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Preface

The military service branches employ a range of health care professionals to meet the diverse 
health care needs of their beneficiary population. Addressing the behavioral health issues 
among service members and their families remains a priority for the Military Health System 
(MHS). Care extenders, part of the health workforce, are members of the care team that pro-
vide supportive clinical services alongside licensed independent providers. Behavioral health 
technicians (BHTs) are enlisted service members who complete technical training to serve 
as care extenders to licensed mental health providers. BHTs are a key part of the behavioral 
health workforce. Although BHTs receive substantial training to perform a range of clinical 
activities, including triage, assessment, counseling, and prevention, to date there has not been 
a full assessment of the extent to which their selection, preparation, training, and assessment 
matches the breadth of their roles (in terms of the roles and functions they have been antici-
pated to play and those that they have undertaken in the field). Accordingly, in recent years, 
the MHS has demonstrated an interest in better understanding the training of BHTs and the 
clinical roles that they fulfill. 

The Psychological Health Center of Excellence (PHCoE) asked the RAND National 
Defense Research Institute to assess the current functional operation and utilization of BHTs 
within the MHS and develop actionable recommendations for optimizing the engagement of 
BHTs in the MHS. This includes understanding how BHTs function in different military 
health contexts and identifying optimal roles and needed training and preparation to fulfill 
these roles. This project has two components. The first component includes a review of the 
relevant curriculum, policies, and literature, which aims to document the training, roles, and 
scope of practice of BHTs across the military branches. The second component, to occur at 
a later time and not addressed in this report, includes a survey of BHTs and licensed mental 
health providers, with the goal of understanding BHT and provider perceptions of BHTs, their 
involvement in various clinical activities both in garrison and while deployed, and how BHTs 
could be used more effectively. This report presents the results of the first component of this 
study, documenting the results of the curriculum, policy, and literature review.

This research was sponsored by PHCoE and conducted within the Forces and Resources 
Policy Center of the RAND National Defense Research Institute, a federally funded research 
and development center sponsored by the Office of the Secretary of Defense, the Joint Staff, 
the Unified Combatant Commands, the Navy, the Marine Corps, the defense agencies, and 
the defense Intelligence Community. 

For more information on the RAND Forces and Resources Policy Center, see www.
rand.org/nsrd/ndri/centers/frp or contact the director (contact information is provided on the 
webpage).

http://www.rand.org/nsrd/ndri/centers/frp
http://www.rand.org/nsrd/ndri/centers/frp
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Summary

A top priority for the Military Health System (MHS) is to ensure the efficiency and effective-
ness of behavioral health care. An important aspect of this priority is employing an adequate 
number of mental health providers to meet the needs of service members and their families. 
Behavioral health technicians (BHTs) are an important part of the MHS mental health care 
workforce, along with licensed providers, such as psychiatrists, psychiatric nurse practitioners, 
psychologists, and social workers. BHTs are enlisted service members who receive technical 
training to support licensed providers and help increase the reach of mental health care within 
the MHS. However, there can be substantial variability in the ways that BHTs are used across 
clinical settings, making it difficult to verify that the MHS is making the best use of BHTs’ 
skills.

There has been considerable interest in this use of care extenders (i.e., members of the 
care team who provide supportive clinical services alongside licensed independent providers) in 
the military behavioral health context. In 2017, the Psychological Health Center of Excellence 
formed the Behavioral Health Technician Work Group, which brings together BHTs, mental 
health providers, and other key stakeholders to evaluate the preparation and use of BHTs and 
to develop recommendations for how BHTs may be used more effectively to improve quality 
of care (Blair and Kelley, 2017). And the National Defense Authorization Act for Fiscal Year 
2017 mandated a study of mental health care extenders, such as BHTs, to explore their role in 
increasing access to mental health care for service members and their families (Pub. L. 114-
328, 2016). To inform these initiatives, the Psychological Health Center of Excellence asked 
the RAND Corporation to assess the current functional operation and utilization of BHTs 
within the MHS and to develop actionable recommendations for optimizing the engagement 
of BHTs.

To learn more about the training that BHTs receive, we reviewed various curriculum 
materials, conducted a site visit, and spoke with individuals familiar with BHT training and 
professional development. To better understand how they are employed in the workforce, we 
also reviewed service-specific and MHS policies related to the role, scope of practice, super-
visory expectations, and competency assessment of BHTs. We supplemented this review with 
discussions with licensed providers and BHT representatives from each service branch, includ-
ing program administrators, instructors, and students, who provided context for the policies 
we reviewed and helped us identify additional relevant documents. We also conducted a lit-
erature review focused on the role of military BHTs, which revealed a limited amount of peer-
reviewed literature on military BHTs, the majority of which focused on the role of BHTs as 
part of larger behavioral health teams. There is some overlap in the roles and responsibilities of 
military BHTs and civilian psychiatric technicians and mental health care extenders. There-
fore, we found it helpful to supplement our review of the BHT-focused literature with a search 



x    Understanding Behavioral Health Technicians Within the Military

of research on care extenders in civilian behavioral health settings. We also conducted a search 
related to care extenders in civilian medical contexts to identify best practices for training, 
practice, and professional development.

Collectively, these sources revealed that BHTs receive a broad educational foundation 
and training that is applicable to a range of settings, but it remains unclear whether and to 
what extent BHTs are prepared to fulfill the roles expected of them, especially in deployed or 
operational settings. There also appears to be inconsistency in how BHTs are utilized across 
the MHS; in some cases, installations may not be leveraging the full extent of BHTs’ clinical 
training. Additional research could clarify the reasons for these inconsistencies. 

This report provides a preliminary foundation for identifying barriers to optimizing the 
role of BHTs and potential solutions to address these barriers. In follow-on work, RAND will 
survey BHTs and licensed mental health providers who work within the MHS to collect addi-
tional insights on how BHTs are used in practice, their preparedness for fulfilling these roles, 
and the barriers that may prevent them from being used most effectively. 

BHT Selection and Training Vary by Service Branch

The selection process to enter the BHT career field differs by service branch. Figure S.1 pro-
vides an overview of the entry requirements for BHTs in the Army, Air Force, and Navy. As 
of 2016, the latest year for which we had data, 515 students were expected to begin training to 
become a BHT; of those, 314 were from the Army, 157 were from the Air Force, and 44 were 
from the Navy (Air Education and Training Command, 2015).

Navy BHT candidates are selected from a pool of personnel who have already been 
trained as hospital corpsmen. In addition, the Navy’s BHT screening process includes a medi-
cal evaluation by a psychiatrist, psychologist, or medical officer; candidates are generally not 
eligible if they have a history of substance abuse, as described in the Catalog of Navy Training 
Courses (CANTRAC) (U.S. Navy, undated). 

Army candidates enter specialized BHT training directly from basic training. BHT can-
didates are accepted for training if they meet or exceed a set minimum score on the Skilled 
Technical component of the Armed Services Vocational Aptitude Battery (U.S. Army, 2013a), 
in addition to meeting other qualifications. Air Force enlisted service members also enter BHT 
training directly from basic military training. Air Force selection criteria include an interview 
with a mental health provider and completion of a psychological assessment. 

In 2010, the three services agreed to use a consolidated training program with a standard-
ized curriculum at the Medical Education and Training Campus (METC) at Fort Sam Hous-
ton in San Antonio, Texas. This training focuses on such topics as psychopathology, clinical 
assessment, and intervention skills and includes both coursework and practicum training at 
one of ten sites in the San Antonio area (Medical Education and Training Campus, 2018a). 

After BHT candidates complete this consolidated program, they receive service-specific 
coursework and practicum training. In the Army and Air Force, this includes a joint program 
of medical coursework; Navy BHT candidates complete this basic medical instruction prior to 
selection as part of their corpsmen training. 

Each service relies on unique selection and screening processes. Each has certain strengths; 
for example, the Air Force requirements are likely designed to ensure that candidates are suit-
able from a mental health and personality perspective. But although these measures are an 
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important first step in determining suitability for the career field, these procedures do not 
assess skills or characteristics that are more specific to the BHT career—for example, comfort 
with one-on-one contact with others, interpersonal sensitivity, or ability to demonstrate empa-
thy. Therefore, there is a need to further assess whether current selection processes adequately 
identify BHT candidates whose skills, interests, and personality attributes are a fit for the job, 
which requires substantial face-to-face contact with individuals who are experiencing poten-
tially sensitive issues. 

In addition, the breadth and pace of the curriculum in relation to the number of hours 
of instruction and hands-on practice make it challenging to cover topics essential to clinical 
practice (as determined through a review of foundational documents and expected competen-
cies from each service branch) in much detail. Training occurs in 14 to 17 weeks, depending 
on the service, at which point BHTs are expected to enter the workforce, leaving them limited 
opportunity for future training. This condensed training schedule offers little chance to actu-
ally practice the breadth of clinical skills BHTs are expected to learn. Moreover, the Introduc-
tion to Counseling course provides a brief overview of many types of theoretical orientations, 
but it is unclear to what extent the counseling techniques that are taught are derived from 
evidence-based psychotherapies, though counseling is an expected role of BHTs in some clini-
cal settings. Students also receive few templates or tools to assist in structuring these interac-
tions (Headquarters, Department of the Army, 2017b; U.S. Air Force, 2017). Also, while some 
courses are designed to provide a broad overview of many topics (e.g., the Psychopathology 
course covers all DSM diagnoses, including those that are seen infrequently in clinical set-
tings), it means they may not receive in-depth instruction on the diagnoses or clinical tech-
niques most common in the military practice settings in which they will be working (e.g., 
opportunities to practice the application of this instruction, which is consistent with best prac-
tices in training of mental health personnel [Beidas and Kendall, 2010]).  

Finally, although the METC is authorized for Army, Air Force, and Navy instructors on 
the basis of projected student throughput, there are instructor shortages (e.g., the Army fills 80 
percent of its positions). As a result, instructors may be overextended, and students may have 
little opportunity to observe “ideal” intakes or counseling sessions—for instance, as demon-
strated by two instructors—prior to attempting the skill themselves under instructor observa-
tion or in clinical settings under supervision, as the use of these activities is at the discretion of 
the instructor. 

Moreover, we found that these challenges persist after BHTs begin working in the MHS, 
with limited guidance on the expectations or requirements for supervision, ongoing training, 
and professional development of BHTs.

There Is Inconsistency in BHT Roles and Responsibilities

After completing their training at the METC, BHTs become part of the MHS behavioral 
health workforce. For example, they may be assigned to an outpatient or inpatient clinic at a 
military treatment facility (MTF) or embedded with a deployed behavioral health team. Once 
they enter the workforce, BHTs are expected to perform a wide range of clinical tasks, includ-
ing screening and assessment, intervention, case management, and outreach and prevention. 
In deployed or operational settings, their responsibilities may be more expansive. However, 
the literature and our key informant discussions suggested that other responsibilities may take 
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away from time spent on clinical duties, such as administrative responsibilities (e.g., answer-
ing phones), facility-level tasks (e.g., serving as inspection control monitors), and unit respon-
sibilities (e.g., motor pool) (U.S. Department of Defense Task Force on Mental Health, 2007; 
Hoyt, 2017; Nielson, 2016). In turn, the time spent in clinical versus other activities can have 
important implications for deployment readiness, as BHTs may have little experience with the 
tasks they are expected to perform while deployed.

There are other key challenges. First, BHTs require on-the-job training (OJT) to develop 
these skills, but there appears to be no standard expectation as to how to operationalize OJT, 
ensure that it builds in a meaningful way on the METC training, and disseminate and imple-
ment it in an effective and standardized manner. Though some services have specific task 
qualifications (U.S. Department of the Air Force, 2015) or annual competency assessments for 
BHTs (Headquarters, Department of the Army, 2017a), there may still be variability in how 
these expectations are operationalized across service branches. In addition, in our discussions, 
we learned that some BHTs are able to attend professional development training and that some 
clinical sites have developed their own training programs for BHTs, but these practices are not 
standard across MTFs or across the services. This means that there can be variability in BHT 
skills, especially as BHTs are further from their METC training, which heightens concerns 
about deployment readiness. Some MTFs have developed training curricula for their BHTs 
in an effort to build upon skills learned at the METC that are based on specific clinic needs; 
though these curricula likely facilitate the integration of BHTs into clinical tasks, there are no 
standardized efforts of this nature. 

In addition, because BHTs are not credentialed providers, they work under the supervi-
sion of licensed mental health care providers.1 These supervisors are typically a psychiatrist, 
clinical psychologist, licensed clinical social worker, or advanced practice psychiatric nurse. 
Depending on where BHTs are assigned, they could have a single, primary supervisor or multi-
ple supervisors. This could translate to significant variation in the roles that BHTs play within 
their organizations and the responsibilities they are tasked with across the MHS. Moreover, 
our document review suggested no standard requirements regarding frequency or intensity 
of supervision, meaning that some BHTs may receive less supervision than is ideal. Though 
some variability in the degree of supervision may be appropriate, depending on the specific 
responsibilities of a BHT in a given setting, this also means that development of BHT skills 
may be inconsistent, which means that BHTs may be unprepared to fulfill the responsibilities 
expected of them in subsequent assignments.

Given these challenges, and to ensure that BHTs have a more consistent set of clinical 
skills and are ready to be assigned to deployed roles, there is a need to better understand how 
such factors as setting, supervisor preferences, and clinic administrative demands affect their 
roles. There is also a need to identify ways to better standardize the ongoing training and skill 
set of BHTs to ensure they are prepared to fulfill the roles for which they were trained.

1	  Air Force BHTs complete requirements for credentialing as Certified Alcohol and Drug Counselors (CADCs) and can 
perform some tasks independently as allowed by clinic program managers.
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Figure S.1
Summary of BHT Qualifications, Training, and Placement

Army Air Force Navy

Basic training Basic training Basic training

Corpsman training
760 hours of 

medical training
(19 weeks)

Meet Army BHT
screening criteria

• Achieve required Skilled
   Technical score
• Meet fitness for duty 
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Recommendations

Our review of the selection, training, and professional roles of BHTs pointed to a number of 
challenges to making the best use of BHTs’ clinical skills and promoting the development of 
these skills throughout their training and after they join the MHS mental health care provider 
workforce, as summarized in Table S.1. 

To address these challenges, we offer the following recommendations. 

Recommendation 1. Establish a Consistent Set of Selection Criteria and Candidate 
Assessment Processes to Ensure Fit with the Career Field

Currently, each service branch uses somewhat different selection criteria. While these dif-
ferences may be appropriate, as they reflect the priorities and expectations for BHTs in a 
given branch of service, it would likely be beneficial to establish some minimum standard that 
reflects the core expectations for BHTs across service branches, especially as health care ser-
vices become integrated under the Defense Health Agency. For example, the Air Force requires 
an entry interview prior to entering BHT training. It may be possible to build on this practice 
and develop a structured entry interview template that all the services could use. Such a tem-
plate could also assess interpersonal skills to identify a baseline for each candidate and help 
target instruction in these currently untracked areas.

Table S.1
Summary of Key Challenges to the Effective Training and Use of BHTs

Domain Key Challenge

Selection •	 Selection processes risk selecting BHTs that may lack fit 
with the job.

Training •	 The volume of material covered in the curriculum makes 
it challenging to cover topics essential to clinical practice 
in much detail.

•	 Integration of interactive and applied exercises to teach 
course material can be variable across instructors.

BHT roles and responsibilities in garrison •	 BHTs require OJT to develop their skills, but there 
appears to be no standard expectation as to how OJT 
should be specifically operationalized, build in a mean-
ingful way on the METC training, and be widely dissemi-
nated and implemented in an effective and standardized 
manner.

•	 BHTs are not consistently used to the full extent of their 
clinical training, and there is a need to better understand 
how factors such as the setting, supervisor preferences, 
and clinic administrative demands affect their roles to 
determine how they can be used more effectively.

Deployed and operational settings •	 It is unclear whether and to what extent BHTs are pre-
pared to fulfill the roles expected of them, especially in 
deployed or operational settings.

Supervision, ongoing training, and professional 
development

•	 There is limited guidance governing specific expectations 
or requirements for supervision, ongoing training, and 
professional development of BHTs.
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Recommendation 2. Align the Curriculum with Demands of BHTs in the Field and with the 
Needs of the Population They Serve
Recommendation 2a. Focus the Curriculum on the Conditions That BHTs Encounter Most 
Often

At the METC, the curriculum is set in alignment with the core competencies expected of 
BHTs in each service, ensuring that the curriculum covers topics relevant to these competen-
cies. That said, there may be opportunities to better align the curriculum with the roles BHTs 
play in the field and tailor the curriculum to the populations they serve. This and other adjust-
ments to the curriculum could free up additional instruction hours and provide an opportu-
nity to focus on the most in-demand competencies.

