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Key Points 

• Washington state has one of the nation’s highest rates of 
mental illness, yet over 30% of those in need of treatment do 
not receive it.  
 

• This unmet need is due, in part, to the shortage of mental 
health professionals. 
 

• The highest reported need among behavioral health agencies 
is for master’s level mental health clinicians, who represent 
over 70% of the mental health workforce.  
 

• Regulatory, financial, and administrative barriers driving this 
shortage are amenable to policy intervention.  
 

• Implementing policy to address mental health workforce 
shortages has the potential to significantly improve the 
wellbeing of Washington’s residents. 
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Introduction 
Mental health in Washington state. Twenty-two percent of 
Washington residents report symptoms of mental illness, which 
is three percentage points higher than the national average.1,2 
Washington has the second highest proportion of adults whose 
mental illness interferes with major life activities,10 and over 5% 
of adults in the state report serious thoughts of suicide.14 Yet, an 
estimated 30–80% of those needing help do not receive mental 
health treatment.1,12,15  

The COVID-19 pandemic exacerbated the problem. 
Nationwide, from August 2020 to February 2021, the 
percentage of adults with symptoms of anxiety or depressive 
disorder increased from 36.4% to 41.5%.17 In 2021, 54.5% of 
Seattle residents reported symptoms of anxiety, the highest 
prevalence of anxiety among large U.S. metropolitan areas.19,20  

Nationwide, the economic burden of untreated mental 
illness is estimated at $53 billion, largely due to reduced work 
productivity.21 Ensuring access to high-quality mental health 
treatment is an urgent issue, but insufficient service availability 
due to workforce shortages poses a barrier. In 2021, the 
community behavioral health workforce shrank by 11%, vacancy 
rates hover at 13%, and it is taking up to 5 months to fill critical 
positions.22 As a result, patients often contact 30 to 40 providers 
before finding openings, a process that can take up to a year.23 

 
The mental health workforce. The mental health workforce is diverse in education, expertise, and scope of 
practice. Psychiatrists comprise 5% of the mental health workforce. Psychiatric nurse practitioners, physician 
assistants, and psychologists make up roughly 20%. By contrast, mental health professionals with a master’s 
degree in counseling or related fields (i.e., master’s level clinicians) make up over 70%.24  

Yet, master’s level clinicians are often overlooked. Studies examining psychiatrist shortages far outnumber 
those examining master’s level clinicians. Important workforce innovations, such as the Collaborative Care 
model, increase access to consulting psychiatrists through co-location and telehealth25,26 but do not address 
access to master’s level clinicians. Nevertheless, since 2017, behavioral health and other health care facilities in 
Washington state have consistently named hiring master’s level clinicians as their greatest need, higher than 
nurse practitioners or psychiatrists.27,28 Issues including low pay, high barriers to entry, turnover, and burnout 
deplete the supply of these professionals,29,30 to the detriment of patients, providers, and society at large. 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1 
Data source: Mental Health America (2021), HRSA 
(2021), Furfaro (2021) 

Problem Statement 
Supporting the mental health of the residents of Washington state is fundamental to the state’s social and 
economic wellbeing. Master’s level clinicians are in high demand. Increasing the supply of master’s level 
clinicians is essential to ensuring access to quality mental health care for all in Washington. 
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Background  
 
Mental illness and treatment. Mental illness refers to a variety of conditions 
ranging from mild depression to severe schizophrenia.31 Mental illnesses, like 
physical illnesses such as cancer and heart disease, are rooted in the intersection 
of biology and environment.32 They significantly detract from quality of life33 and 
are treatable via a range of effective, evidence-based therapies (ex. dialectical 
behavioral therapy34). Recovering from mental illness and achieving mental 
health is associated with higher productivity, improved psychosocial 
functioning, and fewer chronic diseases.35  

Effective treatments for mental illness exist. Robust evidence highlights the 
effectiveness of psychiatric medications.36,37 However, medications are most 
effective when combined with psychotherapy38–40 and social support.41 
Medication management lies within the scope of practice of psychiatrists, 
medical doctors specialized in mental illness, and advanced practice nurse 
practitioners. Master’s level clinicians, such as mental health counselors, social 
workers, and marriage and family therapists, specialize in psychotherapy,42 
while peer specialists—individuals with lived experience of mental illness—
provide crucial social support.43 The most effective treatment teams include 
each of these mental health professionals, and collaborative care ensures that 
the unique needs of each patient are adequately met.  

