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Most local communities lack the capacity to conduct behavioral health needs

assessments. The purpose of this paper is to describe a mixed-methods approach to

estimate the behavioral health needs in St. Louis, MO. Data were drawn from multiple

sources including local and state government prevalence estimates, medical records,

and key informant interviews. The most prevalent behavioral conditions were depression,

alcohol, and drug abuse. Priority populations were residents with co-occurring disorders,

youth transitioning into the adult behavioral system, and homeless individuals with

behavioral health needs. Treatment rates for behavioral health conditions were low,

relative to identified needs. There are significant provider shortages and high staff

turnover, which extend wait times, diminish the quality of care, and contribute to the use

of emergency departments for behavioral health care. The data and methods described

in this paper could be helpful to other municipalities that are looking to conduct behavioral

health needs assessments.
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INTRODUCTION

Behavioral health conditions comprise the leading source of disability in the U.S., accounting for
nearly 40% of all medical disability for those age 15–44 (1, 2). This disability burden underscores
the importance of behavioral health services addressing not only symptom management but also
outcomes of social functioning and well-being (1, 3). For example, it is estimated that over a 2-week
period, 8% of the U.S. adult population aged 20 or older has depression (4).

Although rates of behavioral health treatment have increased over time, lack of access, and
quality remain serious problems (5–8). For example, fewer than half of people with major
depressive disorder receive depression care and among those who do receive treatment, only
about 20% receive minimally adequate care (9). Accordingly, behavioral health service consumers
experience frequent crises, relapse, or other emergencies related to their conditions and need skills
to manage and maintain recovery for improved physical and mental wellness (10). The President’s
New Freedom Commission on Mental Health stated that recovery is possible and is increasingly
realized among behavioral health service consumers (11). It is critical that communities understand
behavioral health need in terms of prevalence of conditions, access to care, and quality of mental
health services.

Thomas R. Insel, former director of the National Institute of Mental Health (NIMH), stated
that “data on prevalence, treatment, and mortality indicate that mental illness remains an urgent,
unmet public health concern” (10). The most recent national data for behavioral health prevalence
were collected in the early 2000’s with the Collaborative Psychiatric Epidemiologic Surveys (CPES)
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(12, 13). Most communities lack the funding and/or capacity to
conduct high quality behavioral health needs assessments. The
absence of current prevalence makes estimating and planning
how to prioritize local needs extremely difficult for local
municipalities. Absent costly, time consuming “shoe leather”
epidemiology that larger psychiatric epidemiologic studies
employed, such as the CPES and Epidemiologic Catchment Area
studies (14–17), local municipalities need a way forward to
understanding mental health needs in their communities.

Local behavioral health agencies and organizations depend
on data to marshal the limited resources available to address
the behavioral health needs of their cities. Additionally, national
estimates are reliant on state and local reporting cases of
behavioral health. If there are problems with estimating needs
and capacity at the local level, these discrepancies will aggregate
up to the national level. Thusly, it is difficult to develop
appropriate, proactive strategies to address behavioral health
needs at the local or national levels. Needs assessments at the
local level will likely have to rely on publically available data made
available through city and state agencies as well as examining
local service utilization and gaps in services.

The “patchwork” nature of mental health services makes
it difficult to identify the types and adequacy of on-the-
ground mental health services (18–20). Prevalence of behavioral
health conditions are underestimated (3). Prevalence estimates
are imperfect measures of need as most assessments do
not include institutionalized individuals, such as those in
psychiatric hospitals or prisons (12, 21). Additionally, treatment
and epidemiologic data on the behavioral mental health of
racial/ethnic minorities is limited (12, 22).

It is also critical to analyze the quality of behavioral services
that are provided in community settings. Evaluation data
indicate that the implementation of best practices and evidence-
based treatment approaches, such as the use of evidence-based
treatment techniques and intervention fidelity, is uneven in
community settings (23–25). There are significant barriers to
adopting and implementing best practices in community settings,
particularly those that serve highly vulnerable populations
which include but are not limited to training, organizational
climate, and leadership (8, 26–28). Lack of access to and
implementation of evidence-based practices compromises the
quality of behavioral health care available at the community level
(23, 29, 30). Another behavioral health care access issue is the
availability of services, which is directly impacted by the number
of providers available to provide care (22, 31, 32).