Recommendation 2b. Create Standardized Training Tools That Will Translate to Practice

Although students receive guides for each of their courses, there may be additional opportuni-
ties to incorporate standardized tools for training, such as structured intake assessment tem-
plates. This would serve as a learning tool at the METC (e.g., by having instructors demon-
strate the use of a template and then having students practice using the template) and ensure 
that all BHTs learn to collect the most important information from patients during clinical 
encounters. 

Recommendation 2c. Teach a Core Set of Evidence-Based Interventions That Generalize to 
Many Clinical Settings or Patient Populations

During training, the BHT curriculum addresses many psychotherapy techniques, but the 
counseling techniques students learn to implement are not necessarily anchored in evidence-
based psychotherapies. One strategy to bridge the gap between classroom and practice might 
be to focus the counseling component of the curriculum on a subset of specific, evidence-based, 
solution-focused interventions that can be implemented across multiple conditions likely to be 
encountered in the patient populations BHTs will be serving. 

Recommendation 3. Standardize Expectations for Involvement in Clinical Activities and 
Ongoing Training, Clinical Supervision, and Professional Development in the Field
Recommendation 3a. Establish Training Plans for BHTs Entering New Clinical Settings

In our discussions, we learned that some MTFs have made efforts to develop training curricula 
for BHTs that build on their training at the METC; however, these efforts are not systematic 
or standard across clinical settings. These types of extended training programs are sometimes 
used in civilian contexts to improve the integration of care extenders into clinical settings. 
There may be challenges to implementing one of these typically intensive programs in a mili-
tary setting (e.g., time required to design training materials, staffing within a given clinic), 
though less intensive versions of this type of experience could be adapted (e.g., a six- to 12-week 
training experience at the beginning of each new placement). In turn, there could be benefits 
to site-specific training to hone newly assigned BHTs’ clinical skills. In particular, it would 
likely facilitate the integration of BHTs into clinical tasks; licensed mental health providers 
would have more confidence regarding the baseline level of skill of their BHTs, thus ensuring 
that BHTs are maximally effective as care extenders.
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Recommendation 3b. Develop Requirements for Specific Clinical and Educational 
Experiences 

BHTs require substantial OJT and clinical experience to build on the foundational skills they 
acquire at the METC; however, their involvement in clinical activities may be limited by 
other responsibilities (e.g., administrative needs), and their clinical experiences can vary greatly 
depending on the setting in which they are working. If each service identified a core set of 
skills, centered continuing education requirements around these topics, and clarified expec-
tations and requirements for BHTs, it would help promote readiness and ensure that BHTs 
maintain baseline skill levels in critical areas. At the moment, it is unclear to what extent BHTs 
have the opportunity to maintain proficiency in the clinical skills required most commonly in 
deployed and operational settings, or what those skills may be; however, our survey will pro-
vide additional context for expanding on this recommendation.

Recommendation 3c. Establish Requirements or Guidance for Effective Supervision

Our policy review revealed a lack of guidance regarding the necessary or recommended fre-
quency or intensity of supervision. Because BHTs are expected to continue developing the 
clinical skills they learn during their METC training, supervision is an important consider-
ation. At the moment, it is unclear whether BHTs consistently get necessary feedback or suf-
ficient opportunities for supervision. Our survey will provide additional context regarding the 
adequacy of supervision; if this does emerge as a common concern of BHTs or licensed provid-
ers, implementing policy guidance would help reduce variability in the amount and types of 
supervision that BHTs receive.

Recommendation 4. Consider Drawing from Best and Innovative Practices in the Civilian 
Sector for Incorporating Care Extenders into Clinical Care

One challenge that providers and clinics may face is understanding the most effective way to 
incorporate BHTs so that they truly act as effective clinical team members and complement to 
licensed provider colleagues, increasing efficiency, access, and quality of care (Schendel, 2018). 
Here, models and practices commonly used in the civilian sector could hold benefit for clari-
fying and streamlining the roles and responsibilities of BHTs within the MHS. However, it is 
possible that the ideal model for better integrating BHTs will depend on the specific setting, 
workflow, and patient needs. 

Limitations

It is important to note the limitations to our findings. First, our review was based on the policy 
and curriculum documents that were available to us; there are certain documents we may not 
have been aware of or may not have been able to access. Second, although we conducted key 
informant discussions, these discussions were conducted with a small number of informants 
and were focused on providing additional context for the policy and curriculum documents. 
Finally, though we were able to describe the range of activities that BHTs may engage in, we 
understand that there is substantial variability in the field. 

In this way, this report provides a foundation for understanding the training and roles 
and responsibilities of BHTs. However, gaps remain in our knowledge, such as the actual 
degree of variability in tasks conducted in clinical settings, and our review provides limited 
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basis for identifying potential barriers to optimizing the role of BHTs. These are topics that 
will be covered by our follow-on survey of BHTs and licensed mental health providers, which 
will provide important data about the ways that BHTs are actually being used in practice, their 
preparedness for fulfilling these roles, and the barriers that may prevent them from being used 
most effectively. 

Conclusion

Since as far back as World War II, BHTs have been used to increase the capacity of the behav-
ioral health workforce and ensure that service members who need behavioral health care have 
access to high-quality, efficient services. The demands that BHTs face have undoubtedly 
evolved alongside the changing needs of the military, but it is unclear whether this valuable 
component of the MHS mental health care workforce is adequately prepared to fulfill these 
roles or whether the MHS is making the best use of BHTs’ skills. The authors of this report 
provide preliminary insights on selection, training, roles, and responsibilities. The recommen-
dations presented here will help address variability in these areas and ensure that the MHS can 
continue meeting the need for high-quality mental health care among service members and 
their families.
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CHAPTER ONE

Introduction

Overview

The military service branches employ a range of health care professionals to meet the diverse 
health care needs of their beneficiary populations. Addressing the behavioral health issues 
among service members and their families remains a priority for the Military Health System 
(MHS). To this end, ensuring the appropriate capacity of mental health providers has been a 
top priority. The mental health workforce within the MHS includes several types of providers, 
such as psychiatrists, psychiatric nurse practitioners, psychologists, social workers, and behav-
ioral health technicians (BHTs).

BHTs are enlisted service members who complete technical training to serve as care 
extenders (i.e., members of the care team who provide supportive clinical services alongside 
licensed independent providers) to licensed mental health providers (Blair and Kelley, 2017). 
The MHS relies on BHTs as an important part of the mental health work force. BHTs have the 
potential to increase the efficiency and effectiveness of behavioral health care in the military 
by providing a core set of clinical services that can streamline clinical operations and increase 
the availability of licensed mental health providers (Schendel, 2018). In recent years, the MHS 
has demonstrated an interest in better understanding the training of BHTs and the clinical 
roles that they fulfill. To this end, in 2017, the Deployment Health Clinical Center (now the 
Psychological Health Center of Excellence) formed the Behavioral Health Technician Work 
Group, which brings together BHTs, mental health providers, and other key stakeholders to 
evaluate the preparation and use of BHTs and develop recommendations as to how BHTs 
may be used more effectively to improve quality of care (Blair and Kelley, 2017). In addition, 
the National Defense Authorization Act for Fiscal Year 2017 recently mandated the study of 
mental health extenders, such as BHTs, to determine how they may increase access to mental 
health care for service members and their families (Pub. L. 114-328, 2016). 

Given this interest in the use of care extenders in the military behavioral health context, 
the Psychological Health Center of Excellence asked the RAND National Defense Research 
Institute to assess the current functional operation and utilization of BHTs within the MHS 
and develop actionable recommendations for optimizing the engagement of BHTs in the 
MHS. This includes understanding how BHTs function in different military health contexts 
and identifying optimal roles and needed training and preparation to fulfill these roles. To 
accomplish this, this project has two components. The first component includes a review of 
the relevant curriculum, policies, and literature, which aims to document the training, roles, 
and scope of practice of BHTs across the military branches. The second component, to occur 
in the future, includes a survey of BHTs and licensed mental health providers, with the goal of 
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understanding BHT and provider perceptions of BHTs, their involvement in various clinical 
activities both in garrison and while deployed, and how BHTs could be used more effectively. 
This report presents the results of the first component of this study, documenting the results 
of the curriculum, policy, and literature review.

The purpose of this report is to (1) describe the selection and training process for BHTs, 
(2) describe the roles, responsibilities, and ongoing professional development of BHTs, and (3) 
list key findings and initial recommendations about BHT selection, training, and roles and 
responsibilities, with the goal of optimizing the role of BHTs in the MHS. In this introductory 
chapter, we provide an overview of the background and intended use of BHTs and a rationale 
for examining ways that their roles can be optimized in the MHS. 

Behavioral Health Technicians in the Military Health System

Behavioral health care in the MHS is provided in large part by licensed mental health provid-
ers, including psychiatrists, psychologists, social workers, and psychiatric nurse practitioners. 
These clinicians provide care at military treatment facilities (MTFs) and also in embedded 
roles within units and in deployed settings. BHTs are enlisted service members who complete 
technical training to serve as care extenders to these licensed mental health providers. Some 
version of the BHT role has been in place in the MHS from as early as World War II (Harris 
and Berry, 2013). Since their early days, BHTs have been used to increase the capacity of the 
behavioral health workforce and ensure that service members in need of behavioral health 
care have access to high-quality, efficient services. Over the years, the demands on BHTs have 
evolved as the behavioral health needs of the military have changed. For example, prior to the 
conflicts in Iraq and Afghanistan, BHTs were designed to provide “basic assessment, counsel-
ing and mental health care in both inpatient and outpatient settings under the supervision of 
licensed providers” (Harris and Berry, 2013). Though these remain the core functions of BHTs 
today, their training has been updated to reflect behavioral health areas that have become more 
prevalent (e.g., drug and alcohol treatment, suicide awareness) (Harris and Berry, 2013). Ulti-
mately, the BHT role is designed to provide a range of services in a role that supports mental 
health providers and increases their ability to serve the military community.

BHTs are trained to fulfill a wide range of clinical needs. Across service branches, these 
can be largely categorized as screening and assessment (e.g., triage, intake assessments); psy-
chosocial interventions (e.g., brief, solution-focused treatment, psychoeducation); case man-
agement (e.g., developing treatment plans); and outreach, prevention, and resilience (e.g., 
consulting with unit leaders) (Air Education and Training Command Occupational Analysis 
Division, 2017; U.S. Department of the Air Force, 2015; Headquarters, Department of the 
Army, 2017b; U.S. Air Force, 2017; U.S. Navy, 2013). However, there are concerns that they 
are not being used to the full extent of their training, instead being tasked with clerical or 
administrative roles or pulled for nonclinical military duties. These concerns have been raised 
by multiple sources: military providers and scholars, a U.S. Department of Defense Task Force 
on Mental Health, and evaluators of military behavioral health systems of care (U.S. Depart-
ment of Defense Task Force on Mental Health, 2007; Harris and Berry, 2013; Hoyt, 2017; 
Srinivasan and DiBenigno, 2016). To better understand the selection, training, and roles and 
responsibilities of BHTs, we conducted a review of relevant policies, the BHT curriculum, and 
published literature. In addition to providing important context for this project and the devel-
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opment of the follow-on survey that forms the second component of this study, this review 
provides an initial opportunity to identify potential recommendations as to how BHTs can be 
more effectively selected, trained, and leveraged as care extenders in clinical settings. 

Curriculum, Policy, and Literature Review Methods

To better understand the education, training, and roles and responsibilities of BHTs, we con-
ducted a review of multiple types of documents and sources. In addition to reviewing the BHT 
training curriculum and policy documents related to the use of BHTs in the military, we con-
ducted a review of the peer-reviewed literature, including literature specific to military BHTs, 
as well as literature related to civilian care extenders in behavioral health and other medical 
contexts. This chapter describes the procedures used to conduct the policy, curriculum, and 
literature review.1 

Curriculum and Policy Review

To better understand the nature and content of training received by BHTs prior to enter-
ing the career field, we reviewed the BHT curriculum. BHTs from across military services 
complete their training at the Medical Education and Training Campus (METC) located at 
Fort Sam Houston in San Antonio, Texas. This training focuses on topics such as psychopa-
thology and clinical assessment and intervention skills and includes didactic and experiential 
components (METC, 2018a). To better understand the areas in which BHTs receive formal 
training, we reviewed the curriculum and other relevant documents, including the Course 
Training Plan (Air Education and Training Command, 2015) and Resource Requirements 
Analysis Report (Health Care Interservice Training Office, 2015). We also consulted with key 
informants involved in the training of BHTs (e.g., staff at the METC) to learn more about the 
curriculum and training cycle and conducted a site visit to better understand the teaching and 
evaluation techniques used by instructors. During the site visit, we had informal conversations 
with several key informants, including program administrators, instructors, and students. We 
also observed students during practical components of their coursework (i.e., practice counsel-
ing sessions).

We also conducted a review of policies relevant to the training and practice of BHTs. This 
included policies focused on the delivery of training at the METC, as well as relevant service-
specific and MHS policies related to the role, scope of practice, supervisory expectations, and 
competency assessment of BHTs. To identify these policies, we reviewed public-facing military 
websites. We also consulted with members of the BHT Work Group to identify additional 
policies and other relevant documents. 

We supplemented our review of the curriculum and policies with key informant discus-
sions. We conducted eight telephone discussions, which included the representation of at least 
one licensed provider and one BHT representative from each service branch, which helped us 
to identify additional policies and provided additional context for the history and implementa-
tion of the curriculum and service branch policies. Our discussions also occasionally yielded 
information about installation-level approaches to ongoing professional development of BHTs, 

1	  Note that all procedures were reviewed by the RAND Institutional Review Board and determined to be Not Human 
Subjects research.
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and we reviewed examples of these training curricula developed by providers and/or senior 
BHTs. 

A complete list of the policy and curriculum documents we reviewed appears in Appen-
dix A.

Literature Review

In addition, we conducted a review of the published literature to better describe the role of 
BHTs in the military. Our literature review had two components. First, we examined litera-
ture specific to uniformed BHTs. This element of the literature review was designed to iden-
tify information about the training and roles of military BHTs. Second, there is some over-
lap in the roles and responsibilities of BHTs and civilian psychiatric technicians and mental 
health care extenders. Therefore, we conducted a review of literature related to civilian care 
extenders in behavioral health settings (e.g., psychiatric technicians, psychometrists [respon-
sible for administering and scoring psychological tests], mental health care managers), as well 
as a review of literature related to civilian care extenders in other medical settings. This aspect 
of the search was designed to provide additional information on the ways that the training and 
roles of care extenders are structured in other settings and contexts, and to identify any best 
practices, innovations, or frameworks related to training, clinical roles, or supervision. 

Summary

This report provides a description of the selection, training, and roles and responsibilities of 
behavioral health technicians, as well as key findings and recommendations for each of these 
stages of the BHT career. In the following chapters, we describe the selection, education, and 
training of BHTs (Chapter Two), as well as the roles and responsibilities that BHTs fulfill once 
they enter the workforce (Chapter Three). In each of these chapters, we begin by using the 
results of the policy and curriculum review, as well as the literature specific to military BHTs 
to describe the relevant current processes and procedures. This is supplemented, where appro-
priate, by observations from our site visit to the METC and information from our key infor-
mant discussions. We then describe key findings related to selection, education, and roles and 
responsibilities, with a focus on identifying potential opportunities for improvement or modi-
fication to current practices. In these sections, we draw upon the literature focused on civilian 
behavioral health and medical care extenders to describe innovative and best practices that 
could be adapted for the military BHT context. Finally, in Chapter Four, we draw on informa-
tion from across sources to summarize key findings and propose recommendations. Appendix 
A provides a list of the policy and curriculum documents identified in this review. Appendix B 
describes the search strategy for each component of the literature search.
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CHAPTER TWO

Behavioral Health Technician Selection and Training

Although there are service-specific qualification criteria for the BHT career field, BHTs from 
across service branches complete a tri-service training curriculum at the METC, on Fort Sam 
Houston at Joint Base San Antonio (METC, 2018b). In addition to a core curriculum, BHT 
trainees at the METC also complete service-specific coursework and practical training on 
campus. In this chapter, we review BHT entry qualifications and describe the education and 
training that take place at the METC. These descriptions are based on our review of relevant 
policy and curriculum documents, which were supplemented by key informant discussions 
and observations made during the site visit to the METC.

