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The proliferation of sites implementing the Primary Care 
Behavioral Health (PCBH) model (Robinson & Reiter, 
2015) has exposed a significant need for retraining men-
tal health professionals to work effectively in this model 
of integrated behavioral health. Fundamentally, the need 
behind this workforce issue is twofold: (a) the number of 
openings for Behavioral Health Consultant (BHC) posi-
tions, although not trackable at present, show evidence of 
continued growth, and (b) most new BHC hires require a 
significant amount of retraining to effectively work in a 
primary care environment (Dobmeyer et  al., 2016). The 
goals of this article are to describe the nature of the need 
for workforce development in this area; explain the cur-
rent state of efforts to ameliorate the demand; underscore 
the importance of a systematic, scalable, and intentional 
approach to PCBH services model workforce development; 
and issue a call to action to develop approaches that will 
more adequately meet the demand for qualified BHCs.

The PCBH model as referenced in this article refers 
to:
… a team-based primary care approach to managing 
behavioral health problems and biopsychosocially-
influenced health conditions. The model’s main goal 
is to enhance the primary care team’s ability to man-
age and treat such problems/conditions, with result-
ing improvements in primary care services for the 
entire clinic population. The model incorporates into 
the primary care team a Behavioral Health Consult-
ant (BHC), sometimes  referred to as a behavioral 
health clinician, to extend and support the primary 
care provider (PCP) and team. The BHC works as 
a generalist and an educator who provides high vol-
ume services that are accessible, team-based, and a 
routine part of primary care. Specifically, the BHC 
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assists in the care of patients of any age and with any 
health condition (generalist); strives to intervene with 
all patients on the day they are referred (accessible); 
shares clinic space and resources and assists the team 
in various ways (team-based); engages with a large 
percentage of the clinic population (high volume); 
helps improve the team’s biopsychosocial assessment 
and intervention skills and processes (educator); and 
is a routine part of biopsychosocial care (routine). 
To accomplish these goals, BHCs use focused (15–
30  minute) visits to assist with specific symptoms 
or functional improvement. Follow-up is based in a 
consultant approach in which patients are followed 
by the BHC and PCP until functioning or symptoms 
begin improving; at that point, the PCP resumes sole 
oversight of care but re-engages the BHC at anytime, 
as needed. Patients not improving are referred to 
a higher intensity of care, though if that is not pos-
sible the BHC may continue to assist until improve-
ments are noted. This consultant approach also aims 
to improve the PCP’s biopsychosocial management 
of health conditions in general. (Reiter, Dobmeyer, & 
Hunter, 2017, this issue)

BHCs can work in specialty care settings as well, such as 
an endocrinology clinic, however in this paper we refer pri-
marily to BHCs in primary care settings.

The need for retraining of mental health profession-
als to work in the PCBH model is not unique to integrated 
behavioral healthcare, but is amplified by the nature of the 
PCBH model (Hall et al., 2015). Whereas there have been 
calls for retraining efforts for consulting psychiatrists, care 
managers and mental health professionals who work in the 
Collaborative Care and Screening, Brief Intervention and 
Referral to Treatment (SBIRT) models, the limited scope 
of their professional roles in these models naturally limits 
the degree of needed retraining (Mitchell et al., 2015; Rat-
zliff, Norfleet, Chan, Raney, & Unützer, 2015). The Collab-
orative Care model is a model where a disease condition, 
such as depression, is addressed in the primary care setting 
through a set of screening and visit protocols, decision-sup-
port tools and a registry (http://aims.uw.edu). The SBIRT 
model is an intervention strategy focused on substance 
abuse where a universal screening protocol is used to cap-
ture segments of a primary care population who would be 
amenable to motivational enhancement for substance mis-
use issues by a trained mental health professional who is 
co-located in primary care (http://www.integration.samhsa.
gov/clinical-practice/SBIRT#bmb=1). By contrast, the 
PCBH model, which intends to make available behavioral 
health support across an entire clinic population and across 
all possible patient presentations, requires a skilled men-
tal health professional who is not only adept at a variety 

of patient presentations, but is also adept at managing pro-
cesses like clinic flow and a new role (consultant) that are 
not commonly present in training for specialty mental 
health (Robinson & Reiter, 2015).

This dual role nature of the BHC role is a key distin-
guishing feature of the PCBH model. The BHC operates 
as both a generalist clinician who sees the full range of 
behavioral presentations in primary care and as a consult-
ant to the primary care team providing counsel on issues 
as far ranging as the recommended course of care, patient 
engagement strategies or diagnostic clarification. Although 
there are some specializations within mental health, such as 
consultation-liaison work in health psychology, which have 
consultation work embedded in the training experience, the 
primary care consultation role is unique in the way that the 
BHC is typically integrated into a care team to a greater 
degree than typically seen in a hospital service where care 
teams are more fluid and less integrated. Most non-physi-
cian mental health professionals do not get consultant role 
training in their education.

Another key distinguishing feature of the PCBH model 
is the need to be prepared to address patient presentations 
across the lifespan. Many mental health training programs 
encourage specialization or provide limited training in 
either pediatrics, adult mental health or geriatric care. By 
contrast the BHC is required to be prepared for both clini-
cal and sub-clinical patient presentations across the entire 
lifespan. In this way the BHC essentially mirrors the work 
of the PCP, sharing the responsibility of providing services 
for mental health concerns (e.g., depression and anxiety) 
and services for medical issues (e.g., chronic pain and 
diabetes). Just like the PCP this work spans the range of 
lifespan development, preventative, subclinical and clinical 
presentations.

