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The Pediatric Mental Health Crisis is in Part a Workforce Crisis 
As Surgeon General, Dr. Vivek Murthy warned late last year in America’s first ever public health 
advisory focused on mental health,1 even before COVID-19, mental illness among America’s 
youth was already at a crisis point, and the pandemic has made it much worse. While that 
historic advisory emphasized the need to address the workforce, it perhaps understated the 
degree of the US’s over-stretched and mis-deployed workforce. Recent estimates predict 
provider shortages across six behavioral health subspecialties surpassing a quarter of a million 
FTEs by 2025.2 More alarmingly, the pediatric mental health workforce shortage will lead to 
long-term negative outcomes across countless dimensions, particularly underserved 
communities,3 with pronounced inequities across communities of color.4,5,6,7  

In addition to shortages, our pediatric mental health workforce is not well deployed up-stream 
in US primary care settings when compared to other industrialized nations.8 This is a major 
reason why we do not detect and treat mental health needs until eight to ten years after 
symptoms emerge.9 In addition, pediatric health care expenses are higher in the US than in 
almost all other industrialized countries,10 while research consistently suggests that US 
pediatric health outcomes fall far below that of average citizens living in other developed 
nations.11,12,13  

Thankfully, President Biden’s Unity Agenda has elevated these needs into an opportunity for 
change, prioritizing strategies to increase capacity, connect more people to care, and create a 
continuum of support to address this national crisis, including primary care integration.14 

Primary Care Integration as a Transformative, Scalable Response 
Integration of mental health and substance use treatment is the strategy with the most 
potential to address pediatric workforce challenges by better leveraging both the pediatric 
primary care and behavioral health specialty care workforces.15 In early 2021, comprehensive 
studies through both RAND and the Bipartisan Policy Center endorsed these strategies, 
including specific recommendations consistent with what we propose below.16 ,17 

Specifically, two models best represent the effectiveness of addressing workforce shortages by 
treating patients in primary care instead of referring them to overwhelmed and understaffed 
specialty care systems: 1) the Collaborative Care Model (CoCM) and 2) Primary Care Behavioral 
Health (PCBH). As detailed further in Appendix One, CoCM and PCBH each have the potential to 
magnify the reach of our limited workforce many times over (CoCM can leverage psychiatrist 
time 3.5 times over and PCBH can leverage other licensed practitioner time 2.65 times over). 
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CoCM is the most extensively researched and evidence-based integration strategy to detect and 
treat mental health and substance use disorders before they become crises,18 and it is now 
being implemented at scale in healthcare systems serving millions of Texans.19 Importantly, 
CoCM is proven to work just as well for Black, Hispanic, and other communities of color,20, 21 
and PCBH has shown growing promise with pediatric populations.22  
 
Though certain distinctions exist between the two population health approaches (highlighted in 
Appendix Two, Figure 1, Comparison of Collaborative Care Model (CoCM) and Primary Care 
Behavioral Health (PCBH)), both effectively address pediatric workforce shortages23,24,25 by (a) 
sharing an interdisciplinary team-based structure, (b) treating a wide array of behavioral health 
presentations, (c) leading to stigma-reduction, (d) utilizing evidence-based measures to guide 
treatment planning and monitoring, (e) having dedicated insurance billing codes for long-term 
financial sustainability for practices, (f) allowing for real time availability of behavioral health 
care, (g) and employing brief, evidence-based interventions in a short-term care format to help 
patients access care sooner.  
 
Primary Care Integration: A Financially Sustainable Workforce Solution 
The need for lean staffing models is a consistent concern for pediatric health systems, and 
limited financial performance predictability often results in significant barriers to implementing 
new models of care.26,27 Both CoCM and PCBH address this challenge through approved existing 
billing codes that are reimbursed by Medicare, most major commercial insurance plans, and 
most states’ Medicaid plans. Texas, of note, is expected to activate Medicaid reimbursement 
for CoCM in CY 2022 which is driving implementation of CoCM and integration broadly. 
 
In addition, American Rescue Plan Act (ARPA) funds have been deployed in Texas to accelerate 
implementation of integration in pediatric settings and overcome workforce shortages. The 
Meadows Mental Health Policy Institute is coordinating the distribution of $7 million in ARPA 
funds over the next two years to facilitate implementation of integrated pediatric care in 18 
health systems reaching over 1 million Texas youth. Through this work, Texas is increasing the 
effectiveness and efficiency of primary care physicians, optimizing scarce psychiatric expertise, 
and reserving highly sought-after psychology expertise for specialty mental health needs.  
 