Qualifications for Entry into the BHT Career Field

Each service branch has somewhat different requirements for entry into the BHT career field. 
An overview of training and entry requirements for BHTs across service branches is provided 
in Figure 2.1. 

Training Prior to the METC

In the Army and Air Force, new recruits first complete basic training. There is no additional 
specialized training prior to entering the BHT program at the METC. Navy BHTs first com-
plete basic training, known as Recruit Training. The next step is to complete the 19-week “A” 
School, which provides initial education related to patient care (e.g., venipuncture, patient 
assessment) (U.S. Department of the Navy, 2015; Navy Recruiting Command, 2018; U.S. 
Navy, 2016). Completion of “A” School qualifies sailors as hospital corpsmen. A subset of these 
trainees continues on to more specialized training, such as to become a BHT. 

Note that the BHT career field is open to service members who may be retraining from 
another career field.

Eligibility Criteria

Each of the services uses a different process to screen potential BHT candidates. Army service 
members are eligible if they obtain a score of 101 on the Skilled Technical component of the 
Armed Services Vocational Aptitude Battery (ASVAB) (U.S. Army, 2013a). Other selection 
criteria pertain to physical qualifications and absence of criminal justice involvement (e.g., no 
history of felony conviction or other specific charges) (U.S. Army, 2017a). 

Air Force service members must have completed high school or General Educational 
Development to enter BHT training. In addition, they must complete a Minnesota Multipha-
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sic Personality Inventory-2-Restructured Form (MMPI-2-RF) and “undergo a standardized 
entry interview,” to be completed by a senior BHT or credentialed mental health provider 
(U.S. Department of the Air Force, 2015; U.S. Air Force, 2017; U.S. Air Force, 2018). How-
ever, the nature of the interview and the ways in which the MMPI-2-RF results are used was 
unclear.

The Navy BHT screening process involves a medical evaluation by a psychiatrist, psy-
chologist, or medical officer; service members are generally not eligible for the position if  
they have a history of substance abuse, as described in the Catalog of Navy Training Courses 
(CANTRAC) (U.S. Navy, undated). They must also meet all requirements related to world-
wide assignability (e.g., no medical conditions that would limit worldwide assignability) (U.S. 
Department of the Navy, 2012; Health Care Interservice Training Office, 2015). 

In 2016, 515 students were anticipated to enter training to become a BHT, including 314 
from the Army, 157 from the Air Force, and 44 from the Navy (Air Education and Training 
Command, 2015). However, we did not have access to information regarding the total number 
of new enlisted or retraining service members, how many students express interest in entering 
the career field, and how administrators make decisions regarding filling remaining open-
ings (e.g., are all service members who meet eligibility criteria considered for these remaining 
openings?). We also did not have information about who in each service is responsible for the 
selection process for BHTs. This information could be useful in future assessments of how well 
the services are selecting candidates for the BHT role, though performing that assessment was 
outside the scope of our study. 

Figure 2.1
BHT Qualifications for Entry Across Services

Army Air Force Navy

Basic training Basic training Basic training

Corpsman training
760 hours of 

medical training
(19 weeks)

Meet Army BHT
screening criteria

• Achieve required Skilled
   Technical score
• Meet fitness for duty 

requirements

Meet Air Force BHT
screening criteria

• Complete MMPI
• Undergo a standardized

entry interview

Meet Navy BHT
screening criteria

• Meet all requirements
described in CANTRAC

• Fulfill requirements for
worldwide assignability

NOTE: MMPI = Minnesota Multiphasic Personality Inventory; CANTRAC = Catalog of Navy Training 
Courses.
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BHT Curriculum

Prior to 2010, each of the service branches was individually responsible for the education and 
training of its BHTs. In 2010, the three services agreed to use a consolidated training pro-
gram with a standardized curriculum at the METC (Harris and Berry, 2013). The program is 
accredited by the Community College of the Air Force, and students receive college credits for 
completion of the course (Air University, 2017). The BHT curriculum at the METC includes 
three primary elements: (1) a consolidated training component that is completed by students 
across service branches; (2) service-specific coursework, which covers topics that are specific to 
the roles played by BHTs in a given service branch; (3) a clinical practicum. In total, from the 
start of the METC BHT training, Army BHTs complete 676 hours (17 weeks) of training; Air 
Force BHTs complete 554.5 hours (14 weeks); and Navy BHTs complete 598 hours (15 weeks). 
Per one key informant discussion, in fiscal year 2018, the Army and Air Force had 12 cohorts 
that came through the METC, and the Navy had six cohorts. 

According to one key informant discussion, the curriculum is set through a review of the 
foundational documents from each service branch. The goal of this review is to identify the 
core requirements from each service, and to ensure that these are covered by either the consoli-
dated courses or the service-specific coursework. Generally, the curriculum is reviewed in full 
each year and every time one of these foundational documents is revised by a service branch. 
Anytime an update is made to the curriculum based on these reviews, a validation process 
takes place, which includes teaching the curriculum with all the new materials that were devel-
oped, documenting time spent on each objective, surveying students for understanding, and 
ensuring the accuracy of all materials. It can take three or four cohorts of teaching the new 
curriculum to complete the validation process.

Each component of the METC curriculum is summarized in Figure 2.2 and described 
in more detail next. 

Consolidated Training

The consolidated training component comprises 377 hours of instruction across eight courses, 
covered in 9.4 weeks (see Table 2.1). Each of the eight courses includes a didactic compo-
nent and a written test. In addition, certain courses feature a lab/practical component, which 
includes demonstration and the opportunity for hands-on practice, as well as a practical test, 
which is a hands-on student assessment (Clay, 2016). During our site visit, we learned that stu-
dents receive a student guide for each course, which provides a detailed outline of the material 
covered. For some courses, there may also be supplemental texts used by instructors. 

The initial three courses are didactic in nature, providing an overview of the BHT role 
and introducing ethical practice (e.g., ethical principles and code of ethics, ethical decision-
making), and then moving into biological bases of psychology and theories of development. 
The final didactic course is Psychopathology, which provides an overview of behavioral health 
conditions identified in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5) (Clay, 2016). Given the volume of information covered (e.g., diagnostic criteria for 
all psychiatric diagnoses), a substantial amount of time is dedicated to this course (85 hours).

After these three didactic courses, the curriculum moves to focus on the clinical skills 
needed to fulfill the BHT role, including interviewing, psychological testing, and counseling 
(Clay, 2016). Though each of the next five courses generally begins with a didactic overview of 
the topic, a substantial amount of time is devoted to hands-on practice. For example, in Inter-
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viewing Skills, students learn about the key elements of an intake interview, including a mental 
status exam and risk assessment. After nearly 20 didactic hours, they spend 38 hours learn-
ing to conduct and document an intake interview. In Introduction to Counseling, students 

Figure 2.2
BHT METC Curriculum and Training

Army Air Force Navy

METC consolidated curriculum
377 hours of instruction across 8 courses

(9.4 weeks)
Courses include: Introduction to Behavioral Health; Human Growth and Development; 

Psychopathology; Psychiatric Behavioral Interventions; Interviewing Skills; Psychological Testing;
Introduction to Counseling; Combat Operational Stress Control

Includes didactic and practical components

Joint Army/Air Force medical coursework
15 hours

(0.4 weeks)
Courses cover basic medical topics (e.g., measuring vital signs,
basic life support certification); includes didactic and practical

components
(Note: Navy BHTs complete this type of medical training in

Corpsman school)

Navy-specific METC
coursework

18 hours
(0.5 weeks)

Content is largely focused
on psychotropic medications

(e.g., medication
classifications, calculating

medications, distributing and
administering medications);

includes didactic components

Air Force-specific METC
coursework

66 hours
(1.7 weeks)

Content includes 
administrative management,

Air Force Drug & Alcohol
Program, Automated
Neuropsychological
Assessment Metrics;

includes didactic and 
practical components

Army-specific METC
coursework

81 hours
(2 weeks)

Content includes behavioral
health care management, 
hospital medical systems,

case management, assessing
trauma casualties;

includes didactic and 
practical components

Practicum training
203 hours

(5.1 weeks)
Required experiences include

completing SOAP note,
facilitating psycho-
educational group,

conducting case
presentation

Practicum training
203 hours

(5.1 weeks)
Required experiences include

conducting intake,
completing SOAP note,

facilitating psycho-
educational group,

conducting case
presentation, completing
psychotropic medication

report

Practicum training
96.5 hours
(2.4 weeks)

Required experiences include
conducting intake,

completing SOAP note,
conducting case

presentation 

Curriculum and training

NOTE: SOAP = subjective, objective, assessment, plan.
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begin by learning about theoretical orientations to counseling, specific therapeutic approaches, 
and key elements of individual and group counseling. Then, they learn to conduct an indi-
vidual counseling session, which includes 21 hours spent on the lab/practical component and 
21 hours spent on the performance evaluation (Clay, 2016). The final course covers Combat 
Operational Stress Control (COSC), including teaching students about COSC across the ser-
vice branches, reviewing crisis intervention and traumatic event management, and a brief prac-
tical element performing a combat stress intervention.

The instructor-to-student ratio in these courses is intended to be capped at 1:27 (Health 
Care Interservice Training Office, 2015). This is designed to ensure that instructors can incor-
porate small-group activities and interactive exercises. These include activities that would allow 
instructors to demonstrate the application of course material, such as case studies, videos, and 
two-instructor role-play demonstrations. For practical exercises, the instructor-to-student ratio 
is intended to be 1:6, with the goal of ensuring that instructors can spend a substantial amount 
of time interacting with students to develop these skills (Health Care Interservice Training 
Office, 2015). To promote this applied practice, the METC is equipped with nine paired 
observation and counseling rooms, in which the observation room and counseling room are 
separated by a two-way mirror, and two-way voice communication is possible via intercom 
(Health Care Interservice Training Office, 2015). During our site visit, we observed these 
rooms in use for practical components of the intake and counseling courses. Instructors noted 
that structured scoring rubrics are used to evaluate students during these practical components. 

Table 2.1
The METC Consolidated BHT Courses

Course Title Sample Topics Format Total Hours

Introduction to Behavioral Health BHT duties, ethics Didactic 10

Human Growth and Development Anatomy and physiology, human 
development

Didactic 16

Psychopathology DSM-5 diagnoses and their signs and 
symptoms

Didactic 85

Psychiatric Behavioral  
Interventions

Inpatient procedures, milieu therapy, 
managing aggressive behavior

Didactic/Practical 37

Interviewing Skills Mental status exam, risk assessment 
and management, managing client 
behavior

Didactic/Practical 88

Psychological Testing Introduction to psychological tests, 
including cognitive, personality, and 
functional assessments

Didactic/Practical 16

Introduction to Counseling Theoretical orientations, developing 
counseling goals, group processes, 
documenting counseling sessions

Didactic/Practical 91

Combat Operational Stress Control
(COSC)

COSC across services, crisis intervention, 
traumatic event management, 
traumatic brain injury

Didactic/Practical 34

SOURCE: Clay, 2016.
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Service-Specific Coursework

Following the consolidated coursework, BHT trainees complete service-specific courses that 
cover BHT responsibilities that are not common across service branches (Clay, 2016). The 
Army and Air Force have 15 hours of shared coursework, which covers basic medical topics, 
including basic life support and measuring vital signs. Because Navy BHTs complete hospital 
corpsman training before their BHT training, they have already covered this content in more 
detail. 

The remainder of the service-specific coursework is tailored to the role that BHTs play in 
each respective branch of service (Clay, 2016). Although we did not have access to the student 
guides for these courses, the curriculum plan provides some broad insight into the nature of 
these courses. The Army has 81 hours of Army-specific coursework, which provides didactic 
education in areas such as seizure management, hospital medical systems/programs, and case 
management. There are also practical components, including learning to conduct a psycho-
educational brief and assess trauma casualties. The Air Force requires 66 hours of additional 
coursework, with didactic elements that cover the role of BHTs in the Air Force Medical Ser-
vice and administrative management. Additional topics include an overview of inpatient/out-
patient services, the Air Force Alcohol and Drug Abuse Prevention and Treatment Program, 
the Family Advocacy Program, and an introduction to the Automated Neuropsychological 
Assessment Metrics. The Navy requires 18 hours of additional training, which focuses largely 
on psychopharmacology.

Service-Specific Practicum Training

The final component of BHT training is a directed clinical practicum (Health Care Interser-
vice Training Office, 2015). The clinical practicum is designed to provide students with the 
opportunity to practice skills learned during coursework in a clinical setting. There are 10 
practicum sites in the San Antonio region, which include military sites and civilian sites (e.g., 
state hospital, forensic hospital, homeless shelter) with which the military has a memorandum 
of understanding. These sites provide a mix of inpatient and outpatient experiences, with some 
also providing exposure to emergency rooms and psychological testing clinics. 

Each service branch has slightly different requirements for this element of the training 
(Clay, 2016). The Army requires 203 hours of practicum training (approximately five weeks). 
Key elements of this experience include learning to establish therapeutic rapport; document-
ing subjective, objective, assessment, plan (SOAP) notes; and facilitating a psychoeducational 
group. The practicum culminates in the preparation and presentation of a case from the practi-
cum site. The Air Force implemented its practicum requirement more recently, in 2015, and 
currently requires 96.5 hours (approximately two weeks). To maximize clinical experience, Air 
Force students generally spend about one week at each of two sites. During this practicum, they 
learn to establish rapport, conduct an intake interview, complete a SOAP note, and prepare 
and conduct a case presentation. Finally, the Navy requires 203 hours of practicum training 
(approximately five weeks). In addition to learning to establish rapport, completing a SOAP 
note, facilitating a psychoeducational group, and conducting a case presentation, Navy BHTs 
are required to conduct an intake interview, complete a psychotropic presentation report, and 
learn to triage psychiatric patients. 

All supervision for clinical experiences at these sites is provided by the METC instruc-
tors. The Army aims for a supervisor-to-trainee ratio of 1:5, while the Navy and Air Force aim 
for a 1:3 ratio; however, given staffing challenges, the ratio is generally 1:6, which still meets 
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the standards outlined in memoranda of understanding (Health Care Interservice Training 
Office, 2015).

In the most recent Resource Requirements Analysis, challenges to providing these practi-
cum experiences were reviewed (Health Care Interservice Training Office, 2015). Though 
starting dates are staggered, multiple cohorts are in training at the same time. Some of the 
practicum facilities are spread out across the San Antonio area, or place students in multiple 
locations. This can be a challenge for instructors providing supervision, as students do not have 
consistent access to their instructors. Staffing becomes a particular challenge during perfor-
mance tasks. As described previously, each service has a certain number of performance tasks 
required during the practicum experience (e.g., completing an intake, facilitating a psychoedu-
cational group), which are more instructor-intensive.

Evaluation of Student Performance

In each course and as part of their practicum experience, BHT students complete a written 
and/or practical test (Clay, 2016). According to one key informant discussion, students are 
required to pass every exam with a 70-percent or greater score. If students fail three initial 
exams, or fail the same exam twice, they have to meet an Academic Oversight Board. This 
Board reviews the student’s grades and qualifications (e.g., ASVAB scores) and meets directly 
with the student about his or her performance. Pending the results of the review, the Board will 
make a recommendation, such as having the student repeat the training with a new training 
cohort or reclassifying the student to a different career field. The Dean of Academics makes 
the final determination as to action to be taken.

Instructor Training and Roles 

As of 2015, the METC was authorized for 31 instructors for the BHT course, including 19 
Army instructors, eight Air Force instructors, and four Navy instructors (Air Education and 
Training Command, 2015). These authorizations are based on the projected student through-
put. That said, these positions are not always filled (Health Care Interservice Training Office, 
2015). For example, the Army staffs the program at 80 percent. This can present a challenge, 
as instructors may be teaching four courses simultaneously (Health Care Interservice Train-
ing Office, 2015). It also presents a challenge for adequately staffing the instructor-intensive 
directed clinical practicum, as described earlier (Health Care Interservice Training Office, 
2015).

Instructors include a mix of officers and senior BHTs (Air Education and Training Com-
mand, 2015). According to the BHT Course Training Plan, an officer at the rank of major 
is required to provide oversight for training, and this individual must be licensed to prac-
tice psychology (Air Education and Training Command, 2015). Enlisted instructors must be 
trained as BHTs and at a grade of E5 or higher. Instructors receive training prior to assuming 
the position, including an approved instructor methodology course, the METC orientation, 
and instructor competency development training (Clay, 2016; Navy Medicine, 2018). Instruc-
tors must also complete a “12 semester hour teaching internship course, be current in subject 
matter testing, have satisfactory annual instructor evaluations, and obtain at least one hour of 
professional development, documented annually” (Clay, 2016, p. 5). Army instructors are also 
required to attend a Cadre Training Course, which focuses on equipping instructors to work 



12    Understanding Behavioral Health Technicians Within the Military

with Initial Entry Training soldiers (i.e., new recruits) (Clay, 2016; Headquarters, Department 
of the Army, 2017c).

