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Objective: Efforts to improve mental health treatment de-
livery come at a time of rising inequality and cuts or insuffi-
cient increases to mental health funding. Public mental
health clinicians face increased demands, experience
economic stress, and treat underresourced patients dis-
proportionately burdened by trauma. The authors sought
to understand clinicians’ current economic and psycho-
logical conditions and the relationship of these conditions
to the delivery of an evidence-based intervention (EBI)
designed to treat posttraumatic stress disorder among
youths.

Methods: In July 2020, 49 public mental health clinicians
from 16 Philadelphia clinics who were trained in an EBI,
trauma-focused cognitive-behavioral therapy (TF-CBT),
were surveyed by e-mail. Respondents reported on their
economic precarity, financial strain, burnout, secondary
traumatic stress (i.e., the stress response associated with
caring for people exposed to trauma), and TF-CBT use. As-
sociations between clinicians’ job-related stressors and their

use of TF-CBT were examined with mixed models. Content
coding was used to organize clinicians’ open-ended re-
sponses to questions regarding financial strain related to the
COVID-19 pandemic.

Results: Clinicians’ economic precarity, financial strain, and
job-related stress were high; 37% of clinicians were inde-
pendent contractors, 44% of whom wanted a salaried po-
sition. Of 37 clinicians with education debt, 38% reported
owing $$100,000. In the past year, 29% of clinicians re-
ported lack of personal mental health care because of
cost, and 22% met the cutoff for experiencing secondary
traumatic stress symptoms. Education debt was negatively
associated with use of TF-CBT (p,0.001).

Conclusions: The stress of providing care in underresourced
clinical settings may interfere with efforts to integrate sci-
entific evidence into mental health care.
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Efforts in the United States to increase the implementation
of evidence-based interventions (EBIs) come at a time of
worsening inequality, wage stagnation, and the hollowing
out of the welfare state (1–4). As policy makers and practi-
tioners attempt to integrate scientific evidence into mental
health service delivery, this task has become more chal-
lenging (5, 6). More demands are placed on public mental
health clinics to deliver EBIs, while broader economic de-
cline, funding cuts, and underfunding of public mental
health care undermine agencies’ ability to meet these high
standards (5, 7–12). The Great Recession and the COVID-19
pandemic saw demand for mental health services outpace
their shrinking supply (13–17). These twin economic reces-
sions had cascading effects on city and state mental health
budgets, clinic administrators, clinicians, and patients (9,
18–22).

In the wake of the Great Recession, revenue shortfalls
and public austerity compelled mental health clinics to cut

HIGHLIGHTS

• This article provides a detailed account of the economic
and psychological realities of clinicians delivering an ev-
idence-based intervention, trauma-focused cognitive-
behavioral therapy, in Philadelphia’s public mental health
system.

• A survey of 49 clinicians in Philadelphia’s public mental
health system found that clinicians had high levels of
economic precarity, financial strain, burnout, and sec-
ondary traumatic stress.

• Clinicians’ financial strain was associated with their use of
trauma-focused cognitive-behavioral therapy.

• The findings underscore the importance of increased fi-
nancial investment in and support of the public mental
health care workforce.
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staff, support hours, and employer-provided benefits by
hiring more fee-for-service independent contractors, shift-
ing the risk of missed sessions to clinicians who get paid only
for face-to-face hours (23, 24). This leaves clinicians with
more responsibilities and economic precarity—or income
unpredictability, flexible labor contracts, and scarce profes-
sional advancement opportunities (25). Such factors are as-
sociated with clinicians’ lower job satisfaction, increased
burnout, higher turnover, and lower perceived quality of
care (26–29). In a 2016 cross-sectional study of clinicians
working in Philadelphia’s public mental health clinics, in-
dependent contractors endorsed fewer positive attitudes
toward EBIs and had less EBI knowledge, compared with
salaried clinicians (23). The fiscal landscape also leaves cli-
nicians financially strained; their wages have remained stag-
nant over the past few decades and have not kept pace with
rising postsecondary education costs (30, 31). The Council on
Social Work Education has reported that the average student
debt of a master’s-level social worker—the plurality of the
public mental health workforce—is $46,591, .50% higher
than it was just 10 years ago (32, 33).

Furthermore, community clinics see patients with more
psychosocially complex conditions who have been exposed
to significant trauma (34). Although public mental health
clinics have always served populations with high needs, a
growing share of the populace now experiences economic
and psychological despair (35–43). The Great Recession
witnessed increased trauma exposure for both children and
adults, including child abuse (44–47), gun violence (48), and
domestic violence (49, 50). According to national data from
1.7 million youths, rates of posttraumatic stress disorder
(PTSD) almost doubled for Medicaid patients between
2013 and 2017 (51). During the COVID-19 pandemic, trauma
incidence also increased (52–54).