This needs assessment focused on the unique behavioral
health needs of the city of St. Louis. Like many cities across the
U.S., St. Louis has a behavioral health service system challenged
by historic fragmentation, continuing shortages of behavioral
health care, uneven and insufficient evidence-based care, and
only emerging provision of integrated care. Additionally, the
state of Missouri did not expand Medicaid in 2014 and has not
subsequently expanded, even after a ballot initiative that passed
in 2020 which would allow for more low-income Missourians to
be served.

The context of St. Louis carries particular risk for the
behavioral health of its residents, risks associated with racial

TABLE 1 | Sociodemographic characteristics of St. Louis (2009–2013).

% (n) or M (SE)

Age (18+) 79.1% (252,407)

Median age 34.2 years (±0.2)

Gender

Men 48.3% (154,082)

Women 51.7% (164,873)

Race

White 44.9% (143,308)

Black or African American 48.6% (154,888)

Asian 2.8% (8,929)

Two or more races 2.5% (8,092)

Ethnicity

Hispanic or Latino (of any race) 3.60%

Immigration Status

U.S. born 297,570

Foreign born 21,395

Income (household median) 34,582

Poverty rate 27.40%

Employment Status

In labor force 65.4% (170,072)

Not in labor force 34.6% (89,893)

Unemployed % 9.4% (24,367)

Housing

Home ownership % 44.60%

Marital Status

Married 28.70%

Separated 3.50%

Divorced 12.10%

Widowed 6.40%

Never married 4.90%

Insurance Type

Private health insurance 54.9% (172,485)

Public health insurance 34.9% (109,761)

No health insurance 18.2% (57,317)

segregation, income inequality, violence, and resource limited
communities. St. Louis faces unique challenges, such as
depopulation and race-related tension related to the shooting
death of Michael Brown and subsequent protests in nearby
Ferguson. St. Louis remains one of the most racially and
ethnically segregated cities in the United States. The overall
median household income is $36,809, which is substantially less
compared to the median income for Missouri ($47,380) and St.
Louis has a high poverty rate (27%). The overall high school
dropout rate is also high at almost 13%. The unemployment rate
is estimated to be 9% overall but hovers around 16% for African
Americans. Nearly 20% of the population is uninsured. African
Americans comprise the largest racial group (49%) followed
by White residents (45%). Although the proportion of Latino
residents overall is low (3.6%), there has been an increase of
nearly 60% in the Latino population since 2010. See Table 1 for
an overview of St. Louis sociodemographic characteristics.
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TABLE 2 | Publically available data sources.

US Census Bureau American Community Survey, 2009–2013

Substance Abuse and Mental Health Services Administration

HRSA/American Hospital Association, Annual Survey of Hospitals

Missouri Department of Mental Health

Missouri Department of Health and Senior Services

US Department of Health and Human Services

University of Wisconsin Population Health Institute. County Health Rakings, 2013

Collaborative Psychiatric Epidemiologic Surveys

The St. Louis city Mental Health Board (MHB) is a
taxing authority that receives a tax appropriation from the
Community Mental Health Fund and aims to serve adults with
behavioral health conditions. In 2014, MHB reached almost
2,900 consumers through its investment of almost $4 million
to serve adults in need of behavioral healthcare. The MHB
contracted a team of researchers to conduct a community
behavioral health needs assessment in 2015. This paper presents
the methods and results from a mixed methods approach from
a civic-academic partnership to estimating behavioral health
needs as well as service capacity and quality of mental health
services in the city of St. Louis. The primary focus of the needs
assessment was to identify the most common behavioral health
problems and their variation by demographic and geographical
factors. Understanding needs—those met by services and those
remaining unmet—and knowing who has those needs is an
important foundation for service delivery (17). Given funding
and personnel constraints, this paper provides an example of an
approach that may be considered in similar municipal settings
throughout the country.

Our mixed methods approach centered on the
following objectives:

• Identify adult behavioral health needs and priority populations
in St. Louis;

• Determine adequacy of current mental health services;
• Identify key gaps and challenges in delivery of quality care.

