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Abstract
Background  A shortage of behavioral health clinicians impedes access to mental health services nationwide in 
the U.S., with shortages most acute in federally designated Mental Health Professional Shortage Areas (mHPSAs). 
Retaining behavioral health clinicians currently working in mHPSAs is thus critical. This study sought to identify 
behavioral health clinicians’ assessments of various aspects of their work and jobs that are associated with their 
anticipated retention within mHPSA practices.

Methods  Data for this cross-sectional study were drawn from an annual feedback survey of clinicians when they 
complete federal education loan repayment support contracts for their work within mHPSAs, from 2016 to 2023. 
Clinicians’ assessments of various aspects of their work and jobs were measured with validated survey items with 
Likert-scaled response options, with most combined into scales for analyses. Bivariate and then adjusted associations 
with 5-year anticipated retention were assessed for clinicians’ assessments of various aspects of their work and jobs 
controlling for demographic, professional, and community characteristics.

Results  The 2,587 respondent behavioral health clinicians (67.5% response rate) included 42% licensed clinical 
social workers, 39% licensed professional counselors, 12% psychologists, and 7% licensed marriage and family 
therapists. Two-thirds of these clinicians worked in either community mental health centers or federally qualified 
health centers. 42% anticipated they would remain in their practices at least another five years. Five-year anticipated 
retention rates were nearly three times higher for clinicians who indicated satisfaction on global work and practice 
assessment measures than for clinicians neutral or dissatisfied on these measures. Five-year anticipated retention rates 
were also higher for clinicians who reported they had an effective and supportive administration, felt well and fairly 
compensated, had jobs that permitted a good work-life balance, and had jobs that allowed them to practice the full 
range of services they desired.

Conclusions  How behavioral health clinicians view their jobs within U.S. mHPSAs is important to their anticipated 
retention. Based on study findings, to promote their retention practice administrators should provide fair and 
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Introduction
The shortage of behavioral health clinicians in the U.S. is 
most acute for the 122 million people living in the geo-
graphic areas and communities designated as federal 
Mental Health Professional Shortage Areas (mHPSA) [1]. 
To address the clinician needs of mHPSAs, federal and 
state programs principally aim to recruit more behav-
ioral health clinicians through education loan repayment 
incentives and by exposing learners to the opportunities 
and rewards of careers in these settings [2–5].

But with the typical 15 to 40% annual job turnover 
rates for behavioral health clinicians in many U.S. set-
tings, recruiting more clinicians into mHPSAs addresses 
only half of the shortage problem. It is equally important 
for the facilities where behavioral health clinicians work 
within mHPSAs—community mental health centers, 
substance use treatment facilities, federally qualified 
health centers, and other safety net practices providing 
care to economically at-risk populations—to provide jobs 
and work environments that meet clinicians’ needs so 
they will not promptly leave for more favorable employ-
ment elsewhere [6–9]. This study seeks to identify the 
things about behavioral health clinicians’ jobs and work 
within mHPSAs that affect their retention and could be 
addressed by their safety net practices.

The richest and most relevant empiric literature to 
anticipate how jobs and work might affect retention for 
behavioral health clinicians are the studies of the reten-
tion and, conversely, turnover of the broader range of 
providers, nurses and administrative staff of commu-
nity mental health facilities, hospital psychiatric units, 
and other health and human service agencies in the U.S. 
Based on this wider literature, employers of behavioral 
health clinicians within mHPSAs would provide com-
petitive salaries, create a positive and collegial work envi-
ronment, and structure jobs to permit a healthy work-life 
balance [5–7, 10–13]. Employers would allow clinicians 
to work at the top of their license utilizing the full range 
of their professional skills and provide opportunities for 
career advancement (Hartsell A, Noecker A: Quantifying 
the cost of advanced practice provider turnover, unpub-
lished), [5, 10, 14]. Employers would also support a sense 
of personal fulfillment and joy through work by aligning 
the practice’s mission with clinicians’ values, helping cli-
nicians feel their work is important and valued, and help-
ing them maintain strong clinician-client relationships 
[7, 10, 12]. And most critically, employers would build 
strong, collegial administrative leadership that is viewed 

as fair and that listens to and supports clinicians [7, 10–
13, 15, 16].

It is not known which of these recommendations based 
on a rather broad literature in terms of disciplines, lev-
els of training, work roles, and work settings apply spe-
cifically to behavioral health clinicians with master’s 
and doctoral level training whose principal role is coun-
seling or psychotherapy: licensed clinical social work-
ers, licensed professional counselors, psychologists, and 
licensed marriage and family therapists [17]. Further-
more, it is not known which recommendations apply to 
these disciplines when working in the principally outpa-
tient safety net practices of mHPSAs.

The goals of this study are, for clinicians of these four 
behavioral health disciplines working within U.S. mHP-
SAs, to identify how their assessments of various aspects 
of their jobs and work correlate with whether they antic-
ipate that they will still be working in their practices in 
five years, when about half would be expected to have 
left. This study uses anticipated retention as its out-
come, as the strongest predictor of actual turnover and 
therefore the commonly used proxy in job turnover and 
retention studies, including those of behavioral health 
clinicians [12, 15, 18].

Methods
Subjects
This cross-sectional study uses questionnaire data from 
a cohort of behavioral health clinicians working in a vari-
ety of types of safety net practices within mHPSAs in the 
majority of U.S. states. The commonality is that they each 
received education loan repayment support from the 
National Health Service Corps (NHSC) while working 
within the 33 participating states of the Provider Reten-
tion and Information System Management (PRISM) Col-
laborative [3, 19, 20]. The PRISM Collaborative is a group 
of states that since 2012 has administered questionnaires 
querying work experiences and soliciting feedback from 
clinicians receiving education loan repayment support 
through various state and federal programs. Some states 
choose not to participate in PRISM, most often when 
they do not need or prioritize the information it provides, 
or cannot afford its modest annual participation fee.

The Bureau of Health Workforce of the federal Health 
Resources and Services Administration regularly pro-
vides the Collaborative with roster information on cli-
nicians receiving loan repayment support through the 
NHSC. Subjects for this study were the behavioral health 
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clinicians completing their first two or three-year term 
of loan repayment support through the NHSC’s Loan 
Repayment Program (LRP), Rural Community LRP, and 
Substance Use Disorder Workforce LRP from January 
1, 2016, through December 31, 2023. Eligible behavioral 
health disciplines were Licensed Clinical Social Work-
ers (LCSW), Licensed Professional Counselors (LPC) 
(inclusive of Licensed Mental Health Counselors), Psy-
chologists, and Licensed Marriage and Family Thera-
pists (LMFT), disciplines selected because their work 
principally involves behavioral health counseling and 
psychotherapy, and their training requires a master’s or 
doctorate [21, 22]. Clinicians of these disciplines were 
excluded if they (1) had worked in their current jobs for 
less than six months and perhaps could not yet knowl-
edgeably report on all aspects of their work, (2) worked 
in solo private practices which would not fit question-
naire items written for employed clinicians working with 
professional colleagues, and (3) worked fewer than 30 h 
per week because turnover is generally greater for part-
time workers and may occur for different reasons [23].

Survey processes
With PRISM’s ongoing survey processes, emailed 
requests to complete online feedback questionnaires 
are sent when clinicians’ loan repayment support terms 
end. Survey requests typically carry the signature of the 
director of participating states’ Primary Care Office or 
another state workforce office. In emailed requests, cli-
nicians are informed that the principal purpose of the 
questionnaire is for program feedback and improvement, 
that participation is voluntary, and that responses would 
not be shared with employers and only disseminated in 
aggregate. Studies using these data gathered principally 
for administrative purposes have been deemed exempt 
from human subjects review by the University of North 
Carolina at Chapel Hill Office of Human Research Ethics 
(Study 12–0626). As such, informed consent from clini-
cians is not required. This study was conducted in accor-
dance with both the U.S. Federal Policy for the Protection 
of Human Subjects and the Declaration of Helsinki.

Questionnaire contents
Data used in this study were drawn from the question-
naire PRISM routinely administers to clinicians as their 
loan repayment ends, that is, it is not a questionnaire 
designed for this study. The questionnaire initially has cli-
nicians confirm information on the name and location of 
their current practices, or update this information if they 
have relocated. They answer all subsequent survey ques-
tions with respect to this identified current practice.