Community clinicians have not been spared by these
trends. Burnout, characterized by emotional exhaustion,
depersonalization, and reduced personal accomplishment, is
awell-documented occupational hazard in themental health
workforce (28). One review suggested that 21%267% of
mental health clinicians experience high levels of burnout
(55). Clinicians also experience secondary traumatic stress
(STS), the stress response associated with caring for people
exposed to trauma (56). Across several national samples, 11%
221% of mental health clinicians met cutoffs for clinically
significant STS symptoms (57–60). Compared with private
practice clinicians, public mental health clinicians have re-
ported higher burnout and STS (61, 62). Debt is associated
with poor mental and general medical health and worse
decision making; one experimental study found that student
debt can cause poor cognitive functioning (63–65). No study
has examined the specific relationship between clinicians’
education debt and EBI use, although education debt likely
imposes a “mental bandwidth tax” on clinicians, impeding
their ability to deliver the best care they can (66).

The public mental health workforce has thus felt the
impact of these economic shifts both directly and indirectly.

First, their employment conditions have been negatively
affected by declines in public funding. Second, they see
underresourced patients withmore psychosocial complexity
and trauma exposure. Our preliminary investigation sought
to document the new economic realities and stressors of the
public mental health workforce.

We comprehensively surveyed clinicians in Philadelphia’s
publicmental health clinics trained in trauma-focused cognitive-
behavioral therapy (TF-CBT), a trauma-based EBI designed to
treat youths with PTSD. In this exploratory analysis, we ex-
tensively documented clinicians’ economic precarity and finan-
cial strain by using a federal economic survey, measured
clinicians’ burnout and STS, and investigated how these occu-
pational hazards were related to TF-CBT use. We also asked
clinicians to describe their economic and financial stressors
before and after the COVID-19 pandemic began.

METHODS

Context
This study was conducted with clinicians working in Phil-
adelphia’s public mental health system. Philadelphia is a
diverse, economically unequal, and violent postindustrial
city, with 24% of Philadelphians living below the poverty
line, a growing share of whom are children—68% of youths
are covered by Medicaid (67, 68). Overall, 41% of adult
Philadelphians witnessed community violence (e.g., seeing
someone stabbed, beat up, or shot) in their childhood, and
27% reported that their childhood neighborhood was not
safe (69, 70). On the basis of trauma statistics, up to 30,000
Philadelphia youths would benefit from trauma-informed
treatment (71).

The Department of Behavioral Health and Intellectual
disAbility Services (DBHIDS) administers public mental
health funding. DBHIDS has its own managed care organi-
zation, Community Behavioral Health (CBH), the sole payer
for Medicaid mental health services. During the Great Re-
cession, Pennsylvania reduced funding to mental health
services (72–74). Although the budget for these services rose
in subsequent years, funding has not returned to pre-
recession levels (see figure in the online supplement to this
article). To insulate Philadelphia from the budget cuts’worst
effects and maintain service quality, CBH invested in EBI
implementation through several initiatives, with a focus on
addressing the high rates of trauma exposure among
treatment-seeking youths. CBH pursued external revenue
sources through federal grants to establish a trauma-
informed public mental health system, which included
increasing the implementation of TF-CBT, shown to be ef-
ficacious and effective in treating youths with PTSD in .20
randomized controlled trials (71, 75–77). CBH has trained
368 clinicians in its TF-CBT initiative in 24 clinics (71, 78).

Participants and Procedure
In July 2020, clinicians (N5198) trained in TF-CBT through
CBH and still delivering TF-CBT in the CBH clinic network
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were invited by e-mail to complete a survey. Per CBH
records at the time the survey was initiated, of the 368 cli-
nicians trained in the TF-CBT initiative, only these 198 cli-
nicians were still actively delivering TF-CBT in their clinic
network. To capture the full range of the public mental
health workforce’s responsibilities, we sampled data from all
clinicians (i.e., exclusively patient-facing clinicians and su-
pervisors and administrators). Survey recruitment used a
modified tailored designmethod, which in our study included
involving CBH leaders, clinic administrators, and supervisors
in survey recruitment and motivating the research by
explaining that survey data would be used to support pa-
tients and clinicians (79).

In total, 67 clinicians (34%) responded to the survey.
Surveys with ,50% of complete items (N518, 27%) were
discarded. The final sample included 49 clinicians (25%
completion rate), representing 16 (67%) of the 24 clinics.
Participating clinicians provided informed consent, took
approximately 1 hour to complete the survey, and received a
$25 gift card. The Philadelphia Department of Public Health
and the University of Pennsylvania Institutional Review
Boards approved the study.

Measures
The survey comprised several psychometrically validated
questionnaires that included questions about demographic,
employment, and financial characteristics; STS; burnout;
and self-reported TF-CBT use. Respondents were asked to
answer most survey questions about their experiences be-
fore the COVID-19 pandemic. Both close- and open-ended
questions also asked about the pandemic’s financial impact
(see online supplement for survey details).

Demographic characteristics. Respondents completed a de-
mographic questionnaire that included questions about age,
gender, race-ethnicity, education level, clinic position, li-
censure status, years of experience, current caseload, and
years working at their current clinic.

Employment and finance questions. Clinicians answered
questions about their economic precarity and financial strain
from the Federal Reserve’s Survey of Household Economics
and Decisionmaking (SHED) (80). The SHED is collected
annually from a representative sample of U.S. households to
examine their economic characteristics. To avoid respon-
dent fatigue, only SHED questions that were most applicable
to the public mental health workforce were selected. All
questions related to employment and finances asked clini-
cians to respond on the basis of the past 12 months but ex-
cluding the time since the pandemic began.