METHODS

A mixed method approach was implemented, using both
quantitative and qualitative data. The team obtained data
about socio-demographic characteristics, adult mental health and
substance abuse indicators and service utilization estimates of
adults in St. Louis using secondary data (i.e., data that were
administrative or collected by a different state or national agency)
included sources that were either publically available data or
administrative data drawn from the BJC HealthCare System
(BJC). Publically available sources are listed below, with more
detailed information in Table 2. Detailed discussions of these
data are below. Key informant interviews were used for the
qualitative portion of this needs assessment.

Quantitative data, especially those concerning the quality and
availability of behavioral health services, are limited. Because
no representative epidemiologic data has focused directly on

St. Louis since the early 1990’s (16, 33), our team performed
a thorough scan of the most recent, publically available data,
and identified data subsets, where possible, to the city of St.
Louis. We focused on sources of data that: (1) focused on
adults only; (2) focused on city of St. Louis only; and (3)
contained information on behavioral health (mental health
and/or substance abuse). Behavioral health indicators and service
utilization in St. Louis city amongst adults were drawn from five
major sources including: Missouri Department of Mental Health,
Missouri Department of Health and Senior Services, Missouri
Information for Community Assessment (MICA), Substance
Abuse and Mental Health Services Administration (SAMHSA),
and the United States Department of Health and Human
Services (21).

In addition to data that were publically available, our team
obtained data from BJC Healthcare, the region’s largest non-
profit health care delivery organization, to gain additional
insight into the mental health need in the city. The majority
of Americans seek behavioral health services in primary
care settings or while seeking treatment for physical health
problems (34–36). Therefore, the team obtained and analyzed
data pertaining to St. Louis city adult residents who received
mental health diagnoses and treatment from the BJC to better
understand behavioral health need. Data on behavioral health
care within primary care and other medical settings provides a
complement to data available from behavioral health specialty
treatment facilities. We analyzed administrative data from BJC
Healthcare to determine the mental health diagnoses and
location of BJC Healthcare facilities serving St. Louis residents
from 2010 to 2015. Analyses were restricted to patients aged
18 years or older who were primarily seeking treatment for
mental health conditions. History of any mental health problem
during the past 5 years was ascertained from electronic medical
records defined by International Classification of Disease Version
9 (ICD-9) diagnosis codes and procedures, drug orders for
psychiatric medications, and facility seen.

To achieve a more complete understanding of the behavioral
health needs of adults in the city, key informant interviews
were used to provide a system, and provider level perspective of
the behavioral health needs. Mental Health Board provided the
team with a list of 19 stakeholders, which included a range of
administrators, supervisors, and service providers representing
organizations responsible for behavioral health services, health
care, state level policy, and public safety. The team worked with
the MHB to identify a list of topics to inform the interviews.
Questions were then refined and a qualitative interview guide
was developed by the team and approved by the MHB. The semi-
structured, open-ended interview guide consisted of 12 questions
that addressed the following topics: (1) priority populations; (2)
current service gaps and needs; (3) service quality; and (4) quality
of life for adults with behavioral health needs.

The interview guide was pilot tested by the team and
two trained, experienced doctoral students conducted the
interviews. The students were provided additional training
specific to the needs assessment and conducted mock interviews
with other members of the research team. The recruitment
of key stakeholders occurred in three phases: (1) The first
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contact was made via e-mail by the MHB detailing the needs
assessment and the importance of the stakeholder’s participation
and insight; (2) The second contact was a follow-up e-mail
asking stakeholders whether or not they would be available
to participate in the study; (3) The third contact was phone
calls made by two doctoral students to schedule interviews with
stakeholders who expressed interest in participating in the needs
assessment. The team requested face-to-face interviews and all
were scheduled in-person aside from two that were held over
the telephone in order to accommodate stakeholders’ schedules.
The team completed twelve, key informant interviews, each
lasting approximately 60min. The Institutional Review Board
at Washington University in St. Louis approved this study.
The Committee waived the requirement for written informed
consent for participants in this study since it did not involve
the collection of private information or the testing of an
intervention, in accordance with the national legislation and
institutional requirements.