Key questionnaire information for this study is clini-
cians’ assessments of various aspects of work and jobs 
shown to affect turnover of professional and other staff in 

studies of mental health and other human services agen-
cies, as outlined earlier. Clinicians indicate their agree-
ment or disagreement with a series of statements using 
a five-point Likert response scale (1, strongly disagree; 
2, disagree; 3, neutral; 4, agree; 5, strongly agree). These 
statements were drawn both from the Physician Worklife 
Survey and from previous studies of work satisfaction 
and job turnover for primary care and behavioral health 
clinicians [24–28]. Examples of these statements include, 
“My total compensation package, including benefits, is 
fair,” “My work leaves me enough time for my personal 
life,” “I have a good relationship with the practice admin-
istrator,” “I feel that I am doing important work,” and “I 
am able to provide the full range of services for which I 
was trained and wish to perform.” Using the same five-
point Likert response scale, clinicians also indicate their 
level of agreement with three global work assessment 
statements, including “I would recommend my practice to 
others of my discipline.” Clinicians also report the number 
of hours they work each week total and in administrative 
roles.

Information used as control variables included clini-
cians’ responses to three questions querying how they 
and their families are faring in their communities: “I/
We enjoy the activities the community offers,” “I/We have 
access to most of the things we like to do,” and “I/We feel 
safe in the community.” Responses to these three items 
were combined into a scale of clinician-community fit 
(Cronbach’s Alpha, 0.79). Demographic information, the 
month and year clinicians began working in their current 
practice, the year they completed their clinical profes-
sional degree, and the amount of their current remaining 
education debt are also obtained from questionnaires.

The outcome variable in analyses was derived from 
responses to the open-ended question “Looking ahead 
from now, about how many years do you anticipate 
remaining in your current practice?” This statement of 
anticipated retention has been shown to predict closely 
primary care physicians’ subsequent actual job retention 
through at least five years and has been used previously 
with behavioral health clinicians [27, 29]. In this study’s 
analyses, clinicians’ anticipated retention durations were 
dichotomized to four or fewer years versus five years or 
more.

Behavioral health clinicians’ discipline and birth month 
and year were identified from NHSC records at the time 
they began receiving loan repayment support, as were 
the types of practices where they worked. Clinicians who 
had changed practices during their loan repayment terms 
indicated its type on questionnaires from a list of options.

The zip codes of clinicians’ practices drawn from NHSC 
records were mapped to counties and then to 2013 Urban 
Influence Codes through the Area Health Resource File 
of the Health Resources and Services Administration [30, 
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31]. UIC’s were collapsed into a rural-urban dichotomous 
indicator based on codes of 1 or 2 (urban) and 3 through 
12 (rural).

Analyses
We used factor analysis with Varimax rotation to col-
lapse clinicians’ Likert-scaled reported levels of agree-
ment with 12 statements about their practices, jobs 
and work into their fewer underlying concepts for 
these clinicians, which also minimized collinearity. 
A best, four-factor matrix solution retained 10 of the 
12 items, explaining 75.1% of variance. These factors 
were: Factor 1, Having good administration (3 items: 
The administrator of my practice/organization is effec-
tive. I have a good relationship with the practice admin-
istrator. I have real input into administrative decisions. 
Alpha, 0.85); Factor 2, Finding meaning in work (3 
items: I feel that I am doing important work. I feel a 
strong personal connection with my patients. I fully 
value the mission of my practice. Alpha, 0.76); Factor 3, 
Having a good work-life balance (2 items: Work rarely 
encroaches on my personal time. My work leaves me 
enough time for my personal life. Alpha, 0.82); Factor 
4, Feeling well and fairly compensated (2 items: I am 
not well compensated given my training and experi-
ence (reverse coded). My total compensation package, 
including benefits, is fair. Alpha, 0.61). The remaining 
two survey items were incorporated individually in 
analyses: I am able to provide the full range of services 
for which I was trained and wish to perform; staff in my 
practice are a major source of personal support.

All variables were first characterized with descrip-
tive statistics. Bivariate associations with 5-year antici-
pated retention for all clinician, community and job 
and work variables and scales were assessed with chi-
square tests. Binary logistic regression was then used 
to test for independent associations with 5-year antici-
pated retention for each of the six scale and individual 
item assessments of clinicians’ jobs and work. Regres-
sion models included as control variables all reported 
demographic, professional, community fit, and job 
characteristics, with several exceptions. Clinician 
race and ethnicity were not included as recommended 
when there are no direct postulated race and ethnicity 
relationships [32]. Information on the types of prac-
tices where clinicians work, how long they had worked 
there, whether they worked more than 44 h per week 
and their assessments of the amount of flexibility in 
work hours were not included in regression models as 
potential confounding and intervening variables in the 
relationships between clinicians’ assessments of vari-
ous aspects of their work and their anticipated reten-
tion. The number of years since clinicians completed 
their professional degrees was not included because of 

collinearity with clinician age. Gender was treated as a 
binary variable in regression models by excluding the 
very few subjects reporting a third, non-binary gen-
der because of small group size. To adjust for possible 
changes in anticipated retention and its correlates dur-
ing the COVID- 19 pandemic (2000–2001) and after 
pandemic (2002–2003), two dummy variables for these 
periods were included in models [33].

The 2.5% of otherwise eligible respondents who did 
not respond to the questionnaire item querying their 
anticipated retention, the study outcome variable, 
were omitted from analyses. Variables included in the 
regression model had up to 3.6% missing values: miss-
ing values were not imputed. A 0.05 false discovery 
rate-adjusted p value of 0.039 was set for statistical 
significance using the Benjamini-Hochberg procedure 
to account for the 6 job assessment variables of this 
study’s final regression of anticipated retention in 
addition to three chi-square tests of association with 
anticipated retention for three global satisfaction indi-
cators [34]. All analyses were carried out on SPSS Ver-
sion 29.0 (IBM Corporation, Chicago).

Results
A total of 3,110 (67.5%) of 4,608 surveyed clinicians 
responded. Response rates varied by discipline: LPCs, 
70.9%; LCSWs, 66.5%; psychologists, 65.7%; LMFTs, 
60.1% (p <.001). Of the 3,110 total respondents, 2,587 met 
all eligibility criteria, including working more than 30 h 
per week, and were included in analyses.

Description of clinicians and their communities
The 2,587 eligible respondents included 42% LCSWs, 39% 
LPCs, 12% psychologists, and 7% LMFTs (Table 1). Their 
mean age was 41.8 years, and they were predominantly 
female (81.3%), non-Hispanic White (76.7%), and mar-
ried (60.9%). Half had children living at home. Respon-
dents had completed their professional degrees an 
average of 9.1 years earlier, and 40% had less than $10,000 
remaining in education debt while 20% still had more 
than $80,000 in debt remaining.

Nearly two-thirds of these behavioral health clinicians 
worked in urban counties and one-third in rural coun-
ties. Three-quarters reported having close family living 
within convenient driving distance, and three-quarters 
responded in the “agree” or “strongly agree” range on the 
three-item composite scale that they and their families 
enjoyed what their communities offered.

Two-thirds of these behavioral health clinicians worked 
in either federally qualified health centers and other types 
of community health centers or in community mental 
health centers. The remaining third worked in correc-
tional facilities, Indian Health Service and tribal sites, 
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Number* Percent of total* % anticipating retention 
of 5 or more years

p-value

Period when surveyed
  Pre-COVID (2016–2019) 995 38.5% 60.3% 0.20
  During COVID (2020–2022) 479 18.5% 55.7%
  Post-COVID (2023–2024) 1,113 43.0% 57.5%
Demographics
  Age (years)
    26–33 553 21.4% 54.1% < 0.001
    34–39 820 31.7% 53.5%
    40–49 698 27.0% 62.5%
    50 + 515 19.9% 64.5%
  Gender
    Female 2,043 81.3% 61.4% 0.26
    Male 466 18.5% 57.4%
    Third gender 5 0.2% 80.0%
  Race and Ethnicity
    White 1,950 76.7% 59.2% 0.04
    Multi-Race and Ethnicity 323 12.7% 54.8%
    Black/African American 172 6.8% 51.7%
    Asian 34 1.3% 47.1%
    Native American/Alaska native 26 1.0% 84.6%
    Other 19 0.7% 63.2%
    Hispanic 16 0.6% 56.3%
    Hawaiian or other Pacific Islander 2 0.1% 50.0%
  Marital status
    Married 1,554 60.9% 59.7% 0.08
    Not married 999 39.1% 56.2%
  Parenthood
    Has children 1,233 49.1% 62.8% < 0.001
    No children 1,280 50.9% 53.9%
Professional characteristics
  Discipline
    Licensed clinical social worker 1,091 42.2% 55.8% 0.013
    Licensed professional counselor 1,001 38.7% 58.0%
    Psychologist 311 12.0% 65.9%
    Licensed marriage and family therapist 184 7.1% 60.9%
  Number of years since completing clinical professional degree (years)
    2–5 425 16.7% 56.7% 0.085
    6–9 1,241 48.8% 56.8%
    10 + 877 34.5% 61.3%
  Remaining education debt
    $0–9,999 1,023 40.8% 56.3% 0.26
    $10,000–34,999 477 19.0% 58.3%
    $35,000–79,999 509 20.3% 60.5%
    $80,000 or more 498 19.9% 60.8%
Community settings
  Has close family living within the state or convenient driving distance
    Yes 1,963 76.8% 59.8% < 0.004
    No 593 23.2% 53.1%
  Community fit: Clinician and family enjoy community, what it offers, and feel safe (scale)
    Strongly agrees 633 25.2% 62.7% < 0.001
    Agrees 1,313 52.3% 60.0%
    Neutral to strongly disagree 566 22.5% 49.1%