In a larger sense, it is also arguable that the BHC role 
involves a new professional identity given the significant 
differences in the culture and language of primary care 
and the unique expectations of the role itself (Robinson 
& Strosahl, 2009). Although it is early in the development 
of this field, markers typical of the development of a sub-
discipline or subspecialty are evident. One salient parallel 
can be found, for example, in the historical development 
of the field of emergency medicine. Emergency medicine 
is in some ways an anomaly among the medical specialties 
given that it is the only discipline without domain over a 
specific organ or biologic process (Zink, 2006). Yet, when 
the public demand for quality emergency care reached a 
tipping point in the 1950s and ’60s a group of heterogene-
ously trained physicians began to experiment with spending 
all of their time in emergency rooms. What emerged from 
those experiments was another specialty and professional 
identity altogether, bound by the unique location and style 
of delivery of medical care that is emergency medicine 
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(Zink, 2006). In much the same way there is evidence 
for the emergence of a PCBH model specialty given that, 
although the PCBH model does not have domain over a 
theoretical orientation or discipline of psychological study, 
it is uniquely shaped by the location and style of service 
delivery. This requires an entirely new role for the mental 
health professional in much the same way that emergency 
medicine requires for the medical professional. The histori-
cal parallels persist also in the ways in which emergency 
medicine and now the PCBH model have faced opposition 
from within their respective fields (Robinson & Strosahl, 
2009; Zink, 2006), a common historical artifact present in 
the early phases of the development of medical specialties 
(e.g. see also Adams, 1999).

One additional parallel that exists between the profes-
sions is the way in which specialization occurs across dis-
ciplines. In emergency departments several professions 
can share the work including Board Certified Emergency 
Medicine physicians, suitably trained physicians assistants 
and experienced family medicine providers. In a simi-
lar fashion, although the particulars of the way in which 
such arrangements are organized are not as solidified as 
in emergency departments, BHCs come from a variety of 
professional disciplines including social work, various psy-
chology disciplines, medical family therapy and licensed 
professional counselors. As in emergency medicine, the 
competency needs for BHCs cross disciplines and have sig-
nificant overlap.

The core competencies required of BHCs highlight the 
need for retraining efforts. For example, one of the more 
well developed core competency tools, the Behavioral 
Health Consultant Core Competency Tool (Robinson & 
Reiter, 2015), lists seven core domains including: brief 
intervention skills, pathway services skills, documentation 
skills, consultations skills, team performance skills, prac-
tice management skills and administrative knowledge and 
skills. Items within these domains include discrete behav-
iors such as how the BHC introduces their role, how they 
use screening tools and engage in quality improvement 
efforts, how they assertively and regularly communicate 
with PCPs, and how efficient they are with patient consults. 
These domains and behaviors are unique to the BHC role 
even if some of the underlying content is similar to what 
mental health professionals receive as standard training. 
Much of the unique nature of the BHC role is in the way 
that these skills are expressed in the primary care setting, 
the level of detail and intensity needed to employ them, 
and the combination of skills needed for a well-function-
ing BHC. For example, typically there is not a significant 
amount of training for mental health professionals to learn 
how to introduce themselves, whereas this is an important 
aspect for BHCs to learn in order to engage patient consults 
efficiently. Similarly, although collegiality generally is an 

expectation of a mental health professional, the communi-
cation and assertiveness skills needed from a BHC to oper-
ate effectively with PCPs are crucial for their operation as 
a team member. These skills are regularly taught, observed, 
and tracked in PCBH model environments in ways that are 
unique to the primary care setting (Dobmeyer et al., 2016). 
Beyond these domains lies the challenge of having BHCs 
perform competently across the span of patient problem 
presentation for mental health concerns (e.g., life stress, 
depression, schizophrenia), substance use concerns (e.g., 
alcohol, prescription misuse, opioid misuse), general health 
concerns (e.g., obesity, insomnia, chronic pain, diabetes), 
and normal psychosocial development. A BHC may in one 
consult be asked to evaluate the degree of impairment of 
a patient with bipolar disorder, with the next two consults 
focused on smoking cessation and assisting a young mother 
with a tantruming toddler.

This workforce training challenge is multifactorial in 
nature, cutting across issues related to graduate curricula 
and relevant accrediting bodies and guilds. Since BHCs 
come from a variety of disciplines and because the core 
competencies to function effectively in the PCBH model 
are licensure-agnostic, training these professionals will 
require unique cooperation and collaboration between a 
variety of academic and professional groups to be success-
ful. Once again, parallels exist in other health care environ-
ments such as the aforementioned emergency department 
where physician assistants and emergency medicine physi-
cians share core competency needs that are managed across 
differing training and accreditation bodies (both can work 
in emergency departments with emergency medicine physi-
cians providing oversight). Similarly, if workforce training 
efforts are to have significant impact they have to be scal-
able to meet the demand for qualified BHCs. We are una-
ware of any prior efforts to calculate this need on a national 
level; however, if efforts to promote behavioral health inte-
gration as a standard of medical homes are successful, as is 
proposed in a new National Committee for Quality Assur-
ance certification (http://www.ncqa.org/programs/recogni-
tion/practices/pcmh-prime) the need would be in the thou-
sands. The Department of Defense Military Health System 
alone hired 268 BHCs between 2012 and 2016 (Dobmeyer 
et al., 2016).

Given the early stage of development of the PCBH 
model, research into the workforce challenge is limited. 
As already discussed, this is typical of emerging special-
ties that require start-up programs and sites before a work-
force infrastructure and literature base is in place. This is 
the pathway that emergency medicine followed with phy-
sicians practicing in the emergency department decades 
before formal residencies were developed and before a sub-
stantial literature was developed around how to train this 
new type of physician. The literature around the PCBH 
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model workforce has similarly mostly centered on the need 
for more formal training pathways (Hall et  al., 2015), the 
unique core competencies of BHCs (Strosahl, 2005), and 
the staffing parameters for BHCs (Davis et al., 2015). Core 
competencies have also been delineated for integrated 
behavioral health in general across different models and 
provider types (Hoge et  al., 2014; Horevitz & Manoleas, 
2013; Interprofessional Education Collaborative [IPEC] 
Expert Panel, 2011, 2016; Kinman, Gilchrist, Payne-Mur-
phy, & Miller, 2015; McDaniel et  al., 2014). Still to be 
developed are more robust research exemplars that evaluate 
what methods of PCBH model-specific training yield the 
best results. Nonetheless, the literature is consistent in its 
call for a more coherent, formalized & scalable approach 
to training this workforce that does not continue to depend 
on individual practice sites to recreate the proverbial wheel.

