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§ Neutral convener of 
stakeholders

§ Technical Assistance 
Center

§ Developed national 
Action Plan

§ annapoliscoalition.org
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Longstanding Crisis (1)
§ Inadequate pipeline of workers
§ Inadequate diversity & cultural / 

linguistic competence
§ High turnover & vacancy rates
§ High rates of workers leaving the field
§ Uneven distribution of the workforce
§ Base funding & reimbursement that is 

inadequate and inequitable
§ Lack of increases in grants, contracts 

& reimbursement defunds services & 
reduces pay
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Longstanding Crisis (2)
§ Workers without living wage or benefits 
§ Workers without a competitive wage or 

opportunities for growth
§ Inadequate managed care networks
§ Providers refusing to participate in 

these networks or to take insurance
§ Lack of competence in EBPs
§ Absence of direct care worker training
§ Lack of supervision and trained 

supervisors
§ Major shortage of workers to treat 

“special” populations
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Marketwatch.com
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§ The Resignation Revolution
§ The Great Resignation / Quit-Itch 
§ Monthly resignations at all time high
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BH Social Workers vs 
Fast Food Managers

(Salary Survey, The National Council)
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Recent Data

§ HMA / National Council
§ 78% agencies – increased demand 

for services (26% increase since 
August 2009)

§ 97% agencies – difficult recruiting 
(majority say “very” difficult)

§ CHDI EBP Initiatives re: Children
§ 26.3% of participants quit their jobs 

before completion of EBP training
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CT Data – Year Ending 10/21
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A Workforce Emergency 
with Two Faces
1. The general lack of enough workers 

and the rates of turnover
2. The workforce gutting of the publicly-

funded, community-based behavioral 
health agencies as staff are hired by
a. FQHCs
b. Hospitals & health systems
c. Private practices
d. For-profit telehealth providers
e. Retail & service sector or other non-

behavioral health businesses
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What needs to
be done … 
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The Annapolis Framework

Nine objectives organized into three 
major categories:

A. Broaden the workforce
B. Strengthen the workforce
C. Build structures to                     

support the workforce
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A. Broaden the Workforce

1. Expand roles for persons in recovery 
and their families (e.g., peer 
specialist; family advocates)

2. Expand the role of communities 
(e.g., anti-drug coalitions)

3. Expand role of all health & social 
service providers (e.g., screening & 
brief intervention; integrated care)
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B. Strengthen the Workforce

4. Systematic recruitment & retention 
strategies (An example to follow)

5. Increase the relevance, effectiveness 
and accessibility of training and 
education (EBPs; a decrease in 
webinars)

6. Training and development of 
supervisors & leaders (e.g., ATTC 
initiative; Yale Program on 
Supervision; leadership programs)
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C. Structures to Support the 
Workforce
7. Financing systems that enable 

competitive compensation 
commensurate with required 
education & responsibility

8. Technical assistance infrastructure 
that promotes adoption of workforce 
best practices

9. Evaluation of workforce development 
initiatives 
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What has been
done … 

22

23

Maryland

22% increase in behavioral health 
funding over 6 years to cover 
minimum wage increase. 

Override of the governors’ veto. 
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Collaborative

§ SAMHSA funded “Transformation”
§ Commissioner driven workforce focus
§ Statewide planning & oversight
§ Interventions on: 

§ higher education curriculum reform
§ supervision 
§ leadership development

§ Professionals
§ Parent advocates

§ peer run employment services
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CT Recruitment & Retention 
Learning Collaboratives
§ DMHAS funded / Participating 

agencies impacted by 1115 Waiver
§ Primary Phase (Oct 21 – July 22)

§ 3 education & work sessions
§ Plan development & implementation
§ Technical assistance sessions
§ Three all agency Virtual Meetings
§ Plan updates & progress reports
§ CEO briefing

§ Follow-up Phase (Aug 22 – May 23)
§ 4 Technical assistance sessions
§ 2 All agency meetings
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Common Areas of Focus in 
the Collaboratives
1. Compensation
2. Job descriptions, advertising, 

outreach, selection, offers
3. National Health Service Corp
4. Internships
5. Orientation & onboarding
6. Supervision & support
7. Training & career development
8. Appreciation & recognition
9. Exit & stay interviews
10.HR & service manager collaboration
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Suggestions & 
Caveats
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Look to Previous 
Innovations & to Innovators
§ Avoid this approach:
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HMA / National Council
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Use Logic Models or RBA
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Start Building a Strategic 
Plan 
Not a list of disconnected interventions
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Build a “structure”
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Create a sustainability plan 
(from the beginning)

“Continuous Workforce Improvement”
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ACCESS to Care
(Workforce development is just 

your strategy for creating access)

Focus Your Advocacy and 
Messaging on …
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Advocate and Act
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Thanks for Listening!
Questions & Comments?

michael.hoge@yale.edu
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