Table 1  Behavioral health clinician demographics, professional characteristics, current education debt, and rural vs. urban community 
location (n = 2,587)
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health departments, substance use disorder facilities, and 
other various safety net settings.

Descriptions and assessments of jobs and work
Behavioral health clinicians had worked in their current 
practices a mean of 4.9 years (range, 0.5 to 26 years), 
and they worked a mean of 41.0 h per week (Table 2). In 
addition to their clinical work, about one in six served 
administrative roles 10 or more hours per week. Most 
respondents reported having the flexibility they needed 
in their work hours, but one-third did not.

Three-quarters of clinicians agreed or strongly agreed 
with statements that they were overall satisfied with their 
practice and overall pleased with their work. A total of 
83.6% indicated that they would recommend their prac-
tices to others within their discipline.

Behavioral health clinicians’ assessments of various 
aspects of their jobs and work varied from strongly posi-
tive to somewhat negative. Nearly all clinicians (97.4%) 
found meaning in their work—recognizing its impor-
tance, having strong personal connections with patients, 
and valuing the mission of their practices. A strong 
majority (84.5%) agreed that they were able to provide 
the full range of services they wanted, and two-thirds 
(67.3%) indicated that they felt personally supported by 
the staff of their practices. More than half (56.7%) felt 
their practice had a good and supportive administration, 
but just over one-third (37.3%) indicated they had a good 
work-life balance and one-third (33.4%) felt well and 
fairly compensated.

Reporting a good work-life balance was more common 
for those who reported having flexibility in their work 
hours than those without flexibility (45.9% vs. 22.8%, 
respectively, p <.001) and for clinicians who worked fewer 
than 44 h per week than those who worked more (39.0% 
vs. 20.4%, p <.001).

Bivariate correlates of anticipated retention
Based on the reported number of years into the future 
these behavioral health clinicians estimated they would 
remain in their current safety net practices, 76.7% fore-
saw remaining at least another year, 66.8% at least 
another two years, and 42.2% another five years or more 
(Fig. 1).

About three-quarters of clinicians who strongly agreed 
with each positive global assessment statement about 

their practice and work, e.g., “Overall, I am satisfied with 
my current practice,” anticipated they would remain in 
their practices at least another five years. Conversely, 
only about one-quarter of respondents who disagreed 
with or were neutral on these global work assessment 
statements saw themselves still working in their practices 
in five years.

Without controlling for other factors, the percentage 
that anticipated remaining five or more years was greater 
for older than younger clinicians, for clinicians who had 
children than for those who did not, and for psychologists 
than the other disciplines (Table 1, right columns). Five-
year anticipated retention was also statistically greater for 
clinicians working in rural areas than urban areas, those 
who reported close family within a convenient driving 
distance than those without family nearby, and those 
who enjoyed their community, what it offered, and felt 
safe there than those felt otherwise. Five-year anticipated 
retention did not differ by gender, marital status, number 
of years since clinicians completed their clinical profes-
sional degree, amount of remaining education debt, or 
whether clinicians reported their anticipated retention in 
pre-COVID, COVID, and post-COVID years.

Among job and work characteristics and without 
accounting for other factors, five-year anticipated reten-
tion percentages were lowest for clinicians working in 
federally qualified health centers and other types of com-
munity health centers, and highest for those working in 
correctional facilities (Table 2, right columns). Antici-
pated retention rates were higher for clinicians who had 
worked within their practices longer than those who 
were newer to their practices, and those who served 
administrative roles 10 or more hours per week versus 
those who had no or smaller administrative roles. Five-
year anticipated retention percentages were also longer 
for clinicians who rated their practices and jobs higher 
in each of the six assessed areas, specifically in: (1) hav-
ing good administration, (2) finding meaning in work, (3) 
having a good work-life balance, (4) feeling well and fairly 
compensated, (5) feeling personally supported by staff, 
and (6) being able to practice the full range of services 
desired.

Number* Percent of total* % anticipating retention 
of 5 or more years

p-value

  Practice county urban vs. rural
    Urban 1,673 64.8% 54.9% < 0.001
    Rural 907 35.2% 64.6%
*counts total less than 2,587 due to missing data; % figures are for those without missing data

Table 1  (continued) 
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Number1 Percent % anticipating retention 
of 5 or more years

p-value

Type of practice
  FQHC and other community health centers 886 34.3% 51.9% < 0.001
  Community mental health facility 848 32.8% 59.8%
  American Indian health facility 165 6.4% 62.4%
  Private practice 165 6.4% 59.4%
  Correctional facility 93 3.6% 78.5%
  Health department 55 2.1% 66.0%
  Substance use disorder facility 28 1.1% 60.7%
  Other practice settings2 342 13.2% 62.0%
Clinician tenure in current practice (years)
  0.5 to 3.49 years 1,075 41.6% 54.3% < 0.001
  3.5 to 6.99 years 1,002 38.7% 58.9%
  7 or more years 510 19.7% 65.3%
Total work hours per week
  30–39 185 7.2% 57.8% 0.57
  40–44 2,173 84.0% 57.9%
  45 or more 229 8.9% 61.6%
Having needed flexibility in work hours
  Strongly Agree 419 16.4% 68.7% < 0.001
  Agree 1,191 46.7% 61.5%
  Neutral 425 16.7% 55.8%
  Disagree 388 15.2% 47.4%
  Strongly Disagree 127 5.0% 32.3%
Administrative roles 10 or more hours per week
  Yes 420 16.2% 65.5% 0.001
  No 2,167 83.8% 56.9%
Overall, I am satisfied with my current practice
  Strongly agree 605 23.8% 80.2% < 0.001
  Agree 1,284 50.6% 63.2%
  Neutral, disagree or strongly disagree 651 25.6% 27.8%
Overall, I am pleased with my work
  Strongly agree 706 27.6% 73.8% < 0.001
  Agree 1,487 58.2% 57.7%
  Neutral, disagree or strongly disagree 361 14.1% 29.4%
I would recommend my practice to others of my discipline
  Definitely 1,269 49.7% 73.4% < 0.001
  Probably 867 33.9% 50.4%
  Unsure, probably not or definitely not 418 16.4% 28.5%
Scale 1: Having good administration3

  Strongly Agree 427 16.8% 78.0% < 0.001
  Agree 1,018 40.0% 66.3%
  Neutral 759 29.8% 48.1%
  Disagree 274 10.8% 34.3%
  Strongly Disagree 68 2.7% 25.0%
Scale 2: Finding meaning in work4

  Strongly Agree 1,505 59.2% 62.9% < 0.001
  Agree 970 38.2% 52.4%
  Neutral 56 2.2% 39.3%
  Disagree 5 0.2% 20.0%
  Strongly Disagree 5 0.2% 60.0%
Scale 3: Having good work-life balance5

Table 2  Characteristics and assessments of behavioral health clinicians’ practices, jobs and work and bivariate associations with their 
5-year anticipated retention (n = 2,587)
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Correlates of five-year anticipated retention accounting for 
other factors
Using logistic regression to account for demographic, 
professional and community factors, as well as the cal-
endar period when clinicians completed surveys, antici-
pated retention remained associated with four of the 
six queried aspects of their work and job: having good 
and supportive administration (odds ratio (OR), 1.56, 
p <.001), having good work-life balance (OR, 1.15, 
p =.008), feeling well and fairly compensated (OR, 1.27, 
p <.001), and being able to provide the full range of ser-
vices desired (OR 1.27, p <.001) (Table 3). The two areas 
of job and work assessments were no longer associated 
with anticipated retention after controlling for other fac-
tors: finding meaning in work (OR 1.05, p =.63) and feel-
ing personally supported by other staff (OR, 1.07, p =.20). 
An additional file provides the results of the full regres-
sion model (see Additional file 1).

