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Dear San Diegans:

As Chair of the San Diego County Board of Supervisors, my single highest policy priority since taking office in 2019 has been
behavioral health — the intersection of mental health and addiction treatment.

| have witnessed the difficulties in hiring behavioral health workers as we took action to build a better way to deliver services
and transform our behavioral health system. As part of my 2021 State of the County Address, | called on our County
government to work with entities across San Diego County to develop a strategy to tackle the shortage of trained behavioral
health workers in our region.

This report provides a deeper understanding of the worker shortage and outlines existing talent attraction and retention
challenges in the behavioral health industry. It also brings new solutions to expand the size and diversity of mental health
and addiction treatment professionals in San Diego over the long term.

To develop this transformative strategy, it took many partners. | want to extend my appreciation to the 1,600 San Diego
Behavioral Health workers and students who provided input; the members of the San Diego Behavioral Health Workforce
Steering Committee and the San Diego Workforce Partnership for leading this effort, and the County of San Diego Health and
Human Services Agency and Alliance Healthcare Foundation for investing in this work.

With this roadmap, it is imperative we act with urgency to recruit, train and retain more mental health and addiction treatment
professionals to work in San Diego County. Let's get to work!

Sincerely,

Nbfher

Chair Nathan Fletcher
Supervisor, Fourth District
County of San Diego

County Administration Center « 1600 Pacific Highway, Room 335 « San Diego, CA 92101
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Section 1: Executive Summary

San Diego County is facing a significant behavioral health (BH) worker shortage. This report
estimates 17,000 BH professionals were employed in 11 key occupations in 2022. This is 8,000
workers short of the 25,000 needed.

This worker shortage is not unique to San Diego. According to the Steinberg Institute, the state’s BH
workforce can only serve about a quarter of its need'. In 2018, researchers from the University of
California San Francisco (UCSF) estimated growing shortages over the next 10 years. UCSF
estimated California will have 41% fewer psychiatrists and 11% fewer psychologists, licensed
marriage and family therapists, licensed professional clinical counselors and licensed clinical social
workers than needed by 20282,

These statewide projected shortages were all before the outbreak of the COVID-19 global pandemic.
Since 2020, community need for behavioral health services, workforce shortages and wage
competition from other industries have intensified, intensifying the long-standing workforce shortage
to crisis levels.

At the same time, public investment in behavioral health services at the federal, state, and local level
continue to increase. Services for crisis care, homelessness prevention, substance use prevention
and treatment services, expanded services in public schools and healthcare integration are all driving
more demand for BH workers. Demographic trends are not helping; each year more San Diego
workers retire than the year before as the "baby-boom” generation ages. In 2018 for example, about
half of California’s psychiatrists are over 60 years of age (UCSF).

The convergence of these demographic trends, the global pandemic, growing mental health and
substance use crises and historic public spending focused on expanding BH services raises a
fundamental question:

Is our regional Behavioral Health Workforce
equipped to meet the need?

This report sets out to address this question with responses to the following four related lines of
inquiry. Below are our key findings and recommendations:

1. How many additional behavioral health professionals in each key occupation does the region
need to meet the demand for services today and in the future?

! Steinberg Institute, “What is the behavioral health workforce shortage?” Behavioral Health Workforce Strategy Group
2UCSF Health Force, “California’s Current and Future Behavioral Health Workforce” (2018)




e San Diego’s regional behavioral health system currently employs approximately 17,000
professionals in 11 high priority occupations.

e This is approximately 8,000 workers short of the estimated 25,000 professionals needed
to meet the population’s need for services.

e By 2027, the San Diego region needs an estimated 27,600 to continue meeting unmet
need while keeping pace with population growth.

e Based on current trends, an estimated 7,800 BH workers are expected to leave their
professions by 2027.

e Starting from the nearly 17,000 workers in the field today, the San Diego region needs to
educate, train, attract, employ, and retain 18,500 professionals between 2022 and 2027.

18,500 needed by 2027

" . 35’00

7,800 2,600

behavioral health professionals more workers needed to replace those to meet growth in
in the current workforce to meet today’s demand leaving in next 5 years demand by 2027

What do 1,600 San Diego BH professionals and students say are the principal factors
influencing their career decisions?

e Overall, BH workers reported high levels of satisfaction with their job security (84%),
physical safety at work (82%), relationships with coworkers (91%), their boss (84%), the
population they serve (93%) and that they are contributing to a purpose they care about
(84%). These job quality features are attracting and retaining professionals to the field.

e 39% of respondents reported varying levels of burnout. This is a relatively low burnout
rate. National post-COVID studies find healthcare burnout rates around 50%.

e 44% of BH respondents reported being somewhat likely (25%) or extremely likely (19%) to
search for a job in the next 12 months. This is relatively high compared to national data
ranging between 18-37% for various healthcare and behavioral health professionals.

e Top push factors influencing worker burnout and intent to leave were dissatisfaction with
pay (55%), stress on the job (44%), and documentation requirements (39%). In focus
groups, stress on the job often related to staffing shortages, high caseload sizes and
challenges accessing additional support services and treatment for their clients.



3. What could a long-term regional vision look like to develop, attract, and retain the most
resilient, representative, skilled and qualified workforce in the United States?

Invest in competitive compensation: San Diego professionals across occupations are
paid less than their counterparts in most California counties. Other recommendations
described in this report will have limited effect if relative pay gaps for BH jobs continue to
increase against other industries, non-BH settings and private practice.

e Pursue administrative relief opportunities: Streamlining documentation requirements for
current frontline professionals was one of the top three push factors. This report
includes 12 issue areas and 29 actions to reduce administrative requirements for BH
workers aimed at increasing retention and reducing intent to leave the field.

o Establish regional training centers of excellence (COEs): Multi-partner sites that serve the
public and develop core competencies in training and supervision programs are needed
to expand the region’'s BH workforce infrastructure. These COEs would also provide
technical assistance and operational support to other community-based organizations to
establish their own training programs, and provide applied research opportunities for
innovations in service delivery, training efficacy and workforce optimization

 Build a regional BH workforce training fund: This report estimates a $425M investment is
needed to expand the regions BH talent recruitment, training, and education systems for
the additional 18,500 workers needed over the next five years. This report provides a
financial framework for an initial $128M down payment to train 4,250 professionals.

o $98M for scholarships, stipends, in-school support, loan forgiveness, expanding
programs and other incentives for public service.

o $30M of philanthropy and flexible public dollars to capitalize a first-in-the nation,
regional BH revolving training fund that provides 0% interest loans to students
entering specific programs and upfront financing for organizations to establish
supervision programs.

e Continue to listen to workers: This report should be a starting point for regional BH
workforce development applied research focused on improving job quality and talent
strategies for current and future public sector BH professionals.