 
…my depression was so 
severe that I could not 

walk, sleep, or eat. I was 
fired from one job after 

another…. 
Fortunately, I survived 
…largely because I was 

willing to ask for help and 
fortunate enough to 

receive it. 
 

– Cassandra D. Lowe, 
freelance writer, teacher, 

and community 
organizer3 

 
•  
 
 
 
 
 
 
 

History of workforce shortages in institutional care 
In 2018, Western State Hospital, Washington’s largest psychiatric facility, made headlines when it lost 

federal funding after years of safety complaints associated with workforce shortages.4 Though this event 
launched the mental health workforce crisis into the public eye, the story of Western State reflects ongoing 
policy tensions that accompanied the movement to shift mental health treatment from institutional to 
community settings.6–9  

Historically, mentally ill patients were housed in large institutional settings removed from the general 
population (i.e., asylums). Treatment focused on “controlling” patient behaviors and symptoms through 
physical and pharmacologic means. In the 1950s, patient advocates protested the practice as inhumane, 
calling for deinstitutionalization and arguing that, with proper treatment, individuals with mental illness 
could live fulfilling lives in their communities. Outpatient, community-based care is based on a recovery 
model that emphasizes social support and psychotherapy in addition to medication11,12 and relies heavily on 
non-physician professionals like master’s level clinicians. 

Unfortunately, the deinstitutionalization movement was hindered by inadequate development of 
community care options,16 which led to insufficient access to treatment. This, in turn, has been linked to 
rising crime rates,18 in particular among individuals with severe mental illness (SMI), and negative public 
opinions of community-based care. However, community-based care is efficacious, cost-effective, and 
preferred by patients.16 The fundamental cause of the mental health crisis is not deinstitutionalization but 
inadequate policy and funding for community care that includes master’s level clinicians.  
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Barriers to workforce development 
The need to expand the non-physician mental health workforce, specifically of master’s level clinicians, is clear. 
We outline specific barriers in the following section. 
 
Cost of education relative to salary. Full, independent licensure for master’s level clinicians requires a two-year 
post-graduate degree and up to three years of supervised experience (Figure 1).44 This level of training is 
comparable to a newly graduated psychiatrist or 
psychologist and exceeds that of advanced registered 
nurse practitioners (ARNP). Yet, on average, a master’s 
level clinician can expect a salary of approximately 
$50,000, in contrast to over $125,000 for an ARNP.1,45  

Low salaries are due in part to reimbursement 
rates. While all master’s level clinicians are eligible for 
reimbursement by Medicaid (which is administered at 
the state level), Medicare reimburses for services 
provided by social workers but not services provided by 
marriage and family therapists or mental health 
counselors.46 Medicaid, which covers the majority of 
low-income patients receiving services in community 
mental health agencies, reimburses at a rate roughly 
30% lower than Medicare.47,48 Reimbursement rates 
are categorically lower for psychotherapy services 
provided by master’s level clinicians than psychiatric 
assessments and medication management provided by 
psychiatrists and ARNPs.48  

In addition, the average cost for a two-year master’s degree is $24,000,49 which is in addition to the cost of 
a four-year undergraduate degree. The mean educational debt at graduation for master’s level social workers 
was $66,000 in 2019.22 Master’s level clinicians often graduate with debt disproportionate to their salary. 
 