Discussion
This study sought to understand how behavioral health 
clinicians’ assessments of their jobs and work within U.S. 
mHPSAs correlate with their anticipation that they will 
still be working in their practices in five years. It found 
that four out of ten of its 2,587 licensed clinical social 
workers, licensed professional counselors, psychologists 
and licensed marriage and family therapists thought they 
would still be working in their practices in five years. As 
evidence of the overall importance of their jobs and work 
situations to their thoughts of remaining in or leaving 
their practices, 5-year anticipated retention rates were 
nearly three times higher for clinicians who indicated 
satisfaction on global work and practice assessment mea-
sures than clinicians who were neutral or dissatisfied on 
these measures.

After controlling for other factors, four of six tested 
assessments of various aspects of jobs and work drawn 
from the broader retention literature were found to be 
independently associated with 5-year anticipated reten-
tion for these mHPSA behavioral health clinicians. 

Number1 Percent % anticipating retention 
of 5 or more years

p-value

  Strongly Agree 260 10.2% 70.0% < 0.001
  Agree 692 27.1% 64.2%
  Neutral 777 30.5% 57.3%
  Disagree 651 25.5% 53.6%
  Strongly Disagree 171 6.7% 37.4%
Scale 4: Feeling well and fairly compensated6

  Strongly Agree 271 10.6% 73.4% < 0.001
  Agree 580 22.8% 66.9%
  Neutral 1,070 42.0% 57.7%
  Disagree 449 17.6% 46.8%
  Strongly Disagree 177 6.9% 38.4%
Feeling personally supported by staff
  Strongly Agree 704 27.6 67.3% < 0.001
  Agree 1,014 39.7 59.0%
  Neutral 541 21.2 55.1%
  Disagree 219 8.6 42.5%
  Strongly Disagree 74 2.9 29.7%
Being able to provide the full range of services desired
  Strongly Agree 996 39.0% 69.1% < 0.001
  Agree 1,161 45.5% 56.8%
  Neutral 222 8.7% 37.8%
  Disagree 143 5.6% 32.2%
  Strongly Disagree 31 1.2% 29.0%
1counts total less than 2,587 due to missing data
2includes designated Rural Health Clinics, school-based clinics, mobile units and other types of practice
3Scale 1: Response average to: The administrator of my practice/organization is effective; I have real input into administrative decisions; I have a good relationship with the 
practice administrator
4Scale 2: Response average to: I feel that I am doing important work; I feel a strong personal connection with my patients; I fully value the mission of my practice
5Scale 3: Response average to: Work rarely encroaches on my personal time; My work leaves me enough time for my personal life
6Scale 4: Response average to: I am not well compensated given my training and experience (reverse coded); My total compensation package, including benefits, is fair

Table 2  (continued) 
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Specifically, anticipated retention rates were higher for 
clinicians who reported a good and supportive admin-
istration, felt well and fairly compensated, had a good 
work-life balance, and were able to provide the full range 
of services they desired.

Previous studies of clinicians and staff in behavioral 
health settings have demonstrated the central impor-
tance to employee retention of administrative leadership 
that is effective and understands, respects, supports, and 
empowers clinicians [15, 35]. This fact reflects a funda-
mental truism in management: employees leave manag-
ers, not jobs. The field of nursing has long recognized the 
importance of skilled and effective unit and organization-
level administration in preventing nurses’ stress, burnout, 

and turnover, and numerous interventions to strengthen 
nursing administration have been described and assessed 
[10, 21, 36, 37]. In the behavioral health field, the nega-
tive effect on retention has been demonstrated for a rigid 
organizational culture that, among other things, excludes 
clinicians from management decisions [38]. Other than 
this, there has been little inquiry into the role of adminis-
tration in behavioral health clinician retention, and to our 
knowledge, no published interventions to upskill admin-
istrators and improve administrative practices, whether 
in mHPSAs or other communities.

The importance of salary dollar amounts to job turn-
over and retention has also been previously demon-
strated for employees in behavioral health care settings, 

Table 3  Associations of behavioral health clinicians’ assessments of various aspects of their jobs and work with their 5-year anticipated 
retention after controlling for other factors1: results of logistic regression (n=2,587)

Anticipating retention 5 years or longer
Exp(B) p

Work scale 1: Having good administration (5-point scale) 1.56 <.001
Work scale 2: Finding meaning in work (5-value scale) 1.05 .63
Work scale 3: Having good work-life balance (5-value scale) 1.15 .008
Work scale 4: Feeling well and fairly compensated (5-value scale) 1.27 <.001
Feeling personally supported by staff (5-value Likert response) 1.07 .20
Being able to provide full range of services desired (5-value Likert response) 1.27 <.001
Model Chi-square 350.87 <.001
Nagelkerke R square .194 -
1Fully adjusted models include clinician gender (F/M), marital status (married/not married), children at home (Y/N), age (26-33, 34-39, 40-49, 50+), current education 
debt (10,000-34,999; 80,000+), discipline (LCSW, LPC, LMFT, Psychologist), serving administrative roles 10+ hours per week, having close family within convenient 
driving distance (y/n), clinician-community fit scale (1 to 5 continuous), county practice location (rural/urban); pre-COVID period vs. COVID period vs. post-COVID 
period

Fig. 1  Percentage of behavioral health clinicians who anticipate remaining in their current safety net practices over the years ahead
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including clinicians [7, 39, 40]. This study demonstrated, 
relatedly, that behavioral health clinicians’ sense that their 
compensation is fair is linked to their anticipated reten-
tion. Studies for other health care disciplines and fields 
suggest that perceived fairness in pay predicts anticipated 
turnover better than actual compensation levels [41, 42]. 
This study’s participants received loan repayment, which 
may affect perceptions of their compensation, that is, 
compensation at a given level but in a job that qualifies 
for loan repayment may be more often viewed as fair. As 
a whole, the behavioral health field struggles with low sal-
ary compared to rising student loan debt amounts.

As also previously demonstrated for clinicians of other 
health care professions and settings, this study’s behav-
ioral health clinicians working in mHPSAs in jobs that 
permitted a good work-life balance more often antici-
pated remaining in their jobs [43, 44]. In our study, clini-
cians who reported a good work-life balance more often 
reported they had the flexibility they needed in their 
work hours and less often reported working more than 
44 h per week, pointing to some contributors to work-
life imbalance as well as potential solutions for practices. 
Permitting clinicians to individually elect the frequency, 
scheduling and location of their use of telehealth services 
may be other ways for organizations to promote work-life 
balance while demonstrating to clinicians the administra-
tion’s flexibility and prioritization of their needs [45].

Among nurses and nurse practitioners, jobs that do 
not allow one to practice to the full scope of one’s license 
experience lower satisfaction and higher job turnover 
[14, 46]. Similarly, our study finds that anticipated turn-
over was greater for behavioral health clinicians who felt 
their jobs did not allow them to provide all of the services 
they wanted, although fewer than one in six respondents 
reported such limitations to their work. To address this 
issue, employers can include clinicians in discussions 
when new services and care modalities are considered. 
Employers can also update job roles in states where 
behavioral health clinicians’ independent practice and 
prescription authorities have been expanded, and where 
insurers broadly cover behavioral health services and 
allow independent billing [47].

We were initially surprised that finding meaning in 
one’s work was statistically unrelated to the anticipated 
retention of these behavioral health clinicians who chose 
careers caring for economically marginalized communi-
ties. But the reason for this, we believe, is that almost all 
(97.4%) of the behavioral health clinicians of this study 
found their work meaningful. Thus, nearly all jobs within 
mHPSA safety net practices offer this important positive 
work motivator to behavioral health clinicians, and the 
meaningfulness of work is thereby acting as a near-uni-
versal force maintaining retention in this setting.

The second aspect of this study’s behavioral health cli-
nicians’ jobs and work found not to be independently 
related to anticipated retention was feeling personally 
supported by other staff of their practices. The impor-
tance to retention of feelings of connectedness, support 
and trust among coworkers has been repeatedly demon-
strated in the nursing literature [48–50]. The behavioral 
health clinician literature describes the importance of 
well-functioning multi-disciplinary teams to patient care 
[51, 52]. More research is needed on the importance of 
the affective aspects of behavioral health team members’ 
interactions, including how these do or do not contribute 
to clinician satisfaction and retention, and if they do, how 
they can be fostered by organizations.