The research team conducted qualitative analysis using a four-
step approach and Dedoose software. First, the two researchers
worked independently to analyze the transcripts. The team
randomly selected one interview to independently code. The
researchers then compared codes and came to consensus on
codes and code meaning (37). The research team participated
in consensus meetings to provide additional insight. The
researchers then randomly assigned the two doctoral students
six interviews for primary coding and another six interviews
for secondary coding. Codes were subsequently categorized into
broader themes that will be discussed in the following section.
Quotes were extracted from the codes for each theme and then
re-evaluated to ensure that they captured the meaning of the
themes (38).

RESULTS

What Are the Behavioral Health Needs in
St. Louis and Who Receives Behavioral
Health Services?
As depicted in Table 3, data drawn from the Missouri
Department of Mental Health in 2013 indicated that there were
3,156 cases of mood disorders, 2,429 cases of psychotic disorder,
701 cases of impulse control disorder, 567 cases of anxiety
disorder, and 274 cases of personality disorder among adult St.
Louis residents. The most commonly occurring behavioral health
condition in St. Louis was depression. Data from 2014 show
that 21.8% of Missouri residents live with depressive disorders.
Anxiety disorder was the thirdmost common disorder in the city.

Missouri Information for Community Assessment data
indicated that 17.4% of African American and 25.5% of White
St. Louis residents suffered from depression in the past year.
Missouri Information for Community Assessment data indicated
that 12-month estimates of alcohol dependence were 9% of the
city population, experienced by nearly 20% of African Americans
and 19% of White Americans. Alcohol and drug abuse treatment
data from the Missouri Department of Mental Health (DMH)
indicated that heroin represents the substance use disorder most

TABLE 3 | Psychiatric treatment services, City of St. Louis, 2013.

Estimates

Mood disorder 3,156

Psychotic disorder 2,429

Impulse control disorder 701

Anxiety disorder 567

Personality disorder 274

Source: Missouri Department of Mental Health; http://dmh.mo.gov/docs/ada/

countylinks/psychtreatment/e463.pdf.

TABLE 4 | Visits to BJC Healthcare by City of St. Louis residents for Mental

Health conditions, 2010–2015.

Behavioral health condition Percent Frequency

Depression 39.2 3,903

Dsythymia 3.7 372

Anxiety 18.4 1,834

Bipolar 35.4 3,519

Alcohol dependence 9.8 973

Drug abuse 1.35 134

n = 9,950.

likely to be treated in the city. Among individuals suffering
from alcohol or substance abuse related disorders, rates of co-
occurring mental health problems such as anxiety, depression,
and psychotic disorder, were high.

As indicated in Table 4, treatment data from BJC Healthcare
included 9,950 behavioral health related visits to 11 BJC system
hospitals by 4,333 city residents between 2010 and 2015. The
median age was 43 years of age. Over half (58%) of visits were by
women, compared to men (42%). Most visits were from African
American patients (58%) followed by White patients (38%). Less
than 1% of patients were Asian, Latino, or Native American (39).

The three most common conditions patients sought treatment
for were depression, bipolar disorder, and anxiety. The highest
proportion of visits for mental health treatment was depression
(39%), with 3,903 visits for depression during the 5-year
observation period. The second most represented mental health
condition treated within BJC was bipolar disorder (35%) with
3,519 visits. Another 18% of patients sought treatment for
anxiety. Alcohol abuse treatment made up nearly 10% of visits
and 1.3% of visits were for drug abuse treatment. Sixty percent
of depression were with African American patients compared to
White patients (36%). For bipolar disorder visits, 58% were by
African Americans compared to White residents (36%). African
Americans made up 55% of the anxiety disorder visits compared
to 41% of White residents. These racial/ethnic differences
in treatment findings diverge from those found with MICA
data as well as data from national psychiatric epidemiologic
studies (40–42).