Current Efforts to Train the PCBH Model 
Workforce

For many clinics, workforce development efforts must 
occur after the point of hire, as clinic administrators fre-
quently note the difficulties in identifying and hiring clini-
cians with the requisite skills for this model of care (Hall 
et  al., 2015; Serrano, 2014). Unfortunately, this creates 
a challenge for many clinics, as the costs associated with 
training such professionals are cumbersome, and turn-over 
in BHC positions is not uncommon when attention is not 
paid to the interpersonal characteristics necessary for suc-
cessful practice in PCBH model service delivery during 
the hiring process (Hall et  al., 2015; Robinson & Reiter, 
2015). Several authors (Cubic et  al., 2011; Horevitz & 
Manoleas, 2013; McDaniel et  al., 2014) have called for 
transformation of academic programs to better prepare 
the integrated  behavioral health workforce of the future. 
A survey of 1180 education and training programs in psy-
chology (Cubic et al., 2011) with a response rate of 19.5% 
showed that only 48% of doctoral, 55% of internship, and 
31% of postdoctoral fellowship programs provided any type 
of education or training opportunity in integrated behav-
ioral health. Another study has highlighted that only 46% 
of social workers working in integrated behavioral health 
settings believed their graduate training had adequately 
prepared them to perform in this environment (Horevitz & 
Manoleas, 2013).

Academic Programs

Given the adage that “you can’t teach an old dog new 
tricks” is often true in the world of PCBH model services 
(Serrano, 2014), many academic programs are expand-
ing efforts to provide training to students in integrated 

behavioral health in an effort to develop these clinical skills 
during this formative time in their careers. These programs 
have taken the form of didactic and/or experiential pre-pro-
fessional training opportunities (e.g. graduate level training 
in counseling, social work, psychology, etc.) to post-pro-
fessional/continuing education certificates, to community-
based learning initiatives and training consortiums, utiliz-
ing a variety of in-person and distance learning modalities. 
While many have focused on integrated behavioral health 
broadly, when applicable, we highlight their efforts to train 
individuals in the PCBH model of care.

Graduate Programs

While graduate programs are increasingly expressing inter-
est in infusing their curricula around integrated behavio-
ral health and the PCBH model, the widespread adoption 
of such didactic offerings has remained limited. In 2014, 
only 2.1% of all MSW programs offered a concentration 
or specialization in integrated health or behavioral health, 
compared to 12% of programs offering a specialization in 
general health and 18.2% offering a specialization in men-
tal health (Council on Social Work Education [CSWE], 
2015). Similarly, of the 44 doctoral programs identified by 
the American Psychological Association (APA; American 
Psychological Association Education Directorate, n.d.) as 
having training opportunities in primary care psychology, 
approximately 25% of these did so through the provision 
of didactics and supervised experience at a level thought 
to provide students with enough competence to be consid-
ered a specialty area. Considering there are currently 385 
APA-accredited doctoral programs (American Psychologi-
cal Association, n.d.), this represents a small fraction of 
the students being trained in the field. Similarly, as of May 
2016, only 32.9% of all doctoral psychology internship 
sites listed in the Association of Psychology Postdoctoral 
and Internship Centers (APPIC) directory list some train-
ing experience in “integrated health-primary care” (appic.
org), and the scope, intensity, and fidelity to the PCBH 
model of integrated behavioral health at these training sites 
is unknown.

One of the challenges associated with expanding the 
scope of graduate training programs to focus on the PCBH 
model is the need to adhere to curricula outlined by sec-
ondary accrediting bodies (e.g., APA, CSWE), which often 
limits the availability of elective coursework and promotes 
a generalist training approach more commonly aligned with 
specialty mental health services. As such, programs such 
as the Doctor of Behavioral Health Program (DBH) at Ari-
zona State University (ASU; https://chs.asu.edu/programs/
schools/doctor-behavioral-health), which is offered fully 
online, have emerged in order to exclusively re-train mas-
ters-prepared, licensed behavioral health clinicians (and/
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or masters-prepared clinic administrators) in the develop-
ment and provision of integrated behavioral health care 
without the auspices of a secondary accrediting body. The 
clinical concentration of the DBH program couples didac-
tic coursework in medical literacy, evidence-based primary 
care interventions, and healthcare systems with a 400-hour 
primary care internship experience, thereby promoting the 
requisite knowledge, skills and attitudes to function as a 
BHC. Evaluation of student skills during the ASU DBH 
internship experience is conducted via student knowledge-
based assessments that measure the student’s understanding 
of established competencies, as well clinic behavior metrics 
such as average length of time with patients (i.e., 30 min-
utes or less), that assess alignment with the PCBH model 
of care.