Burnout. Clinicians responded to a question about burnout
from the Therapist Background Questionnaire: “How often,
if ever, do you experience a feeling of professional burnout?”
with possible responses ranging from 0, never, to 10, con-
stantly (81). Although not as comprehensive as the Maslach

Burnout Inventory (82), this single item has demonstrated
reliability with the inventory’s three subscales (83).

Pandemic financial impact. Clinicians were asked four
questions about the pandemic’s financial impact. Two
closed-ended questions were borrowed from the SHED, and
one question was open ended.

STS. Clinicians completed the 17-item Secondary Traumatic
Stress Scale (STSS), which measures indirect traumatic
stress in helping professionals working with individuals
exposed to trauma (57, 84–88). STS symptoms align with
DSM-IV PTSD symptoms (89). Respondents indicate how
frequently each STSS item was true for them in the past
7 days by using a rating scale ranging from 1, never, to 5, very
often.

Scores for the STSS (all items) and each subscale were
obtained by summing the scores for the items. To mirror
DSM-IV PTSD symptom criteria, a PTSD clinical cutoff
score was derived if clinicians endorsed a score of$3 on one
or more items on the intrusion subscale, three or more items
on the avoidance subscale, and two or more items on the
arousal subscale (57). The STSS evaluatesDSM-IV criteria B,
C, and D symptoms of PTSD but not the exposure and re-
sponse (A), duration (E), or impairment (F) criteria.
Therefore, it cannot be used to make a clinical diagnosis. In
our sample, STSS reliability was excellent (Cronbach’s
a50.94, 95% confidence interval [CI]50.90–0.96, based on
1,000 bootstrapped samples).

Self-reported use of TF-CBT. TF-CBT use was measured
with the Therapy Process Observation Coding Scale
Self-Reported Therapist Intervention Fidelity in Youth
(TPOCS-SeRTIFY) (90). The TPOCS-SeRTIFY is a prag-
matic self-report measure developed in partnership with
Philadelphia’s public mental health clinicians. This 17-item
questionnaire asks respondents to self-rate their use of
12 discrete CBT techniques by using a rating scale ranging
from 1, not at all, to 7, extensively. The TPOCS-SeRTIFY
includes questions about TF-CBT clinical techniques. In our
study, respondents rated TPOCS-SeRTIFY items for a rep-
resentative TF-CBT patient (i.e., a youth between the age of
3 and 21 years) with whom they were currently working and
had seen for at least four sessions. We examined clinicians’
responses to one item considered to be a core component of
TF-CBT—clinicians’ use of the trauma narrative or exposure
techniques (91, 92). The trauma narrative is typically intro-
duced in the fifth session of TF-CBT or later (93). In our
sample, reliability of the first 12 questions on the TPOCS-
SeRTIFY was very good (Cronbach’s a50.89, 95%
CI50.84–0.93, based on 1,000 bootstrapped samples).

Analysis Plan
Quantitative data. We characterized the sample with de-
scriptive statistics.We evaluated whether selected economic
measures, burnout, and STS were associated with self-
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reported use of trauma narrative or exposure techniques.
We selected one economic precarity measure (whether cli-
nicians were independent contractors) and one financial
strain question (clinicians’ education debt) to test associa-
tions.We included clinicians’ independent contractor status,
given the rise of independent contractors in public mental
health settings. We selected education debt on the basis of
research examining clinicians’ financial strain due to rising
education costs, the influence of financial strain on clinician
turnover, and the relationship between debt and decision
making (23, 26, 31, 66, 83). Analyses were conducted by using
mixed models with random intercepts to account for clus-
tering by clinic. Three respondents did not report their
clinic; the final sample size for the mixed models was
46 clinicians (94). Continuous predictors and covariates
were converted to z scores to facilitate model interpretation.
We visually inspected the data to identify patterns in miss-
ingness by using margin plots with the R package VIM, in-
dicating that missingness was completely random. Analyses
were run with the R package lme4, which incorporates re-
stricted maximum likelihood estimation (95).

Qualitative data. Open-ended responses regarding the fi-
nancial impact of COVID-19 were analyzed with a content-
coding approach (96, 97). Two authors (B.S.L. and S.H.S.)
analyzed the qualitative responses through consensus and
resolved differences through discussion. Open-ended re-
sponses that overlapped substantially in content were or-
ganized into categories labeled “repeating ideas.” Repeating
ideas were then grouped into broad themes. Frequencies
were calculated for each repeating idea and theme.

RESULTS

Demographic Characteristics
Table 1 summarizes the demographic characteristics of the
49 clinicians who worked at 16 Philadelphia clinics; one
independent contractor indicated working at “any” of the
clinics. For each clinic, an average of 2.8 clinicians respon-
ded (range 1–7).