Key Challenges in BHT Selection and Training

Based on our review, we identified potential challenges related to BHT selection and training. 
These are summarized in the following section.

Selection

Selection processes risk selecting BHTs that may lack fit with the job. Each service uses a somewhat 
different selection process, with varying strengths. For example, the Air Force requires comple-
tion of an MMPI-2-RF prior to entering the training pipeline, likely to ensure that candidates 
are suitable from a mental health perspective, as well as an entry interview. The Army requires 
BHTs attain an ASVAB Skilled Technical score of at least 101—the scale combines language, 
science, mathematics, and mechanical knowledge (U.S. Army, 2017b). Although these mea-
sures are an important first step in determining suitability for the career field, this test does 
not assess skills or characteristics that are more specific to the BHT career—for example, abil-
ity or comfort working in a profession that requires substantial face-to-face contact with other 
individuals, or interpersonal sensitivity and ability to demonstrate empathy. Another poten-
tially important factor to consider is student interest in behavioral health. Ideally, students 
entering the career pipeline have some interest in behavioral health. However, there are other 
demands that may make it challenging to fulfill this requirement. For example, the number of 
authorized BHT positions in each service increased from fiscal years 2009 to 2012, suggesting 
growth in this field (U.S. Department of Defense, 2012); however, recent data from the Navy 
indicated that the proportion of BHTs to available billets was 76.2 percent, suggesting a short-
age in available BHTs (Navy Personnel Command, 2018). Therefore, it may be more challeng-
ing to incorporate student interest as a formal selection criterion.

Training

The volume of material covered in the curriculum makes it challenging to address topics essential 
to clinical practice in much detail. The METC curriculum is designed to be comprehensive: 
incorporating all topics that students may need to be familiar with to perform the role of a 
BHT, providing opportunities for hands-on practice during coursework, and allowing for a 
brief applied clinical practicum experience. Therefore, instructors face the challenge of cover-
ing a breadth of material while trying to ensure enough depth of experience that students are 
prepared to enter a clinical setting.

Though the curriculum aims to provide students with a broad background, it is unclear 
how closely the curriculum reflects the experiences they will have once they enter the behav-
ioral health workforce. Our review of the student guides for the consolidated courses suggested 
that each course provides high-level information about a range of relevant topics, but that 
this can limit the amount of detail on any given topic. For example, while the Psychopathol-
ogy course broadly covers DSM-5 diagnoses, they are covered in an 85-hour time frame, and 
some diagnoses are seen infrequently in practice settings. For example, though approximately 
7 percent of active-duty service members were diagnosed with adjustment disorders in 2016, 
4 percent with depression, and 2.5 percent with PTSD, (Deployment Health Clinical Center, 
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2017), other disorders have less acute symptoms (e.g., certain neurocognitive disorders) and 
therefore may be encountered less in practice settings. This also limits time spent on diag-
noses seen more frequently in clinical practice and curtails going into more depth on these 
diagnoses (e.g., providing multiple case examples, allowing opportunities to practice making a  
differential diagnosis, discussing how response to treatment may be assessed over time using 
measurement-based care), though this would likely have more relevance to clinical practice. 
BHTs are most likely to achieve the goal of increasing efficiency and efficacy of behavioral 
health services if they are well-versed in the diagnoses they will encounter most often.

Similarly, the Introduction to Counseling course provides a brief introduction to many 
types of theoretical orientations, though only a few are commonly used in clinical settings. 
This limits time that can be spent on practices used commonly in clinical settings (e.g., cog-
nitive behavioral therapy [CBT]) (Hepner et al., 2017) and teaching students to implement 
specific evidence-based interventions consistent with their role at MTFs (e.g., problem solving 
therapy, motivational enhancement therapy).

Integration of interactive and applied exercises to teach course material can vary across instruc-
tors. Most of the material covered in the curriculum lends itself to being taught through various 
applied exercises. This could include case studies and vignettes, videos, and two-instructor role-
play demonstrations. However, based on our discussions with students and instructors, there is 
a fair amount of instructor discretion in the use of these activities. Moreover, our review of the 
student guides demonstrated that there are few case examples incorporated in written materials. 
Best practices in training mental health professionals suggest the importance of opportunities to 
apply the course material, such as providing case examples that mirror what BHTs may encoun-
ter in clinical settings or modeling clinical skills (e.g., Beidas and Kendall, 2010).

Having practical components to certain courses, including the interviewing, counsel-
ing, and psychological testing courses, provides students with opportunities to practice skills 
learned in coursework. Live observation with real-time or near–real-time feedback can be an 
effective method of teaching clinical skills and is often used as part of clinical education pro-
grams, and the practical assessments do provide the opportunity for instructors to perform 
live observations of students performing clinical activities. However, given the pace of courses, 
students may have little opportunity to observe an “ideal” intake or counseling session—for 
instance, as demonstrated by two instructors—prior to attempting the skill themselves. There 
are also few templates or tools provided to students to structure these interactions. Though the 
clinical practicum at the end of the course provides another opportunity for hands-on practice 
of course material, limited supervisor availability places constraints on the amount of clinical 
contact students can have with patients, as does the brief length of the practicum.

Summary

This chapter reviewed the qualifications necessary to enter the BHT career field in each ser-
vice branch. We also described the content and nature of the BHT curriculum, including the 
consolidated and service-specific courses and the directed clinical practicum, as well as the 
qualifications and training of instructors. We also discussed some of the key challenges related 
to selection and training of BHTs. In the next chapter, we describe the placement of BHTs fol-
lowing the completion of training at the METC, followed by a review of the roles and respon-
sibilities that BHTs fulfill in garrison and in deployed or operational environments.
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CHAPTER THREE

Behavioral Health Technician Roles and Responsibilities

After completing their training at the METC, BHTs become part of the behavioral health 
workforce. They may be assigned to a variety of settings, including clinical settings at MTFs 
(e.g., outpatient or inpatient clinics) or as part of an embedded behavioral health team. Once 
they enter the workforce, BHTs are expected to be prepared to perform a wide range of clini-
cal tasks, including screening and assessments, intervention, case management, and outreach 
and prevention. In deployed or operational settings, their responsibilities have the potential to 
expand further. Their responsibilities may also expand or evolve as they progress through the 
levels specified in their branch of service. In this chapter, we describe the roles and responsibili-
ties that BHTs may fulfill, both in garrison and in deployed or operational settings. We also 
review expectations for supervision and ongoing professional development. These descriptions 
are based on our review of relevant policy, as well as the literature review, supplemented by key 
informant discussions. 

Placement of Behavioral Health Technicians Following Training

The assignment decisions for BHTs are made early during training, within the first several 
weeks. For example, Army students we spoke to during our visit to the METC had found 
out about their placement around their third week. Available placements are based on cur-
rent staffing needs within a given service branch—that is, what medical centers, clinics, and/
or units have open billets. One key informant discussion suggested that the Army fills U.S. 
Army Forces Command (FORSCOM) positions first (i.e., operational billets), followed by 
U.S. Army Medical Command (MEDCOM) positions. The specific clinical setting is a deci-
sion made at the installation level, such that staff at the installation determine where to place 
a BHT. In medical settings, larger clinics may have more variety in the available placements 
(e.g., both inpatient and outpatient billets). In the Air Force, one key informant suggested that 
the decisions are based on staffing, though rank and level also play a role, as well as the specific 
capabilities needed at a given location. Therefore, if an open position requires someone with 
a particular skill set (e.g., Certified Alcohol and Drug Counselor [CADC] certification), it 
would not be filled by a BHT who has just completed the METC training. Most of the mental 
health workforce is in outpatient settings, so most BHTs begin in outpatient placements. In the 
Navy, one key informant suggested that placement decisions are similarly made based on staff-
ing needs. The METC staff submit the names of Navy students for billet availability; these 
are sent to a career counselor and then to a detailer, who determines where BHTs are needed. 
Placement decisions are typically made based on their METC performance, with students per-
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forming at the top of their cohort given first selection of available billets. An overview of BHT 
placement options by service branch appears in Figure 3.1.

BHT career progression varies from service to service. For example, in the Army, there 
are four skill levels for BHTs (Headquarters, Department of the Army, 2017b). Each skill level 
has a specific set of tasks that a service member is expected to be able to complete, with more 
managerial and administrative duties expected as skill level increases. There are also decreasing 
requirements for annual face-to-face contact hours as service members progress through skill 
levels (e.g., 750 required hours for skill level 1 vs. 200 hours for skill level 4) (U.S. Depart-
ment of the Air Force, 2015; Headquarters, Department of the Army, 2017a; U.S. Air Force, 
2017). In the Air Force, BHTs begin at the 1-level (“Helper”) and are upgraded to the 3-level 
(“Apprentice”) when they complete training at the METC. This qualifies them to perform cer-
tain tasks without supervision, provided that the tasks have first been conducted under “eyes-
on” supervision by a mental health provider and received sign-off. For upgrade to the 5-level 
(“Journeyman”), BHTs must have a certain level of clinical experience and complete required 
Career Development Courses (CDCs), described in more detail later. For upgrade to the 7-level 
(“Craftsman”), BHTs must complete required CDCs and obtain their CADC certification. 
The highest level is the 9-level (“Superintendent”), which requires management experience. We 
did not identify information specific to the career levels of Navy BHTs.

BHT Roles and Responsibilities in Garrison

Most BHTs are placed in clinical settings at MTFs, though some BHTs are placed in embed-
ded behavioral health positions in operational units, with the goal of expanding access to 
behavioral health care and reducing barriers to care (Carabajal, 2011; Losey, 2017; Russell et 
al., 2014; U.S. Army, 2013b). Though there can be variability in the specific activities BHTs 
complete depending on their assignment, BHTs are expected to potentially fulfill a wide range 
of roles and responsibilities. This includes not only clinical responsibilities, but also adminis-
trative and unit responsibilities. In the next section, we describe these in more detail. 

Figure 3.1
Placement Options Following Completion of the METC Training

Army Air Force Navy

Completed METC training

Enter behavioral
health workforce

In garrison or deployed

Enter behavioral
health workforce

In garrison or deployed

Enter behavioral
health workforce

In garrison for first year,
then either in garrison or

deployed
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Clinical Responsibilities

BHTs are expected to fulfill a range of clinical roles, depending on the nature of their place-
ment. BHTs may be placed in inpatient or outpatient behavioral health clinics, drug and alco-
hol clinics, or as part of a Behavioral Health Optimizing Program (BHOP) collaborative care 
team alongside primary care providers (Air Force Instruction 44-121, 2018; Hoyt, 2017; Insti-
tute of Medicine, 2010; Nielson, 2016). We reviewed a number of policy documents describing 
the expected roles of BHTs across service branches, including the Army Soldier’s Manual and 
Trainer’s Guide (Headquarters, Department of the Army, 2017b) and AFSC 4C0X1 Mental 
Health Service Specialty Career Field Education and Training Plan (U.S. Department of the Air 
Force, 2015). We also reviewed job analyses (Air Education and Training Command Occupa-
tional Analysis Division, 2017), forms for rating clinical competencies (Headquarters, Depart-
ment of the Army, 2017a), and job duty task analyses (U.S. Navy, 2013) to better understand 
expected roles across services. Based on this review, we identified four broad categories of 
clinical responsibilities, described in more detail next. Note that although these categories 
describe the potential range of clinical responsibilities that BHTs fulfill, the actual set of clini-
cal responsibilities assigned to a BHT will depend on the clinic setting, as well as factors such 
as supervisor preference and other clinic demands (Carlton, 1979; Harris and Berry, 2013).

Screening and Assessment

BHTs play several roles related to screening and assessment. One such role includes conduct-
ing initial intake assessments and triaging patients (Headquarters, Department of the Army, 
2017b; Hoyt, 2017; U.S. Air Force, 2017). As described, intake assessments are a key part of the 
training curriculum. Intake assessments include components such as identifying the patient’s 
presenting concerns, assessing mental status, and conducting a risk assessment (i.e., determin-
ing risk of harm for self or others) (Headquarters, Department of the Army, 2017b; U.S. Air 
Force, 2017). In addition to gathering necessary data, BHTs are also responsible for being able 
to identify and communicate the patient’s risk level and clinical needs to the licensed provider 
staffing the case. Though this generally would occur in a clinic setting in which the BHT 
would have the opportunity to meet in person with the licensed provider to discuss the case, 
there are also situations in which this intake and triage process may take place via telebehav-
ioral health. For example, Garcia and Lindstrom (2014) described a context in which BHTs 
used telebehavioral health to expand the geographic reach of embedded behavioral health ser-
vices. An embedded BHT accompanied their designated unit to a training site away from the 
main installation, while the embedded licensed providers were at the main installation. When 
mental health issues emerged, the BHT conducted an intake or triaged the patient in person 
and then discussed the case with the licensed providers via telebehavioral health to develop a 
treatment plan. 

BHTs may also participate in the administration of psychological screening instruments 
and tests. This includes symptom screening measures (e.g., PTSD Checklist [Weathers et al., 
2013]), personality assessments (e.g., MMPI-2 [Butcher et al., 2001]), cognitive and neuropsy-
chological assessments (e.g., Hopkins Verbal Learning Tests–Revised [Brandt and Benedict, 
2001]), intellectual assessments (e.g., Wechsler Adult Intelligence Scales–IV [Wechsler, 2008]), 
and achievement tests (e.g., Wide Range Achievement Test–Revised [Jastak and Wilkinson, 
1984]) (Air Education and Training Command Occupational Analysis Division, 2017; Head-
quarters, Department of the Army, 2017b; U.S. Navy, 2013). BHTs may also be responsible 
for scoring these assessments, whether by hand or via computer (Air Education and Training 
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Command Occupational Analysis Division, 2017), though testing data and scores are then 
passed to a licensed provider for interpretation and feedback. 

Psychosocial Interventions

BHT involvement in psychosocial interventions encompasses a range of activities. During their 
training, BHTs learn to implement brief, solution-focused interventions as part of their Coun-
seling course (Headquarters, Department of the Army, 2017b; U.S. Air Force, 2017). Our dis-
cussions with key informants suggested that these are largely targeted toward individuals who 
present with psychosocial concerns (e.g., relationship difficulties), rather than patients with 
formal mental health diagnoses. BHTs also implement psychoeducational groups (Air Educa-
tion and Training Command Occupational Analysis Division, 2017), and some documents 
suggest that they perform group counseling as well (U.S. Department of the Air Force, 2015; 
U.S. Navy, 2013). 

BHTs may also provide alcohol and drug counseling (Air Education and Training Com-
mand Occupational Analysis Division, 2017). This is a particular focus in the Air Force, given 
its requirement that all BHTs become CADCs as part of their upgrade to the 7-level. Once 
certified, CADCs may perform some functions independently where allowed and as directed 
by the ADAPT Program Manager (PM) (Air Force Instruction 44-121, 2018), including coun-
seling (What Are the 12 Core Functions of a Drug and Alcohol Counselor?, 2018), though some 
activities (e.g., initial assessment, treatment planning) are still performed under the supervision 
of a licensed provider (Air Force Instruction 44-121, 2018). 

Case Management 

BHTs may also be expected to participate in case management activities. At its most basic 
level, case management can include coordinating referrals for patients (U.S. Department of the 
Air Force, 2015; Headquarters, Department of the Army, 2017b). BHTs may also be involved 
in development of and assessment of progress through treatment plans, especially for those 
patients to whom they are providing counseling, including developing treatment goals, identi-
fying treatment modalities, and evaluating the effectiveness of the treatment plan and modify-
ing it as needed (Air Education and Training Command Occupational Analysis Division, 2017; 
Headquarters, Department of the Army, 2017b; U.S. Air Force, 2017). In addition, BHTs may 
play a role in medication management, including informing patients about prescribed medica-
tions, assessing medication adherence, and monitoring medication effects (including adverse 
and therapeutic effects) (Air Education and Training Command Occupational Analysis Divi-
sion, 2017; Headquarters, Department of the Army, 2017b; U.S. Navy, 2013).