4. What are specific projects and initiatives that can accelerate this vision on the ground?

The report includes nine occupational profiles with a description of initial projects for the $128M
down payment that would train 4,250 professionals over 10 years. The projects are focused on
regional investments to expand the size, diversity and capacity of San Diego’s training, education,
and clinical supervision system. Selected highlights include:



e S6M to recruit, place, certify and provide on-the-job-training for 600 certified peer support
specialists.

e S3M for a regional apprenticeship program to train 600 community health workers.

e $8.5Min scholarships and 0% interest loans to recruit, train, place and certify 1,150
substance use disorder counselors.

e 51.3Mto establish a psychiatric technician program with regional community colleges.

e $7.8M for stipends for 260 master of social work students to complete paid internships
in BH settings.

e S$7Mto create 280 new supervision slots for associate social workers to accrue the 3,000
hours required for LCSW licensure. Learn and adapt model for registered nurses,
marriage and family therapists, and psychologists in BH settings.

e $64M to train 84 community psychiatrists and 200 psychiatric mental health nurse
practitioners to work in integrated teams in community settings, serving as a statewide
model to address California’s designation as a Health Professional Shortage Area (HPSA)
related to a psychiatrist shortage statewide.

e Targeted loan forgiveness and mortgage down-payment assistance in exchange for
public service for diverse professionals to build wealth, live and work in San Diego.

Where possible and appropriate, this report targets interventions that have demonstrated evidence
attracting and retaining professionals to work in public behavioral health settings defined as follows:

The full range of providers that serve the Behavioral Health needs of people who
may be eligible for publicly-funded health insurance based on economic need.

This includes County employees, contracted service providers, FQHCs, hospitals,
providers in education settings, and private organizations that serve people eligible
for publicly-funded health insurance.

This report lays out a vision to make San Diego home to the most resilient, representative, skilled
and qualified BH workforce in the United States. As a result, the system of care will have the
workforce needed to provide the highest quality of care possible for all San Diego residents,
regardless of economic means or ability to pay.



PROFESSIONALS DOES SAN DIEGO NEED?

r.['\o HOW MANY MORE BEHAVIORAL HEALTH
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8,100 7,800 2,600

behavioral health professionals more workers needed to replace those to meet growth in
in the current workforce to meet today’s demand leaving in next 5 years demand by 2027
2022 2027 # Leaving Additional Needed
2022 Workers Needed Needed Profession 2022-2027
il = el I T 6,930 7,588 2,783 5,72
Marriage and Family Therapist 4,443 6,637 7,101 2,111 4,770
Substance Abuse and Behavioral Disorder Counselor 2,566 3,631 4,248 1,270 2,952
Mental Health and Substance Abuse Social Worker 1,283 1,913 2,142 616 1,476
Psychologist (Clinical, Counseling, and School) 1,603 2,401 2,522 533 1,451
Psychiatric Technician 789 1,181 1,334 292 837
Registered Nurse working in BH settings 1,040 1,548 1,641 56 656
Psychiatric Aide 129 192 248 89 208
Psychiatrist 265 396 431 37 204
Psychiatric Mental Health Nurse Practitioner 159 238 297 46 184

Physician's Assistant working in BH settings

WHY DO BEHAVIORAL HEALTH WORKERS LEAVE JOBS?

I Completely Dissatisfied M Dissatisfied

The amount of money you earn [N 44% likely to search for a job in the

next 12 months, vs 18-37% nationally

On-the-job stress [
Documentaton burden [ .
Support for education _ 45 /o turnover for San Diego
) . behavioral health workers, vs.
Support for housing cost [N T 42% in the rest of California.
Loansupport [

0% 10% 20% 30% 40% 50%




WHAT CAN BE DONE TO ADDRESS THIS SHORTAGE?

Invest in Competitive Compensation
San Diego BH professionals are paid less
than other CA counties. 55% of workers
surveyed were dissatisfied with pay.

Pursue Administrative Relief

Streamlining documentation is a top concern
for BH professionals. Explore 12 issue areas
and 29 opportunities to reduce
administrative requirements.

Build Regional Workforce Training Fund
This report provides a financial framework
for a $128M down payment to train

4,250 more professionals.

El:l Establish Regional Training Centers

of Excellence

Sites would deliver services, expand
training and supervision opportunities, and
provide research opportunities focused on
integrated care, workforce optimization, and
training best practices.

) Continue Listening to Workers

@ Input from 1,600 San Diego workers and
students informed this report. Levels of job
satisfaction, burnout, intent to leave, and
other factors driving career decisions

should be surveyed annually to inform
implementation and measure progress.

WHAT ARE WORKERS SAYING?

| have had to take out personal loans to cover my l
“ groceries. Rent is a whole paycheck. I've thought
about going to grad school, but is it worth it to go
thousands in debt for two more dollars an hour?
| want to do this for the rest of my life, I love it. It
makes me sad, but | don't think | will be able to. ,,
— SUD Counselor, Female

$98M for scholarships,
stipends, loan forgiveness,
and expanding programs.

S20M firstin-the
nation renewable training IN A REGIONAL
fund providing 0% interest TRAINING
loans to students and FUND
financing to establish
training and supervision
programs.

INVEST

$128M

Sample projects for $128M Fund

» $6M to recruit, place, certify and provide on-the-job-training for
600 certified peer support specialists.