Behavioral Health Services Access
Data related to the availability of behavioral health services
in St. Louis were drawn from Health Resources and Services
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Administration (HRSA) data as well as stakeholder interviews.
These data reveal four critical gaps (1) psychiatrists, (2)
behavioral health professionals (e.g. social workers, case
managers, and nurses); (3) drug addiction services; and (4)
stable and supportive housing. HRSA data indicated that there
were only 46 psychiatrists in the city of St. Louis, reflecting a
ratio of 14.5 per 100,000 residents. While St. Louis’ supply of
psychiatrists falls in the mid-range of national data, there are
two major teaching hospitals within the city, which indicates
that many psychiatrists based in the St. Louis are not engaged
in treatment.

Key informants also indicated that there was a significant
shortage of psychiatrists in St. Louis, which contributes to
consumers’ inability to secure appropriate medications. One
behavioral health leader stated:

There are not enough psychiatrists. Until the shortage of psychiatry

is addressed, it will be difficult for people to be seen in a

timely manner.

The psychiatry shortage affects consumers with insurance as well.
Another participant, stated:

I hear from people who are trying to get a private psychiatrist. They

have great insurance but can’t get an appointment for three months.

That’s not uncommon. That’s people with insurance.

Limited substance abuse services was identified as another major
shortage area, especially in light of steep increases in addiction,
particularly heroin and opioids. Key informants noted that there
are far too many consumers who need medical detoxification
services relative to the number of facilities that that provide
these services.

The need for increased coordination of care to improve
services emerged as another major theme related to the
availability of behavioral health services. The coordination
of resource referrals and collaboration was highlighted as a
barrier to quality behavioral health care. Interviewees noted
that due to the complexity and fragmentation of behavioral
health services, when staff leave agencies, the contacts they
made at other agencies and facilities are often lost as well.
Informants highlighted the need for professionals who can
serve as facilitators and navigators for a fragmented healthcare
system. Interviewees described a need for case manager/patient
advocates to help individuals navigate the system and physically
accompany them. Without these types of professionals, such
as social workers, the quality of behavioral healthcare can be
negatively affected. For example, a key informant stated:

A lot of people need case managers to help them navigate all of their

needs. If agencies could just provide a human being to help these

folks figure out the maze . . . to get into a system of care or a system

of help.

Behavioral health leaders often focused on the need for a case
manager/patient advocate system to help individuals navigate
the system and physically accompany them to appointments.

Through increased standardization of delivery/referral systems,
existing resources may better meet the needs of individuals
with behavioral health needs in a more efficient way. Some
stakeholders expressed frustration with time spent looking for
and contacting resources. For example, one participant stated:

Coordinating these resources and then making sure everybody’s

aware of them and having the resources report back what they had

this month or this week so that you don’t spend a lot of time trying

to identify where the resources are that this patient could potentially

get... You’ve got to spend ten hours on the phone trying to track

down things and it’s a lot of work that nobody really has time for.

Linkages and coordination between acute and community levels
of behavioral healthcare were consistently highlighted as a critical
factor in the provision of high quality care.

In addition to the shortage of behavioral health professionals
available in St. Louis, key informants indicated that accessibility
of behavioral health services was a major barrier to care. The
majority of behavioral health providers are located in one central
corridor of the city. Predominantly Black and high-poverty
neighborhoods were underserved and several respondents
indicated that there were very limited numbers or a complete lack
of behavioral health providers in these communities. Behavioral
health leaders indicated that the availability of providers closely
parallels the racial composition of the city’s neighborhoods
and the areas with the highest level of need, particularly due
to high levels of poverty and community-level trauma were
neighborhoods with the poorest access to providers. Due to
limited public transportation within the region, accessibility to
behavioral health care for many vulnerable people in the region
is even more challenging.

Priority Populations
The top three priority populations identified by key stakeholders
were (1) individuals with co-occurring mental health
and substance abuse disorders, (2) emerging adult/youth
transitioning, and (3) homeless/unstably housed individuals with
behavioral health problems (39).

Interview data indicated that individuals with co-occurring
behavioral health and substance abuse disorders were the service
population highest in priority. Moreover, individuals with both
mental health and addiction problems were seen as vulnerable to
involvement with the criminal justice system, in part because they
are “visible downtown” and as at risk for becoming homeless. For
example, one participant stated:

I would say [right now] those with dual diagnoses, so with both

substance abuse, whether its drugs or alcohol and major psychiatric

illness, usually it’s going to be bipolar and schizophrenia.