Certificate Programs

For post-professional individuals interested in pursuing for-
mal training in integrated behavioral health, a number of 
certificate programs exist. The majority of these programs 
are continuing-education based, are didactic-focused, are 
influenced by the PCBH model to varying degrees, and are 
delivered via a distance learning format. The University of 
Massachusetts Medical School Center for Integrated Pri-
mary Care (http://www.umassmed.edu/cipc/) offers fully 
online and, as of Fall 2016, on-demand certificates in Pri-
mary Care Behavioral Health, Integrated Care Manage-
ment, and Motivational Interviewing for both BHCs and 
other members of the care team (e.g. care managers, physi-
cians, etc.). The University of Michigan (http://ssw.umich.
edu/offices/continuing-education/certificate-courses/inte-
grated-behavioral-health-and-primary-care) also offers a 
distance-learning program for direct care providers, which 
is a 40-h program that incorporates both synchronous and 
asynchronous experiences to promote clinical skills for the 
entire primary care team. Until recently Fairleigh Dickin-
son University offered a certificate program in integrated 
primary care that was aligned with the PCBH model but 
it has been placed on hold as its administration changes 
hands (http://www.integratedcare.fdu.edu). The National 
Register of Health Service Providers, a credentials bank-
ing organization of psychologists in health care settings has 
developed a series of online continuing education modules 
for its members led by many of the current leaders in the 
PCBH model movement (https://www.nationalregister.org/
ihts/).

Curriculum Development Initiatives

In 2011, the APA created a Primary Care Training Task 
Force (PCTFF) to develop a comprehensive strategic plan 
for the education and training of psychologists in primary 

care across varied settings (Cubic et al., 2011). One of the 
primary PCTFF recommendations was for the develop-
ment of curriculum materials to assist psychology doctoral 
programs to begin or enhance their training in integrated 
behavioral health. The Curriculum Development Sub-
Committee of the Committee on Integrated Primary Care 
of the Society of Health Psychology (Division 38) has ful-
filled this charge. The curriculum titled Integrated Primary 
Care Psychology: An Introductory Curriculum (Society of 
Health Psychology, 2016) targets doctoral level students 
and is freely available as a resource for graduate programs 
(https://societyforhealthpsychology.org/training/integrated-
primary-care-psychology/). The curriculum is compre-
hensive, based on the most recent empirical literature and 
focused on skill development. Additionally, the Committee 
on Integrated Primary Care will provide expert consulta-
tion and mentorship to graduate faculty members choosing 
to use the curriculum. The materials consist of a training 
manual, four 120-minute foundational modules (each with 
a 90-minute version) and multiple 90-minute topic mod-
ules. The foundational modules introduce trainees to inte-
grated behavioral health, describe the continuum of care 
needed and types of patients encountered in primary care, 
and the types of interventions behavioral providers provide, 
including emphasis on program development and leader-
ship. The topic modules cover a range of issues from health 
promotion and disease prevention, common mental health 
concerns seen in primary care, chronic pain, chronic dis-
ease self-management, substance use, the training trajec-
tory and research in primary care settings. All modules 
include a PowerPoint presentation (with notes), student 
exercises, case materials, illustrative videos, a resource 
list, and references. The training manual underscores key 
concepts, suggestions regarding teaching methods, recom-
mended readings, handouts, discussion questions, and post-
tests. Ideally, the modules would be used in their entirety 
to create a 3-credit course but because they are designed in 
plug and play fashion they can be used selectively to sup-
plement training. The materials were piloted beginning in 
2014 and after undergoing several updates and revisions 
the modules became widely available in the Fall of 2016.

The Social Work and Integrated Behavioral Health-
care Project was launched in 2012 to provide curricula on 
integrated behavioral health for master’s level social work 
programs (Council on Social Work Education [CSWE], 
2016). It began as a partnership between the CSWE and the 
National Association of Deans and Directors of Schools of 
Social Work and has been sustained by the National Coun-
cil for Behavioral Health. Similar to the materials created by 
psychologists the objective of the curriculum is to introduce 
trainees to information needed regarding the roles of behav-
ioral health providers. The curriculum is divided into two 
sections, one focused on clinical areas and one focused on 

http://www.umassmed.edu/cipc/
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policy and services. The clinical component consists of 15 
modules covering topics such as the role of social work in 
primary care, theories, relationship building, cross-cultural 
issues, care planning, motivation interviewing and tracking 
patient progress. The policy and services component con-
sists of 8 modules covering the history of integrated behav-
ioral health, legislative issues, funding, advocacy and other 
policy issues. By the Spring of 2013 these materials were 
piloted at 13 programs and revised. Additionally, practicum 
placements in primary care settings were identified. The 
materials continue to be piloted and revised and remain in 
draft form but are readily available for graduate programs to 
use in their current format at http://www.cswe.org.

Community‑Based Training Opportunities

Because of the need for BHCs and the lack of formal 
training in academic settings in the past, agencies (e.g. 
Department of Veteran’s Affairs, Department of Defense 
Military Health System) and states have created commu-
nity-based training opportunities to learn the skills needed 
for integrated behavioral health. One exemplar of such an 
opportunity is offered by the Oregon Health Authority’s 
Patient-Centered Primary Care Home 1-week training pro-
gram called the Patient Centered Primary Care Institute. 
Through this Institute, Oregon is increasing patient access 
to behavioral services by preparing Patient Centered Medi-
cal Homes to use BHCs effectively. Primary care practices 
are encouraged to have a BHC, a PCP and a clinic man-
ager to attend the introductory first day training to position 
multiple individuals in the clinic to champion and develop 
integrated primary care services. The subsequent four days 
focus on training social workers, licensed professional 
counselors, and psychologists to operate effectively in pri-
mary care settings.

A large scale exemplar of a system that developed its 
own internal training protocol for its BHC workforce is 
the Department of Defense (DOD; Dobmeyer et al., 2016). 
The DOD developed a training pathway that include three 
phases in which a structured curriculum is delivered. A 
pre-training phase is instituted to provide basic orientation 
to the model of care along with shadowing opportunities. 
This is followed by a phase of over 30 hours of didactic 
training, role plays and electronic health record training. 
The final phase involves a 1–2 day site visit where a BHC 
is observed and rated using a structured competency assess-
ment tool. This training sequence is required of all BHCs in 
the system prior to deployment in the clinical setting.