» $3M for a regional apprenticeship program to train 600
community health workers.

» $8.5M in scholarships and 0% interest loans to recruit, train,
place and certify 1,150 substance use disorder counselors.

» $1.3M to establish a psychiatric technician program with
regional community colleges.

» $7.8M for stipends for 260 master of social work students to
complete paid internships in BH settings.

» $7M to create 280 new supervision slots for associate social
workers to accrue the 3,000 hours for LCSW licensure.

» $64M to train 84 psychiatrists and 200 psychiatric mental
health nurse practitioners to work in integrated teams in
community settings.

» Loan forgiveness and down-payment assistance in exchange
for public service for diverse professionals to build wealth, live and
work in San Diego long term.

“ | just | want to help people. But being extremely
short-staffed—feeling the pressure, it's brutal.
I'm really burned out and I'm white knuckling it.
Being hyper-vigilant in that way is not conducive
to being a good clinician. It's pretty maddening
to be honest. I'm disillusioned. ’,
— Pre-Licensed Counselor, Female



Section 2: Understanding San Diego’s Behavioral

Health Worker Shortage

Today, there are approximately 17,000 professionals working in a BH setting across 12 key
occupations. By 2027, the San Diego region needs to produce, attract, or retain an additional 18,500
behavioral health professionals to meet the need for services from San Diego residents, replace

existing workers that will leave the industry and keep up with population growth. This section
provides a detailed methodology for these estimates for 12 key occupations, listed in Figure 1.

Figure 1: Occupations included in the workforce needs assessment

11

2022
CSOC Description® Professionals
ode(s) . ;
in San Diego
91- Community Health Workers: Promote health within a community by assisting individuals to adopt
1004 healthy behaviors and advocate for the health needs of individuals by assisting community
residents in effectively communicating with healthcare and social service agencies.
Social and Human Services Assistants (includes Peer Support Specialists*): Assist other social
and human service providers in providing client services in a wide variety of fields, such as 4644
21- psychology, rehabilitation, or social work, including support for families. May assist clients in
1093 | identifying and obtaining available benefits and social and community services. May assist social
workers with developing, organizing, and conducting programs to prevent and resolve problems
relevant to substance abuse, human relationships, rehabilitation, or dependent care.
Psychiatric Aides: Assist mentally impaired or emotionally disturbed patients, working under
31- direction of nursing and medical staff. May assist with daily living activities, lead patients in 129
1133 | educational and recreational activities, or accompany patients to and from examinations and
treatments. Includes psychiatric orderlies.
91 Substance Abuse and Behavioral Disorder (SUD) Counselors: Counsel and advise individuals with
1011 alcohol, tobacco, drug, or other problems, such as gambling and eating disorders. May counsel 2566
individuals, families, or groups or engage in prevention programs.
Psychiatric Technicians (multiple related job titles): Care for individuals with mental or emotional
20- conditions or disabilities, following the instructions of physicians or other health practitioners.
2053 Monitor patients' physical and emotional well-being and report to medical staff. May participate in 789
rehabilitation and treatment programs, help with personal hygiene, and administer oral or
injectable medications.
Marriage and Family Therapists / Professional Counselor: Diagnose and treat mental and
91- emotional disorders, whether cognitive, affective, or behavioral, within the context of marriage and
1013 family systems. Apply psychotherapeutic and family systems theories and techniques in the 4443
delivery of services to individuals, couples, and families for the purpose of treating such diagnosed
nervous and mental disorders.
Mental Health and Substance Abuse Social Workers: Assess and treat individuals with mental,
21- emotional, or substance abuse problems, including abuse of alcohol, tobacco, and/or other drugs.
" . s A . : 1283
1023 | Activities may include individual and group therapy, crisis intervention, case management, client
advocacy, prevention, and education.
19- Psychologists (Clinical and Counseling and School): Assess, diagnose, and treat mental and 1603
3033 | emotional disorders of individuals through observation, interview, and psychological tests. Help

3 Descriptions were based on standard 0*NET occupational descriptions and may not reflect every aspect of the professional’s job.
4 While peer support specialists do not have specific Bureau of Labor Statistics (BLS) Standard Occupational Classification (SOC) code, their job titles
are commonly found in the broader Social and Human Service Assistants category.
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2022
CSOC Description? Professionals
ode(s) . :
in San Diego
19- individuals with distress or maladjustment understand their problems through their knowledge of
3034 | case history, interviews with patients, and theory. Provide individual or group counseling services
to assist individuals in achieving more effective personal, social, educational, and vocational
development and adjustment.
29- Registered Nurses working in BH settings: Assess patient health problems and needs, develop and
1141 | implement nursing care plans, and maintain medical records. Administer nursing care to ill,
29- injured, convalescent, or disabled patients. May advise patients on health maintenance and 1040
1147 disease prevention or provide case management. This report used national estimates that 4% of
(02) | all RN's work in BH settings.
Psychiatric Mental Health Nurse Practitioner: Diagnose and treat acute, episodic, or chronic
29- illness, independently or as part of a healthcare team. May focus on health promotion and disease 159
1171 | prevention. May order, perform, or interpret diagnostic tests such as lab work and x rays. May
prescribe medication. Must be registered nurses who have specialized graduate education.
2. Physician’'s Assistant working in BH settings: Provide BH services typically performed by a
1071 physician, under the supervision of a physician. Conduct complete physicals, provide treatment, 28
and counsel patients. May, in some cases, prescribe medication.
122923 Psychiatrists: Diagnose, treat, provide medication management, and help prevent mental disorders 265
Total 16,949

To estimate the need for behavioral health workers across occupations in 2022, we used staffing
level estimates and estimates of unmet need in San Diego for BH professionals. For future years
(2027 and 2032), we used estimates of growth and rates of workers leaving the profession (referred
to hereafter as “replacement”) to project numbers of jobs and the number of new providers needed
to fill those jobs. This section will review the sources and methods for each of these estimates.