 
The cost of supervision to clinicians and organizations. While psychiatrists and psychologists take part in paid 
residencies or internships, master’s level clinicians pay out-of-pocket for supervision. The cost of supervision, 
ranging from $100–$150/hour,50 is prohibitive, and as experienced clinicians leave the field (see "Turnover and 
retention” section), a concurrent shortage of approved supervisors poses a further challenge.1 Newly graduated 
clinicians choose between the out-of-pocket financial burden of supervision or, as is more common, working in 
a community mental health setting where supervision is offered as an incentive.1 The cost of supervision is thus 
carried directly by the clinician, either in out-of-pocket costs or via opportunity costs of lower-paying community 
mental health jobs. 

Figure 1. Adapted from O’Connor (2021). Data source: U.S. 
Bureau of Labor Statistics (2016), Washington Behavioral Health 
Workforce Report (2021) 
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Clinical supervision provided by experienced clinicians in community mental health agencies represents 
additional costs to the organization. In addition to being independently licensed for a minimum of two years, 
requirements to be a clinical supervisor include specialized training and additional supervised experience.44 
Clinical supervisors assume the legal and financial risks of their supervisees, and time spent supervising early 
clinicians takes away from the provision of services. Yet, community mental health agencies do not receive 
payment for clinical supervision as it is not a reimbursable service.1 Thus, the costs of supervision are similarly 
passed on to both the clinical supervisor and the agency. 

Turnover and retention. On average, turnover rates in mental health hover at 30% annually, significantly higher 
than other professions with high turnover such as physicians (7%) and teachers (8%).51 In addition, due to rising 
rates of burnout experienced by an estimated 44–76% of the workforce,52 clinicians choose to leave the mental 
health field altogether.51,52 In 2021, the community mental health workforce decreased by 11%.22 

Turnover rates are disproportionately higher in community mental health agencies specifically, estimated at 
50% annually.51 Community mental health agencies serve as training grounds for early career clinicians. Such 
agencies serve the most complex and chronically ill individuals, presenting unique challenges to new clinicians, 
and they are typically underfunded.30 Upon obtaining licensure, clinicians commonly leave these agencies for 
better-paid opportunities, such as in medical offices or private practice.27,28 

Elements of workplace culture, including lack of organizational support, job autonomy, and job satisfaction, 
also contribute to high turnover and low retention.51 While “stress-management” workshops do not reduce 
turnover, structural changes that target workplace culture do.51 Increasing administrative demands cause 
clinicians to spend time on paperwork rather than patient care. This contributes to decreased job satisfaction 
and autonomy and leads clinicians to leave community mental health agencies for private practice.27 

The mental health workforce is also disproportionately impacted by social factors related to its demographic 
makeup. Over 75% of the master’s level mental health workforce identifies as female1,53 and often faces 
additional caregiving demands, including childcare and eldercare. The COVID-19 pandemic highlighted this 
disparity, where women left the workforce at nearly twice the rate as men.54  

             
Throughout my adulthood, the irrationality and impulsiveness of mania has severely limited my 

ability to stay employed…. Due to mania, I’ve jumped from job to job – human services to 
advertising, back to human services, then pursued my Master’s in Special Education that led to 

teaching, then lastly back to human services – never actually building a career. My emotions and 
symptoms often cloud my thinking and behavior, ruining my relationships at work. However, 

identifying my diagnosis and learning coping skills has been key to learning how to keep a job…. 

By employing some coping skills, like getting 
professional help, self-care, practicing gratitude and 

finding presence,  
I believe my anxiety will pass and, in turn, my manic behaviors will settle down. 