It was difficult for respondents to discern whether behavioral
health or substance abuse disorders occurred first as one
stakeholder added:

Co-occurring, those partnered with drug and alcohol addictions. I

don’t know if it was a mental health disorder or the drug addiction,
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but that’s the population we’re seeing most frequently and we don’t

see any changes with.

Additionally, individuals with behavioral health disorders and
chronic medical illnesses, such as diabetes or chronic heart
conditions were identified as a high priority. Respondents
described this group as one that often falls between the health-
behavioral health divide. One key informant stated:

The behavioral health community views them as a population that

the health community serves and the health community views them

as a population that the behavioral health community’s serving.

Therefore, they fall through the cracks. They look at them as

separate populations when they’re one.

Multiple stakeholders emphasized the importance of attending
to the needs of young people transitioning from child to adult
behavioral health. Respondents specifically discussed the lack
of services in assisting these individuals navigate the adult
behavioral health system. For example, one stakeholder stated:

[Definitely] the transition, we don’t have great transition into the

adult system so we are now seeing more and more kids with

behavioral health issues and teenagers, and then once they turn 18

or 21, they’re out of the pediatric side and they have no clue how

to access the adult side, so we see a lot of them lost and struggle in

their early twenties and mid-twenties and eventually they’ll come

to us because they’re injured or they’re going to and they need a

medical stability evaluation.

Another participant echoed this sentiment, stating:

[That’s the other thing] that I hear a lot about, and this is. . . young

people that are transitioning in, supposed to transition into the

adult system, that they have a system of care that they’re involved

in as a youth, and then all of a sudden those services are no longer

available, they can’t get into the adult behavioral system.

Almost all key informants explicitly named safe, stable, and
accessible housing as a gap in current services. Stakeholders
reported that housing is a major priority as stable and
secure housing for individuals with behavioral health needs
has important effects on treatment and long-term outcomes.
Participants consistently discussed the integral role that housing
plays in treatment retention and favorable outcomes. For
example, one key informant participant noted the following
about housing:

We’ve come to realize over the years that if we don’t provide people

with stable housing of some kind, that their treatment is episodic,

it’s not continuous and as a consequence, they do well for short

periods of time. . . They drop out of treatment, and we see them in

the emergency room. . .

Another participant noted the following:

Housing. . . one of the things we know about people who have our

types of problems is that the longer you can keep a person engaged,

the better the outcome is. Unfortunately, there’s a lot of money that

has been allocated for the front-end, short-term crisis, detox, that

sort of thing. But there’s not a lot of emphasis on keeping people

engaged for long periods of time, to really have a healthcare home or

behavioral healthcare home model where they have a safe, healthy

place to stay while they’re getting services, becoming stabilized, and

that sort of thing along with wrap around services.

Stakeholders identified the lack of standardized outcomes and
measurement tools in use across the field as a challenge. In order
to establish clear evidence-based practice tenets, there is a need
to identify and track measures related primarily to the process
of care or intervention, rather than functional and symptom
outcomes experienced by service users. Key informants indicated
that there is tremendous variability in outcome indicators,
making it difficult to describe overall outcomes across the varied
efforts throughout St. Louis.

“I think we’re still missing outcomes.” As one stakeholder stated,

“We’ve failed to agree on a common measures set. Probably 10, 12,

maybe 20 different measures are in use.”

In addition to the variation in outcome indicators, there were
mixed perspectives about the implementation of evidence-based
practices. Most participants indicated that behavioral health
services in St. Louis are current and reported that behavioral
health providers provide evidence-based treatment programs.
Respondents identified the influence of funding agencies,
including the MHB that have mandated the delivery of evidence-
based treatment. Specific evidence-based approaches included
in SAMHSA’s list of evidence-based behavioral health programs
and treatments such as Assertive Community Treatment and
Cognitive Behavioral Treatment. However, stakeholders also
indicated that there was variation in application and implication
of evidence-based practices. Factors associated with this variation
included the type of agency and the type of training providers
had. Across the board, participants agreed that funding is a
key lever in increasing provision of evidence-based care, and
that provider training is key to ensuring delivery of evidence-
based care.