Step 1 - Calculating unmet need: We started by finding estimates of unmet need for behavioral
health and substance use disorder. The most recent available substate estimates of mental
disorders by The National Survey on Drug Use and Health (NSDUH) at the time of analysis were
2016-2018°. They indicate that 18.36% of adults had a mental illness, but only 12.28% received care,
leaving an unmet need for mental health services for 6.08% of San Diego's population. Given that
12.28% of the population is receiving care with our current number of service providers, we would
need 49.51% additional service providers to reach the 6.08% of San Diego’s population who needs
but does not receive mental health treatment.

We determined the unmet need for substance use disorder in collaboration with subject matter

experts, who noted that a small percentage of people determined to need substance use treatment
as measured by the NSDUH ever sought treatment. According to the 2019 NSDUH national data®, we
would need to increase substance use providers by 411% to have enough providers available for
every person who needs substance use disorder treatment. However, NSDUH reports that 97.5% of
respondents classified as having a substance use disorder in 2020 did not feel they needed

¥ Substate Estimates of Substance Use and Mental lliness from the 2016-2018 NSDUH: Results and Detailed Tables | CBHSQ Data. (n.d.). Retrieved
June 14,2022, from https://www.samhsa.gov/data/nsduh/2016-2018-substate-reports
® Sub-state estimates of the NSDUH report unmet need for SUD directly without including number of people who receive treatment; we used the most
recent available national numbers that do include the number of people currently receiving treatment to estimate the needed increase of providers.
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treatment’. Recognizing San Diego County initiatives to expand the reach of substance use disorder
treatment® and in conversation with epidemiologists engaged with this question, we decided to aim
for an increase of 10% of the unmet need for substance use disorder treatment, resulting in a
shortage of 41.19% of providers that treat substance use disorder exclusively.

For professions that treat both mental health and substance use disorders, we set our goal to
increase service provision by the larger amount (49.51%).

To account for the outdated unmet need estimates, we started with the number of jobs in each
occupation in 2017 using labor market information from the Bureau of Labor Statistics (BLS),
supplemented by data from State of California licensing boards. Where possible, we used BLS
employment numbers because they are consistently measured year over year. However, BLS
numbers are collected by Standard Occupational Classification Codes, some of which are broad
enough to include workers outside of behavioral health (e.g., registered nurses). In those cases, we
used methods modeled by the HealthForce Center at UC San Francisco from their “California’s
Current and Future Behavioral Health Workforce” report to estimate the number of professionals in
the occupation working in behavioral health settings in San Diego®.

We then applied unmet need for 2017 to the number of jobs in 2017, assuming that our current
workforce is serving our current met need we would need a proportionate increase in the workforce
to meet unmet need. The resulting values represent the number of workers needed in 2017.

Step 2-Estimating BH employment numbers in 2022, 2027 and 2032 to meet unmet need: To
understand what that workforce would look like in 2022, we applied the growth rate for each
occupation from 2017 to 2022. This gives us an estimate of the workforce required to meet local
needs in 2022, if the need during that period grew linearly, proportionately to the occupation growth.
This assumption can be evaluated when the NSDUH releases more recent substate estimates.

To estimate the number of jobs and new professionals needed for future years (2027 and 2032), we
used growth projections based on Bureau of Labor Statistics'® to predict the change in the number
of jobs in the county for each occupation.

Step 3-Accounting for separations and retirements: To mitigate the shortage from steps 1 and 2,
recruiting and retaining the difference between the current workforce and the future workforce over
that time would be insufficient. We also need to account for outflows from each profession due to
people leaving the occupation (e.g., to retire or leaving the industry) or moving out of the region. We
used the occupational replacement rate—this includes people leaving the profession entirely.
Workers leaving their job for another in the same occupation (e.g., a SUD Counselor leaving one

7 Key Substance Use and Mental Health Indicators in the United States: Results from the 2020 National Survey on Drug Use and Health. (2020). 156.
8 Alcohol and Drug Services (ADS). (n.d.). Retrieved June 14, 2022, from
https://www.sandiegocounty.gov/content/sdc/hhsa/programs/bhs/alcohol_drug_services/prevention_services.html

° Particularly, registered nurses (RNs) and nurse practitioners SOC codes include nurses across specialties. Further complicating this issue, Advance
Practice Psychiatric Nurses are counted under the Registered Nurses parent code, rather than with the rest of Nurse Practitioners. For registered
nurses, we used the estimate from the 2018 report that 4% of registered nurses are RNs working in behavioral health settings. For Nurse Practitioners,
we multiplied the number of actively licensed professionals statewide by 8.4%, the most recent available ratio of San Diego County's population to
California’s (2020 San Diego Population 3.324 million: 2020 California population 39.35 million). Where needed, we adjusted data from these
professions using estimates from the 2018 report of the proportion of Nurse Practitioners (6.9%) and Registered Nurses (4%) working in behavioral
health. For both of these professions, we used Emsi growth and replacement estimates for the closest available professions (Registered Nurses and
Nurse Practitioners).

19 provided by Emsi Burning Glass, 2022
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employer for another) are not included in this analysis because that move does not reduce the
number of workers in the occupation. Each occupation has a different replacement rate and
demographic distribution, and so some professions will need to hire faster to replace workers
leaving the profession than others. This method gives us the following estimates of interest for each
occupation:

e The number of workers needed to meet the existing demand in 2022.

e The total number of jobs needed in 2027 and 2032 (considering growth and unmet need).

e The number of workers who need to enter the profession in 2027 and 2032 (to meet growth,
unmet need, and to replace workers leaving the profession).

Figure 2 estimates the San Diego regional behavioral health worker shortage is 8,160 professionals,
assuming existing staffing patterns and caseload sizes. Note that the following results include
everyone in these occupations working in San Diego BH settings, regardless of whether they work in
private practice or the public behavioral health system.