 
— Laura Germak Ksenak, diagnosed with bipolar disorder 1 in 20149,13 

 
 
 
 
 
 
 
 
 
 



 

 6 
UWCHIPS.ORG 

CENTER FOR HEALTH INNOVATION & POLICY SCIENCE 

Legislative barriers to licensure. Like other medical professionals, 
master’s level mental health clinicians must be licensed by the 
state prior to providing services. However, the landscape of 
licensure for master’s level clinicians is complex, with differences 
in degree, supervision, and work requirements by degree type 
(counseling vs. social work, for instance) and across states. In 
2017, a total of 147 distinct credentials existed for master’s level 
mental health clinicians in the U.S.55  

The range of credentials and lack of licensure reciprocity 
across states mean that master’s level clinicians who move to a 
new state may be unable to participate in the workforce. In some 
cases, previously practicing clinicians must pursue further 
education. In others, supervised experience gained in one state is 
not recognized by another. This leads to reduced flexibility, which 
may contribute to professionals dropping out of the mental health workforce into unregulated professions such 
as coaching, and it prevents qualified professionals from moving to meet changing demands.  

A second consequence of divergent credentials is that master’s level clinicians suffer from lack of 
professional visibility.55 Individuals seeking mental health services gravitate towards established professional 
titles, such as psychiatrist, and find the range of titles that apply to master’s level clinicians confusing. In 
response to the COVID-19 pandemic, states temporarily relaxed regulations around licensure and increased 
reciprocity of licensing requirements to bolster the health workforce.56 This policy led to more than 76,000 
current and former health professionals joining the workforce in New York state in 2020.57  
 
Limited workforce data to characterize supply of, and demand for, master’s level clinicians. Workforce 
planning requires adequate characterization of service supply and demand. Data capturing characteristics of the 
master’s level mental health workforce is lacking, and existing data are flawed or incomplete.58 For instance, 
the estimated number of clinical social workers in the U.S. varies from 115,000 to 245,000 depending on the 
data source.58 Whether social workers, mental health counselors, and marriage and family therapists are 
included as part of the mental health workforce varies, leading to wildly different estimates.58 

Adequate characterization of the workforce goes beyond counting the number of professionals and includes 
capturing where professionals are located, which populations they serve, what settings they work in, and what 
payment methods they accept. Greater provider shortages in rural areas are well documented,59 and the 
Northeast states have many more providers per population than the rest of the nation.60 Experts advocate for 
a minimum workforce tracking system to standardize data collection,58 and demonstration projects indicate that 
licensing systems provide a robust foundation for data collection.59,61  

Similarly, data to estimate the demand for master’s level clinicians is needed. National surveys estimate that 
about 20% of Americans suffer from a mental illness,62–64 but detailed estimates of what portion require 
inpatient care, intensive outpatient services, or short-term therapy are lacking. One method for calculating 
demand is using population-level thresholds,12 while an alternate method estimates workforce demand based 
on population prevalence of specific diagnoses and standard caseload per professional.65 Additional factors that 
influence health care access, such as health insurance,66 can inform these estimates. Whether increased supply 
may drive demand is an empirical question that requires data to adequately answer.  

Key barriers to workforce 
development 
• High cost of education relative to 

salary 
• Uncompensated costs of 

supervision carried by clinicians 
and organizations 

• High turnover and low retention 
• Legislative barriers to licensure 
• Limited workforce data 
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Policy Solutions 
Effective policy action can help overcome the identified barriers in 
workforce development. 

1. Financial support for master’s level training. Master’s level 
clinicians often graduate with debt disproportionate to their starting 
salaries. Loan forgiveness programs,67 targeted scholarships,68 and 
low-interest loans provide financial support and may incentivize 
clinicians to locate in low-resourced or high-need areas. One example 
is the recent $24.7 million gift by the Ballmer Group aimed at 
Washington state students in behavioral health.68 Continued policy 
support for such programs is necessary and important. 
 
2. Increased reimbursement to make the profession competitive 
with peers. Robust evidence highlights the importance of combining 
psychotherapy services with medication management.38,39 Yet, 
reimbursement for psychotherapy is consistently lower than for 
medication management.47 In addition, reimbursement rates for 
Medicaid are lower than Medicare and private pay, leading clinicians 
to leave community mental health positions. This drives high turnover 
rates.1,30 Increasing reimbursement for these crucial services would 
contribute to workforce development. 
 
