increase access to specialized perinatal
mental health services in low-income
communities and communities of color

« Align social work education with feder-
a, state, and local workforce develop-
ment priorities

 Reduce disparities that contribute to ma-
ternal mortality

Conclusion

New York’s maternal mental health cri-
sis is urgent, costly, and deeply inequita-
ble. One of the most significant—and ad-
dressable—barriers to care is the shortage
of culturally responsive, perinatally trained
mental health providers. Encouraging all

CUNY and SUNY MSW programsto offer
amaternal mental health electiveisaprac-
tical, scalable strategy to strengthen the
workforce, expand access to specialized
care, and advance health equity across the
state. This commitment would save lives,
support families, and build the founda
tion for a more just and effective maternal
health system.

Wth over two decades of experience in
maternal mental health public policy, ad-
vocacy and clinical practice, Paige played
a key rolein the passage of New York Sate
legislation mandating PMAD education
and screening in birthing hospitals and is
a founding Director of The Motherhood
Center of New York.

Paige is an adjunct professor at the Si-
berman School of Social Work at Hunter
College and a frequent public speaker and
media contributor. She has appeared on
the Today Show and Good Morning Amer-
ica, and in the New York Times, The Wall
Street Journal, and The Atlantic.

To contact Paige, please email paigebel-
lenbaum@gmail .com.
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Bipolar Disorder from page 30

trusted friend, asupport group, or an online
community, talking to others who under-
stand can make aworld of difference.
There's a lot of stigma that still sur-
rounds bipolar disorder. People often as-

sociate it with unpredictability or danger,
when it's just another medical condition
that requires care and understanding. The
more openly we talk about it, the more we
can break those stereotypes. When some-
one shares their experience, it helps others
feel less alone, and that matters more than

most people realize.

If you know someone living with bipolar
disorder, patience and empathy go a long
way. Sometimes, al a person needs is for
someone to listen without judgment. You
don't need to have al the answers; just
showing up makes a difference.

For more information on mental health
resources, visit IDHS: CrisisEmergency:
Mental Health Partners/Providers.

Hannah Soukup is a Graduate of North-
ernlllinois University. To learn more about
her story, Hannah can be contacted at hj-
soukup22@gmail.com.
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