Outreach, Prevention, and Resilience

In addition to the clinical activities just described, BHTs have certain roles providing out-
reach and preventive services. In the military treatment facility (MTF) context, BHTs may be 
involved in consultation to non–behavioral health clinical settings. The BHOP program pro-
vides one example of this. BHOP integrates mental health providers into primary care teams; 
one potential role of BHTs in this setting is to conduct an initial assessment of patients before 
they see the licensed provider to determine the next steps and appropriate intervention (Niel-
son, 2016). 

In addition, BHTs may have primary responsibilities related to outreach and resilience 
when they are embedded in an operational unit. For example, they may consult with unit lead-
ers and members on topics relevant to behavioral health (U.S. Air Force, 2017) and help to 
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assess behavioral health needs within a unit (Headquarters, Department of the Army, 2017b; 
U.S. Navy, 2013). BHTs may also be involved in providing pre- and postdeployment briefings 
and screenings for individuals new to an installation (Crossen, 2015). At some installations, 
they participate in the process of screening new trainees, or in pre- and postdeployment screen-
ings. In these situations, individuals who express behavioral health concerns may be seen next 
by a BHT for an in-person interview to further assess behavioral health needs (Appenzeller, 
Warner, and Grieger, 2007; Garb et al., 2013; Srinivasan and DiBenigno, 2016). BHTs may 
also provide resilience programs, such as the Army Battlemind training (Appenzeller, Warner, 
and Grieger, 2007).

Administrative Responsibilities

Although BHTs are intended to serve as care extenders and fulfill clinical roles, a common 
concern expressed by key informants was that BHTs are often relied on for administrative 
responsibilities. These administrative responsibilities can include answering phones, schedul-
ing patients, and records management. They can also include more clinically-relevant admin-
istrative tasks, such as coordinating hand-offs for patients with mental health needs (e.g., at 
a permanent change of station). In addition, BHTs may be tapped to perform facility-level 
tasks, such as overseeing a prevention program, performing accreditation-related tasks, and 
serving as training monitors or inspection control monitors. Depending on factors such as the 
clinic setting, availability of other administrative staff, and the specific supervisor to which a 
BHT is assigned, the amount of time spent in administrative versus clinical activities can vary 
substantially. For example, a study of BHTs working in BHOP found that the proportion of 
time spent on clinical responsibilities ranged from 10 percent to 75 percent (Nielson, 2016). In 
turn, the time spent in clinical versus other activities can have important implications—this 
study found that BHTs involved in more direct patient care reported higher job satisfaction 
and higher deployment readiness. This is also consistent with the findings of the Defense Task 
Force on Mental Health, which found that “technicians are being underutilized, often spend-
ing their time performing clerical tasks rather than the therapeutic support roles for which 
they were trained and which they are expected to exercise competently while deployed” (U.S. 
Department of Defense Task Force on Mental Health, 2007, p. 47). The Task Force formally 
recommended that BHTs be used to the full extent of their skills and training. 

There have been some efforts to ensure that BHTs do not overly focus on administra-
tive and clerical activities. For example, the Army mandates a certain number of client contact 
hours for each skill level—750 hours for skill level 10, 600 hours for skill level 20, 350 hours 
for skill level 30, and 200 hours for skill level 40 (Headquarters, Department of the Army, 
2017a). That said, only 50 percent of this time must be spent in face-to-face activities; time 
spent in documentation or test scoring also qualifies as client contact hours. It is also important 
to note that, as BHTs get promoted, their time spent in managerial activities also increases. 
This accounts for the decreasing requirements for client contact hours outlined in Army policy 
(Headquarters, Department of the Army, 2017a). Based on our key informant discussions, 
though senior BHTs may maintain a small case load, they also are involved in activities such 
as training less experienced BHTs or assisting with clinic management. 

Unit Responsibilities

In addition to their clinical and administrative responsibilities, BHTs must fulfill certain unit 
and military responsibilities. These can include motor pool, overnight staff duty, and charge of 
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quarters assignments (Hoyt, 2017). Hoyt (2017) proposed a memorandum of understanding 
with a BHT’s unit commander as a way to formally establish expectations for military versus 
clinic duties. This type of agreement could outline the time BHTs are expected to spend in 
clinic, as well as the specific unit missions that the BHT will participate in (e.g., company 
physical training, marksmanship ranges). However, it is not clear that these types of formal 
agreements are established with regularity to ensure that BHTs have sufficient time to spend 
in the clinical setting. 

Roles and Responsibilities While Deployed or in Operational Settings

BHTs can deploy as part of medical units and may also deploy as part of operational units 
(Chappelle and Lumley, 2006; Hoyt, 2017; Peterson, Baker, and McCarthy, 2008). In the next 
section, we describe the roles of BHTs in deployed and operational settings, including their 
roles in medical and operational units.

Medical Units

BHTs can deploy as part of medical units, such as expeditionary medical units and combat 
stress control units (Chappelle and Lumley, 2006; Hall, 2009). In these contexts, BHTs work 
closely alongside licensed mental health providers, including psychiatrists, psychologists, social 
workers, and advanced practice psychiatric nurses.

In the Army, BHTs may serve as part of COSC detachments. In this role, they may staff 
restoration centers as part of a larger group of behavioral health providers and BHTs (Dailey 
and Ijames, 2014; Jones et al., 2013; Judkins and Bradley, 2017). Restoration programs are 
generally 24- to 72-hour programs for service members experiencing a combat operational 
stress reaction, providing life skills classes (e.g., resiliency, anger management, problem solv-
ing), occupational therapy, and time for leisure or physical activity (Smith-Forbes, Najera, and 
Hawkins, 2014) with the ultimate goal of returning the service member to duty. Some restora-
tion programs also offer outpatient programs (e.g., Smith-Forbes, Najera, and Hawkins, 2014). 
In these programs, BHTs may conduct intake and follow-up assessments or facilitate life skills 
classes (Potter et al., 2009; Smith-Forbes, Najera, and Hawkins, 2014) and potentially pro-
vide individual therapy, depending on the severity of a case (Potter et al., 2009). BHTs who 
are members of COSC detachments may also split into smaller teams, typically comprising 
one mental health provider and one to three BHTs, allowing them to visit units stationed in  
the field (e.g., at forward operating bases) (Dailey and Ijames, 2014; Jones, Hammond, and 
Platoni, 2013; Jones et al., 2013). In these situations, these small COSC teams may be inte-
grated with a forward operating base unit, and the BHT may perform activities such as infor-
mal outreach, teaching psychoeducational groups (e.g., stress management), and conducting 
intakes as needed for licensed providers (DeCoster, 2014; Jones et al., 2013). These smaller 
teams might also be tapped to provide services to units after a traumatic event; a COSC team 
might be sent to a forward operating unit to deliver debriefings and provide support as needed 
(DeCoster, 2014; Jones, Hammond, and Platoni, 2013).

In the Air Force, BHTs may have roles providing care at Air Force theater hospitals 
and expeditionary medical hospitals. For example, Peterson, Baker, and McCarthy (2008) 
described mental health care provided at an Air Force theater hospital and contingency aero-
medical staging facility in Iraq. At the Air Force theater hospital, one BHT worked alongside 
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two licensed providers, supporting behavioral health care—including a role in consultation 
with medical patients, though the specific role of BHTs in this context was not described. At 
the contingency aeromedical staging facility, two BHTs worked with a mental health nurse, 
with the goal of screening patients and preparing for aeromedical evacuation. Chapelle and 
Lumley (2006) described care provided at an Air Force outpatient mental health clinic, part 
of an expeditionary medical hospital in Iraq, which was manned by a team of one psycholo-
gist or psychiatrist and one BHT for three-to-four-month periods. Care provided included 
psychological evaluation and triage, psychiatric hospitalization, and outpatient treatment and 
follow-up, with a focus on brief intervention. The literature also described the role of BHTs in 
providing preventive care as part of a medical company (“Embedded Airmen Aid Camp Taji 
Troops,” 2009). In this instance, mental health providers were responsible for providing more 
formal treatment, while BHTs focused on preventive interventions.

Operational Units

BHTs may also deploy as part of deployed operational units. Like BHTs who are embedded in 
units in garrison, these BHTs are assigned to serve the needs of the operational unit of which 
they are a part. 

In the Army, one example of BHTs deployed as part of an operational unit is the BHTs 
embedded in Stryker Brigade Combat Teams. When serving as part of an embedded behavioral 
health team, they may be responsible for outreach and consultation to a large population; for 
example, an article described how the Mental Health Section of one Stryker Brigade Combat 
Team was assigned one behavioral health provider and one BHT for more than 5,000 soldiers 
in 13 locations, and coverage had to be augmented by a medical unit (Doboszenski, 2005). In 
addition to performing typical duties of embedded behavioral health providers, including out-
reach and consultation, BHTs deployed as part of an operational unit may also help to extend 
the geographic reach of services. For example, Hoyt and colleagues (2015) described behavioral 
health services provided by a behavioral health team embedded in a Stryker Brigade Combat 
Team, including two licensed behavioral health providers and three BHTs. The licensed pro-
viders were placed at the larger medical facility in the region, while BHTs were assigned to 
forward battalion aid stations. In this case, BHTs helped to provide telebehavioral health, with 
the BHT sitting in the room with the service member during consultation while connected to 
the licensed provider via webcam. The provider would formulate a plan, and the technician 
would help to implement this plan and follow up with the patient while the patient continued 
to have regular sessions with the provider. This extended the reach of behavioral care across a 
greater geographic region.

Navy BHTs embedded in operational units have the potential to serve multiple types of 
roles. For example, they may be embedded with a Marine Expeditionary Unit as part of the 
Operational Stress Control and Readiness program (Knight, 2012). In this context, mental 
health providers and BHTs serve as combat stress control professionals rather than clinical 
health care providers. More specifically, BHTs may be involved in activities such as leading 
psychoeducational classes and providing information on topics such as warning signs of stress-
related problems. 

Navy BHTs may also be part of behavioral health teams embedded in units on Navy 
ships, such as aircraft carriers (Johnson, Ralph, and Johnson, 2005). In addition, recent pilot 
programs have been implemented to embed mental health providers into U.S. Submarine 
Forces (Miletich, 2017; Rapley et al., 2017). These programs are located at the nearby naval 
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station or waterfront clinic, with the goal of providing “easier access” to psychological support 
(Rapley et al., 2017, p. e1676), and even send mental health providers to submarines to deter-
mine whether there are mental health concerns (Miletich, 2017). In one such program, located 
on the East Coast of the United States, the embedded behavioral health team comprised one 
full-time and one part-time mental health provider and one BHT (Rapley et al., 2017). This 
pilot program was found to increase the number of sailors served and the proportion of sailors 
returning to duty after seeking psychological care. A similar program located in the Pacific 
region has been associated with a decreased wait time for services (Miletich, 2017). Our key 
informant discussions suggested that Navy BHTs can also help to bridge geographic divides 
in this context; for example, an amphibious ready group may have a licensed mental health 
provider on the largest ship in the group and send BHTs to the smaller ships within the group 
to provide in-person coverage.

Supervision

Because BHTs are not credentialed providers (with the exception of Air Force 7-level BHTs, 
who are CADCs), they work under the supervision of licensed mental health providers. Our 
discussions with key informants highlighted that supervisors generally include psychiatrists, 
clinical psychologists, licensed clinical social workers, and advanced practice psychiatric nurses. 
Depending on the organization of a given clinic, a BHT may have a primary supervisor or 
receive oversight from multiple supervisors.

There is limited policy guidance related to supervision requirements for BHTs. A recent 
Army policy memo indicates that BHTs must be “under the direct supervision of a licensed 
and/or privileged provider, appropriate to the duties assigned”; however, specific requirements 
are not described (Headquarters, Department of the Army, 2017a). The Air Force outlines 
certain requirements for upgrade at each level. For example, 3-level BHTs must be trained 
and task certified before they can perform a task unsupervised; however, even when a BHT 
is working unsupervised, a licensed mental health provider must have direct contact with the 
patient “of sufficient length and interaction to validate the assessment and recommendation” 
(U.S. Department of the Air Force, 2015). There are also specific supervision requirements for 
BHTs who are CADCs, who must be observed and assessed at least twice per month, totaling 
at least two hours (Air Force Instruction 44-121, 2018). Though BHTs can perform a number 
of tasks independently once they become CADCs, initial assessment, treatment planning, and 
crisis intervention must be performed under supervision (Air Force Instruction 44-121, 2018). 

Some MTFs have spearheaded efforts to formalize the provision of supervision. For exam-
ple, during our key informant discussions, we learned of two large MTFs that have training 
programs for mental health providers (e.g., psychiatry and psychology residents). Providers and 
senior BHTs at these sites have built in supervision of BHTs as a specific learning experience 
for provider trainees. This not only offers mental health provider trainees valuable experience 
with supervision, but it also ensures that BHTs receive a standard amount of supervision and 
helps mental health providers better understand the capabilities and skills of BHTs. However, 
our analyses of available sources suggest that these types of efforts are not standard and not 
systematically available across training sites.
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Ongoing Training and Professional Development

Although the METC provides a foundation of knowledge and skills, the expectation is that 
BHTs will participate in ongoing training and professional development activities. There are 
some service-specific policies designed to support ongoing skill development. 

Our key informant discussions suggested that much of the ongoing professional devel-
opment of BHTs takes place in the form of on-the-job training (OJT), though it is likely that 
the nature of this OJT may vary based on location and supervisor preference. In addition to 
OJT, the services promote more structured ongoing training opportunities, such as self-studies 
or online courses. Based on our key informant discussions and policy review, it appears that 
the Air Force has the most standardized continuing education requirements. As part of an air-
man’s upgrade to 5-level and 7-level, Air Force BHTs must complete CDCs. These home-study 
courses consist of fundamental information that airmen are expected to know before moving 
to the next career stage (U.S. Department of the Air Force, 2015). 

Air Force BHTs must also fulfill specific requirements to maintain CADC certification, 
including continuing education as required for recertification, which takes place every three 
years (Air Force Instruction 44-121, 2018). In our key informant discussions, this certification 
was often cited as a significant asset, as it not only ensured ongoing professional development 
but also provided Air Force BHTs with a tangible output of their efforts and helped providers 
have more confidence in their skill level.

Although other services have continuing education requirements (e.g., the Army requires 
12 hours annually of “accumulative study in the [behavioral health] field, either in a class, a 
self-study course, or in-service training”), these are not based on a standard body of knowledge 
or competencies that are expected of BHTs. However, there may still be expectations for the 
maintenance of specific skills. For example, the Army has a competency checklist of specific 
skills that BHTs must be able to demonstrate to a supervisor on an annual basis, with increas-
ing competencies expected at increasing skill levels (Headquarters, Department of the Army, 
2017a).

Key informant discussions suggested that BHTs may have some ability to attend local 
and national conferences as part of their ongoing professional development. One key infor-
mant also suggested that there are some Army-wide centrally funded courses (e.g., traumatic 
event management, motivational interviewing); however, some may have a specific rank 
requirement, so not all BHTs are eligible to attend. During our key informant discussions, we 
also learned that some clinical sites have developed educational curricula for their behavioral 
health technicians. For example, a provider at a large MTF established a training syllabus for 
BHTs, which includes topics such as informed consent, assessing risk, and elements of a treat-
ment plan. The syllabus also covers specific therapeutic techniques, such as progressive muscle 
relaxation, sleep hygiene, and use of thought records to address cognitive distortions. While 
licensed mental health providers at MTFs may have latitude to create these types of learning 
experiences, our synthesis of available information suggested that they are not standard across 
MTFs or across services.
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Key Challenges

BHT Roles and Responsibilities in Garrison

BHTs require OJT to develop their skills, but there appears to be no standard expectation as to how 
OJT should be specifically operationalized, build on the METC training in a meaningful way, 
and be widely disseminated and implemented in an effective and standardized manner. BHTs are 
expected to fulfill a wide range of clinical roles once they enter the behavioral health work-
force. Though BHT training focuses on a broad range of topics, the complete BHT training 
course is only 14 to 17 weeks in length, depending on the service, with limited opportunities 
to practice clinical skills in classroom or practicum settings. In part, this means that significant 
OJT is needed once BHTs enter the workforce, which, according to key informant discus-
sions, requires an investment of time on the part of the licensed mental health provider(s) with 
whom the BHT works. That said, based on our discussions, it is unclear whether providers 
understand the time needed to help BHTs develop the clinical skills that would make them 
most effective in a given clinical setting, whether they know enough about the curriculum to 
understand how to build on the core set of skills that BHTs have been taught, or whether they 
are afforded the time necessary to engage in BHT training.