3. Reimburse supervision services. Supervised experience is 
necessary to ensure high quality care, but prohibitive costs and low 
supply of supervisors make reaching this requirement challenging.1,30 
Supervisors in community mental health agencies often provide 
supervision without direct reimbursement, thus representing unpaid 
costs passed on to the agency. Developing a structure to reimburse 
supervision services in community mental health agencies would 
reward these underfunded providers for an essential service they are 
offering for workforce development. Cross-sectoral funding 
strategies that draw on multiple sources, including public and private 
sources, have been shown to be successful.69  
 
4. Improve documentation efficiency. High turnover and low 
retention pose significant barriers to workforce development and are 
caused in part by burnout.51,52 Burnout is related to job satisfaction 

and autonomy, both of which are reduced in the face of inefficient 
clinical documentation. Streamlining documentation requirements 
and guaranteeing protected time for documentation may reduce 

clinician stress and increase the time spent on direct patient care.70 

 

 

 
 

I loved my time in 
therapy. 

 

I learned things about myself that 
shed light on my own anxiety and 
discovered some useful coping 
techniques…. Discovering the 
root of my anxiety helped me to 
better manage my symptoms….  

 

I’m thankful for 
my awareness of 
my own mental 

illness. My 
experience and 

insights from 
therapy allowed 

me to cope. 

– A.D., business management 
professional 5 
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5. Target grants to build positive workforce culture and increase retention. Negative workplace culture in 

mental health agencies also contributes to high turnover and low retention. While “stress management” 
workshops have not been shown to work, evidence indicates structural change at the organizational 
level has positive effect.51 However, mental health agencies are often underfunded with little extra 
capacity to address workplace culture. Targeted grants69 to develop leadership51 would increase this 
capacity, with the potential to reduce turnover and increase the quality of patient care. 

 
6. Develop workforce retention policies. Over 75% of the master’s level mental health workforce is 

female,53 and women are nearly twice as likely as men to drop out of the workforce due to caregiving 
responsibilities.54 Flexible working arrangements and paid family leave support women remaining in the 
workforce and may contribute to reduced turnover and increased retention of professionals. 

 
7. Increase licensure reciprocity rules across states and standardize credentials. Over 140 distinct 

credentials for master’s level clinicians exist across the nation, leading to low workforce mobility, high 
barrier to entry, and low professional recognition.55 Standardizing credential requirements or developing 
reciprocity agreements would lower the barriers for qualified professionals who move across state 
borders and may encourage relocation of professionals to high-need areas.56  

 
8. Develop a workforce dataset for tracking the master’s level mental health workforce. Workforce 

development policy requires adequate characterization of the supply of, and demand for, master’s level 
clinicians. A workforce dataset integrated into existing licensing infrastructure would enable real-time 
snapshots of the state of the mental health workforce and would include measures not only of counts 
of professionals but also their location, area of expertise, professional setting, and payment methods.69 
Estimates of demand must take into account the level and intensity of care as well as other health care 
utilization factors such as access to health insurance. 

  

Conclusion 
Washington state is facing a mental health workforce crisis with direct negative impacts on resident 

wellbeing and state economy. Master’s level clinicians comprise over 70% of the mental health workforce, 
and increasing the supply of master’s level clinicians would contribute to solving the mental health workforce 
shortages. Drivers of this shortage include regulatory, financial, and administrative barriers. These barriers 
are directly actionable through policy, and existing evidence indicates potential avenues for action. Providing 
financial support for education and supervision and increasing cross-state licensure reciprocity are 
immediate priorities, while developing a minimum dataset to characterize the behavioral health workforce 
is a fundamental need. Although mental illness is associated with decreased productivity and low quality of 
life, effective treatments exist. All Washingtonians deserve to have good mental health, and bolstering the 
master’s level mental health workforce is a promising approach to achieving this goal. 
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