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Objective: High clinician turnover in community behavioral
health settings can lead to increased costs and can have a
negative impact on care quality. Few studies have examined
the implications of clinician turnover for client outcomes.
This study investigated changes in client outcomes associ-
ated with clinician turnover.

Methods: The study used prospective observational data
collected as part of a larger randomized controlled trial. Cli-
ents (N=328) from two community behavioral health centers
identified the clinician (N=121) whom they saw most often.
Clients completed measures of depression, anxiety, mental
and physical health functioning, and patient activation at
baseline, 6 months, and 12 months. Clinician turnover during
the 12-month study was obtained from agency records. La-
tent growth curve modeling was used to analyze the data.

Results: Of the 328 clients, 24% experienced clinician turn-
over. For all outcomes except depression, the association

with turnover was moderated by baseline status on the out-
come measure. Turnover tended to be associated with clini-
cal decline for clients who at baseline had low to moderate
anxiety, high patient activation, or high physical health func-
tioning. Surprisingly, turnover was associated with increased
mental health functioning for clients who at baseline had very
low mental health functioning. For physical health function-
ing, the association with turnover was also moderated by age.
Turnover was associated with a sharper decline in functioning
for older clients.

Conclusions: Results suggest that clinician turnover was
associated most strongly with decline for higher functioning
or older clients, but it was not uniformly associated with
worsening clinical outcomes.
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Clinician turnover is a concern for health care organizations,
particularly community behavioral health settings. Annual
turnover rates for behavioral health treatment providers in
the United States generally hover around 30%235% (1–4),
although some single-site reports indicate higher rates (e.g.,
49% [5, 6]) or lower rates (e.g., 18% [7]). Although turnover
can sometimes bring benefits—for example, allowing orga-
nizations to attract clinicians who are more aligned with
evidence-based practices (4, 8)—turnover can lead to orga-
nizational costs, particularly in recruitment and training
(9), and can erode a treatment team’s cohesiveness (8, 10).
Turnover may make it difficult for behavioral health orga-
nizations to maintain adequate program staffing, thus in-
creasing the potential for disrupted care (8).

Limited studies have examined the impact of turnover
on quality of care in behavioral health settings, and extant
studies have found that the impact of turnover on client
outcomes is mixed. One small study in a psychiatric inpatient

unit found that longer periods without clinician turnover
were associated with decreased overall client psychological
distress (11). In a study of programs for adolescent substance
abuse, Garner and colleagues (4) found that agency-level
clinician turnover was not significantly associated with
outcomes, such as severity of substance abuse problems or

HIGHLIGHTS

• The authors examined the effect of clinician turnover on
client health outcomes during a 12-month period.

• Clinician turnover was associated with harmful effects for
clients who were functioning well and had few symptoms
at baseline.

• For clients with low mental health functioning at baseline,
clinician turnover was associated with improved functioning.
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days of using substances. However, sites with higher turn-
over showed greater decreases in illegal activity by clients.
Researchers theorized that turnover may have provided an
opportunity for “realignment” of the team (e.g., hiring more
qualified clinicians), potentially improving the provision of
evidence-based practices (4). Later, the same researchers
examined the relationship between clinician turnover and
adolescent substance abuse treatment outcomes, this time
distinguishing direct turnover (the clinician who treated
the client) from indirect turnover (a clinician who served
on the same team but did not treat the client). When the
analysis controlled for characteristics that have also been
associated with treatment outcome, none of the outcome
measures (e.g., severity of substance abuse) were affected
by direct or indirect turnover (12).

Although we are aware of only three studies that have
assessed the relationship between clinician turnover and
client outcomes in behavioral health (4, 12, 13), several
have examined the relationship between turnover and
client outcome in other health care settings. North and
colleagues (10) found that nursing units with higher
turnover required more temporary cover from outside
nursing staff. Temporary cover was associated with in-
creased client falls and medication errors. Other research
suggests that high turnover impairs work group learning on
nursing units, which may be associated with increased
medication errors (13). Similarly, increased nurse turnover
has been found to be associated with more incidents of
physical restraint of patients and an increased likelihood
for the facility to be cited for deficiency (14). In addition,
turnover of primary care providers has been shown to
be associated with decreased patient satisfaction and re-
duction in preventive service use (15), and turnover of cli-
nicians treating patients with chronic pain has been shown
to be associated with patients’ lower self-efficacy and physi-
cal functioning (16).