Limitations
Anticipated retention and anticipated turnover are 
strong but not perfect indicators of clinicians who actu-
ally will remain in or leave their practices, and factors 
correlated with these two outcomes can differ [18, 53]. 
This study did not have data to determine the contribu-
tions of behavioral health clinicians’ assessments of other 
aspects of their jobs and work to their anticipated reten-
tion, including client caseloads, organizational culture, 
team functioning, use of onboarding programs, and use 
of telemedicine [11, 35, 43].

A strength of this study’s mHPSA behavioral health 
clinician cohort is that it is large and broad in its disci-
plines and in the types of practices and states where they 
work. Nevertheless, the cohort may not proportionately 
represent all clinicians of its disciplines within mHPSAs 
throughout the U.S. We note that during the study period 
the PRISM Collaborative included no states in the Deep 
South region of the U.S. Further, this study did not assess 
if job and work retention factors differ across the four 
behavioral health disciplines or for clinicians working in 
rural versus urban communities. This study also did not 
assess job and work factors that affect the retention for 
behavioral health disciplines trained at the bachelor’s and 
certificate levels.

Conclusion
This study found that behavioral health clinicians’ assess-
ments of their work and jobs within mHPSA practices 
are strongly associated with the likelihood they expect 
to still work in their practices in five years. Anticipated 
retention was more likely with favorable assessments of 
their work and jobs overall, and then specifically with 
perceiving they had an effective and supportive adminis-
tration, had a good work-life balance, felt well and fairly 
compensated, and could provide the full range of services 
they wished. An important area of future inquiry for the 
behavioral health field is to identify the administrator 
skills, management styles, and ways of shaping the work, 
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schedules, and jobs that best support behavioral health 
clinicians and enhance their retention.

Nearly all behavioral health clinicians felt their prac-
tice’s mission was concordant with their own values and 
that they were doing important work; hence, finding 
meaning in one’s work was already a force nearly uni-
versally favoring retention within mHPSAs. Future stud-
ies, however, should assess how finding meaning in one’s 
work affects the retention of behavioral health clinicians 
working in other settings, where clinicians’ values and 
their practices’ missions may conflict.

Demand for behavioral health services has grown as 
population rates of depression and anxiety have increased 
since the COVID- 19 pandemic [54]. Higher rates of 
substance use have further increased service needs and 
thereby the demand and competition for clinicians in 
many practices offering behavioral health services in the 
U.S. These trends, along with chronic underfunding of 
public mental health services, challenge safety net prac-
tices’ capacity to compete for and then retain clinicians 
with competitive salaries, manageable client panel sizes, a 
tolerable pace of work, and sustainable work-life balance. 
Nevertheless, our study identifies changes in adminis-
trative approaches that mHPSA safety net practices can 
make to potentially stem the high turnover—and perhaps 
also bolster recruitment—of behavioral health clinicians, 
at little added cost. This is by creating an administration 
that values clinicians, seeks their input in decisions, and 
strives to meet their job and professional needs. This 
approach recognizes that a health care organization’s suc-
cesses for its patients are greater when it succeeds with 
its clinicians. Co-prioritizing clinicians’ needs, listening, 
empowering, and administrative flexibility are key.

Abbreviations
LCSW	� Licensed clinical social worker
LMFT	� Licensed marriage and family therapist
LPC	� Licensed professional counselor
mHPSA	� Mental Health Professional Shortage Area
NHSC	� National Health Service Corps
PRISM	� Provider Retention and Information System Management 

Collaborative

Supplementary Information
The online version contains supplementary material available at ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​
g​/​​1​0​.​​1​1​8​6​​/​s​​1​2​9​1​3​-​0​2​5​-​1​2​6​9​8​-​6.

Supplementary Material 1. Complete regression model results of associa-
tions of behavioral health clinicians’ assessments of various aspects of 
their jobs and work and their 5-year anticipated retention in their current 
mHPSA practices after controlling for other factors (n=2,587). Table with 
full logistic regression model results.

Acknowledgements
The authors thank Phillip Maycheck for preparing this study’s analysis files, and 
thank the UNC Sheps Integrated Research Solutions team that manages the 
PRISM Collaborative’s survey data system.

Authors’ contributions
DEP initiated the study, conducted its analyses, and led manuscript writing. 
All authors (DEP, LdSZ, TRK, ABS, JNH, JF, BML) helped refine the study foci, 
contributed to interpretation of the findings, and reviewed and contributed to 
sequential drafts of the manuscript, including the final draft. JF, ABS and JNH 
further contributed to data collection, and TRK, LdSZ, and BML contributed to 
analytic strategies.

Funding
This project is supported by the Substance Abuse and Mental Health 
Services Administration (SAMHSA) and the Health Resources and Services 
Administration (HRSA) of the U.S. Department of Health and Human Services 
(HHS) under grant number U81HP46529 - 01‐01 Cooperative Agreement for a 
Regional Center for Health Workforce Studies for $1,121,875. This information 
or content and conclusions are those of the author and should not be 
construed as the official position or policy of, nor should any endorsements 
be inferred by SAMHSA, HRSA, HHS or the U.S. Government.

Data availability
The datasets analyzed in the current study are not publicly available, as they 
are administrative data that include personal and sensitive survey data, but are 
available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Studies using these data gathered principally for administrative purposes have 
been deemed exempt from human subjects review by the University of North 
Carolina at Chapel Hill Office of Human Research Ethics (Study 12–0626). 
As such, informed consent from clinicians is not required. This study was 
conducted in accordance with both the U.S. Federal Policy for the Protection 
of Human Subjects and the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Cecil G. Sheps Center for Health Services Research and Department of 
Family Medicine, University of North Carolina, Chapel Hill, NC, USA
2Cecil G. Sheps Center for Health Services Research and School of Social 
Work, University of North Carolina, Chapel Hill, NC, USA
3Cecil G. Sheps Center for Health Services Research, University of North 
Carolina, Chapel Hill, NC, USA
4Division of Prevention and Quality Improvement, Kentucky Department 
for Public Health, Frankfort, KY, USA
5New Mexico Health Resources, Inc., Albuquerque, NM, USA
6National Rural Recruitment and Retention Network (3RNET), Jefferson 
City, MO, USA
7Cecil G. Sheps Center for Health Services Research, Department of Family 
Medicine, and School of Social Work, University of North Carolina, Chapel 
Hill, NC, USA

Received: 9 October 2024 / Accepted: 3 April 2025

References
1.	 Health Resources and Services Administration. Health Workforce Shortage 

Areas. Accessed July 22. 2024c. ​h​t​t​p​​s​:​/​​/​d​a​t​​a​.​​h​r​s​​a​.​g​​o​v​/​t​​o​p​​i​c​s​​/​h​e​​a​l​t​h​​-​w​​o​r​k​​f​o​r​​c​e​
/​s​​h​o​​r​t​a​g​e​-​a​r​e​a​s. Accessed 22 July 2024.

2.	 Kepley HO, Streeter RA. Closing behavioral health workforce gaps: a HRSA 
program expanding direct mental health service access in underserved areas. 
Am J Prev Med. 2018;54(6S3):S190–1. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​a​m​​e​p​r​​e​.​2​0​​1​8​​.​0​
3​.​0​0​6.

3.	 Health Resources and Services Administration. HRSA. National Health Service 
Corps. https://nhsc.hrsa.gov/. Accessed 31 July 2024.

https://doi.org/10.1186/s12913-025-12698-6
https://doi.org/10.1186/s12913-025-12698-6
https://data.hrsa.gov/topics/health-workforce/shortage-areas
https://data.hrsa.gov/topics/health-workforce/shortage-areas
https://doi.org/10.1016/j.amepre.2018.03.006
https://doi.org/10.1016/j.amepre.2018.03.006
https://nhsc.hrsa.gov/


Page 12 of 13Pathman et al. BMC Health Services Research          (2025) 25:592 

4.	 Health Resources and Services Administration. Behavioral Health Workforce 
Education and Training (BHWET) Program for Professionals. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​h​​r​s​a​​.​
g​o​​v​/​g​r​​a​n​​t​s​/​​f​i​n​​d​-​f​u​​n​d​​i​n​g​/​H​R​S​A​-​2​1​-​0​8​9. Accessed 22 July 2024.