It is also important to note that there is no existing civilian model on which BHT roles, 
responsibilities, and OJT can be modeled. Though there are civilian psychiatric technicians, 
their roles tend to be more circumscribed than that of the BHT, and there is no formal licens-
ing, credentialing, or certification process. Though the credentialing for licensed mental health 
providers generally requires specific levels of OJT (as well as supervision), their training is so 
much more intensive in duration and scope that it can be challenging to consider how those 
expectations could be adapted for BHTs.

BHTs are not consistently used to the full extent of their clinical training, and there is a need 
to better understand how factors such as the setting, supervisor preferences, and clinic administra-
tive demands affect their roles to determine how they can be used more effectively. There are also 
concerns as to whether BHTs are being used to the full extent of their training. It is likely 
that several factors may contribute to this issue. For example, the settings in which BHTs are 
placed may affect the types of opportunities that are available to them. The preferences and 
style of the supervisor may play a role, including level of comfort delegating tasks to BHTs, 
understanding of BHTs’ clinical skills, and the model used to integrate BHTs into the clinic 
workflow. For example, some providers may prefer to have BHTs conduct the initial triage for 
a patient but want to be present or take the lead on all future clinical contact (e.g., intake and 
treatment); other providers may be willing to have BHTs work more autonomously, provid-
ing brief interventions for individuals who present with less significant psychosocial concerns. 
BHTs working with a provider with the latter preference may in turn have better-developed 
intervention skills. The administrative demands of the clinic may also play a role; for exam-
ple, clinics without dedicated administrative support may rely more on BHTs to complete 
administrative support tasks. Though it may be appropriate for BHTs to be responsible for 
some administrative tasks in this situation, a BHT who spends 75 percent of his or her time 
on administrative tasks has very limited opportunity to practice, hone, and maintain clinical 
skills. However, without formal guidance as to the amount of time that BHTs should spend 
engaged in clinical activities, it may be challenging for clinics to know what the alternatives 
are, or to spend time carving out protected time for BHTs. In turn, this is a concern because 
future assignments—particularly those in deployed or operational settings—may hinge on 
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the expectation that BHTs are prepared to complete all tasks learned at the METC, not just a 
subset of these tasks. 

Deployed and Operational Settings

It is unclear whether and to what extent BHTs are prepared to fulfill the roles expected of them, 
especially in deployed or operational settings. BHTs may serve in different types of units and 
different types of roles when in deployed or operational settings. Regardless of the position, 
though, a key theme across our key informant discussions and literature review was that the 
responsibilities of BHTs can expand substantially under these circumstances. Our review of the 
literature suggests that many of the specific clinical tasks that BHTs complete while deployed 
or operational are similar to the tasks they may complete in garrison (e.g., intake assessments, 
outreach, psychoeducational groups); however, they may be responsible for providing services 
to a much larger population of service members and appear to work very closely with a single 
mental health provider. They also have opportunities to work more autonomously; for exam-
ple, when serving to extend the geographic reach of mental health services, a BHT may be the 
only behavioral health representative in a given location or on a given ship. Even if such a BHT 
connects regularly with a licensed mental health provider to staff cases, this is still a greater 
degree of autonomy than a BHT may experience while at an MTF.

It remains unclear whether BHTs are prepared for this expanded level of responsibil-
ity or autonomy when they deploy. Though our follow-on survey will provide more detailed 
information about this question, concerns about deployment readiness were raised during our 
key informant discussions. More specifically, when BHTs are used largely for administrative 
or clerical tasks in garrison, they may have limited opportunities to practice and hone the 
skills they need while deployed (U.S. Department of Defense Task Force on Mental Health, 
2007). Moreover, though the Air Force requires at least one year of garrison experience prior 
to deployment, BHTs from the Army and Navy may be deployed or placed in operational set-
tings as their first position following the METC. Though these BHTs would have completed 
a clinical practicum before completion of the METC, the practicum provides minimal clinical 
experience. Because the METC is designed to provide a foundation of skills that are further 
developed by OJT, BHTs who deploy immediately after the METC must do that on-the-job 
learning in an environment with a high operational tempo, and in which the pace of clinical 
responsibilities may make it challenging for the licensed mental health provider to invest sub-
stantial time in the ongoing professional development of BHTs with whom they deploy.

Supervision, Ongoing Training, and Professional Development

There is limited guidance governing specific expectations or requirements for supervision, ongoing 
training, and professional development of BHTs. Because BHTs are unlicensed, they are sup-
posed to complete their work under the supervision of a licensed mental health provider. This 
may include providing services together (e.g., jointly conducting an intake, with both parties 
asking questions), having the licensed mental health provider observe the clinical encounter 
without actively participating unless a specific concern arises, having the BHT discuss the 
case with a licensed mental health provider after the interaction, or having the licensed mental 
health provider meet briefly with the patient following patient interaction with a BHT. How-
ever, the extent to which these various modes of supervision serve as a learning experience 
for the BHT can vary greatly. For example, if a licensed mental health provider meets with 
the patient to ensure that the BHT’s assessment of clinical needs and risk is valid, it ensures 
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the quality of services provided to the patient but may not directly help a BHT know how to 
improve upon their clinical skills. There is little formal guidance regarding expectations for 
supervision of BHTs (e.g., recommended frequency or intensity of supervision), nor formal 
training or guidance to supervisors on how to most effectively supervise BHTs, which may lead 
to differences in skill development across supervisors or assignments. To some extent, variabil-
ity in the degree of supervision may be appropriate, depending on the specific responsibilities 
of a BHT in a given setting; however, especially if minimum expectations for clinical practice 
are established, developing a minimum expectation for supervision would be beneficial as well.

Similarly, there are few structured requirements related to ongoing training and pro-
fessional development. The Army has set expectations related to annual continuing educa-
tion activities, and the Air Force has developed specific CDCs that must be completed upon 
upgrade to each level. These are important starting points for establishing standard expecta-
tions for ongoing training. As mentioned before, the METC curriculum is relatively brief, with 
the expectation that skills will be honed once BHTs enter the workforce—but because the 
specific responsibilities of a BHT can vary so substantially based on the clinical setting, clinic 
demands, and supervisor preferences, the lack of standardized ongoing training opportunities 
means that BHTs may have uneven opportunities to grow in their knowledge and skills. 

In turn, the lack of standardization in supervision and ongoing training is a concern 
because licensed mental health providers may expect BHTs to have a certain set of skills based 
on their METC training; however, without ongoing training and professional development, 
BHTs may have weaknesses in certain areas. Our key informant discussions suggested that 
licensed mental health providers may be less likely to assign clinical responsibilities to BHTs 
if they have concerns about their level of training or skills; these may be situations that lead to 
BHTs being tasked with administrative responsibilities. In addition, uneven knowledge and 
skill development at one assignment may mean that a BHT is unprepared for the responsibili-
ties expected at the next assignment, which can be a particular concern in deployed settings.

Summary

This chapter provided a review of the roles of BHTs once they enter the behavioral health 
workforce, beginning with their first duty assignment following completion of the METC. 
In addition to describing the range of clinical and other activities that BHTs are expected to 
perform, we discussed how roles may change in the deployed or operational environment. We 
also reviewed requirements related to supervision, ongoing training, and professional develop-
ment. Finally, we discussed challenges faced by BHTs in clinical settings, including their level 
of preparedness to fulfill the roles expected of them and the lack of structured requirements 
for professional development. In the next chapter, we discuss potential solutions for addressing 
the challenges identified in Chapter Two and Chapter Three.
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CHAPTER FOUR

Summary and Recommendations

BHTs have an important role in the military behavioral health workforce. Specifically, they are 
intended to be care extenders, with the goal of expanding access and improving the quality of 
services provided to service members. In the previous chapters, we provided an overview of the 
selection, training, and professional roles of BHTs. BHTs receive a broad educational founda-
tion, spanning the knowledge and skills deemed to be relevant to their work in a number of set-
tings. This comprehensive curriculum combines didactic and practical components, including 
the opportunity to practice skills in a clinical practicum setting. After completion of training, 
they go on to play roles in a number of settings, ranging from MTFs to embedded behavioral 
health teams, and from garrison to deployed or operational environments. While conducting 
this review, we identified certain key challenges to the effective training and use of BHTs. In 
this chapter, we describe potential recommendations to address the key challenges that were 
identified.

Summary of Key Challenges

In Table 4.1, we summarize the key challenges described in the previous chapters. 

Recommendations to Guide Improvements in the Selection, Training, and 
Use of Behavioral Health Technicians

Recommendation 1. Establish a Consistent Set of Selection Criteria to Ensure Fit with the 
Career Field

Currently, each service branch uses somewhat different selection criteria. While service branch 
differences may be appropriate to some extent, as they reflect the priorities and expectations 
for BHTs in a given branch of service, it would likely be beneficial to establish some mini-
mum standard. For example, the Air Force requires an entry interview before beginning BHT 
training. Though it was unclear what the focus of that interview is currently, it may be pos-
sible to build upon this practice and develop a structured entry interview template that all 
services could use as a gateway to the training pipeline. This interview could cover topics that 
are already considered by the services, such as suitability for the career from a medical and 
behavioral health perspective. It could also be expanded to assess interest in behavioral health. 
It would likely also be beneficial to incorporate some type of assessment of interpersonal skills; 
though it is possible to teach some of the skills that are important to the provision of behav-



28    Understanding Behavioral Health Technicians Within the Military

ioral health, such as demonstrating empathy, it is helpful if a candidate has some baseline level 
of interpersonal sensitivity, comfort, and interest in working with others. Personnel selection 
research indicates that interviews are especially effective when they are structured and sug-
gests the utility of strategies such as situational interviewing (i.e., asking a candidate to explain 
how they would handle a situation relevant to the BHT career [Robertson and Smith, 2001]). 
Establishing a minimum standard for selection across services would also be beneficial for set-
tings in which BHTs from multiple services work alongside one another, such as large MTFs. 

It is important to note that the ways in which certain selection criteria are used was unclear 
(e.g., the MMPI-2-RF results in the Air Force), and we did not find any efforts to validate 
whether these criteria are effectively screening for disqualifying factors. It would be beneficial 
to have a better understanding of how these criteria are used and the extent to which current 
selection criteria are identifying candidates who are a good fit for the career, which would then 
inform more specific recommendations. For example, to determine whether ASVAB scores 
are an effective way of identifying appropriate and successful candidates, it would be useful to 
conduct a formal validation study to ascertain the extent to which ASVAB scores are predictive 
of outcomes such as academic performance at the METC or job performance once in clinical 
settings (Cassenti, Rice, and Rose, 2015; Held et al., 2015). 

In addition, data about the ways that service branches differ in their use of BHTs would 
help to guide any further recommendations about whether selection criteria should be identical 
across services or, perhaps, have certain common elements while allowing for service-specific 
variability. Moreover, the reorganization of medical services under the Defense Health Agency 
may provide an opportunity to harmonize aspects of the BHT career, including selection crite-
ria, so it will be important to consider the extent to which this would be beneficial.

Table 4.1
Summary of Key Challenges to the Effective Training and Use of BHTs

Domain Key Challenge

Selection •	 Selection processes risk selecting BHTs that may lack fit 
with the job.

Training •	 The volume of material covered in the curriculum makes 
it challenging to cover topics essential to clinical practice 
in much detail.

•	 Integration of interactive and applied exercises to teach 
course material can be variable across instructors.

BHT roles and responsibilities in garrison •	 BHTs require OJT to develop their skills, but there appears 
to be no standard expectation as to how OJT should be 
specifically operationalized, build in a meaningful way 
on the METC training, and be widely disseminated and 
implemented in an effective and standardized manner.

•	 BHTs are not consistently used to the full extent of their 
clinical training, and there is a need to better understand 
how factors such as the setting, supervisor preferences, 
and clinic administrative demands affect their roles to 
determine how they can be used more effectively.

Deployed and operational settings •	 It is unclear whether and to what extent BHTs are pre-
pared to fulfill the roles expected of them, especially in 
deployed or operational settings.

Supervision, ongoing training, and professional 
development

•	 There is limited guidance governing specific expectations 
or requirements for supervision, ongoing training, and 
professional development of BHTs.
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Recommendation 2. Align the Curriculum with Demands of BHTs in the Field and with the 
Needs of the Population They Serve
Recommendation 2a. Focus the Curriculum on the Conditions BHTs Encounter Most Often

The instructors at the METC are faced with the challenge of covering a significant amount of 
material in a relatively short period of time. Currently, the curriculum is set by reviewing the 
core competencies expected of BHTs in each service and then ensuring that the curriculum 
covers topics relevant to these competencies. That said, there may be opportunities to better 
align the curriculum with the roles BHTs play in the field and tailor the curriculum to the 
population they serve. 

Although there is value in reviewing all DSM-5 diagnoses in detail, the Psychopathology 
course is one of the lengthiest BHT courses. Moreover, BHTs may encounter certain categories 
of diagnoses very infrequently in clinical settings. One option may be to focus the Psychopa-
thology course on the diagnoses seen most often in clinical settings (e.g., the most common ten 
to 15 diagnoses). This strategy would have several advantages. First, focusing on a smaller set 
of diagnoses would allow instructors to devote more time to case vignettes and other applied 
examples. For example, time could be spent reviewing multiple case examples to demonstrate 
nuances of how certain disorders may manifest in different patients. Exercises could also be 
incorporated to help BHTs learn how to make a differential diagnosis in instances in which 
a patient presents with symptoms that may be shared by multiple diagnoses, assess clinical 
improvement over time, and assess response to treatment and/or side effects. Not only can 
these types of active learning strategies improve understanding of the material, but these types 
of case examples and activities would prepare BHTs to know what types of follow-up ques-
tions they may need to ask when conducting an intake assessment in a clinical setting to better 
understand a patient’s presenting concern, establish patient-centered goals, and assess progress 
at any subsequent encounters. 

Recommendation 2b. Create Standardized Training Tools That Will Translate to Practice

Though students receive guides for each of their courses, there may be additional opportuni-
ties to incorporate standardized tools for training. For example, during the Interviewing Skills 
course, students learn the specific categories of information that they are expected to cover as 
part of an intake assessment. As part of the didactic component of this course, students could 
be provided with a standard intake assessment form. This would have several potential advan-
tages. First, this template could be used to incorporate demonstrations into the coursework. 
For example, two instructors could each demonstrate how they might use the intake assess-
ment form during an initial meeting with a patient. This would allow students to see how 
the intake assessment form could be used to gather information in a systematic way and the 
ways that clinicians may frame the same question differently depending on personal style or  
the responses of the client. Second, this intake assessment form could be used in the practical/
laboratory components of the course and, ultimately, when students graduate and enter the 
workforce. Though they could tailor the instrument to their own needs once they enter the 
clinical setting, it would create a foundational standard for intake assessments across BHTs, 
ensuring that all BHTs have learned to collect the most critical pieces of information from 
patients during an intake session. This recommendation is also consistent with the recom-
mendation of Hoyt (2017), who suggested that templates, checklists, and similar resources are 
a way to standardize BHT practice. That said, it is also important to consider that some indi-
vidual supervisors or clinics may have their own templates or specific areas they want covered 
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during an intake; therefore, BHTs may also benefit from training in adapting their baseline 
template to meet the expectations of different supervisor or clinic demands, to prepare BHTs 
for success in a range of assignments. 

Recommendation 2c. Teach a Core Set of Evidence-Based Interventions That Generalize to 
Many Clinical Settings or Patient Populations

Currently, the Introduction to Counseling course provides an overview of many psychotherapy 
techniques—but the curriculum largely provides a theoretical overview rather than education 
about how to implement any particular modalities. Students then learn to conduct a counsel-
ing session, which includes components of goal-setting and problem-solving but is not neces-
sarily anchored in theory. However, when they enter clinical settings, they are likely to encoun-
ter CBT more often than the other therapeutic techniques discussed in the class and, in some 
cases, may be expected to implement CBT-based interventions. To bridge this gap between the 
classroom and practice, one option may be to focus the counseling component of the curricu-
lum on a subset of specific, solution-oriented interventions that can be implemented for many 
presenting concerns and patient populations, such as problem-solving therapy or motivational 
enhancement therapy. These approaches share many elements of the current counseling prin-
ciples that students learn (e.g., identifying goals, brainstorming ways to meet goals, reviewing 
pros and cons for potential solutions) but have the advantage of being anchored in theory. 
These approaches also lend themselves to the use of worksheets, which can be a valuable tool 
for structuring clinical interactions. Moreover, incorporating specific evidence-based practices 
of this nature into the curriculum would allow instructors to use validated measures of fidel-
ity to ensure that students reach adherence and competence in the delivery of an intervention 
(Institute of Medicine, 2015).