This study aimed to add to the scant literature examining
the impact of clinician turnover on client outcomes in be-
havioral health settings. Given prior research linking turn-
over with poor implementation of evidence-based practices
(8, 17), it is likely that turnover is similarly linked with poor
client-level outcomes. One weakness of the extant literature
is that turnover is often measured at the organizational or
unit level, potentially diffusing the strength of impact on
individual clients. Turnover of specific clinicians—those
who work directly with the client most often—could have a
stronger impact on client outcomes. This study examined
the relationship between turnover of specific clinicians and
their clients’ behavioral health outcomes over 12 months.
Given the theoretical negative impact that turnover has on
therapeutic processes and some supporting prior research,
we hypothesized that clinician turnover would be associ-
ated with negative client outcomes. These findings could
help behavioral health administrators better understand
potential impacts of turnover beyond the known concerns
with costs and care quality.

METHODS

This study was part of a larger comparative-effectiveness trial
to address well-being and client-centered care among be-
havioral health providers, and the methods have been de-
scribedmore fully in a previous publication (18).We collected
data on clinician retention and client outcomes between
March 2014 and April 2016. Our university’s institutional
review board approved the study. All participants gave writ-
ten informed consent.

Setting
This study took place at two community behavioral health
centers that provide similar services. The first serves several
rural counties in a midwestern state (rural site) and employs
approximately 230 staff serving approximately 6,000 clients
annually. The second site is in an urban area of a different
midwestern state (urban site) and employs approximately
260 staff serving approximately 4,000 clients annually.

Participants
Participants included clinicians providing direct care to
clients (e.g., psychiatrists, nurses, counselors, and case man-
agers) and clients from each organization. For the parent
study, we first recruited clinicians who were engaged in direct
service with adult clients and interested in participating in
the study interventions; 192 completed baseline measures
(18). While we recruited clinicians, we consulted electronic
medical records to identify adult clients (ages$18) served by
each participating clinician during the previous month and
used a random-number generator to select a subsample of up
to five clients of each participating clinician to recruit. Clients
who declined participation were replaced by the next ran-
domly selected client on the list until researchers exhausted
the list of active adult clients. We enrolled 470 clients (an
additional 138 declined). All participation was voluntary, and
participants received a modest incentive for participation
($10 gift card for each clinician survey completed at base-
line and at 3, 6, and 12 months, and $20 for client interviews
conducted at baseline and at 6 and 12 months).

Linking Clients and Clinicians
Because clients in community behavioral health settings fre-
quently see multiple clinicians (e.g., psychiatrist and case
manager), we asked clients to identify the person they see
most often; if this clinician was participating in the study, we
examined agency records to identify whether that clinician
stayed or left during the 12-month period. Some clients did
not identify a clinician whom they saw most often or they
identified a clinician who was not participating in the study.
Of the 470 clients and 192 clinicians enrolled, we were able to
link 328 clients to 121 clinicians seen most often.

Measures
Clinician measures. Clinician turnover was extracted from
agency records at 6 and 12 months. Human-resource
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representatives at each organization reviewed the data to
confirm whether enrolled clinicians were still employed,
transferred to another position, or left their organiza-
tion. Agency records contained the date of leaving or
transfer as well as a brief reason for leaving (e.g., retired or
terminated).

Client measures. Client outcomes (symptoms of depression
and anxiety, functioning, and client activation) were all
assessed with widely used measures. Depression was
measured with the nine-item Patient Health Questionnaire
(19, 20), which had strong internal consistency (a=0.85) in
our sample. Anxiety was measured with the seven-item
Generalized Anxiety scale (21, 22), which also demon-
strated high internal consistency (a=0.91) in our sample.
Mental and physical health functioning were measured
with the physical and mental health summary scores from
the 12-item Short Form Health Survey, which demon-
strated good test-retest reliability (0.89) (23–27) and in-
ternal consistency (physical health summary score, a=0.79;
mental health summary score, a=0.69 in our sample) in
our sample. Patient activation was measured with the Pa-
tient Activation Measure–Mental Health (28–30), which

has strong test-retest reliability and demonstrated high
internal consistency in our sample (a=0.85). Other cli-
ent variables were age, sex, race, diagnosis, and client-
clinician familiarity, measured by the number of months
that the client reported knowing the clinician at baseline.