Community-based training also occurs on a smaller 
scale and in a less strategic manner frequently through con-
tinuing education programs and through individuals net-
working with BHCs in their area to shadow and learn the 
skills needed to provide services in primary care settings. A 

network of BHCs hosted and organized by the Health Fed-
eration of Philadelphia, a non-profit health-focused foun-
dation, is an example of a coordinated community-based 
effort to recruit and train BHCs over 33 local health clin-
ics (Daub, Levkovich, Gallagher, & Serrano, 2010). The 
Federation provides monthly didactic training and group 
supervision as well as support for cross-organization qual-
ity improvement initiatives, including a BHC assessment 
using live standardized patients (Serrano, Daub, Reiter, & 
Cos, 2015).

Self‑Study Resources

For organizations and individuals that are unable to invest 
in training programs noted above, there are several publi-
cations that are commonly regarded as critical additions to 
any BHC’s library (see also Table 1). For an overview of 
the PCBH model, essential competencies of the BHC, prac-
tice tools, and how to build and evaluate a PCBH model 
program, Robinson and Reiter’s (2015) Behavioral Consul-
tation and Primary Care: A Guide to Integrating Service, 
provides a comprehensive framework to understand and 
use this model of care. Texts such as The Implementer’s 
Guide to Primary Care Behavioral Health (Serrano, 2014) 
and Integrating Behavioral Health into the Medical Home: 
A Rapid Implementation Guide (Corso, Hunter, Dahl, 
Kallenberg, & Manson, 2016) can provide invaluable guid-
ance on how to establish and build a successful and sustain-
able PCBH model program. Finally, for behavioral health 
providers looking to expand their clinical skills, resources 
such as Integrated Behavioral Health in Primary Care: 
Step-by-Step Guidance for Assessment and Intervention 
(Hunter, Goodie, Oordt, & Dobmeyer, 2017), and Motiva-
tional Interviewing in Health Care (Rollnick et  al., 2008) 
can provide invaluable information regarding how to adapt 
one’s clinical skill sets from traditional specialty mental 
health care provision to the primary care environment.

In addition to the aforementioned texts, there are a num-
ber of online resources that can serve as a reference for 
burgeoning BHCs. The SAMHSA-HRSA Center for Inte-
grated Health Solutions (http://www.integration.samhsa.
gov/), offers a variety of resources for behavioral health 
providers working in integrated care settings across the 
spectrum of care (from the PCBH model to bidirectional 
settings). The Collaborative Family Healthcare Associa-
tion (CFHA) has a special interest group exclusively dedi-
cated to the PCBH model of integrated behavioral health, 
with a variety of resources available (http://www.cfha.
net/?page=PCBHSIG). Finally, professional organiza-
tions such as the APA (http://www.apa.org), the Society of 
Teachers of Family Medicine (http://www.stfm.org/), and 
the Society of Behavioral Medicine (http://www.sbm.org/) 
are increasingly focusing on providing training resources to 

http://www.cswe.org
http://www.integration.samhsa.gov/
http://www.integration.samhsa.gov/
http://www.cfha.net/?page=PCBHSIG
http://www.cfha.net/?page=PCBHSIG
http://www.apa.org
http://www.stfm.org/
http://www.sbm.org/
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their members and the larger community. For a list of over 
130 training programs focused on the primary care work-
force, irrespective of professional background or model of 
integration, see the Patient-Centered Primary Care Col-
laborative (PCPCC)’s training database (https://pcpcc.org/
training).

Call to Action: 8 Strategies to Meet the Workforce 
Development Challenge

Academic

Historically, undergraduate and graduate training programs, 
have not been innovative enough to address emerging 

workforce needs in real time (O’Donohue, Cummings, & 
Cummings, 2009). The constrictions of academia may pose 
unique challenges when identifying ways to educate the 
workforce of the future. As such, we offer a few targeted 
recommendations in order to encourage program directors, 
chairs, and academic credentialing bodies to consider steps 
they can take to better prepare their students to function as 
BHCs (see also Table 2).

Interprofessional Certification Body

While the above-mentioned training initiatives highlight the 
field’s acknowledgement of comprehensive training in inte-
grated behavioral health in general, there is still a paucity 
of formal PCBH model-specific training and no guidelines 

Table 1  PCBH model training resources and references

Textbooks Learn more!

Robinson, P. J., & Reiter, J. T. (2015). Behavioral consultation and 
primary care: A guide to integrating services (2nd Ed). New York, NY: 
Springer

http://www.behavioralconsultationandprimarycare.com/

Hunter, C. L., Goodie, J. L., Oordt, M. S., & Dobmeyer, A. C. (2017). 
Integrated behavioral health in primary care: Step-by-step guidance 
for assessment and interventions (2nd Ed.). Washington, DC: Ameri-
can Psychological Association

http://www.apa.org/pubs/books/4317436.aspx

Serrano, N. (2015). The implementer’s guide to primary care behavioral 
health. Madison, WI: Madison Community Health Centers

https://itunes.apple.com/us/book/implementers-guide-to-primary/
id833906873?mt=11

Corso, K. A., Hunter, C. L., Dahl, O., Kallenbreg, G. A., & Manson, L. 
(2016). Integrating behavioral health into the medical home: A rapid 
implementation guide. Phoenix, MD: Greenbranch Publishing

https://www.greenbranch.com/store/#tab-4

Robinson, P. J., Gould, D. A., & Strosahl, K. D. (2010). Real behavior 
change in primary care: Improving patient outcomes & increasing job 
satisfaction. Oakland, CA: New Harbinger Publications

https://www.newharbinger.com/real-behavior-change-primary-care

Rollnick, S. Miller, W. R., & Butler, C. C. (2008). Motivational inter-
viewing in health care: Helping patients change behavior. New York, 
NY: Guilford Press

http://www.guilford.com/books/Motivational-Interviewing-in-Health-
Care/Rollnick-Miller-Butler/9781593856120