Employment and Financial Characteristics
Table 2 presents employment and financial characteristics of
the 49 clinicians. Clinician employment categories included
independent or fee-for-service contractor (37%), salaried or
full-time (61%), other (“paid on a 10-month schedule, fee for
service in summer,” 2%). Most clinicians (51%) had another
job in addition to the job where they received most of their
income, with three reporting another full-time job and
22 reporting another part-time job. Almost half of the 18 in-
dependent or fee-for-service contractors (44%) reported
wanting to work full-time. Seven clinicians worked in pri-
vate practice, working a mean of 23.7 hours per month. One-
third of clinicians engaged in nonclinical side-jobwork (such
as babysitting, housecleaning, selling goods online, or driv-
ing for Uber or Lyft). Clinicians had side jobs largely to earn

extra money (69%), which somewhat made up for economic
losses in the year before COVID-19 (mean score of 2.1 on a
scale from 1, very much, to 3, not at all).

The most frequently endorsed employer-provided bene-
fits were paid sick leave (71%), paid vacation (71%), and
health insurance (71%). Seven clinicians (14%) had no
health insurance. Clinicians’ mean caseload was 14.3 pa-
tients, and they averaged 38.7 work hours per week for all
paid jobs. Clinicians were neither satisfied nor dissatisfied
with their benefits (mean52.7) or wages from their main
job (mean5 3.0) (scale from 1, very satisfied, to 5, very
dissatisfied).

Many clinicians (45%) reported going without medical
care because of their inability to afford it, with 29% reporting

TABLE 1. Demographic characteristics of the clinicians in the
study sample (N549)a

Characteristic N %

Gender
Female 40 82
Male 6 12

Race-ethnicity
Asian 2 4
White 37 76
Black 5 10
Latinx or Hispanic 5 10
Other 2 4
Prefer not to disclose 3 6

Clinic position
Primarily a provider of

direct services to clients
31 63

Primarily a supervisor of
those who provide direct
services

14 29

Upper management or
administrator

2 4

Position type
Marriage and family

therapist
2 4

Master’s-level therapist 27 55
Psychologist 2 4
Social worker 8 16
Other 9 18

Licensed
Yes 23 47
No 15 31
In process 10 20

Level of education
Doctoral degree 4 8
Master’s degree 44 90

Age (M6SD years) 36.4610.6
Experience in human services

work (M6SD years)
10.067.4

Experience at present clinic
(M6SD years)

4.763.7

Experience as a clinician
(M6SD years)

8.867.6

a Respondents were informed that the demographic questions were optional.
Not all respondents completed all questions, so numbers and percentages
may not sum to 49 and 100%, respectively.
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that they went without mental
health care because of cost.
Nine clinicians (18%) reported
having unexpected major med-
ical expenses not covered by
insurance. For those clinicians,
unexpected out-of-pocket medi-
cal expenses averaged $1,617.
Most clinicians (76%) reported
having education debt. Of those
with education debt, 29 (78%)
had debt .$40,000, with 14
owing $$100,00. Most clini-
cians (76%) had retirement sav-
ings or a pension plan, and for
most (49%) these savings ac-
counts had ,$10,000. Only six
clinicians with retirement
accounts indicated that their
savings were “on track”; two
clinicians had to borrow from
or cash out their savings in
the past year.

In response to questions
about emergency savings,
about half of the clinicians
(49%) had rainy day funds for
3 months in case of an emer-
gency, 61% could pay 3 months
of expenses if they lost their
main source of income, 82%
were able to pay their bills in
full each month, and 69%
could pay their bills in full if
faced with a $400 emergency
expense. Clinicians sometimes
had money at month’s end
(mean score53.1) and some-
times felt their finances con-
trolled their lives (mean
score53.0) (scale from 1, never,
to 5, always). On a scale of 1, not
at all, to 5, completely, clinicians
tended to score about 3 (some-
what) in response to the finan-
cial strain statements, including
“Because of mymoney situation,
I feel like I will never have the
things I want in life” (mean
score52.6), “I am just getting by
financially” (mean score53.0),
and “I am concerned that the
money I have or will save won’t
last” (mean score53.1). Clini-
cians reported that at least once

TABLE 2. Employment and financial strain among the clinicians in the study sample (N549)a

Characteristic N %

Employment status
Independent or fee-for-service contractor 18 37
Salaried or full-time 30 61
Other (10-month salaried, summer fee for service) 1 2

Second job (in addition to main source of income)
Full-time 3 6
Part-time 22 45

Works in private practice 7 14
Wants to work full-time (among independent contractors) 8 44
Side jobs (e.g., babysitting, house cleaning, or gig work) 16 33
Reasons for part-time work or side jobs
To earn money as a primary source of incomeb 1 6
To earn extra money on top of pay or other regular sources of income 11 69
To earn extra money to help family members 0 —
To maintain new job-related skills 5 31
To acquire new job-related skills 4 25
To network or meet people 4 25
Just for fun (as a hobby) 4 25

Employer-provided benefits
Paid sick leave 35 71
Paid vacation or personal leave 35 71
Maternity or paternity leave 20 41
Health insurance 35 71
Tuition assistance for education or training 18 37
Life insurance 30 61
Retirement benefits 31 63
Ability to work from home 29 59