Data Analysis
We conducted t tests and chi-square tests to identify any
baseline differences in client outcomes and other charac-
teristics between clients whose nominated clinician stayed
or left the job during the 12-month observation period. For
each outcome, latent linear growth curve modeling was
used to analyze the change process captured by a latent
intercept and a latent slope variable (31). We coded time as
0 for baseline, 1 for 6 months, and 2 for 12 months in the
models. To assess our hypothesis that clinician turnover
would be associated with more negative client outcomes,
we included a binary predictor named clinician turnover
for the latent intercept and slope. Clinician turnover in-
dicated whether a client experienced turnover of the cli-
nician that he or she saw most often during the 12-month
observation period (1, yes; 2, no). For this study, we were
interested in the turnover effect on the slope of each

TABLE 1. Baseline characteristics of clinicians (N=121) and clients (N=328) in the study

Clinician employed
for entire study

Clinician left job
during study

Test
Missing
data

Characteristic N % N % statistic df p (N)

Clinician
Age (M6SD) 42.4612.7 38.4613.4 t=–1.5 119 .149 0
Female 67 74 25 83 x2=.9 119 .319 0
White race 79 89 24 80 x2=1.5 118 .223 1
Case manager or therapista 45 52 23 68 x2=2.4 115 .113 4
Rural site 38 43 15 50 x2=.6 119 .458 0

Client
Age (M6SD) 44.9612.9 45.1614.0 t=.6 326 .513 0
Client-clinician familiarity

(M6SD)b
25.5647.8 21.9624.1 t=.9 323 .348 3

Patient activation score
(M6SD)c

60.5615.1 65.1614.2 t=–2.9 325 .004 1

Physical health summary
score (M6SD)d

42.068.2 41.968.3 t=2.5 326 .624 0

Mental health summary
score (M6SD)d

41.667.4 44.867.1 t=–3.2 326 .001 0

Depression score (M6SD)e 9.566.4 6.965.5 t=3.1 325 .002 1
Anxiety score (M6SD)f 8.766.3 6.265.6 t=3.3 325 .001 1
Female 125 50 33 42 x2=–1.5 326 .135 0
White race 132 53 40 51 x2=.4 326 .685 0
Serious mental illness

diagnosisg
152 64 53 69 x2=2.6 311 .538 13

Rural site 84 34 32 44 x2=1.4 326 .231 0

a Job roles included assertive community treatment team member, medication provider, case manager, and therapist (only three clinicians prescribed
medication).

b Number of months that the client reported knowing the clinician at baseline.
c As measured by the Patient Activation Measure–Mental Health. Possible scores range from 0 to 100, with higher scores indicating greater patient activation.
d As measured by the 12-item Short Form Health Survey physical or mental health summary score. Possible scores on each measure range from 0–100, with
higher scores indicating better functioning.

e As measured by the nine-item Patient Health Questionnaire. Possible scores range from 0 to 27, with higher scores indicating greater depression.
f As measured by the seven-item Generalized Anxiety scale. Possible scores range from 0 to 21, with higher scores indicating greater anxiety.
g Bipolar disorder and schizophrenia spectrum disorder (schizophrenia was the most common diagnosis).
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outcome, which captured the change in outcome after
each 6-month interval.

We controlled for a few baseline measures (covariates)
in the growth curve model for each outcome to rule out
the possibility that a significant association between clini-
cian turnover and the slope of the outcome, if detected, was
the result of a preexisting difference in the covariates be-
tween the clients who experienced clinician turnover and
those who did not. These covariates included the baseline
status for each outcomemeasure, client age, client-clinician
familiarity, sex (0, female; 1, male), and site (0, rural site; 1,
urban site). Initially, we also considered race as a covariate.
However, given that 95% of the clients at the rural site
were white, the effects of site and race were highly con-
flated. Thus we excluded race from the analyses. Because
client-clinician familiarity was highly skewed, we normal-
ized that variable using log transformation.