Figure 2: 2022 Professionals Needed

Occupation 2022 BH Total Professionals | 2022 Worker
P Professionals Needed Shortage

Community Health Workers & Social Service Assistants,
including Peer Support Specialists 4644 6930 2286
Psychiatric Aides 129 192 63
Substance Abuse and Behavioral Disorder (SUD) Counselors 2566 3631 1065
Psychiatric Technicians 789 1181 392
Marriage and Family Therapists 4443 6637 2194
Mental Health and Substance Abuse Social Workers 1283 1913 630
Psychologists (Clinical, Counseling, and School) 1603 2401 798
Registered Nurses working in BH settings 1040 1548 508
Psychiatric Mental Health Nurse Practitioner 159 238 79
Physician Assistant 28 42 14
Psychiatrists 265 396 131
Totals 16,949 25,109 8,160

We then take the “total professionals needed” number and add 5-year occupational growth rates and
replacement rates to get a sense of the total number of professionals the region needs to attract
and/or retain (below benchmark replacement rates). This analysis shows an additional 10,333
professionals are needed between 2022-2027 to continue to meet existing and unmet need (figure
3).

Figure 3: Replacement and occupational growth rates from 2022-2027

Prof. Prof. New Prof.
Needed (;ré)zvgt_hzgg';e needed REplrz?:[g] ent R;pelﬁf:_ Needed
Occupation (2022) (2027) 2022-2027
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Community Health Workers & Social Service
Assistants, including Peer Support Specialists 6930 9% 7588 11.3% 2783 3441
Psychiatric Aides 192 29% 248 12.1% 89 145
Substance Abuse and Behavioral Disorder
Counselors 3631 17% 4248 9.2% 1270 1887
Psychiatric Technicians 1181 13% 1334 7% 292 445
Marriage and Family Therapists 6637 7% 7101 9.2% 2111 2576
Mental Health and Substance Abuse Social
Workers 1913 12% 2142 9.2% 616 846
Psychologists (Clinical, Counseling, and School) 2401 5% 2522 6.5% 533 653
Registered Nurses working in BH settings 1548 6% 1641 5.2% 56 148
Psychiatric Mental Health Nurse Practitioner 238 25% 297 5.2% 46 105
Physician’s Assistant 42 13% 48 5.5% 8 14
Psychiatrists 396 9% 431 2.7% 37 73
Totals 25,109 27,600 7,841 10,333
The final step in estimating the total number of BH professionals needed in San Diego over the next
5 years combines the total number of workers to meet unmet need and the 5-year projected growth
and replacement rates to give the total number of workers that need to be trained, attracted, placed,
and retained at levels below estimated replacement rates (figure 4).
Figure 4: Total number of additional professionals needed in San Diego (2022-2027)
New Prof. Total
. A A7 i 2022 Needed Additional
Occupation BH Needed Needed sh 2022 Needed
Prof. | (2022) | (2027) ortage : eede
) 2027 (2022-2027)
Community Health Workers & Social Assistants,
including Peer Support Specialists 4644 6930 7588 2286 3441 5727
Psychiatric Aides 129 192 248 63 145 208
Substance Abuse and Behavioral Disorder
Counselors 2566 3631 4248 1065 1887 2952
Psychiatric Technicians 789 1181 1334 392 445 837
Marriage and Family Therapists 4443 6637 7101 2194 2576 4770
Mental Health and Substance Abuse Social
Workers 1283 1913 2142 630 846 1476
Psychologists (Clinical, Counseling, and School 1603 2401 2522 798 653 1451
Registered Nurses working in BH settings 1040 1548 1641 508 148 656
Psychiatric Mental Health Nurse Practitioner 159 238 297 79 105 184
Physician’s Assistant 28 42 48 14 14 28
Psychiatrists 265 396 431 131 73 204
Totals 16,949 | 25,109 27,600 8,160 10,333 18,493
Limitations

Because of limitations on available data, this analysis has some weaknesses.
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First, BLS Standard Occupation Classifications (SOC) are broad and do not change often. Several
occupations in our analysis (for example, registered nurses, nurse practitioners, and physician’s
assistants) are employed throughout the health system; behavioral health is only one of several
specialties or work settings. To include them in our analysis, we used statewide estimates, as
explained above. The validity of those estimates rests on several assumptions: 1) that San Diego has
a similar proportion of each of these professions working in behavioral health as California at large
and 2) that key features, like turnover and replacement rates, are similar across specialties within
professions. Additionally, a handful of high-priority occupations for San Diego BH leaders, such as
peer support specialists, do not have a designated SOC code and their job titles are included in the
SOC code for social and human service assistants and community health workers, making it difficult
to estimate how many peer support specialists are needed.

Second, our analysis rests primarily (and necessarily) on historical data, but recent and anticipated
changes impact the reliability of our estimates. First, coming changes to the statewide public
behavioral health system through CalAIM will extend and change Medi-Cal eligibility and service
provision over the course of the next 10 years. Second, the COVID-19 pandemic has changed the
demand and supply for behavioral health services. We cannot predict what long term impacts these
changes will have.

Third, this analysis does not consider opportunities to use telehealth providers that do not live in San
Diego. Further inquiry is needed to see how telehealth operational capacity, policy changes, and
technology advancements can allow for professionals living outside San Diego County to meet local
needs.

Finally, our analysis does not include workforce optimization modeling. Currently, federal, state and
county policies constrain the scope of practice for professions and in many cases dictate staffing
models by regional BH employers. These scopes are changing. For example, nurse practitioners will
be able to practice independently in California by 2023 and peer support specialists will soon be
certified and their services eligible for Medi-Cal coverage'?.

" AB-890 Nurse practitioners: Scope of practice: Practice without standardized procedures. (n.d.). Retrieved May 20, 2022, from
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201920200AB890
12 California Mental Health Services Authority | Peer Certification. (n.d.). Retrieved May 20, 2022, from https://www.calmhsa.org/peer-certification
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Section 3: Frontline Perspectives

If | could stay, | would — | love my job so much. But | got to this point
where | felt like | could not possibly stay.

— Former Peer Support Specialist, currently re-training for a technology career

The previous section highlighted an existing worker shortage of more than 8,000 professionals
across 11 key occupations and the need to attract or retain an additional 18,500 professionals
between 2022-2027. Of those 18,500 new professionals needed, 7,800 of them will leave the
profession by 2027.