Training programs: predoctoral
 APA/APPIC Accredited Internship Programs with Primary Care rota-

tion or emphasis
Access the directory at http://www.appic.org

 Doctor of Behavioral Health Program, College of Health Solutions, 
Arizona State University

https://chs.asu.edu/programs/schools/doctor-behavioral-health

Training programs: postdoctoral and continuing education
 APA/APPIC Accredited Postdoctoral Fellowships Access the directory at http://www.appic.org
 Doctor of Behavioral Health Program Sponsored Continuing Educa-

tion, College of Health Solutions, Arizona State University
https://ce.asu.edu/continuing-education/courses/education-health-

medicine-sustainability/integrated-behavioral-health-primary-care-
physician

 Center for Integrated Primary Care (CIPC), University of Massachu-
setts Medical School

http://www.umassmed.edu/cipc/pcbh/overview/

 School of Social Work, University of Michigan, Web-Based Certificate 
in Integrated Behavioral Health and Primary Care (IBHPC)

http://ssw.umich.edu/offices/continuing-education/certificate-courses/
integrated-behavioral-health-and-primary-care

Other
 Collaborative Family Healthcare Association—PCBH Special Interest 

Group
http://www.cfha.net/?page=PCBHResources

 Educational Website, Blog, video resources (Primarycareshrink) http://www.Primarycareshrink.com
 YouTube—PCBH Corner—Video Blog https://www.youtube.com/channel/UCR_hf_LGVtUOoLa_KFvqvtQ

https://pcpcc.org/training
https://pcpcc.org/training
http://www.behavioralconsultationandprimarycare.com/
http://www.apa.org/pubs/books/4317436.aspx
https://itunes.apple.com/us/book/implementers-guide-to-primary/id833906873?mt=11
https://itunes.apple.com/us/book/implementers-guide-to-primary/id833906873?mt=11
https://www.greenbranch.com/store/#tab-4
https://www.newharbinger.com/real-behavior-change-primary-care
http://www.guilford.com/books/Motivational-Interviewing-in-Health-Care/Rollnick-Miller-Butler/9781593856120
http://www.guilford.com/books/Motivational-Interviewing-in-Health-Care/Rollnick-Miller-Butler/9781593856120
http://www.appic.org
https://chs.asu.edu/programs/schools/doctor-behavioral-health
http://www.appic.org
https://ce.asu.edu/continuing-education/courses/education-health-medicine-sustainability/integrated-behavioral-health-primary-care-physician
https://ce.asu.edu/continuing-education/courses/education-health-medicine-sustainability/integrated-behavioral-health-primary-care-physician
https://ce.asu.edu/continuing-education/courses/education-health-medicine-sustainability/integrated-behavioral-health-primary-care-physician
http://www.umassmed.edu/cipc/pcbh/overview/
http://ssw.umich.edu/offices/continuing-education/certificate-courses/integrated-behavioral-health-and-primary-care
http://ssw.umich.edu/offices/continuing-education/certificate-courses/integrated-behavioral-health-and-primary-care
http://www.cfha.net/?page=PCBHResources
http://www.Primarycareshrink.com
https://www.youtube.com/channel/UCR_hf_LGVtUOoLa_KFvqvtQ
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for the formation of such programs. In addition, as new 
programs emerge, it is essential that such programs be nim-
ble in their curricular development in order to address the 
evolving research base and best practices for the PCBH 
model. Given this need our first recommendation is for a 
certification body to be formed, comprised of interprofes-
sional PCBH model-experts. This body would develop a 
set of curricular standards that academic programs can use 
to assess their fidelity to PCBH model core competencies 
and a self-assessment methodology so that programs can 
have a guide to apply and assess their application of these 
competencies. This non-compulsory certification would 
provide programs with a “seal of approval” that would 
encourage consistency and quality of training across pro-
fessional disciplines. Programs could elect to promote their 
programs using this “seal of approval” as a way of commu-
nicating to prospective applicants that they have assessed 
themselves in relation to these standards. It is important 
to note that such a “seal” need not be compulsory for it to 
be effective. In other words, it would not be necessary for 
this body to have authority over the differing disciplines 
of mental health professionals in the BHC workforce. An 
exemplar from the field of medicine exists here as well. 
The American Heart Association exists as a stand-alone 
non-profit organization which exerts significant influence in 
the treatment of heart disease and stroke despite not having 
specific authority over the national medical associations 
or academic accrediting bodies (http://www.heart.org). Its 
standards for Emergency Cardiovascular Care are consid-
ered the standard across medical specialties for evidence-
based care. In much the same way, an interprofessional cer-
tification body could provide a non-coercive, but impactful 
impetus to training programs to align their curriculum.

PCBH Model Curriculum Integration or Track 
Specialization

Consistent with our view that the PCBH model professional 
is different enough from their specialty mental health coun-
terparts to warrant a unique professional identity, we recom-
mend the development of PCBH model-specific curricula, 
either integrated into existing course content as possible 
or as offered in a track specialization. As an example, and 
in keeping with current models of training in psychology, 
Fig. 1 outlines a hypothetical training model for the PCBH 
model of service delivery in the discipline of psychology. 
This model is consistent with the taxonomy used within psy-
chology to determine if a program offers an area in which a 
trainee has had exposure, experience, emphasis or obtained 
a major area of study in a particular area. Similar models of 
training could also be developed for other disciplines. Work 
referenced earlier by the various certificate programs and 
the APA could serve as a foundation for these additions to 
the core curriculum. In many cases, aspects of the curricu-
lum could simply be adapted and integrated into the core 
graduate curriculum but it is our view that programs would 
seek to distinguish themselves over time to draw PCBH 
model-specific students by providing tracks or emphases 
that were clearly designed with primary care in mind.