To examine whether the effect of clinician turnover
was moderated by any of the covariates, we also included
the interaction terms between each of the covariates and
clinician turnover in the model. When a significant in-
teraction effect was identified, we probed the interaction
by plotting the turnover effect (and 95% confidence inter-
vals) against a range (62 SD) of values on the corre-
sponding moderator. The effect, given a specific level of
the moderator, was significant if the corresponding confi-
dence interval did not cover 0. All continuous covariates
were mean-centered. Analyses were conducted in Mplus
8.0 (32). Because clients were nested under clinicians, we
used the “Type=complex” command with robust maximum
likelihood estimation method (MLR) in Mplus to obtain
the correct standard errors accounting for the clustering ef-
fect. MLR is also an appropriate method to handle missing
data (33).

RESULTS

Descriptive statistics for variables included in the analyses
are shown in Table 1, by clinician turnover status. [A table in
an online supplement to this article presents descriptive
statistics by site.] Of the 121 participating clinicians iden-
tified as most frequently seen, 31 (26%) left their position
during the 12-month period; 15 were from the rural site, and
16 were from the urban site. Turnover rates were roughly
equal across sites. Most of the 31 clinicians who left (N=22,
71%) were either case managers or therapists. Of clinicians
who left, 26 (84%) resigned, four (13%) were terminated,
and one (3%) retired.

Of the 328 participating clients, 78 (24%) experienced
clinician turnover—51 (65%) during the first 6 months of the
monitoring period and 27 (35%) during the second 6months.
At baseline, clients who later experienced clinician turnover
had higher mental health functioning, greater patient acti-
vation, and lower depression and anxiety, compared with
clients who did not later experience clinician turnover
(N=250, 76%).

Given the purposes of this study, we report the main and
interaction effects from the growth curve models for the
slope of the five outcomes. Clinician turnover showed sig-
nificant effects relevant to all outcomes, except depression
(Tables 2 and 3). The results for the other four outcomes
are described below.

Anxiety
As shown in Table 2, the main effect of turnover on clients’
change in anxiety was moderated by the baseline status on
the anxiety measure (B=–0.16, p=0.01), when other factors
were held constant. Our probe of the interaction suggested a
significant positive effect of turnover on the slope of anxiety

TABLE 2. Predictors of the association between clinician turnover and client outcomes (anxiety, depression, and patient activation)

Anxietya Depressionb Patient activationc

Predictor B SE Wald Z p B SE Wald Z p B SE Wald Z p

Main effects on slope
Age 2.02 .01 21.76 .08 2.01 .01 2.96 .34 2.03 .04 2.64 .52
Sex 2.27 .41 2.66 .51 2.26 .40 2.66 .51 .19 1.09 .17 .87
Site .99 .42 2.38 .02 .65 .47 1.40 .16 22.81 1.15 22.45 .01
Familiarityd ,.01 .01 2.42 .68 ,.01 .01 2.32 .75 2.05 .03 21.86 .06
Turnovere 1.03 .50 2.06 .04 .70 .56 1.24 .21 21.19 1.72 2.69 .49
Baseline status on indicated

measure
2.03 .05 2.55 .58 2.10 .05 22.00 .05 2.11 .08 21.26 .21

Interaction effects on slope
Turnover 3 age 2.02 .02 2.73 .46 2.01 .02 2.65 .52 2.04 .08 2.45 .66
Turnover 3 sex 2.80 .64 21.24 .21 2.03 .67 2.04 .97 2.12 2.16 .99 .33
Turnover 3 site 2.25 .63 2.39 .70 2.17 .73 2.23 .82 2.20 2.29 .96 .34
Turnover 3 familiarity ,.01 .01 .33 .74 .01 .01 1.04 .30 .02 .03 .47 .64
Turnover 3 baseline status

on indicated measure
2.16 .06 22.54 .01 2.08 .07 21.15 .25 2.29 .10 22.84 ,.01

a As measured by the seven-item Generalized Anxiety scale.
b As measured by the nine-item Patient Health Questionnaire.
c As measured by the Patient Activation Measure–Mental Health.
d Number of months that the client reported knowing the clinician at baseline.
e Turnover was coded as present if clinician left his or her job during the study period.
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for clients with low or moderate anxiety, indicating that
clinician turnover was associated with increased anxiety
over time for these clients [see figure in online supplement].