Similarly, students learn how to practice leading psychoeducational groups, but the 
coursework is not structured around specific topics that may be commonly covered. Instead, 
students could learn to implement a core set of common psychoeducational groups (e.g., sleep 
hygiene, stress management, smoking cessation), which could cover a standard set of topics 
and include evidence-based worksheets and activities. 

In turn, the clinical practicum at the end of the METC training would provide students 
with the opportunity to begin to apply these interventions in a clinical setting. There are still 
limitations to the amount of practice students may get, due to the brevity of the practicum 
experience and limited availability of supervisors, but having a core set of interventions to prac-
tice during this experience may be a way to maximize the time students spend on practicum.

We acknowledge that teaching these types of interventions may be more time-consuming 
or require more course preparation than some of the existing approaches taught in the curricu-
lum. Therefore, it would be important to evaluate whether current staffing at the METC can 
support this type of recommendation.

That said, this approach would not only ensure that BHTs are prepared for the settings in 
which they will be placed but would also have advantages for their supervisors. In particular, 
supervisors would know that all newly trained BHTs are equipped with a core set of individual 
counseling skills and know how to facilitate a specific set of psychoeducational groups and, 
therefore, may better know how to maximize their involvement in clinical activities (versus 
more administrative activities). Supervisors could also continue to use fidelity assessments to 
ensure the ongoing quality of clinical services provided by BHTs. 
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Recommendation 3. Standardize Expectations for Involvement in Clinical Activities and 
Ongoing Training, Clinical Supervision, and Professional Development in the Field
Recommendation 3a. Establish Training Plans for BHTs Entering New Clinical Settings

As described previously, there are no standardized efforts across service branches to provide 
OJT and additional training for BHTs entering new clinical settings. The Air Force Career 
Field Education and Training Plan for BHTs describes task qualification requirements that 
are needed for advancement to the next skill level, which must be formally documented (U.S. 
Department of the Air Force, 2015); similarly, the Army has an annual competency assessment 
for BHTs (Headquarters, Department of the Army, 2017a). We also learned that some MTFs 
have made efforts to develop training curricula for BHTs to build upon their training at the 
METC. These curricula are an effort to ensure that BHTs have the background and experi-
ences necessary to be successful in the given setting. These types of extended training pro-
grams are sometimes used in civilian contexts to improve the integration of care extenders into 
clinical settings. For example, Will and colleagues (2010) described a training program for new 
physician assistants in a hospital setting. This program involved the physician assistants com-
pleting a series of two- to four-week rotations in different areas of the hospital over a one-year 
period, which was supplemented with didactics, lectures, and self-directed modules, as well as 
formal competency assessments during each rotation. It would be challenging to implement 
a training program this intensive for BHTs in their first clinical setting; however, a potential 
adaptation may be to build in a six- to 12-week training experience at the beginning of any 
new placement to provide a more in-depth introduction to the clinical setting. This would be 
valuable for BHTs in their first clinical placement and for BHTs who are placed in a new set-
ting (e.g., moving from outpatient to inpatient). Less intensive versions of this type of training 
experience could also be adapted. For example, Hull and colleagues (2013) described a train-
ing and career ladder for medical assistants, through which they developed three trainings for 
new medical assistants. These were completed at various intervals (e.g., within the first week, 
between six months and one year) and incorporated small-group instruction, demonstration, 
and then assessments of medical assistant skills. This type of course was found to have a posi-
tive effect on clinical skills. 

A structured training experience of this nature would require additional investment on 
the part of licensed mental health providers—and potentially senior BHTs—when new BHTs 
arrive in a given setting. However, this upfront investment in training could ultimately save 
providers time if they feel more comfortable sharing clinical duties with BHTs. This type of 
training could also augment the METC curriculum by teaching clinical activities specific to 
the setting or the needs of the patient population. For example, this type of training has been 
used in civilian contexts to expand the potential roles of medical care extenders, allowing them 
to participate more in preventive activities and health coaching or assist with outreach to high-
need patients (Naughton et al., 2013). This would also build on existing efforts by the services 
to incorporate educational experiences, such as the Air Force CDCs, in a way that is more 
hands-on and tailored to the needs of the specific setting.

The Navy uses a personnel qualification standards (PQS) program to implement this 
type of structured training experience for hospital corpsmen completing “A” school (U.S. 
Department of the Navy, 2017). At their first duty assignment at an MTF, new corpsmen 
must demonstrate proficiency on a standard set of skills. The completion of the PQS must be 
documented, but, in addition, commanding officers are required to “develop a rotational plan 
of various clinical areas to provide hospital corpsmen the broadest access to patient encoun-
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ters to meet PQS completion requirements” (U.S. Department of the Navy, 2017), p. 3). This 
PQS program is not required of corpsmen who complete specialized training, including BHTs; 
however, this is a potential foundation upon which training plans for BHTs in new clinical 
settings could be built. 

Establishing these types of training plans for BHTs entering new clinical settings would 
likely facilitate the integration of BHTs into clinical tasks, as licensed mental health providers 
would have more confidence regarding the baseline level of skill of their BHTs. That integra-
tion, in turn, would ensure that BHTs are maximally effective as care extenders.

Recommendation 3b. Develop Requirements for Specific Clinical and Educational 
Experiences 

BHTs require substantial OJT and clinical experience to build on the foundation of skills 
gained at the METC; however, their involvement in clinical activities may be limited by other 
responsibilities, such as administrative tasks, and there are few requirements related to clinical 
experience or ongoing training. In turn, this has implications for the readiness of BHTs when 
they deploy or are placed in operational settings, during which time their involvement in clini-
cal activities can expand greatly.

Because the clinical responsibilities of a BHT can be so specific to a setting or supervi-
sor, there is the potential for great variability in the clinical experiences that BHTs have. In 
addition, being placed in a clinic with high administrative demands may result in the BHT 
having limited clinical involvement. However, this means that when BHTs deploy, it may have 
been some time since they have engaged in the specific clinical activities commonly expected 
of them in deployed or operational environments (e.g., intakes, psychoeducational groups, 
counseling sessions). To ensure the readiness of BHTs, it could be beneficial for each service 
to identify a core set of skills that it expects of BHTs while deployed or operational, and then 
build in requirements related to those skills to be fulfilled in garrison. For example, if intakes 
are seen as a critical task of BHTs, there may be a requirement that BHTs complete at least one 
intake per month in garrison, regardless of setting. This would ensure that BHTs maintain 
some baseline level of skill on those critical tasks. At the moment, it is unclear to what extent 
BHTs have the opportunity to maintain proficiency in the clinical skills required most com-
monly in deployed and operational settings, nor what those skills may be; however, our survey 
will provide additional context for expanding on this recommendation.

Similarly, the services could consider centering their requirements for continuing edu-
cation around these topics. For example, the Air Force requires the completion of CDCs for 
upgrade to each skill level. If a specific clinical skill or knowledge area were considered critical 
for deployment (e.g., combat operational stress reactions), it could be flagged as a recurring 
topic to appear in the CDCs. Though the Navy and Army do not appear to have the same type 
of standard continuing educational experience, they could institute similar requirements (e.g., 
that ongoing education must touch on certain topics). This is commonly done for credential-
ing of providers—for example, many states require clinical psychologists to complete a certain 
number of continuing education hours related to ethics (e.g., California Code of Regulations, 
2013; Pennsylvania Psychological Association, 2018; West Virginia Board of Examiners of 
Psychologists, 2018). These types of requirements are also used in the ongoing credentialing of 
civilian medical care extenders—for example, the Certifying Board of the American Associa-
tion of Medical Assistants requires that individuals either recertify via examination (to dem-
onstrate core knowledge) or complete continuing education to include general, administrative, 
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and clinical content areas that align with medical assistant competencies (American Associa-
tion of Medical Assistants, 2018; Certifying Board of the American Association of Medical 
Assistants, 2018).

Finally, only the Air Force requires BHTs have at least one year of experience in garrison 
prior to deployment. This ensures that BHTs have had the opportunity to employ their clinical 
skills outside the METC setting. This is likely a requirement that would be beneficial across 
services to ensure the readiness of deployed and operational BHTs.

Recommendation 3c. Establish Requirements or Guidance for Effective Supervision

Our review of policies related to supervision revealed the lack of guidance regarding the nec-
essary or recommended frequency or intensity of supervision. Because BHTs are expected to 
continue to develop the clinical skills learned during their training at the METC through 
OJT, supervision is an important consideration. Our key informant discussions suggested 
that providers may supervise in many ways, including through direct observation of clinical 
work, cofacilitating intake sessions or psychoeducational groups, and staffing of cases after 
BHTs engage with patients one-on-one. Though these experiences all provide opportunities 
for BHTs to be given feedback and learn through observation, the lack of policy guidance 
means there can be substantial variability in time spent on supervision. As with the previous 
recommendation, our follow-on survey will provide additional context for expanding on this 
recommendation.

Another key consideration is the content of supervision. In a recent position paper on the 
education, training, and supervision of neuropsychological test technicians (also known as psy-
chometrists), the National Academy of Neuropsychology highlighted that supervision should 
touch on a range of topics, including the specific assessment procedures being implemented 
(e.g., tests, scoring systems) and ethics and confidentiality (Puente et al., 2006). Similarly, 
guidance for the supervision of peer support specialists in the civilian sector has highlighted 
the importance of discussing not only job performance but also career development (Cabral et 
al., 2014). When supervision is provided only as part of direct observation of clinical encoun-
ters or when staffing clinical encounters, there may be limited opportunities to provide super-
vision focused on these broader topics. Establishing a regular schedule for meeting with BHTs 
to provide supervision may create opportunities to discuss not only performance of clinical 
skills but also bigger-picture concepts relevant to BHTs (e.g., how clinical skills in garrison 
translate to deployed settings; recent research relevant to the roles of BHTs).

Recommendation 4. Consider Drawing from Best and Innovative Practices in the Civilian 
Sector for Incorporating Care Extenders into Clinical Care

One challenge that providers and clinics may face is understanding the most effective way to 
incorporate BHTs so that they truly act as care extenders, increasing efficiency, access, and 
quality of care (Schendel, 2018). A given clinical setting may have a mix of different licensed 
mental health providers, with little formal guidance outlining the best workflow to provide 
efficient and effective care. Therefore, understanding how to integrate BHTs in a way that 
promotes efficiency and effectiveness may be challenging. The ideal model for integrating 
BHTs may depend on the specific setting and its workflow and the needs of its patients. To 
determine the best way to integrate BHTs into the workflow of a clinic, a starting point might 
be to understand the range and/or epidemiology of the kinds of conditions being seen and 
how providers are employed in treating these conditions. These factors would then guide the 
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types of roles that BHTs should fulfill to increase the efficiency and effectiveness of behavioral 
health care in the military. Ultimately, this would allow the military to design a system that 
meets the needs of the military population and operates at the highest levels of quality with 
maximum efficiency.

That said, there are practices that can be drawn from civilian care extender models. A 
model that is commonly used to integrate medical assistants into primary care settings is the 
“teamlet” model. This generally involves a licensed clinician working with one or two medi-
cal assistants (Bodenheimer and Laing, 2007; Bodenheimer and Willard-Grace, 2016). In this 
model, the medical assistant helps to streamline the provision of care through three main steps. 
First, before seeing a patient, there is generally a meeting between the clinicians and medical 
assistant to review the clinical goals for the patient. The medical assistant is then the first to see 
the patient in a previsit, during which the assistant may take a medical history, review medica-
tions, and preview the goal of the visit. The clinician then joins, leading the visit, while the 
medical assistant documents the encounter. Finally, the medical assistant closes out the visit 
with the patient in a postvisit phase, in which the assistant reviews the visit with the patient, 
makes sure that the patient knows next steps, and assists in goal setting. The medical assistant 
may also be involved in between-visit care, such as checking in with patients with more chronic 
conditions. This model bears some resemblance to the ways that we heard BHTs are sometimes 
used in clinical settings, with the BHT conducting the initial intake; staffing the case with the 
licensed provider; and then determining who will follow up on the treatment plan, given the 
nature and severity of the presenting concern. 

Increasingly, civilian care extenders are being used as part of patient education and 
chronic disease management, in a health coach–type role. For example, medical assistants may 
be taught strategies related to behavior change facilitation, such as motivational interviewing, 
allowing them to check-in with patients and help to assess and promote progress toward the 
treatment goals (Chapman and Blash, 2017; Ladden et al., 2013; Nelson et al., 2010). In these 
models, medical assistants remain in close contact with the patients’ providers—for example, 
via a daily huddle, in which the medical assistant provides an update to the licensed clinician, 
and the clinician can identify patients who may be in need of more intensive services (Nelson 
et al., 2010). This is another model that could be adapted for the BHT context; for example, 
if BHTs were trained in problem-solving therapy or motivational enhancement therapy, as 
described previously, they would be well-suited to address the ongoing needs of patients who 
may have less severe presenting concerns (e.g., those presenting with psychosocial concerns 
rather than formal diagnoses). The facilitation of psychoeducational groups would also be con-
sistent with this type of patient education model.

Finally, the civilian literature describes increasing instances in which care extenders are 
provided with supplemental training to increase their effectiveness in a specific clinical setting. 
This involves serving in roles ranging from care coordinator or patient navigator to quality 
improvement assistant (Blash, Chapman, and Dower, 2011; Chapman and Blash, 2017). As 
described in Recommendation 3a, the establishment of a training plan for BHTs entering a 
new clinical setting may provide the opportunity to train BHTs on any additional responsibili-
ties that would be appropriate for their backgrounds and helpful to the clinic. These types of 
additional professional development activities can also be beneficial for care extender satisfac-
tion (Naughton et al., 2013). 
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Limitations

Although this report provides important background for understanding the use of BHTs as 
part of the military behavioral health workforce, there are also important limitations to our 
findings. First, our review was based on the policy and curriculum documents that were avail-
able to us. Though we made an effort to identify as many relevant documents as possible, both 
via searches of relevant websites and through discussions with key informants, there are certain 
documents we may not have been aware of or may not have been able to access. That said, this 
may also suggest the need to make certain expectations for BHT training and roles and respon-
sibilities more explicit (e.g., by incorporating them into guidance and policy documents). 

Second, although we conducted key informant discussions, they included a small number 
of informants and were focused on providing additional context for the policy and curriculum 
documents. It would be informative to conduct in-depth interviews with a broader range of 
BHTs and licensed providers to gain a more detailed understanding of the variability in how 
BHTs are used across services and settings. We were also limited to visiting the METC train-
ing campus, though site visits of behavioral health and other clinical settings across services 
would also yield valuable information.

Finally, though we were able to describe the range of activities that BHTs may engage in, 
we understand that there is substantial variability in the field. Ideally, the BHT curriculum 
will closely align with the roles expected of BHTs in the field. Though our review of policy 
documents gave us an initial understanding of the range of roles that may be expected, these 
were quite broad, and it is difficult to know the extent to which these roles and responsibilities 
are actually expected and carried out in the workforce. We were also unable to capture any 
differences related to training needs and roles/responsibilities for active-duty service members 
compared with those in the National Guard or Reserve forces. Similarly, our review of docu-
ments also provides limited basis for identifying potential barriers to optimizing the role of 
BHTs, and therefore for identifying potential solutions. These are topics that will be covered 
on our follow-on survey of BHTs and licensed mental health providers, which will provide 
important data about the ways that BHTs are actually being used in practice, their prepared-
ness for fulfilling these roles, and the barriers that may prevent them from being used most 
effectively. In that way, it is likely that our understanding of key challenges will expand signifi-
cantly after fielding the survey, and that there will be opportunities to make more specific and 
data-driven recommendations. For example, the data may help us to better evaluate whether 
common job descriptions across service branches would be appropriate, or whether there are 
enough service-specific differences to warrant unique job descriptions and responsibilities. If 
the data suggest that standardization of core competencies across service branches is war-
ranted, then recommendations related to the establishment of a certification or credentialing 
program may also be considered.

Summary

This report provides an overview of the selection, training, and roles and responsibilities of 
BHTs. Our goal was not only to document the BHT career trajectory, but also to understand 
obstacles to optimizing the use of BHTs as care extenders in the military. In addition to provid-
ing a description of each of these phases of a BHT’s career, we have identified key challenges at 
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each stage. We also reviewed potential recommendations that could address these challenges, 
drawing from our understanding of the military behavioral health context and from best and 
innovative practices in the use of civilian care extenders. Therefore, this report provides our 
initial insights on ways to more effectively use BHTs and a foundation for the surveys of BHTs 
and licensed mental health providers that are the next step in this project.
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APPENDIX A

Policy and Curriculum Documents Reviewed

As part of this study, we conducted a review of relevant policies across service branches. We 
also identified documents related to the education and training of BHTs, both at the standard-
ized curriculum level and at the installation level. This appendix catalogs the types of docu-
ments we reviewed and brief descriptions of each document.