A combination of both new talent development and attraction and existing talent retention strategies
and investments will be necessary to meet the region’s goals. Strategies to do this should be
informed by the voices, perspectives and experiences of current and future workers themselves.

This section highlights what we heard from over 1,600 San Diego BH workers about their career
goals, burnout out, intent to leave and job satisfaction between February and May 2022 through
focus groups and direct surveys.

Methodology

We took a two-phase approach to understanding the experiences of behavioral health workers, their
perspectives on job quality and job satisfaction, and the drivers of burnout, intent to leave and
turnover.

First, we conducted semi-structured focus groups and interviews with 30 workers. Discussions were
conducted over video calls in February 2022. The moderator referred to a script written in advance to
ensure that privacy disclosures were consistent among participants and to focus the conversation
on topics of interest. Among participants who provided job information were eight licensed
clinicians, nine certified workers, six licensed prescribers, three people who described themselves as
site supervisors or program managers, and one psychologist', all working in San Diego County.
Focus groups and interviews were automatically transcribed, then labelled with qualitative codes.
Codes included concepts from the literature review, topics of interest and topics that emerged after
analysis of the qualitative data.

Second, we conducted a survey of behavioral health workers in San Diego County. We developed a
survey based on our findings in focus groups, our past surveys and findings in workforce
development and a review of relevant literature. The survey was distributed through the following
partners in San Diego County:

'3 Certified workers included 1 case manager, 1 gambling and alcohol addiction counselor, 1 peer support worker, and 6 substance use disorder
counselors. Prescribing participants included 1 Nurse Practitioner and 5 Psychiatrists. Licensed clinicians included Licensed Clinical Social Workers,
Marriage and Family Therapists, and Licensed Clinical Counselors. These can't be split out because we asked them about their job, not licensure, and
some employers hire all of the above under the title “social worker.” We spoke to at least four pre-licensed workers for these occupations as well.



e The Alcohol and Drug Service Providers Association (ADSPA)
e The San Diego County Mental Health Contractors Association (MHCA)

e The Hospital Association of San Diego & Imperial Counties (HASDIC)

e Health Center Partners (HCP)
e The San Diego Imperial County Community Colleges (SDICCC)
e Deans, department chairs, and executives with the region’s universities
e The San Diego Psychiatric Society (SDPS)

e The 13-member steering committee that advised on this project.

The survey used a branching design to collect relevant data from students, workers and those who
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are both students and workers. In April and May of 2022, our survey collected 1,571 responses. The
median response time was 13 minutes and 2 seconds.

Figure 5: Survey respondents' occupations, gender identity, and race/ethnicity

14 1n the census, Middle Eastern and North African are considered part of the category “White,” but that may obscure valuable
information and fails to reflect this community’s contemporary self-identification, so we include it (Maghbouleh et al., 2022). In this

report, where we compare to Census data, we collapse this category with “White” to maximize comparability.

Occupations Gender Identity
(select all that apply)

N % N
Administrator 192 Women 55% 871
Case Manager 176 Men 16.7% | 262
Certified SUD Counselor 125 Non-Binary 0.8% |13
Licensed Clinical Social Worker 114 A Gender not listed 06% |1
Associate Social Worker 122 Unspecified or Prefer not to say 27.0% | 424
Licensed Marriage and Family Therapist 118 Total 1571
Peer Support 113
Registered SUD Counselor 94 Race/Ethnicity % N
Associate MFT 81 White 29.2% | 458
Community Health Worker 66 Hispanic or Latino/a/x 22.4% | 352
Psychologist 46 Multi Racial 59% |93
Psychiatrist 39 Asian 52% | 82
Associate PCC 36 Black or African American 48% |76
Registered Nurses 35 Middle Eastern or North African' 1.0% |16
Outreach worker 24 Pacific Islander 0.7% | 1N
Nurse Practitioner 19 American Indian or Alaska Native 04% |7
Licensed Professional Clinical Counselor 13 Other 1.0% |16
Psychiatric Aide 9 Unspecified or Decline to State 29.3% | 460
Nurse Practitioner Trainee 2 Total 1571
Interpreter 3
Psychiatric Technician 1
Physician’'s Assistant 1
Other Non-certified Professional 79
Other Certified Professional 14
Other Occupation 102
Students only 20
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Our focus group highlighted industry, occupational and local factors driving workers to and away
from their jobs in behavioral health. The survey allowed us to ask workers about their burnout, intent
to leave and satisfaction with each of the aspects of work revealed in the focus groups, along with
other features of work generally that the literature has shown to push workers away from their jobs
or make those jobs more appealing. This section will review our findings about burnout, intent to
leave, factors that push workers away from working in behavioral health and factors that attract
workers to behavioral health using insights from focus groups, our survey and context from other
studies and industries.

Burnout

Burnout is conceptualized as “prolonged response to chronic interpersonal stressors on the job”
including exhaustion, cynicism, detachment and lack of accomplishment or ineffectiveness at
work'®. Burnout has long been a concern in behavioral health, prompting several studies to
understand'® and reduce'” burnout among behavioral health providers. COVID-19 may be
exacerbating burnout among public sector employees,'® health care workers' and behavioral health
care providers?’. Burnout has been associated with intent to leave among mental health providers?'.
We elected to include burnout alongside intent to leave for two reasons. First, research suggests that
burnout is one of many factors contributing to workers leaving their jobs, including pay and lack of
advancement?. Second, burnout may be associated with worsening quality of care among
healthcare providers?.

In our survey, 39% of respondents reported some burnout, with 25% reporting some symptoms, 9%
reporting persistent burnout, and 5% indicating, I feel completely burned out and often wonder if |
can go on.” Sadly, this is a relatively low burnout number across healthcare, with post-COVID studies
finding burnout rates around 50%%*. Nevertheless, burnout drives turnover, occupational replacement
rates, and may hurt quality of care 2°.