Health insurance coverage 42 86
Chose to forgo medical care because of cost in the past year 22 45
Forgone medical care because of cost
Prescription medication 5 10
Seeing a physician or specialist 14 29
Mental health care or counseling 14 29
Dental care 16 33
Follow-up care 5 10

Unexpected major out-of-pocket medical expenses in the past year 9 18
Outstanding education loans 37 76
Education debt in $
,10,000 1 3
10,000–24,999 5 14
25,000–49,999 8 22
50,000–99,999 9 24
$100,000 14 38

Retirement savings or pension plan 37 76
Retirement savings amount in $
,10,000 18 49
10,000–24,999 8 22
25,000–49,999 3 8
50,000 –99,999 4 11
100,000–249,999 1 3
250,000–499,999 4 11
Don’t know 9 24

Retirement savings are on track 6 12
Borrowed or cashed out from retirement savings in past year 2 5
Emergency savings
Have rainy day funds for 3 months in case of emergency 24 49
Could pay 3 months expenses if lost main source of income 30 61
Able to pay bills in full each month 40 82
Could pay bills in full if faced with a $400 emergency expense 34 69

Caseload (N of patients per week, M6SD) 14.368.8

continued
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in the past year they either had
carried an unpaid credit card
balance (mean score51.7) or
had paid only the minimum
payment (mean score51.4)
(scale from 0, never, to 3, most
or all of the time). When
asked how they were manag-
ing financially before the
pandemic, clinicians reported
they were “doing okay” (mean
score53.0) (scale from 1,
finding it difficult to get by, to
4, living comfortably). On a
scale of 0, never, to 10, con-
stantly, clinicians’ burnout
averaged 5.0.

STS
Clinicians’ total STSS score
averaged 30.8612.5 (possible
scores range from 17 to 85,
with higher scores indicating
more STS). Many clinicians
(N536, 73%) endorsed one
STS symptom in the past week,
and 43% (N521) endorsed at
least one core symptom cluster.
Eleven clinicians (22%)met the
PTSD symptom cutoff. Notably, of these 11 respondents, three
(27%) reported forgoingmental health care because they could
not afford it (see online supplement).

Predicting Self-Reported TF-CBT Use
Table 3 displays the associations between economic precarity,
financial strain, burnout, and STS score and use of a core
component of TF-CBT—the trauma narrative or exposure
techniques. Across the first fourmodels, we controlled for job
tenure (years as a clinician), given research indicating an in-
verse relationship between years of clinical experience and
use of exposure techniques (98); whether clinicians were
primarily therapists or supervisors or administrators, because
leaders play an important role in implementation efforts and
may bemore alignedwith clinic goals to increaseEBI use (99);
and whether clinicians had seen their representative patient
for at least five sessions, given that the fifth session is when
the trauma narrative is typically introduced. All but two cli-
nicians rated the TPOCS-SeRTIFY with a patient they had
seen for five sessions or more. Other covariates were not in-
cluded, given the small sample size. In the fifth model, being a
supervisor overlapped substantially with being salaried;
therefore, supervisory role was excluded as a covariate.

Clinicians’ education debt was inversely related to use of
the trauma narrative or exposure techniques (B5–0.54,
p,0.001). That is, after adjustment for covariates (i.e., job
tenure, reaching the trauma narrative stage, and whether

clinicians had supervisory or administrative roles), an in-
crease of 1 standard deviation (SD) in education debt was
associated with a 0.54 SD decrease in trauma narrative or
exposure use. In this model, job tenure was also inversely
related to use of the trauma narrative or exposure tech-
niques (B5–0.37, p50.015), and being a supervisor or ad-
ministrator was positively associated with use (B50.72,
p50.013).

COVID-19 Pandemic Financial Impact
Table 4 displays clinicians’ responses to closed-ended
questions about the pandemic’s financial impact. None of
the clinicians had lost their jobs during the pandemic;
however, 10 had their hours or pay reduced, four spouses or
partners had lost a job, eight spouses or partners had their
hours or pay reduced, and three clinicians reported other
financial hardships. On a scale from 1, a little, to 3, a lot,
clinicians’ average rating of the financial strain of having
hours or pay reduced was 2.67, and their average rating of
the financial strain of their spouse or partner losing a jobwas
2.00. On a scale from 1, not at all, to 3, somewhat, to 5, a lot,
clinicians’ report of the pandemic’s financial impact aver-
aged 1.94.

Table 5 lists some of the clinicians’ open-ended descrip-
tions of the pandemic’s financial impact. Forty-one respon-
dents (84%) provided brief descriptions (one to three
sentences) that were sorted into repeating ideas and then

TABLE 2, continued

Characteristic N %

Hours worked per week at all paid jobs (M6SD) 38.7611.0
Hours worked per month by those working in a private practice (M6SD) 23.7617.0
Side jobs make up for losses in past year (M6SD)c 2.161.1
Job satisfaction (M6SD)d

Satisfaction with benefits from main job 2.761.5
Satisfaction with salary or wages from main job 3.061.2

Total unexpected out-of-pocket medical expenses (M6SD) $1,6176$1,179
Monthly finance balance statements (M6SD)e

I have money left over at the end of the month 3.161.2
My finances control my life 3.061.1