Priority Solutions We Recommend  

• Support widespread implementation of CoCM and PCBH as priority models to address 
the pediatric workforce shortage.  

• Launch a CMS-led National Care-Coordination Initiative to deliver technical assistance, 
implementation tools, and a learning collaborative for implementers (similar to 
Recommendation 14 in the RAND report previously cited).28 Congressional efforts such 
as the Collaborate in an Orderly and Cohesive Manner Act (H.R. 5218) by Rep. Fletcher 
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(D-TX) and Rep. Herrera Beutler (R-WA) could form the basis for such action, if 
broadened to include PCBH and scaled up to funding levels sufficient for national scaling 
(e.g., scaling Texas-based efforts nationally would cost about $100 million annually). 

• Support reimbursement of CoCM and PCBH across all commercial and public payers to 
ensure financial sustainability of integration in primary care and pediatric settings. Given 
its central role in reaching children in poverty, a priority on Medicaid (including federal 
subsidies to increase rates and uptake by states) should be central to this action. 

 
About Us 
The Meadows Institute is a Texas-based non-profit policy research institute committed to 
improving the availability and quality of evidence-based mental health and substance use care. 
The Meadows Institute provides independent, nonpartisan, data-driven, and trusted policy and 
implementation guidance that creates systemic and equitable changes, so effective and 
efficient behavioral health care is available to everyone, when and where they need it.29 
 
For questions regarding these comments, please contact Kacie Kelly, Senior Vice President for 
National Policy Implementation, at kkelly@mmhpi.org or (650) 279-3542 (m).  
  

mailto:kkelly@mmhpi.org
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Appendix: Additional Information on CoCM and PCBH 

Table 1: Features of Collaborative Care Model (CoCM) Workforce Optimization  

Feature Data 

Patients Seen Annually in CoCM 225 

Mean Caseload Size 75 

Mean Duration of CoCM Treatment Episode 4 months 

Behavioral health Care Manager FTE* 1.0 (40 hr/wk) 

Psychiatric Consultant FTE† 0.05 (1-2 hr/wk) 

New Patients Seen Annually by Psychiatric Consultant (in Traditional Care 
Model with Same FTE) 48-96 

Yearly Psychiatric Consultant Time Leveraging Factor (midpoint / range)‡  3.5x / 2.3-4.7x 
 
*The behavioral health care manager requires specialized training in CoCM. They must be trained to conduct a CoCM evaluation and to provide 
brief interventions in primary care. The behavioral health care manager does not have to be a licensed behavioral health clinician; many 
programs even make use of bachelors level staff. In addition, CoCM works just as well virtually with telehealth, as in person.   
†The psychiatric consultant requires mental health training and must be able to prescribe the full range of psychiatric medications. Commonly, 
the psychiatric consultant is a physician (MD, DO), advanced practice nurse, or physician assistant. 
‡Leveraging factor represents the quotient of the: (1) the range of estimated new patients reviewed annually by the psychiatric consultant 
through CoCM, and (2) estimated number of new patients seen independently by a psychiatric consultant in a traditional care model over a 48-
week work year with 0.025-0.05 FTE (assuming a 1-hour intake visit). 

 
 

Table 2: Features of PCBH Workforce Optimization 

Feature Data 

Patients Seen Annually in PCBH 126 

Mean Caseload Size 42 

Mean Duration of PCBH Treatment Episode 4 months 

Psychologist/LCSW FTE* 1.0 (40 hr/wk) 

New Patients Seen Annually by Psychologist/LCSW (in Traditional Care Model 
with Same FTE) 

36-72 

Yearly PCBH Provider Time Leveraging Factor (midpoint / range) ‡ 2.65x / 1.8-3.5x 

 
*The psychologist/LCSW requires specialized training in PCBH. They must be trained to conduct a PCBH evaluation and to provide brief 
interventions in primary care. The psychologist/LCSW is required to be a licensed behavioral health clinician.  
‡Leveraging factor represents the quotient of the: (1) the range of estimated new patients reviewed annually by the psychologist/LCSW 
through PCBH, and (2) estimated number of new patients seen independently by a psychologist/LCSW in a traditional care model over a 48-
week work year with 1.0 FTE (assuming a 1-hour intake visit). 
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Figure 1. Venn Diagram of Collaborative Care Model (CoCM) and Primary Care 
Behavioral Health (PCBH) 
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