Additionally, given that the PCBH model of care 
requires a team-based approach to treatment we recom-
mend the infusion of broad interprofessional training into 
existing curricula. There have been significant curricular 
initiatives in academic health settings and other health-
related programs surrounding interprofessional education 
(IPE) in recent years, and the IPEC (https://ipecollabora-
tive.org/), has put forth competencies for interprofessional 
and team-based care. While not primary-care specific, 

Table 2  Eight-point workforce development recommendations for PCBH model

Interprofessional certification body Group of PCBH model experts which provides non-compulsory standards for aca-
demic programs offering PCBH model training

PCBH model curriculum infusion or track specialization PCBH model curriculum should be either embedded in existing coursework or seg-
mented into a specialization track for primary care

Cultivation of non-clinical BHC skills PCBH model curriculum should ensure that program development, leadership, policy 
and financial skills be core aspects of training

PCBH model faculty development Academic programs need to make efforts to either/or hire PCBH model-experienced 
faculty or ensure that core faculty are exposed to the model

Student selection Academic programs need to develop processes to inform undergraduate students 
of the specialization option for PCBH model and advertise to and select students 
predisposed to PCBH model work at the graduate level

National employment clearinghouse An online clearinghouse should be developed to post and track BHC employment 
opportunities

Consultation and technical assistance coherence Technical assistance providers should be encouraged to collaborate to develop best 
practices with supporting evidence for efficacy

Workforce specific research The PCBH model field needs more research oriented towards the nature of the work-
force development challenges

http://www.heart.org
https://ipecollaborative.org/
https://ipecollaborative.org/
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these competencies should be reviewed by programs for 
infusion throughout the curricula and alignment with inte-
grated behavioral health-specific competencies. Similarly, 
it is critical that PCBH model-focused curricula be avail-
able across professional disciplines (e.g., social work, psy-
chology, marriage and family therapy), as BHCs function-
ing in primary care come from a myriad of backgrounds.

Over time as the practice of providing healthcare ser-
vices becomes increasingly complex and competitive it 
may behoove the integrated behavioral health in primary 
care field to establish itself as an emerging specialty in 
various disciplines. To do so PCBH model providers would 
need to be certified through an organized peer process that 
would indicate that the certified provider, meets PCBH 
model standards and competencies required in a specialty 
for that discipline. For example, in the field of psychology, 
the American Board of Professional Psychology (ABPP) 
is a non-profit professional unitary organization that has 
multiple specialty board quality controls to certify spe-
cialty practitioners in psychology. PCBH model providers 
might petition ABPP for recognition as a specialty so that 
psychologists practicing PCBH model care can represent 
themselves to their patients, payers, and other professionals 
as a specialist given the unique set of skills required.

Cultivation of Non-Clinical BHC Skills

Clinical service delivery as a BHC is only part of the role. 
BHCs need to have skills to advocate for their patients, 

impact policies, develop programs and provide leadership 
for primary care sites. Additionally, BHCs must under-
stand the business side of the setting in which they work to 
include reimbursement models, relationships with commu-
nity resources, and ways to provide services as efficiently 
and inexpensively as possible. Training programs need to 
insure the inclusion of emphasis on health care policies 
and how they impact the clinical, operational, and financial 
aspects of health care (Miller, Mendenhall, & Malik, 2009; 
Peek, 2008). In addition, given that the PCBH model does 
not operate to the exclusion of other models of integrated 
behavioral health, BHCs should be educated on the other 
models including SBIRT and Collaborative Care. In some 
instances BHC leaders in the field may be called upon to 
operate these models in conjunction with the PCBH model.

PCBH Model Faculty Development

Perhaps one of the greatest challenges faced in the devel-
opment and implementation of graduate training for PCBH 
model services is that of talent acquisition for faculty in 
such programs. Academia has historically focused heavily 
on the identification and hiring of tenure and tenure-track 
faculty who focus on advancing research in their field; only 
10%–13% of full-time university faculty are non-tenure eli-
gible (e.g. clinical faculty; https://www.aaup.org/report/sta-
tus-non-tenure-track-faculty). This is especially important 
in some disciplines. For example, psychology faculty in 
academic tenure-track positions often encounter challenges 

Level of
Opportunity

Exposure

Experience

Emphasis

Major Area of Study

Level of Training

PCBH*

Doctoral
Training Program

2 PCBH courses AND 2 
PCBH prac�ca AND  

PCBH  related 
disserta�on or 

research project

2 PCBH courses AND 
2 PCBH prac�ca

1 PCBH course AND 
1 PCBH prac�cum

1 PCBH course OR 1 
PCBH prac�cum

Internship
Training Program

> 50% of supervised 
prac�ce in PCBH

≥ 30% - <50% of 
supervised prac�ce 

in PCBH

>20% - <30% of 
supervised prac�ce 

in PCBH

10% - 20% of 
supervised prac�ce 

in PCBH

Postdoctoral 
Training Program

80-100% of 
supervised prac�ce 

in PCBH

(Not applicable)

(Not applicable)

10 to 20% of 
supervised prac�ce in 

another specialty

Post-licensure
Training Program

100+ hours of PCBH CE or  2 * 

PCBH courses with 1000 
hrs of supervised PCBH 

prac�ce

50+ PCBH CE or 2 PCBH 
courses with 480 hrs 

supervised PCBH prac�ce

25+ hrs of PCBH CE or  
1 PCBH course with 240 
hrs of supervised PCBH 

prac�ce

15+ hours of  CE on 
PCBH or 1 PCBH  course

Fig. 1  Hypothetical training model for PCBH model service delivery as an emerging specialty in psychology. *The acronym PCBH is treated 
throughout this figure to mean the PCBH model specifically; CE continuing education

https://www.aaup.org/report/status-non-tenure-track-faculty
https://www.aaup.org/report/status-non-tenure-track-faculty
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to obtaining clinical licensure (DiLillo, DeGue, Cohen, & 
Morgan, 2006), and may subsequently lack the appropriate 
hands-on exposure to the PCBH model necessary to suc-
cessfully train future BHCs.