Patient Activation
The turnover effect on the change in patient activation was
also moderated by the baseline status on the measure
(B=–0.29, p,.01), when other factors were held constant
(Table 2). Our probe of the interaction suggested that the
turnover effect changed from positive to negative as baseline
patient activation increased. The effect was significantly
negative only for clients with relatively high baseline patient
activation [see figure in online supplement].

Mental Health Functioning
The turnover effect on the slope of mental health function-
ing was moderated by baseline mental health functioning
(B=–0.32, p,0.01), when other factors were held constant
( Table 3). The turnover effect on mental health functioning
changed from positive to negative as baseline mental health
functioning increased (Figure 1). Although it appeared that
turnover was associated with declines for clients with rela-
tively high baseline mental health functioning, turnover was
associated with significantly increased mental health func-
tioning over time for clients with relatively poor baseline
mental health functioning.

Physical Health Functioning
The model for physical health functioning suggests that
the turnover effect on the slope of physical health func-
tioning was moderated by baseline physical health func-
tioning (B=–0.32, p,0.01) and age (B=–0.13, p,0.01), when
other factors were held constant (Table 3). As shown in
Figure 2, the turnover effect on physical health func-
tioning decreased from positive to negative as baseline

physical health functioning
increased or age increased,
indicating that turnover was
associated with decreased
physical health functioning
over time for clients with
relatively high physical
health functioning at baseline
or who were older.

DISCUSSION

This study examined the re-
lationship between clinician
turnover and client out-
comes in community behav-
ioral health settings. In our
sample of 121 clinicians, 26%
left their position during the
course of the study, consis-
tent with other research in-

dicating approximately 30% annual turnover of community
behavioral health clinicians (4). Turnover creates significant
concerns in behavioral health organizations (e.g., financial
costs in recruiting and training and expertise loss). Re-
searchers and administrators frequently presume that
clinician turnover has a detrimental impact on clients, the-
orizing that losing a positive relationship and transitioning
to a new clinician represents a significant disruption in
care. However, few studies have directly assessed clinician
turnover and client outcomes, particularly in community
behavioral health settings.

Our primary finding suggests that clinician turnover
was associated with the most detrimental outcomes for cli-
ents doing well at the beginning of the observation period,
but turnover was not uniformly associated with negative
outcomes. For both physical and mental health function-
ing, clinician turnover was related to negative outcomes
for clients with relatively higher baseline functioning.
Similarly, negative associations with turnover were seen for
clients whose baseline patient activation was higher and
for clients who had low or moderate baseline anxiety
symptoms. Turnover had no significant relationship with
depression. Curiously, we also found that turnover was as-
sociated with no changes or positive changes for clients
who experienced more difficulties at baseline. Turnover
was associated with significant increases in mental health
functioning over time for clients with relatively poor
baseline mental health functioning. Clinician turnover was
not related to significant change in anxiety for clients
with high baseline anxiety and was also unrelated to sig-
nificant change in physical health functioning for clients
with low baseline physical health functioning. An impor-
tant secondary finding was that for physical health func-
tioning, the relationship with turnover was moderated by
age. Specifically, clinician turnover was associated with a

TABLE 3. Predictors of the association between clinician turnover and client outcomes (mental
and physical health functioning)a