Financial strain statements (M6SD)f

Because of my money situation, I feel like I will never have the things I
want in life

2.661.1

I am just getting by financially 3.061.4
I am concerned that the money I have or will save won’t last 3.161.2

Credit card balance (M6SD)g

Carried an unpaid balance in the past year 1.761.3
Paid only the minimum credit card payment in past year 1.461.2

Managing financially before the pandemic (M6SD)h 3.06.8
Burnout (M6SD)i 5.062.4

a For many items, respondents could endorse multiple options, and percentages may exceed 100%.
b The other job is the primary source of income.
c Response scale: 1, very much; 2, somewhat; and 3, not at all.
d Response scale: 1, very satisfied; 3, neither satisfied nor dissatisfied; and 5, very dissatisfied.
e Response scale: 1, never; 3, sometimes; and 5, always.
f Response scale: 1, not at all; 3, somewhat; and 5, completely.
g Response scale: 0, never; 1, once; 2, some of the time; and 3, most or all of the time.
h Response scale: 1, finding it difficult to get by; 2, just getting by; 3, doing okay; and 4, living comfortably.
i Response scale: 0, never, to 10, constantly.
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synthesized into four broad themes: expenses increased or
lost money (N520), no change (N59), expenses decreased
or saved money (N59), and losses were likely to come or
uncertainty about the future (N53).

Clinicians reporting that the pandemic had a negative
impact on their finances noted that these changes were due
to increased child care costs, fewerwork hours, and delays in
professional advancement, such as licensure exam cancel-
ations, hiring freezes, or forestalling the opening of a private

practice. Clinicians who reported no financial change de-
scribed strategies to savemoney during the pandemic. Those
who reported decreased expenses or increased savings
benefited from student loan freezes, reduced transportation
costs, and fewer living expenses. Several clinicians antici-
pated the pandemic’s future negative financial impact. Some
unlicensed clinicians reported decreased supervised hours,
which had implications for licensure, and others reported
the threat of not making billable-hour requirements.

TABLE 3. Employment, financial strain, and stress characteristics associated with clinicians’ use of trauma narrative or exposure
techniquesa

Intraclass
R2

Model and variable Estimate 95% CI p s2 t00 correlation N Observations Marginal Conditional

Model 1
Fixed effects
Intercept 2.82 –2.21 to .58 .254
Years as a clinician 2.16 2.47 to .16 .322
Had $5 sessions with the

patient
.61 2.83 to 2.05 .409

Supervisor or administrator .40 2.24 to 1.04 .216
Secondary Traumatic Stress

Scale score
2.15 2.44 to .14 .321

Random effects .82 .21 .20 17 46 .082 .270

Model 2
Fixed effects
Intercept –1.19 –2.71 to .32 .122
Years as a clinician 2.14 2.45 to .17 .365
Had $5 sessions with the

patient
.61 2.79 to 2.02 .394

Supervisor or administrator .36 2.28 to 1.00 .267
Met PTSD cutoff score .50 2.18 to 1.17 .147
Random effects .79 .23 .23 17 46 .100 .304

Model 3
Fixed effects
Intercept 2.34 –1.55 to .88 .585
Years as a clinician 2.37 2.66 to –.07 .015
Had $5 sessions with the

patient
.01 –1.24 to 1.27 .982

Supervisor or administrator .72 .15 to 1.29 .013
Education debt 2.54 2.82 to –.26 ,.001
Random effects .61 .18 .23 17 46 .276 .441

Model 4
Fixed effects
Intercept 2.80 –2.19 to .59 .259
Years as a clinician 2.14 2.46 to .17 .373
Had $5 sessions with the

patient
.62 2.81 to 2.05 .395

Supervisor or administrator .34 2.33 to 1.00 .319
Burnout score 2.17 2.47 to .14 .280
Random effects .81 .23 .22 17 46 .084 .288

Model 5
Fixed effects
Intercept 2.99 –2.44 to .45 .178
Years as a clinician 2.08 2.37 to .21 .593
Had $5 sessions with the

patient
.66 2.73 to 2.06 .352

Salaried .42 2.25 to 1.09 .216
Random effects .83 .21 .20 17 46 .068 .259

a Five separate mixed models are shown, with job tenure (years as a clinician), supervisory role (therapist vs. supervisor or administrator), and whether the
clinician had seen the patient for at least five sessions as covariates across the first four models. Model 5 does not include supervisory role as a covariate, given
its collinearity with whether the clinician was designated as an independent contractor or fee-for-service employee in the sample.
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DISCUSSION

Our exploratory study characterized the significant eco-
nomic precarity, financial strain, and job-related stressors of
clinicians working with youths experiencing trauma in
Philadelphia’s public mental health clinics. In our sample of
49 clinicians, economic precarity was high, with more than a
third (37%) working as independent contractors, 44% of
whom desired a stable, full-time, salaried position. Clinicians
in the sample experienced financial strain—76% had out-
standing education loans, and the debt for 38% of those
clinicians was $$100,000. Eleven clinicians met the PTSD
symptom cutoff, three of whom reported forgoing mental
health care because they could not afford it. The more
education debt clinicians had, the less likely they were to
report using the trauma narrative or exposure techniques—
essential ingredients of TF-CBT.