5.	 Baum N, King J. February. The behavioral health workforce in rural America: 
developing a national recruitment strategy. Unpublished report. 2020. ​h​t​t​p​​s​:​/​​
/​w​w​w​​.​h​​e​a​l​​t​h​w​​o​r​k​f​​o​r​​c​e​t​​a​.​o​​r​g​/​w​​p​-​​c​o​n​​t​e​n​​t​/​u​p​​l​o​​a​d​s​​/​2​0​​2​3​/​0​​7​/​​B​H​W​​R​C​_​​T​h​e​-​​B​e​​
h​a​v​​i​o​r​​a​l​-​H​​e​a​​l​t​h​​-​W​o​​r​k​f​o​​r​c​​e​-​i​n​-​R​u​r​a​l​-​A​m​e​r​i​c​a​.​p​d​f. Accessed 20 Sept 204.

6.	 Substance Abuse and Mental Health Services Administration, US DHHS. 
Report to Congress on the Nation’s Substance Abuse and Mental Health 
Workforce Issues. 24 Jan 2013. ​h​t​t​p​​s​:​/​​/​m​h​t​​t​c​​n​e​t​​w​o​r​​k​.​o​r​​g​/​​w​p​-​​c​o​n​​t​e​n​t​​/​u​​p​l​o​​a​d​
s​​/​2​0​1​​9​/​​0​2​/​​S​A​M​​H​S​A​-​​R​e​​p​o​r​​t​-​t​​o​-​C​o​​n​g​​r​e​s​s​-​2​0​1​3​_​2​.​p​d​f. Accessed 20 Sept 2024.

7.	 Beidas RS, Marcus S, Wolk CB, et al. A prospective examination of clinician 
and supervisor turnover within the context of implementation of evidence-
based practices in a publicly-funded mental health system. Adm Policy Ment 
Health. 2016;43:640–9. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​0​4​8​8​-​0​1​5​-​0​6​7​3​-​6.

8.	 Garner BR, Hunter BD, Modisette KC, Ihnes PC, Godley SH. Treatment staff 
turnover in organizations implementing evidence-based practices: turnover 
rates and their association with client outcomes. J Subst Abuse Treat. 
2012;42(2):124–42. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​j​s​a​t​.​2​0​1​1​.​1​0​.​0​1​5.

9.	 Eby LT, Burk H, Maher CP. How serious a problem is staff turnover in sub-
stance abuse treatment? A longitudinal study of actual turnover. J Subst 
Abuse Treat. 2010;39:264–71. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​j​s​a​t​.​2​0​1​0​.​0​6​.​0​0​9.

10.	 Adams R, Ryan T, Wood E. Understanding the factors that affect retention 
within the mental health nursing workforce: a systematic review and the-
matic synthesis. Int J Ment Health Nurs. 2021;30:1476–97. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​
1​1​1​​/​i​​n​m​.​1​2​9​0​4.

11.	 Brabson LA, Harris JL, Lindhiem O, Herschell AD. Workforce turnover in 
community behavioral health agencies in the USA: a systematic review with 
recommendations. Clin Child Fam Psychol Rev. 2020;23:297–315. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​
o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​0​5​6​7​-​0​2​0​-​0​0​3​1​3​-​5.

12.	 Mor Barak ME, Nissly JA, Levin A. Antecedents to retention and turnover 
among child welfare, social work and other human service employees: what 
can we learn from past research? A review and metanalysis. Soc Serv Rev. 
2001;75(4):625–61. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​8​6​​/​3​​2​3​1​6​6.

13.	 Leider JP, Shah GH, Yeager VA, Yin J, Madamala K, Turnover. COVID-19, and 
reasons for leaving and staying within governmental public health. J Public 
Health Manag Pract. 2023;29(1 supp):S54–63. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​9​7​​/​P​​H​H​.​​0​0​
0​​0​0​0​0​​0​0​​0​0​0​1​6​3​4.

14.	 Patel E, Munn LT, Broyhill B, Fraher E. Drivers of hospital nurse practitioner 
turnover: a National sample survey analysis. Nurs Outlook. 2024;72(4):102180. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​o​u​​t​l​o​​o​k​.​2​​0​2​​4​.​1​0​2​1​8​0.

15.	 Knudsen HK, Johnson JA, Roman PM. Retaining counseling staff at substance 
abuse treatment centers: effects of management practices. J Subst Abuse 
Treat. 2003;24:129–35. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​s​​0​7​4​0​-​5​4​7​2​(​0​2​)​0​0​3​5​7​-​4.

16.	 Yanchus NJ, Periard D, Osatuke K. Further examination of predictors of turn-
over intention among mental health professionals. J Psychiatr Ment Health 
Nurs. 2017;24:41–56. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​p​m​.​1​2​3​5​4.

17.	 Heisler EJ. The Mental Health Workforce: A Primer. Unpublished report of the 
Congressional Research Service. Dated April 20, 2018. ​h​t​t​p​​s​:​/​​/​s​g​p​​.​f​​a​s​.​​o​r​g​​/​c​r​s​​/​
m​​i​s​c​/​R​4​3​2​5​5​.​p​d​f. Accessed 10 Aug 2024.

18.	 Fukui S, Rollins AL, Salyers MP. Characteristics and job stressors associated 
with turnover and turnover intentions among community mental health 
providers. Psychiatr Serv. 2020;71:289–92. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​6​​/​a​​p​p​i​.​p​s​.​2​0​1​
9​0​0​2​4​6.

19.	 Rauner T, Fannell J, Amundson M, Harrison J, Sauer M, Pathman DE. Partner-
ing around data to address clinician retention in loan repayment programs: 
the multistate/nhsc retention collaborative. J Rural Health. 2015;31(3):231–4. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​r​h​.​1​2​1​1​8.

20.	 National Rural Recruitment and Retention Network (3RNET). Provider Reten-
tion & Information System Management (PRISM). ​h​t​t​p​s​:​/​/​w​w​w​.​3​r​n​e​t​.​o​r​g​/​P​R​I​S​
M​​​​​. Accessed 24 Sept 2024.

21.	 Lawson C. Strengthening new nurse manager leadership skills through a 
transition-to-practice program. J Nurs Adm. 2020;50(12):618–22. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​
r​g​/​​1​0​.​​1​0​9​7​​/​N​​N​A​.​​0​0​0​​0​0​0​0​​0​0​​0​0​0​0​9​4​7.

22.	 Mascari JB, Webber J. CACREP accreditation: A solution to license portability 
and counselor identity problems. J Couns Dev. 2013;91(1):15–25. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​
o​​r​g​/​​1​0​.​​1​0​0​2​​/​j​​.​1​5​​5​6​-​​6​6​7​6​​.​2​​0​1​3​.​0​0​0​6​6​.​x.

23.	 Martin J, Sinclair RR. A typology of the part-time workforce: differences on job 
attitudes and turnover. J Occup Organ Psychol. 2007;80(2):301–19. ​h​t​t​p​​s​:​/​​/​d​o​i​​
.​o​​r​g​/​​1​0​.​​1​3​4​8​​/​0​​9​6​3​1​7​9​0​6​X​1​1​3​8​3​3.

24.	 Konrad TR, Williams ES, Linzer M, McMurray J, Pathman DE, Gerrity M, et 
al. Measuring physician job satisfaction in a changing workplace and a 

challenging environment. SGIM career satisfaction study group. Society of 
general internal medicine. Med Care. 1999;37(11):1174–82. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​
1​0​9​7​​/​0​​0​0​0​​5​6​5​​0​-​1​9​​9​9​​1​1​0​0​0​-​0​0​0​1​0.

25.	 Williams ES, Konrad TR, Linzer M, McMurray J, Pathman DE, Gerrity M, et al. 
Refining the measurement of physician job satisfaction: results from the 
physician worklife survey. SGIM career satisfaction study group. Society of 
general internal medicine. Med Care. 1999;37(11):1140–54. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​
1​0​9​7​​/​0​​0​0​0​​5​6​5​​0​-​1​9​​9​9​​1​1​0​0​0​-​0​0​0​0​6.

26.	 Yun J, Zerden LS, Cuddeback GS, Konrad TR, Pathman DE. Overall work and 
practice satisfaction of licensed clinical social workers in the National health 
service corps loan repayment program. Health Soc Work. 2021;46(1):9–21. ​h​t​t​
p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​9​3​​/​h​​s​w​/​h​l​a​a​0​3​3.