While current efforts by the APA and the CSWE to 
develop curricula that require limited training are a good 
start in expanding student exposure to integrated behavioral 
health, significant professional development by academic 
faculty is necessary to ensure students receive appropriate 
training in PCBH model services and integrated behavioral 
health. Faculty are encouraged to seek out opportunities for 
exposure to, and when possible, immersion in PCBH model 
settings to best understand the skills necessary to function 
in this environment. Additionally, academic programs may 
consider non-traditional staffing models by hiring adjunct 
faculty currently working in PCBH models service deliv-
ery to teach coursework and/or provide consultation to ten-
ure/tenure-track faculty in order to ensure model fidelity 
in the curriculum. Finally, enthusiastic support regarding 
integrated behavioral health in primary care is necessary 
from university leadership (e.g., deans, administrators), in 
order to ensure that faculty have the resources necessary 
to develop and implement comprehensive training experi-
ences (Wagner, 2010).

Student Selection

Along with curricular adaptations, graduate programs will 
need to re-evaluate their selection processes to draw stu-
dents to the career path appropriate for their skills and tem-
perament as well as match the growing number of available 
positions in primary care. Therefore, more attention should 
be paid to recruiting and training individuals who have the 
flexibility and interest in working with patients across the 
lifespan presenting with a diversity of issues. As previously 
mentioned graduate programs could begin to draw such 
students through the creation of tracks or emphases in their 
programs which they could then advertise to prospective 
students. Other strategies could include integrating inter-
view questions intended to elicit a student’s interest in pri-
mary or specialty care and/or modifying application forms 
to include essay questions or intention of interest ques-
tions. Interested graduate programs could use core com-
petency criteria (Miller et  al., 2016; Strosahl, 2005) as a 
starting point for determining the qualities they would look 
for to match students to primary care. Undergraduate cur-
ricula intended to introduce careers in counseling, psychol-
ogy and social work should also be adapted to include the 
option of primary care alongside specialty mental health 
to help draw individuals who might be predisposed to the 
characteristics of this career path and assist them in select-
ing graduate institutions who offer this specialization.

Workforce Development

Beyond the halls of academia the workforce will need sup-
port to encourage adherence to the PCBH model as well as 
further the development of the role of mental health pro-
fessionals in primary care. Here we offer recommendations 
relative to the structures needed to support mental health 
professionals and regulating bodies.

National Employment Clearinghouse

The opportunities for employment as BHCs are rapidly 
increasing nationwide. Currently, job openings are typi-
cally found on job boards, organizational websites, and 
professional association listserves. A national employment 
clearinghouse specific to match the workforce with BHC 
job opportunities would enhance talent acquisition and 
make the job search process more efficient. The clearing-
house should include relevant information such as required 
education, job descriptions and organization mission, thus 
serving the dual purpose as a national window into the inte-
grated behavioral health marketplace.

Consultation and Technical Assistance

Significant gaps remain in knowledge about how to best 
promote behavioral health and primary care integration 
(Chaple, Sacks, Randell, & Kang, 2016). Currently, many 
organizations rely on professional consultation services to 
develop their PCBH model programs. Consultants oper-
ate independently and there is no uniform way to track the 
clinical and program development approaches being dis-
seminated, or to measure the implementation effectiveness 
of integration initiatives. Broad alignment of training pro-
cesses and a technical assistance framework is foundational 
to promote PCBH model fidelity across the workforce. It is 
imperative that a technical assistance consultation approach 
be developed that is evidence-based, grounded in core 
PCBH model principles and structured to evaluate pro-
gram readiness, existing team competencies and needs, and 
consultation outcome. We recommend efforts to develop 
the knowledge base in this area through vehicles such as 
a special edition on consultation strategies and outcomes, 
conference presentations or tracks on the subject as hosted 
by the relevant conferences, or other strategies that could 
coalesce the current consultation efforts.

Workforce Specific Research

Much of the existing research is focused on the program-
matic and clinical features of PCBH model service delivery 
with little attention to the characteristics, enumeration of, 
and challenges faced by the PCBH model workforce. There 
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are a number of research questions requiring investigation 
starting with the demand for BHC services, the character-
istics of their employment (e.g. salary, status in organiza-
tional hierarchy, productivity), retention rate of BHCs, 
and training methods associated with higher PCBH model 
fidelity service delivery. Although this type of research 
may be new for journals looking to publish integrated pri-
mary care behavioral health research, these topics are par-
ticularly salient for the development of the PCBH model 
subspecialty.

Conclusion

Throughout this work we have argued for the unique nature 
of the PCBH model and the unique professional identity of 
those working in it. Historically, we are at the developmen-
tal beginning of this subspecialty which must be supported 
from various key partners in the healthcare industry, state 
and federal regulators, academia, researchers and profes-
sional societies. There is precedent for this kind of disrup-
tive evolution, particularly in the world of medicine, which 
we can use to guide the development of PCBH model ser-
vices. It will take unprecedented collaboration and coop-
eration for this to occur, however, we believe the eight-
point strategy outlined in this work is a discipline agnostic 
platform and thus appealing to stakeholders from all sides, 
hopefully to the benefit of the thousands of patients who 
stand to gain from access to integrated behavioral health 
and the BHCs who will serve them.
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