In this model, supervisors were more likely to report
using the trauma narrative, suggesting that supervisors at
Philadelphia’s public mental health clinics participating in
CBH initiatives may be promoted because of their alignment
with clinic goals to increase EBI use. In the model, job
tenure (i.e., years as a clinician) was inversely related to
trauma narrative use, confirming the exposure literature on
the relationship between these constructs. Clinicians tend to
implement techniques they learn early in training, and CBH
initiatives are relatively new for more experienced clinicians
(98, 100). Most clinicians reported that the pandemic had a
negative impact on their financial situation, citing declining
caseloads, loss of part-time work, hiring freezes, postponed
licensure exams, and increased expenses. Collectively, these
exploratory findings suggest that clinicians delivering care to
the city’s most vulnerable populations themselves experi-
ence considerable psychological and economic distress and
that such distress is negatively associated with their EBI use.

Although previous work has hinted at the worsening la-
bor conditions of clinicians in public mental health settings,
our study offers the first systematic examination of these
trends. The STS and burnout findings indicated that clini-
cians who treat patients with psychosocially complex con-
ditions were bearing the brunt of economic insecurity and
the growing needs of a vulnerable population (23, 24, 26, 101,
102). Clinicians in our sample endorsed high rates of STS,
with 22% of the sample meeting an STS clinical cutoff
(57–60), significantly higher than the STS rate in a recent
large nationally representative study of clinicians (60) (see
online supplement). Compared with the sample in a previous
study of Philadelphia’s community clinicians, our sample re-
ported more burnout (83). A previous meta-analysis found
that training clinicians in exposure therapy had small effects
on behavior (d50.35) (103, 104), and our work found a me-
dium effect size in the association between education debt
and use of the trauma narrative or exposure techniques.
Considering the magnitude of these effects, EBI imple-
mentation initiatives appear to be working against much
larger economic forces that obstruct the improvement of

mental health services. Significant financial investment in and
support of the mental health workforce is needed to ensure
the well-being of both clinicians and patients (105, 106).

The negative association between education debt and EBI
use provides a key target for future policy interventions.
Many recently graduated master’s-level clinicians in the
United States work in public mental health settings to re-
ceive supervised clinical hours in order to obtain licensure
and participate in the Public Service Loan Forgiveness
program,which forgives workers’ federal loans after 10 years
of service. After obtaining their license or after 10 years of
service, some clinicians leave the public mental health sys-
tem to pursue private practice, given the financial strain of
working in public mental health settings. One study found
that 35% of Philadelphia’s clinicians left the public system
for the private sector (83). The public mental health system
then loses the significant investments it makes in EBI
training and incurs turnover costs (107). For clinicians, this
arrangement means enduring a stint of debt peonage and
financial strain—and probably significant delays in life
course milestones (108). Loan forgiveness programs, there-
fore, cannot contain rising postsecondary education costs,
improve public mental health clinicians’ labor conditions, or
increase workforce retention.

Rather than footing the bill and relying on a patchwork of
private entities—from universities to nonprofit clinics—to

TABLE 4. Responses of 49 clinicians to closed-ended questions
about the financial impact of the COVID-19 pandemic

Characteristic N %

Experienced financial
hardship because of
COVID–19 pandemic

20 41

I lost my job 0 —
I had my work hours or pay

reduced
10 20

My spouse or partner lost a
job

4 8

My spouse or partner had
work hours or pay
reduced

8 16

Othera 3 6

Experienced financial strain
from the above events
(M6SD)b

I lost my job 0.06.0
I had my work hours or pay

reduced
2.76.8

My spouse or partner lost a
job

2.061.0

My spouse or partner had
work hours or pay
reduced

1.36.5

COVID-19 pandemic negative
financial impact (M6SD)c

1.961.2

a “Partner used family medical leave,” “family member lost a job,” or “I had to
work from home with my child and stay home full-time.”

b N518 respondents; response scale: 1, a little; 2, some; and 3, a lot.
c N549 respondents; response scale: 1, not at all; 3, somewhat; and 5, a lot.
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train and retain the public mental health workforce, gov-
ernments could develop job training programs that would
attract potential clinicians with the following benefits: free
public university graduate tuition conditional on pursuing
public mental health system employment, compensated
ongoing consultation in EBIs on the job, competitive wages
that incentivize EBI use (109), stable employment, attractive
hours and benefits, peer and supervisory support to reduce
stress and burnout (110), and integrated case management

and care to allow clinicians to focus on their clinical re-
sponsibilities and experience higher personal accomplish-
ment (111). State governments also will need to significantly
increase Medicaid provider reimbursements (reversing re-
cent cuts) (10) and eliminate fee-for-service reimbursement
models to reduce inequities between clinicians.

Governments can look to policies undertaken by New
York’s public school system in the early 2000s to improve
educational outcomes. New York increased starting teacher

TABLE 5. Responses of 41 clinicians to an open-ended question about the financial impact of the COVID-19 pandemica

Repeating idea Count Representative quote

Expenses increased or lost money 20
Reduced outside (second job) hours “Less time for the part-time job due to teaching children at home and more

expenses for them since they were home—food and activities. More gas was used
for trips to keep them engaged.”