27.	 Pathman DE, de Saxe Zerden L, Gingras M, Seel J, Fannell J, Lombardi BM. 
Preparing behavioral health clinicians for success and retention in rural safety 
net practices. J Rural Health. 2024;1–11. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​r​h​.​1​2​8​2​4.

28.	 Pathman DE, Konrad TR, Sewell RG, Fannell J, Rauner T. Satisfaction of the pri-
mary care, mental health and dental health clinicians of the National health 
service corps loan repayment program. J Health Care Poor Underserved. 
2019;30(3):1197–211. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​3​5​3​​/​h​​p​u​.​2​0​1​9​.​0​0​8​2.

29.	 Pathman DE, Konrad TR, Agnew CR. Predictive accuracy of rural physicians’ 
stated retention plans. J Rural Health. 2003;19:236–44. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​
1​​/​j​​.​1​7​​4​8​-​​0​3​6​1​​.​2​​0​0​3​.​t​b​0​0​5​6​9​.​x.

30.	 Economic Research Service, U.S. Department of Agriculture. Rural Classifica-
tions. Overview. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​e​​r​s​.​​u​s​d​​a​.​g​o​​v​/​​t​o​p​​i​c​s​​/​r​u​r​​a​l​​-​e​c​​o​n​o​​m​y​-​p​​o​p​​u​l​a​​t​i​o​​n​
/​r​u​​r​a​​l​-​c​l​a​s​s​i​f​i​c​a​t​i​o​n​s​/. Accessed 20 Sept 2023.

31.	 Health Resources and Services Administration. Data downloads. Area Health 
Resources Files. ​h​t​t​p​​s​:​/​​/​d​a​t​​a​.​​h​r​s​​a​.​g​​o​v​/​d​​a​t​​a​/​d​​o​w​n​​l​o​a​d​​?​d​​a​t​a​=​A​H​R​F​#​A​H​R​F. 
Accessed 1 May 2023.

32.	 Flanagin A, Frey T, Christiansen SL. Updated guidance on the reporting of 
race and ethnicity in medical and science journals. JAMA. 2021;326(7):621–7. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​1​​/​j​​a​m​a​.​2​0​2​1​.​1​3​3​0​4.

33.	 Poon YSR, Lin YP, Griffiths P, Yong KK, Seah B, Liaw SY. A global overview of 
healthcare workers’ turnover intention amid COVID-19 pandemic: a system-
atic review with future directions. Hum Resour Health. 2022;20:70. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​
o​​r​g​/​​1​0​.​​1​1​8​6​​/​s​​1​2​9​6​0​-​0​2​2​-​0​0​7​6​4​-​7.

34.	 Benjamini Y, Hochberg Y. Controlling for false discovery rate: a practical and 
powerful approach to multiple testing. J R Stat Soc Ser B Stat Methodol. 
1995;57(1):289–300. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​.​2​5​​1​7​-​​6​1​6​1​​.​1​​9​9​5​.​t​b​0​2​0​3​1​.​x.

35.	 Knight DK, Becan JE, Flynn PM. Organizational consequences of staff turnover 
in outpatient substance abuse treatment programs. J Subst Abuse Treat. 
2012;42:143–50. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​j​s​a​t​.​2​0​1​1​.​1​0​.​0​0​9.

36.	 Townsend K, Wilkinson A, Kellner A. Opening the black box in nursing 
work and management practice: the role of ward managers. J Nurs Manag. 
2015;23(2):211–20. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​o​n​m​.​1​2​1​1​5.

37.	 Perez-Gonzalez S, Marques-Sanchez P, Pinto-Carral A, Gonzalez-Garcia A, 
Liebana-Presa C, Benavides C. Characteristics of leadership competency in 
nurse managers: a scoping review. J Nurs Manag. 2024. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​
5​5​​/​2​​0​2​4​/​5​5​9​4​1​5​4.

38.	 Glisson C, Schoenwald SK, Kelleher K, Landsverk J, Hoagwood KE, Mayberg 
S, et al. Therapist turnover and new program sustainability in mental health 
clinics as a function of organizational culture, climate, and service structure. 
Adm Policy Ment Health. 2008;35(1–2):124–33. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​0​4​8​
8​-​0​0​7​-​0​1​5​2​-​9.

39.	 Sheidow AJ, Schoenwald SK, Wagner HR, Allred CA, Burns BJ. Predictors of 
workforce turnover in a transported treatment program. Adm Policy Ment 
Health. 2007;34(1):45–56. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​0​4​8​8​-​0​0​6​-​0​0​6​1​-​3.

40.	 Bukach AM, Ejaz FK, Dawson N, Gitter RJ. Turnover among community mental 
health workers in Ohio. Adm Policy Ment Health. 2017;44:115–22. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​
o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​0​4​8​8​-​0​1​5​-​0​7​0​6​-​1.

41.	 Kao AC, Jager AJ, Koenig BA, Moller AC, Tutty MA, Williams GC, Wright 
SM. Physician perception of pay fairness and its association with work 
satisfaction, intent to leave practice, and personal health. J Gen Intern Med. 
2018;33(6):812–7. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​1​6​0​6​-​0​1​7​-​4​3​0​3​-​8.

42.	 Cobb JA, Keller JR, Nurmohamed S. How do I compare? The effect of 
work-unit demographics on reactions to pay inequality. Ind Labor Relat Rev. 
2022;75(3):665–92. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​7​​/​0​​0​1​9​7​9​3​9​2​1​1​0​0​1​8​7​4.

43.	 de Vries N, Boone A, Godderis L, Bouman J, Szemik S, Matranga D, de Winter 
P. The race to retain healthcare workers: a systematic review of factors that 
impact retention of nurses and physicians in hospitals. Inquiry. 2023;60:1–21. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​7​​/​0​​0​4​6​9​5​8​0​2​3​1​1​5​9​3​1​8.

https://www.hrsa.gov/grants/find-funding/HRSA-21-089
https://www.hrsa.gov/grants/find-funding/HRSA-21-089
https://www.healthworkforceta.org/wp-content/uploads/2023/07/BHWRC_The-Behavioral-Health-Workforce-in-Rural-America.pdf
https://www.healthworkforceta.org/wp-content/uploads/2023/07/BHWRC_The-Behavioral-Health-Workforce-in-Rural-America.pdf
https://www.healthworkforceta.org/wp-content/uploads/2023/07/BHWRC_The-Behavioral-Health-Workforce-in-Rural-America.pdf
https://mhttcnetwork.org/wp-content/uploads/2019/02/SAMHSA-Report-to-Congress-2013_2.pdf
https://mhttcnetwork.org/wp-content/uploads/2019/02/SAMHSA-Report-to-Congress-2013_2.pdf
https://doi.org/10.1007/s10488-015-0673-6
https://doi.org/10.1016/j.jsat.2011.10.015
https://doi.org/10.1016/j.jsat.2010.06.009
https://doi.org/10.1111/inm.12904
https://doi.org/10.1111/inm.12904
https://doi.org/10.1007/s10567-020-00313-5
https://doi.org/10.1007/s10567-020-00313-5
https://doi.org/10.1086/323166
https://doi.org/10.1097/PHH.0000000000001634
https://doi.org/10.1097/PHH.0000000000001634
https://doi.org/10.1016/j.outlook.2024.102180
https://doi.org/10.1016/j.outlook.2024.102180
https://doi.org/10.1016/s0740-5472(02)00357-4
https://doi.org/10.1111/jpm.12354
https://sgp.fas.org/crs/misc/R43255.pdf
https://sgp.fas.org/crs/misc/R43255.pdf
https://doi.org/10.1176/appi.ps.201900246
https://doi.org/10.1176/appi.ps.201900246
https://doi.org/10.1111/jrh.12118
https://doi.org/10.1111/jrh.12118
https://www.3rnet.org/PRISM
https://www.3rnet.org/PRISM
https://doi.org/10.1097/NNA.0000000000000947
https://doi.org/10.1097/NNA.0000000000000947
https://doi.org/10.1002/j.1556-6676.2013.00066.x
https://doi.org/10.1002/j.1556-6676.2013.00066.x
https://doi.org/10.1348/096317906X113833
https://doi.org/10.1348/096317906X113833
https://doi.org/10.1097/00005650-199911000-00010
https://doi.org/10.1097/00005650-199911000-00010
https://doi.org/10.1097/00005650-199911000-00006
https://doi.org/10.1097/00005650-199911000-00006
https://doi.org/10.1093/hsw/hlaa033
https://doi.org/10.1093/hsw/hlaa033
https://doi.org/10.1111/jrh.12824
https://doi.org/10.1353/hpu.2019.0082
https://doi.org/10.1111/j.1748-0361.2003.tb00569.x
https://doi.org/10.1111/j.1748-0361.2003.tb00569.x
https://www.ers.usda.gov/topics/rural-economy-population/rural-classifications/
https://www.ers.usda.gov/topics/rural-economy-population/rural-classifications/
https://data.hrsa.gov/data/download?data=AHRF#AHRF
https://doi.org/10.1001/jama.2021.13304
https://doi.org/10.1001/jama.2021.13304
https://doi.org/10.1186/s12960-022-00764-7
https://doi.org/10.1186/s12960-022-00764-7
https://doi.org/10.1111/j.2517-6161.1995.tb02031.x
https://doi.org/10.1016/j.jsat.2011.10.009
https://doi.org/10.1111/jonm.12115
https://doi.org/10.1155/2024/5594154
https://doi.org/10.1155/2024/5594154
https://doi.org/10.1007/s10488-007-0152-9
https://doi.org/10.1007/s10488-007-0152-9
https://doi.org/10.1007/s10488-006-0061-3
https://doi.org/10.1007/s10488-015-0706-1
https://doi.org/10.1007/s10488-015-0706-1
https://doi.org/10.1007/s11606-017-4303-8
https://doi.org/10.1177/00197939211001874
https://doi.org/10.1177/00469580231159318
https://doi.org/10.1177/00469580231159318