DISCUSSION

Issues related to behavioral health pose as some of St.
Louis’ most serious public health problems which have been
exacerbated in the wake of a continuing pandemic which as
disproportionately affected the health and economic status of
already vulnerable communities. The city has high rates of
depression, substance use disorders and psychosis in addition
to high levels of anxiety and co-occurring disorders (39).
Their high prevalence notwithstanding, depression, substance
disorders, and psychosis remain undertreated due in part
to the city’s shortage of behavioral health professionals,
long waitlists for services, fragmented systems of care, and
variable quality of care. Deficiencies in community surveillance
and health system screening leave many behavioral health
needs undetected, under-reported, and untreated. Existing
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treatment data indicate important needs as well as gaps
in services.

Geographically, the city’s behavioral health services reflect
the racial residential segregation that is deeply entrenched in
region, with those in predominantly African American areas
having markedly lower access to services (39). Individuals
living with mental illness and addiction need long-term
stable housing and better access to transportation, to ensure
their ability to travel to jobs and needed services. Critical
barriers to outpatient behavioral health observed included
affordability (e.g., insurance coverage) and accessibility,
particularly geographical proximity and transportation.
These access barriers are perceived to contribute to high
reliance on emergency department care. Overall quality
of behavioral healthcare was compromised by long wait
lists, high staff turnover, highly variable usage of outcome
indicators, and delivery of evidence-based treatment as well
as challenges related to the fragmentation of the behavioral
health system.

In response to the challenges outlined above, key informants
suggested several recommendations to improve services,
particularly with regard to coordination and collaboration. The
most common response in relation to improving behavioral
healthcare in St. Louis was to employ more behavioral health
providers in order to increase access to care and to reduce the
burden on psychiatrists and primary care providers. Overall,
respondents noted that behavioral healthcare in St. Louis
needs to be timelier and evidence-based, with a greater focus on
prevention, responsiveness to early-stage expression of disorders,
and long-term recovery. Behavioral health leaders in St. Louis
also stressed the importance of standardizing and incentivizing
collaborative service and the establishment of consistent
outcomes that can be systematically tracked. This would permit
analysis of quality of care and tracking of progress related to the
provision and quality of behavioral health care services.

Efforts to address social determinants of health such
as improving transportation services and promotion of
employment programs would assist addressing the behavioral
health needs in St. Louis. Critically, behavioral health leaders
underscored the importance of long-term, stable housing
solutions for behavioral health consumers seeking recovery,
especially those who are homeless or do not have stable
housing. Without stable housing, it is incredibly difficult for
behavioral health consumers to maintain commitment to
recovery and adhere to treatment plans. Although housing is
fundamental for recovery, there are numerous challenges in
securing appropriate housing solutions for consumers that
need them. These challenges include long waitlists as well as
the expense associated with maintaining housing for homeless
and unstably housed consumers. Stakeholders also highlighted
the challenge of simultaneously working to provide permanent
supportive housing while attempting to help consumers that

need rapid, rehousing solutions, which is often a problem for
homeless consumers.

While these data sources are not perfect, usage of multiple
sources of data, including information gleaned from key
informant interviews, helps to create a picture of need at the local
level as well as the opportunities to improve access to and quality
of behavioral health services.

These data, while drawn from one city, are reflective of
similar cities throughout the U.S. There have been substantial,
nationwide financial cuts to behavioral health services, and de-
institutionalization (43, 44). Extrapolating from these findings,
it is critical to improve the availability and quality of behavioral
health services to people who reside in urban contexts.
Researchers are working to improve the dissemination and
implementation of evidence-based practice into agencies and
organizations, which will help to improve behavioral health
treatment outcomes. On the prevention end, specific efforts to
address the social determinants of health, especially those related
to housing, education, and employment, are needed to improve
overall well-being and preclude the development of behavioral
health problems. These concerns have been underscored during
the Coronavirus pandemic, of which communities of color
have been disproportionately impacted. Furthermore, there is a
need for funding at multiple levels (e.g. nationally, regionally,
locally) to improve the availability and quality of data related to
behavioral healthcare.
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