'S Maslach, C., & Leiter, M. P. (2017). Understanding burnout: New models. In The handbook of stress and health: A guide to research and practice (pp.
36-56). Wiley Blackwell. https://doi.org/10.1002/9781118993811.ch3

16 Paris, M., & Hoge, M. A. (2010). Burnout in the Mental Health Workforce: A Review. The Journal of Behavioral Health Services & Research, 37(4), 519-
528. https://doi.org/10.1007/s11414-009-9202-2

" Rollins, A. L., Kukla, M., Morse, G., Davis, L., Leiter, M., Monroe-DeVita, M., Flanagan, M. E., Russ, A., Wasmuth, S., Eliacin, J., Collins, L., & Salyers, M.
P. (2016). Comparative Effectiveness of a Burnout Reduction Intervention for Behavioral Health Providers. Psychiatric Services, 67(8), 920-923.
https://doi.org/10.1176/appi.ps.201500220

18 Liss-Levinson, R. (2022). Survey Results: Continued Impact of COVID-19 on Public Sector Employee Job and Financial Satisfaction, and Retention.
https://slge.org/wp-content/uploads/2022/03/public-workforce-and-covid-march2022.pdf

1% Amanullah, S., & Ramesh Shankar, R. (2020). The Impact of COVID-19 on Physician Burnout Globally: A Review. Healthcare, 8(4), 421.
https://doi.org/10.3390/healthcare8040421

2 Joshi, G., & Sharma, G. (2020). Burnout: A risk factor amongst mental health professionals during COVID-19. Asian Journal of Psychiatry, 54, 102300.
https://doi.org/10.1016/j.ajp.2020.102300

2 Sklar, M., Ehrhart, M. G., & Aarons, G. A. (2021). COVID-related work changes, burnout, and turnover intentions in mental health providers: A
moderated mediation analysis. Psychiatric Rehabilitation Journal, 44(3), 219-228. https://doi.ora/10.1037/pri0000480

2 Parker, K., & Horowitz, J. M. (2022, March 9). Majority of workers who quit a job in 2021 cite low pay, no opportunities for advancement, feeling
disrespected. Pew Research Center. https://www.pewresearch.org/fact-tank/2022/03/09/majority-of-workers-who-guit-a-job-in-2021-cite-low-pay-no-
opportunities-for-advancement-feeling-disrespected

Z Tawfik, D. S., Scheid, A., Profit, J., Shanafelt, T., Trockel, M., Adair, K. C., Sexton, J. B., & loannidis, J. P. A. (2019). Evidence Relating Health Care
Provider Burnout and Quality of Care. Annals of Internal Medicine, 171(8), 555-567. https://doi.org/10.7326/M19-1152

% Prasad, K., McLoughlin, C., Stillman, M., Poplau, S., Goelz, E., Taylor, S., Nankivil, N, Brown, R., Linzer, M., Cappelucci, K., Barbouche, M., & Sinsky, C.
A. (2027). Prevalence and correlates of stress and burnout among U.S. healthcare workers during the COVID-19 pandemic: A national cross-sectional
survey study. EClinicalMedicine, 35. https://doi.org/10.1016/j.eclinm.2021.100879

Linzer, M., Smith, C. D., Hingle, S., Poplau, S., Miranda, R., Freese, R., & Palamara, K. (2020). Evaluation of Work Satisfaction, Stress, and Burnout Among
US Internal Medicine Physicians and Trainees. JAMA Network Open, 3(10), e2018758. https://doi.org/10.1001/jamanetworkopen.2020.18758

B Tawfik, D. S., Scheid, A., Profit, J., Shanafelt, T., Trockel, M., Adair, K. C., Sexton, J. B., & loannidis, J. P. A. (2019). Evidence Relating Health Care
Provider Burnout and Quality of Care. Annals of Internal Medicine, 171(8), 555-567. https://doi.org/10.7326/M19-1152
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Figure 6: Burnout among San Diego behavioral health professionals

@ 17% 1enjoy my work. | have no symptoms of burnout

Occasionally | am under stress, and | don't always
have as much energy as | once did, but | don't feel

burned out.
Burnout in | am definitely burning out and have one or more
a , . symptoms of burnout, such as physical and
San Dlego S Reglonal emotional exhaustion.
Behavmral Health @ 9% The symptoms of burnout that I'm experiencing
Workforce won't go away. | think about frustration at
work a lot.

@ 5% |feel completely burned out and often wonder
if | can go on. | am at the point where | may need
some changes or may need to seek some
sort of help.

In the survey data burnout was best predicted by stress on the job. Other than stress, burnout was
correlated by satisfaction with respondents’ relationship with their boss, caseload, pay, licensure
cost and documentation. The strong relationship between burnout and relationships with
supervisors is not surprising, but it is encouraging. Many workers in our focus groups mentioned
relationships with their supervisors as a strength of San Diego’s behavioral health system.

Stress builds up over time to cause burn out. Stress is a serious problem among our focus group
respondents. Behavioral health workers across occupational groups face vicarious trauma from their
patients, a pattern especially salient among SUD counselors.

Participants in focus groups noted that caseloads, pay and documentation were primary contributors
to their stress. They also mentioned several mitigating factors for stress: supportive management,
cooperative culture among peers, small breaks in their schedule for a walk or conferring with a
colleague, pay and paid time off (PTO).

Turnover and intent to leave
In our survey, 44% of respondents indicated that they were somewhat likely (25%) or extremely likely

(19%) to search for a job in the next 12 months. This is high compared to historical measures of
intent to leave in the field (for example, 18%-25% in substance abuse disorder treatment?6, 22-33% in

% Rothrauff, T. C., Abraham, A. J., Bride, B. E., & Roman, P. M. (2011). Occupational turnover intentions among substance abuse counselors. Journal of
Substance Abuse Treatment, 40(1), 67-76. https://doi.org/10.1016/}.jsat.2070.08.008
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public health?’). Data after the onset of the pandemic started is harder to find, but one study found
37% intent to leave among psychiatric nurses.?

Turnover is a substantial problem around the country: national annual turnover in behavioral health is
between 30% and 35%%°. In San Diego, many behavioral health occupations meet or exceed that
average, and eight San Diego behavioral health occupations saw increases in turnover in 2020.
Turnover includes workers leaving their employer for any reason, including to retire, leave the
profession, or move to another employer within the same profession. Figure 9 shows 11 behavioral
health occupations and their turnover rates in 2019 and 2020 compared to national behavioral health
turnover rates.