Need to save to support other family
members

“Rent increased due to not being able to find another roommate, so more money
spent on living. Also, helping family members more with their loss of income.”

Decreased income because of
decreased private practice hours

“Affected private practice hours, seeing fewer clients and less income.”

Lost money on investments “Investment losses due to market volatility.”
Incentives have been cut off for

trauma work
“Incentives have been cut for my trauma work and also my outpatient position.”

Canceled licensure exam, causing
lost income

“Inability to open private practice due to canceled licensure exam.”

Increased expenses to care for and
entertain children

“Higher cost for food delivery, etc., early in quarantine due to at-risk family.”

Unable to save money “I have been unable to save money as intended.”
Lost clients during the switch to

telehealth
“I have had increasingly fewer hours at my second (part-time) job as the pandemic
continues.”

Hiring freezes, wanted to apply for
full-time positions but could not

“I would like to apply for a full-time therapist position but am unable because of
COVID.”

No change 9
Leverage other resources to ensure

financial stability
“COVID-19 has led to both of my college student [dependents] coming home and
living at home, and they have not had access to their usual summer jobs or
programs to make money. We have provided them with some funds and hired
them to support child care for our child with disabilities. My husband and I have
been able to work full-time from home during this time, so our income has not
been affected at this time. Impact has been fairly low, overall.”

No change in salary “It hasn’t been too bad, as we are still working, so my salary hasn’t changed. I’ve just
had some worries because my mom was temporarily unemployed and got sick
with COVID. Luckily, she recovered after a month, but I was aware of saving at
that time just to make sure I could send her money if she needed. She doesn’t
have anybody else in her life.”

Expenses decreased or saved money 9
Student loans on hold “Not having to pay student loans for 6 months has helped my situation.”
Daily life costs reduced “Saved money on gas (remote work, no commute), spent less on social and

entertaining; student loans have been on hold until September, which was been a
big help.”

Reduced day care costs “I have fewer expenses due to working from home, not commuting, and paying less
for child care.”

Saved money on transportation “Due to still being able to work from home and being paid regularly, I am saving
money each month on less gas expenses (work related, as I drove 50 minutes to
and from work each day when in the office), as well as from my daughter’s day
care not charging us since late March.”

Losses likely to come and uncertainty
about the future

3

Decreased clinical supervision in
private practice

“Decreased frequency of clinical supervision group meetings in my private practice.”

Uncertainty about the future “There is a lot of uncertainty. There is a constant threat that I will not be able to
make billables.”

a Responses were analyzed with a content-coding approach.
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salaries and developed the New York City Teaching Fellows
program, which provides subsidized graduate training in the
city’s public universities and ongoing training to new
teachers choosing to teach in high-poverty schools. The
program attracted a competitive workforce and improved
poor students’ achievement (112). Innovative pilot programs
like these are necessary, because the mental health system
faces a clinician shortage as treatment seeking has increased
(17, 113).

Our study had several limitations. First, the survey re-
sponse (34%) and completion (25%) rates were low, but they
were comparable to those of most online survey studies (114,
115). Clinicians from 67% of clinics participating in the CBH
training initiative responded to the survey, and clinicians in
our sample did not differ markedly in demographic char-
acteristics from the entire Philadelphia public mental health
workforce (116). Low response rates may be attributable to
the fact that Philadelphia’s clinicians are overburdened,
particularly during the pandemic, and are frequently asked
to participate in research studies and quality improvement
efforts—one study found that over a 5-year period, 171 (50%
of the study sample) had participated in at least one initiative
(116). Research examining survey participation has found
that lower-income, part-time workers who do not have
managerial or supervisory responsibilities have lower re-
sponse rates than more affluent professionals with full-time
employment, suggesting that our study results may have
underestimated the degree of economic precarity and fi-
nancial strain experienced by the public mental health
workforce (117). Second, our sample was small and repre-
sentative of only a single system, Philadelphia’s single-payer
public mental health system, which serves a diverse urban
population (71, 118). Despite these constraints, our study
extends the work on public mental health services, sug-
gesting commonalities across the United States, although
work from a larger sample of clinicians from different
mental health systems is needed.

CONCLUSIONS

Our findings highlight the state of the public mental health
workforce and the challenges of implementing EBIs in a
time of inequality. Clinicians are squeezed from both ends.
On one end, patients in the public mental health system are
underresourced, and their conditions are often clinically
severe, with all indicators suggesting that demand for ser-
vices by this population is increasing as economic downturns
compound stressors. Clinicians vicariously experience pa-
tients’ challenges and trauma, leading to STS and burnout.
On the other end, clinicians face growing job demands and
economic precarity. Clinicians facemore economic precarity
and financial strain as more clinical professionals are being
designated as independent contractors and as postsecondary
education costs rise. The COVID-19 pandemic has strained
an already stressed system, and public mental health systems
may witness an outflux of EBI-trained clinicians as service

needs peak. Policies to support and retain the public mental
health workforce are therefore needed (105, 106).
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