Page 13 of 13Pathman et al. BMC Health Services Research          (2025) 25:592 

44.	 Wong K, Chan AHS, Teh P-L. How is work-life balance arrangement associated 
with organizational performance? A meta-analysis. Int J Environ Res Public 
Health. 2020;17(12):4446. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​3​3​9​0​​/​i​​j​e​r​p​h​1​7​1​2​4​4​4​6.

45.	 Substance Abuse and Mental Health Services Administration, US DHHS. 
Telehealth for the Treatment of Serious Mental Illness and Substance Use 
Disorders. Evidence-Based Resource Guide Series Overview. Publication No. 
PEP21-06-02-001. 2021. ​h​t​t​p​​s​:​/​​/​s​t​o​​r​e​​.​s​a​​m​h​s​​a​.​g​o​​v​/​​s​i​t​​e​s​/​​d​e​f​a​​u​l​​t​/​f​​i​l​e​​s​/​p​e​​p​2​​1​-​0​
6​-​0​2​-​0​0​1​.​p​d​f. Accessed 29 Aug 2024.

46.	 Déry J, Clarke SP, D’Amour D, Blais R. Scope of nursing practice in a tertiary 
pediatric setting: associations with nurse and job characteristics and job 
satisfaction. J Nurs Scholarsh. 2018;50(1):56–64. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​n​u​.​1​
2​3​5​2.

47.	 Centers for Medicare & Medicaid Services. Marriage and Family Therapists 
and Mental Health Counselors. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​c​​m​s​.​​g​o​v​​/​m​e​d​​i​c​​a​r​e​​/​p​a​​y​m​e​n​​t​/​​f​e​
e​​-​s​c​​h​e​d​u​​l​e​​s​/​p​​h​y​s​​i​c​i​a​​n​-​​f​e​e​​-​s​c​​h​e​d​u​​l​e​​/​m​a​​r​r​i​​a​g​e​-​​a​n​​d​-​f​​a​m​i​​l​y​-​t​​h​e​​r​a​p​​i​s​t​​s​-​m​e​​n​t​​a​
l​-​h​e​a​l​t​h​-​c​o​u​n​s​e​l​o​r​s. Accessed 27 Aug 2024.

48.	 Joseph B, Jacob S, Lam L, Rahman MA. Factors influencing the transition and 
retention of mental health nurses during the initial years of practice: scoping 
review. J Nurs Manag. 2022;30(8):4274–84. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​o​n​m​.​1​3​8​8​
2.

49.	 Alexander JA, Lichtenstein R, Oh HJ, Ullman E. A causal model of voluntary 
turnover among nursing personnel in long-term psychiatric settings. Res 
Nurs Health. 1998;21:415–27. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​1​0​.​1​0​0​2​/​(​s​i​c​i​)​1​0​9​8​-​2​4​0​x​(​1​9​9​8​1​0​)​
2​1​:​5​%​3​C​;​4​1​5​:​:​a​i​d​-​n​u​r​5​%​3​E​;​3​.​0​.​c​o​;​2​-​q.

50.	 Karlowicz KA, Ternus MP. Issues influencing psychiatric nurse retention during 
the first year of employment: a case analysis. J Nurs Manag. 2009;17:49–58. ​h​t​
t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​.​1​3​​6​5​-​​2​9​3​4​​.​2​​0​0​8​.​0​0​8​5​0​.​x.

51.	 Ramanuj P, Ferenchik E, Docherty M, Spaeth-Rublee B, Pincus HA. Evolving 
models of integrated behavioral health and primary care. Curr Psychiatry Rep. 
2019;21(1):4. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​1​9​2​0​-​0​1​9​-​0​9​8​5​-​4.

52.	 Cohen DJ, Davis M, Balasubramanian BA, Gunn R, Hall J, DeGruy FV, et al. 
Integrating behavioral health and primary care: consulting, coordinating and 
collaboration among professionals. JABFM. 2015;28(Supplement):S21–31. ​h​t​t​
p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​3​1​2​2​​/​j​​a​b​f​​m​.​2​​0​1​5​.​​S​1​​.​1​5​0​0​4​2.

53.	 Cohen G, Blake RS, Goodman D. Does turnover intention matter: evaluating 
the usefulness of turnover intention rate as a predictor of actual turnover 
rate. Rev Public Pers Adm. 2016;36(3):240–63. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​7​​/​0​​7​3​4​3​7​
1​X​1​5​5​8​1​8​5​0.

54.	 Kupcova I, Danisovic L, Klein M, Harsanyi S. Effects of the COVID-19 pandemic 
on mental health, anxiety, and depression. BMC Psychol. 2023;11:108. ​h​t​t​p​s​:​​​/​​/​
d​o​​i​.​​o​r​​g​​/​​1​0​​.​1​1​​​8​6​​/​s​4​0​​3​5​9​-​​0​2​3​-​0​​1​1​3​0​-​5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.3390/ijerph17124446
https://store.samhsa.gov/sites/default/files/pep21-06-02-001.pdf
https://store.samhsa.gov/sites/default/files/pep21-06-02-001.pdf
https://doi.org/10.1111/jnu.12352
https://doi.org/10.1111/jnu.12352
https://www.cms.gov/medicare/payment/fee-schedules/physician-fee-schedule/marriage-and-family-therapists-mental-health-counselors
https://www.cms.gov/medicare/payment/fee-schedules/physician-fee-schedule/marriage-and-family-therapists-mental-health-counselors
https://www.cms.gov/medicare/payment/fee-schedules/physician-fee-schedule/marriage-and-family-therapists-mental-health-counselors
https://doi.org/10.1111/jonm.13882
https://doi.org/10.1111/jonm.13882
https://doi.org/10.1002/(sici)1098-240x(199810)21:5%3C;415::aid-nur5%3E;3.0.co;2-q
https://doi.org/10.1002/(sici)1098-240x(199810)21:5%3C;415::aid-nur5%3E;3.0.co;2-q
https://doi.org/10.1111/j.1365-2934.2008.00850.x
https://doi.org/10.1111/j.1365-2934.2008.00850.x
https://doi.org/10.1007/s11920-019-0985-4
https://doi.org/10.3122/jabfm.2015.S1.150042
https://doi.org/10.3122/jabfm.2015.S1.150042
https://doi.org/10.1177/0734371X15581850
https://doi.org/10.1177/0734371X15581850
https://doi.org/10.1186/s40359-023-01130-5
https://doi.org/10.1186/s40359-023-01130-5

	﻿Job assessments and the anticipated retention of behavioral health clinicians working in U.S. Health Professional Shortage Areas
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Subjects
	﻿Survey processes
	﻿Questionnaire contents
	﻿Analyses

	﻿Results
	﻿Description of clinicians and their communities
	﻿Descriptions and assessments of jobs and work
	﻿Bivariate correlates of anticipated retention
	﻿Correlates of five-year anticipated retention accounting for other factors

	﻿Discussion
	﻿Limitations

	﻿Conclusion
	﻿References