SF-12 mental health SF-12 physical health

Predictor B SE Wald Z p B SE Wald Z p

Main effects on slope
Age .01 .03 .33 .74 .03 .03 1.28 .22
Sex –.56 .65 –.87 .39 –.05 .54 –.08 1.00
Site .03 .57 .05 .96 –.75 .50 –1.51 .13
Familiarityb .20 .26 .77 .44 –.02 .01 –2.01 .04
Turnoverc .87 1.12 .78 .44 –.94 .78 –1.12 .23
Baseline status on indicated

measure
–.06 .08 –.70 .48 .01 .06 .12 .90

Interaction effects on slope
Turnover 3 age .06 .03 1.93 .05 –.13 .04 –3.58 ,.01
Turnover 3 sex .95 1.00 .95 .34 .79 1.06 .74 .46
Turnover 3 site –.94 .86 –1.10 .27 1.23 .83 1.48 .14
Turnover 3 familiarity –.52 .37 –1.39 .16 .01 .01 .68 .50
Turnover 3 baseline status

on indicated measure
–.32 .09 –3.67 ,.01 –.32 .08 –4.18 ,.01

a As measured by the 12-item Short Form Health Survey (SF-12) physical or mental health summary score.
b Number of months that the client reported knowing the clinician at baseline.
c Turnover was coded as present if clinician left his or her job during the study period.
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stronger negative effect on functioning for older clients.
Thus, for those who are younger, turnover may affect func-
tioning less, possibly because their physical health may be
more resilient in the face of disruptions in care.

Although prior research on the impact of clinician turn-
over on behavioral health outcomes is limited, the findings
have been similarly mixed (4, 12, 13). Previous studies have
primarily examined turnover at the team or organizational
level. Our study builds on and is consistent with work by
Garner and colleagues (12) by directly linking clinicians
with the clients that they personally treated. Our results
suggest that clinician turnover is not exclusively associ-
ated with clinical decline and may have more complex
relationships with outcomes than found in prior studies. In
particular, turnover may be more detrimental for clients
who are doing well (i.e., have high baseline mental health
functioning) and have more clinical gains to lose.

It is important to note that clients with similarly high
baseline mental health functioning who did not experience
clinician turnover did not experience a similar increase in
symptoms during the course of the study. This argues
against the idea that effects reflect regression to the mean.
We could speculate on the counterintuitive finding that
turnover appeared beneficial for clients with low mental
health functioning; for example, starting over with a dif-
ferent clinician who forms a stronger alliance or better
implements evidence-based practices might be helpful.
However, we did not have that level of detail in our data.
Future work is needed to identify the mechanisms of im-
provement or reductions in client outcomes following cli-
nician turnover.

This study had limitations. The two sites differed signif-
icantly in the racial demographic characteristics of clients
and clinicians (i.e., race was conflated with site); therefore,

we could not include both race and site as a covariate or
potential moderator. The study was also limited by focusing
on the clinician who was nominated by the client at baseline
as the person seen most often; the importance of that person
to the client or the amount of time spent with the clinician
may have changed over time. Because of statistical power
concerns, we assessed turnover at any time during the
12-month period, but the timing of the turnover may have a
differential impact (e.g., recent loss versus a loss the client
has had time to adjust to). Future research with larger sam-
ples of clinicians should include timing of turnover as a
moderating variable. Similarly, we were unable to examine
how the organizations responded to turnover. For example,
turnover on teams that share caseloads may be less prob-
lematic than turnover of clinicians who have individual case-
loads (34), because teammemberswhoalreadyhave relationships
with clients might ease the transition.

FIGURE 2. Effect of turnover on the slope of the SF-12 physical
health summary (PHS) score, by (A) baseline PHS score and
(B) agea
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a Turnover effect on the slope of 12-item Short-Form Health Survey (SF-
12) physical health scores is plotted against a range of baseline SF-12
mental health values (from –2 SD to 2 SD). Baseline PHS score and age
were both mean-centered with SD=8.2 and SD=13, respectively.
Higher scores indicate higher physical health functioning. The effect of
a specific baseline score was significant if the corresponding 95%
confidence interval does not cover 0.

FIGURE 1. Effect of turnover on the slope of the SF-12 mental
health summary (MHS) score, by baseline MHS scorea
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health functioning. The effect of a specific baseline score was signifi-
cant if the corresponding 95% confidence interval does not cover 0.
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CONCLUSIONS

The findings of this study suggest that clinician turnover
may have differential impacts on clients depending on
clients’ initial levels of functioning and symptoms and
may be particularly detrimental for those who are older and
have better functioning and fewer symptoms. Clients who
are doing better may have more to lose when clinicians
leave. Future work is needed to identify how to best serve
clients experiencing turnover to reduce these observed
impacts.
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