Policy Documents

To understand what policies exist regarding BHTs in the military, we reviewed policy docu-
ments from each service branch. These documents are categorized by service branch in Tables 
A.1–A.3.

Curriculum Documents

To better understand the initial training completed across services, we received documents 
relevant to the curriculum completed by all BHTs at the METC in San Antonio, Texas (Table 
A.4).

During our key informant discussions, we also learned of local efforts to structure  
ongoing training for BHTs once they enter the workforce. Key informants shared the docu-
ments listed in Table A.5, which are components of these installation-level approaches to train 
or assess BHTs.
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Table A.1
Army Policy Documents 

Document Title
Publication Date or  

Effective Date Description

Soldier’s manual and trainer’s guide 
MOS [Military Occupational Specialty] 
68X, Behavioral Health Specialist

April 28, 2017 A training and skills guide for Army 
BHTs

MOS 68X Utilization Matrix No date A matrix of Army BHT tasks and 
skill levels created at Womack Army 
Medical Center

Force Health Protection Field Manual 
(ATP 4-02.8)

March 9, 2016 Force Health Protection doctrine for 
support to unified land operations

Combat and Operational Stress Control 
Field Manual (FM 4-02.51)

July 6, 2006 Outlines the functions and operations 
of each COSC element within an area 
of operations; provides guidance for 
COSC support

OTSG/MEDCOM Policy Memo 15-041 
Military Occupational Specialty 68X, 
Behavioral Health Specialist Utilization

July 27, 2015 
(Expired: July 17, 2017)

Policy memo issued in July 2015 
describing how BHTs must be utilized 
and what competencies must be 
maintained while serving in a BH 
capacity; expired July 2017

OTSG/MEDCOM Policy Memo 17-080 
Military Occupational Specialty 68X, 
Behavioral Health Specialist Utilization

December 28, 2017
(Expiration: December 28,  

2019)

Policy memo issued in December 
2017 describing how BHTs must be 
utilized and what competencies must 
be maintained while serving in a BH 
capacity; expires December 2019

CMF 68 Smartbook October 1, 2018 Prerequisites, qualifying scores, and 
other requirements for 68 MOS

68X Competency Assessment April 14, 2015 Rubric for annual assessment of BHT 
competencies

Table A.2
Air Force Policy Documents

Document Title
Publication Date or  

Effective Date Description

Air Force Instruction 44-121 Alcohol 
and Drug Abuse Prevention and 
Treatment (ADAPT) Program

July 18, 2018 Guidance for the USAF Alcohol and 
Drug Abuse Prevention and Treatment 
Program, including USAF policy 
regarding alcohol abuse, prescription 
drug misuse, and drug abuse

AFSC 4C0X1 Mental Health Service 
Specialty Career Field Education and 
Training Plan

February 15, 2015 Training plan for USAF mental health 
specialists, including skill levels, 
training requirements, and career field 
information

Career Detail: “Mental Health 
Service”

May 1, 2017 Detailed description of the duties, 
responsibilities, and training of the 
4CO1X (mental health specialist) 
position

4C0X1 Job Analysis June 2017 Analysis of duty areas and tasks 
performed by USAF behavioral health 
technicians

Air Force Instruction 44-172 Mental 
Health

November 13, 2015 Instruction on implementing Air Force 
mental health policies 
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Table A.3
Navy Policy Documents

Document Title
Publication Date or  

Effective Date Description

BUMED Instruction 1510.23D Hospital 
Corpsman Skills Basic

May 17, 2015 Instruction establishing guidelines, 
training requirements, and competencies 
for hospital corpsmen

Instructor requirements for Navy Medicine 
Training Support Center

Standards and requirements for 
instructors at the Navy Medicine Training 
Support Center

HM NEC Manning Snapshot May 2018 May 2018 Provides detail about the proportion 
of billets that are filled for all hospital 
corpsman specialties

MILPERSMAN 1910-120 Separation 
by reason or convenience of the 
government—physical or mental 
conditions.

March 15, 2012
Cancelled

Policy and procedures on separating Navy 
service members from the service due 
to physical or behavioral conditions that 
impair their performance

Chapter 12, Education and Training, in 
Manual of the Medical Department.

November 1, 2016 Chapter on education and training 
of Navy medical officers and enlisted 
personnel

CANTRAC Volume II Published annually Includes details of Navy training courses, 
including the purpose and scope of 
courses, prerequisites, and eligibility 
requirements

Job Duty Task Analysis Management 
Manual

2013 Description of specific duties and tasks 
conducted by Navy mental health 
technicians; released in 2013

Instruction on Hospital Corpsman 
Personnel Qualification Standards 
Program

October 11, 2017 BUMED instruction on the competencies 
and qualifications of hospital corpsman 
personnel

Personnel Qualification Requirements for 
Hospital Corpsman

August 2017 Description of the PQS program for 
hospital corpsman personnel; describes 
the system of validating minimum level 
of competency in certain areas prior to 
performing duties, as well as explaining 
the required competencies and duties

Hospital Corpsman Career Roadmap January 2018 Roadmap that describes a hospital 
corpsman’s trajectory through the Enlisted 
Learning and Development Continuum, 
the curriculum and process to become a 
sailor and corpsman
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Table A.4
METC Curriculum Documents

Document Title
Publication Date or  

Effective Date Description

Air Education and Training Command, 
Course Training Plan L5ABJ4C031 01AA 
(PDS Code LBI) Mental Health Service 
Apprentice. Course training plan 
L5ABJ4C031 01AA (PDS Code LBI) Mental 
Health Service Apprentice

2015 Overview of training and courses for 
behavioral health technicians at the METC

2017–2019 General Catalog Number 21 May 11, 2017 Air University at Community College of 
the Air Force’s course catalog; includes 
CCAF policies and degree programs and 
requirements

Medical Education and Training Campus 
(METC) Behavioral Health Technician 
Program Curriculum Plan

November 18, 2015 Detailed description of the behavioral 
health technician training program, 
including courses, course descriptions and 
objectives, branch-specific courses, and 
clinical practicum

Behavioral Health Specialist, Behavioral 
Health Technician, Mental Health Service 
Apprentice Resource Requirements 
Analysis Report

June 24, 2015 Report on resources required for BHT 
programs across service branches; includes 
curriculum information, information 
about current BHT classes, instructor 
requirements, and facility requirements

Consolidated Course Schedule 2017 Sample course schedules for classes of 
BHTs at the METC
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Table A.5
Installation-Level Approaches to Ongoing Training of BHTs

Document Title
Publication Date or  

Effective Date Description

Lackland Air Force Base

ADAPT Welcome Letter April 4, 2018 Welcome letter for BHTs selected to 
rotate through the ADAPT program at 
Lackland

ADAPT 90-day Training Rotation Schedule No date Schedule of trainings and objectives for 
ADAPT trainees at Lackland Air Force Base 
CADC

CADC Written Case Presentation Plan No date Agreement for CADC trainee written case 
presentation plan and the supervision 
involved

Womack Army Medical Center

68X Assessment Evaluation Questions No date Questions and scales used to assess 68X 
competencies at WAMC

68X Training Modules No date Breakdown of training modules for 68Xs; 
includes module titles, training topics, and 
assignments and activities

68X Training Program Briefing No date Briefing on the duties, utilization, training 
requirements, and training programs for 
68Xs at Fort Bragg and WAMC

Initial Competency Assessment, Womack 
Army Medical Center: Behavioral Health 
Technician

April 14, 2015 Evaluation form for 68X competency 
assessments
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APPENDIX B

Literature Review Search Terms

Uniformed Behavioral Health Technician Review

Preliminary searches indicated that peer-reviewed literature about military BHTs is limited; 
therefore, we searched both peer-reviewed and gray literature sources. This allowed us to iden-
tify documents that appeared in traditional academic journals, as well as documents that were 
not peer-reviewed but still provided relevant information about BHTs. To conduct a search of 
literature related to uniformed BHTs, we searched PsycINFO, Google Scholar, ProQuest Mili-
tary Database, Defense Technical Information Center, the Congressional Research Service, 
and the National Academies Press. 

Given the limited literature available on this topic, we conducted this search using terms 
used by each service branch to refer to the BHT profession (i.e., “behavioral health technician” 
and “mental health technician”) and terms previously used by the services to refer to BHTs 
(e.g., “mental health service specialist”). We also used terms that describe the role of BHTs 
that may be used in civilian literature (e.g., “paraprofessional,” “psychiatric technician,” “care 
extender”); when these terms were used in the non–military-specific databases (i.e., PsycINFO, 
PubMed, Google Scholar, Congressional Research Service, National Academies Press), they 
were combined with the term “military” to ensure results were relevant to uniformed BHTs.

Given the limited literature available, we opted not to limit the search with more-specific 
terms, such as “training,” “education,” or “role,” though our goal was to identify documents 
that provided information about these facets of BHT practice.

Specific search terms included the following:

•	 behavioral health technician
•	 allied health professional
•	 mental health technician 
•	 behavioral health specialist 
•	 mental health services apprentice 
•	 behavioral science specialist
•	 mental health specialist 
•	 mental health service specialist 
•	 paraprofessional
•	 psychiatric technician
•	 psychiatry technician 
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•	 psych* technician 
•	 psychiatr* tech* 
•	 psychol* tech*
•	 psych tech
•	 care extender.

After we removed duplicates, the search returned 59 results. All 59 documents underwent 
a full text review, with sources determined to be relevant if they mentioned BHTs in any capac-
ity. Of these sources, ten were screened out due to irrelevance, such as not discussing BHTs 
or not describing aspects of the MHS. The remaining 49 sources were included. Information 
was abstracted from these sources using a structured data abstraction form, which included 
information such as type of source, methodology, service branch(es) of focus, topic covered 
(e.g., role of BHTs in garrison, role of BHTs while deployed), and key findings. In addition, we 
supplemented the search with one blog post identified during the policy review and an article 
identified during a search of literature related to care extenders in civilian behavioral health 
settings (described later), for a total of 51 included documents.

In total, we reviewed 27 peer-reviewed journal articles, 13 non–peer-reviewed articles (for 
example, press releases or military magazine articles), eight reports, one historical report on 
Navy medical education and training, one U.S. Army Medical Department Center and School 
course catalog, and one thesis. Of these sources, 11 were specific to the Air Force, 27 to the 
Army, six to the Navy, and seven addressed more than one service branch.

Our review of these sources revealed that very few publications specifically focus on BHTs 
and their role in the military. The majority of sources (n = 38) described the role of BHTs as 
part of a larger team of behavioral health professionals in garrison, while deployed, and in other 
circumstances, such as disaster response. Though a subset of these sources detailed the roles 
that BHTs played within the behavioral health team, others did not elaborate on the BHT’s 
specific role. Other topics covered by these sources included education and training of BHTs 
(n = 2), the history of BHTs in the military (n = 3), and the growth of the BHT workforce  
(n = 1). We also found a resource guide providing a crosswalk between military occupations 
and analogous civilian positions based on the Occupational Information Network (n = 1) 
(National Center for O*NET Development, undated). Four sources specifically addressed the 
role and utilization of BHTs within the military health care system; however, three of these 
were interviews or first-person anecdotal accounts, and only one was a peer-reviewed article.

Civilian Health Care Extender Review

Behavioral Health Settings

We also conducted a search of the literature related to individuals in the civilian sector who 
have roles as behavioral health care extenders. Our goal was to focus on individuals in pro-
fessions who perform a similar scope of work. For careers specific to mental health, we con-
ducted a search for the career term alone; for those not necessarily specific to mental health, we 
included a term to indicate that context. 

To examine the civilian research related to care extenders in behavioral health setting, we 
searched PsycINFO and PubMed. Search terms included:
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•	 psychiatric technician 
•	 psychometrist
•	 peer specialist 
•	 peer support specialist
•	 technician [any field] AND (behavioral health or mental health or psych* [title, abstract, 

subject, or keyword]) (PsycINFO)
•	 care coordinator AND (psychology OR mental health OR behavioral health [title, 

abstract, subject, keyword]) (PsycINFO)
•	 care manager AND (psychology OR mental health OR behavioral health [title, abstract, 

subject, keyword]) (PsycINFO)
•	 care coordinator[Title/Abstract] AND (psychology[MeSH Terms]) OR mental health 

[MeSH Terms] (PubMed)
•	 care manager[Title/Abstract] AND (psychology[MeSH Terms]) OR mental health 

[MeSH Terms] (PubMed).

After we removed duplicates, this search yielded 560 sources. Following a title/abstract 
review, 44 sources were retained. Articles were excluded during the title/abstract review if 
they did not relate to behavioral health care or did not appear to focus on the role of the care 
extender. A number of these articles were published before 1990 (n = 12); to ensure relevance 
to the current care systems and positions, we excluded these from our full text review. We con-
ducted a full text review of the remaining 32 sources.

The goal of this search was to understand in what ways behavioral health professionals 
in the civilian workforce parallel the role and experience of BHTs in the military, and how 
these civilian roles might inform training and best practices for BHTs. Therefore, sources in 
the full-text review were included if they described the role or duties, training, or best practices 
for this kind of care extender. Using these criteria, 17 sources were identified as relevant with 
full texts available. 

Of these sources, about one-third of them (n = 6) discussed the duties and roles of a 
care extender in a behavioral health environment. Other topics that these sources addressed 
included the capabilities of care extenders to implement interventions (n = 3), standards and 
credentialing (n = 2), training of behavioral health care extenders (n = 3), supervision (n = 1), 
and guidance for implementing the care extender role in a behavioral health setting (n = 2).

Other Medical Settings

To supplement the search of care extenders in civilian behavioral health settings, we also con-
ducted a literature review of medical care extenders. After comparing the education, training, 
and responsibilities of various types of medical care extenders, we concluded that the posi-
tions of medical assistant and physician assistant most closely parallel the BHT position in the 
MHS. We selected medical assistants, given that the level of training received and role as a 
care extender is comparable to that of BHTs; we selected physician assistants because, although 
they can practice independently, the wide scope of skills and responsibilities expected of physi-
cian assistants parallels that of BHTs. The goal of this search was to understand how medical 
care extenders are trained on the job and supervised, as well as frameworks for integrating care 
extenders into medical clinics and recommended best practices for this integration. 

Given the medical focus of this search, we conducted this search in PubMed, limiting the 
search to articles published after 1990. Our search strategy combined a term reflecting the cli-
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nicians of interest (medical assistants and physician assistants) with a term to reflect our focus 
on training, teaching, and roles of these care extenders. 

Clinician search terms included

•	 medical assistants [Title/Abstract]
•	 physician assistants [MeSH Terms].

Terms to reflect training, teaching, and/or roles included

•	 ((teaching[MeSH Terms]) OR Education, Professional[MeSH Terms]) OR Staff 
Development[MeSH Terms]
–– For the search of the physician assistants literature, which was much larger, we further 
scoped this search by adding the term “AND model [Title/Abstract] OR framework 
[Title/Abstract]”

•	 professional role[MeSH Terms]
–– For the search of the physician assistants literature, which was much larger, we further 
scoped this search by adding the term “AND model [Title/Abstract] OR framework 
[Title/Abstract]”

•	 credential*[Title/Abstract]
•	 supervision[Title/Abstract].

After we screened for duplicates, 345 sources were returned. We conducted a title/abstract 
review to exclude sources that did not describe training, best practices, credentialing, or an 
implementation framework for care extenders. Forty-nine sources were identified for full-text 
review. Fifteen sources were screened out during full-text review because they did not cover the 
target topics, and four were unavailable despite efforts to reach out to the author. This search 
was supplemented by a targeted internet search of the gray literature, including the Learning 
from Effective Ambulatory Practices Program Primary Care Team Guide and Healthforce 
Center at University of California San Francisco, which yielded six sources. In total, 36 sources 
were reviewed. These included sources describing ways to integrate a care extender into a clinic 
or treatment team (n = 8), the skills and capabilities of a care extender and how those might 
be utilized innovatively (n = 13), supervision (n = 2), care extender credentialing and ways to 
assess competency (n = 5), OJT programs for care extenders (n = 7), and how to determine 
what patients can be treated by a care extender rather than a provider (n = 1).
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