Figure 7: San Diego behavioral health turnover rates
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Pay appears to be negatively associated with turnover. The higher the pay, the less likely an
individual is to leave their job. Figure 10 shows the pay and turnover rates of 11 behavioral health
occupations in San Diego County, with the size of each bubble reflecting the number of workers.
Research has noted many factors associated with intent to leave jobs in other industries, including
job satisfaction, supervisor support, structural & contextual factors of the work setting or employer3?.
Because several studies identified contextual factors of work as drivers of turnover intent, we used

7 | eider, J. P., Sellers, K., Owens-Young, J., Guerrero-Ramirez, G., Bogaert, K., Gendelman, M., & Castrucci, B. C. (2021). Determinants of workplace
perceptions among federal, state, and local public health staff in the US, 2014 to 2017. BMC Public Health, 21(1), 1654.
https://doi.org/10.1186/512889-021-11703-x

% de Cordova, P. B., Johansen, M. L., Grafova, . B., Crincoli, S., Prado, J., & Pogorzelska-Maziarz, M. (n.d.). Burnout and intent to leave during COVID-19:
A cross-sectional study of New Jersey hospital nurses. Journal of Nursing Management, n/a(n/a). https://doi.org/10.1111/jonm.13647

# Johnson-Kwochka, A., Wu, W, Luther, L., Fischer, M. W, Salyers, M. P., & Rollins, A. L. (2020). The Relationship Between Clinician Turnover and Client
Outcomes in Community Behavioral Health Settings. Psychiatric Services, 71(1), 28-34. https://doi.org/10.1176/appi.ps.201900169

% Hellman, C. M. (1997). Job Satisfaction and Intent to Leave. The Journal of Social Psychology, 137(6), 677-689.
https://doi.org/10.1080/00224549709595491

Cho, S., Johanson, M. M., & Guchait, P. (2009). Employees intent to leave: A comparison of determinants of intent to leave versus intent to stay.
International Journal of Hospitality Management, 28(3), 374-381. https://doi.ora/10.1016/}.ijhm.2008.10.007

Coomber, B., & Louise Barriball, K. (2007). Impact of job satisfaction components on intent to leave and turnover for hospital-based nurses: A review of
the research literature. International Journal of Nursing Studies, 44(2), 207-314. https://doi.org/10.1016/}.ijnurstu.2006.02.004
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focus groups to surface contextual factors that may be particular to behavioral health, the San Diego
region, or the behavioral health system in San Diego.

Figure 8: San Diego behavioral health turnover and wages

Behavioral Health Careers - Turnover and Wages
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It's important to note that turnover intent does not perfectly predict turnover: many who want to
leave may not be able to find another job that meets their needs, and many who leave do so
unexpectedly, for example leaving for family related reasons. However, turnover intent is correlated
with turnover and can be measured by survey®'.

We asked about respondents’ intent to leave their jobs and intent to move out of San Diego County.
11% of survey respondents indicated that they were likely to move away from San Diego in the next
12 months. Most of those who are likely to move selected “Switching to a similar job in a location
with higher pay or lower cost of living as their reason for an anticipated move” (67% of those likely to
move, 9.5% of all respondents).

The relatively low burnout paired with high intent to leave suggests that, although burnout may drive
a large portion of turnover intent among behavioral health workers in San Diego, there are other job
quality factors at work that may contribute to San Diego behavioral health workers intent to leave.

Job quality features making talent attraction and retention difficult (push factors)

To better understand worker intent to leave, we asked about workers relative levels of satisfaction
against 35 different job quality features related to economic stability and security, economic mobility
and wealth building opportunities, meaningful work, schedules, vacation, rest and relationship with
coworkers.

31 Fukui, S., Wu, W, & Salyers, M. P. (2019). Impact of Supervisory Support on Turnover Intention: The Mediating Role of Burnout and Job Satisfaction in
a Longitudinal Study. Administration and Policy in Mental Health and Mental Health Services Research, 46(4), 488-497.
https://doi.org/10.1007/s10488-019-00927-0
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In exploratory data analysis, intent to leave was best predicted by dissatisfaction with pay, workers
relationship with their boss, job security, licensure cost, stress and documentation. Pay was by far
the strongest predictor and contributed to intent to leave more than it contributed to burnout. This
suggests that although focusing intervention on manager’s relationships with their workers may
mitigate burnout, pay increases are the best strategy for reducing intent to leave.

60%
50%
40%
30%
20%
10%

0%

Figure 9: Job quality features with highest levels of dissatisfaction

Job Quality Features with Highest Levels of Dissatisfaction
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Participants across the board assess pay to be too low. In our survey, 55% respondents were
dissatisfied with their pay, with 23% reporting they were “‘completely dissatisfied.” This
compares unfavorably with US workers overall: in 2021, a Gallup survey asking a similar
question found that 24% were dissatisfied with their pay and 75% were somewhat or
completely satisfied with their pay®2. Pay dissatisfaction cut across all occupations surveyed;
no occupation had 50% or more workers answering “‘completely” and “somewhat” satisfied.

Participants used several additional factors to assess whether they felt their pay is fair: they
noted their level of education and training, loans (especially student loans), experience,
average pay in San Diego, supervisory responsibilities, how stressful their job is, their skills
and competencies, known pay in other careers, known wages of others in their workplace
and the ability of their pay to support the future they want (e.g. can they afford to have kids,
own a home, or retire). One SUD Counselor put it like this:

% https://news.qgallup.com/poll/1720/work-work-place.aspx Both dissatisfaction numbers were found by adding the proportion of respondents who

answered “somewhat dissatisfied” and “completely dissatisfied.”
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Two of my clients died of overdoses in the last year . . . you go through a lot
emotionally. And then on top of it, | have to know the documentation. . . you
have certain competencies that are hard to develop. And it's just weird to me
that that doesn't equate to an average [living] wage. | don't understand.

— SUD Counselor, Male

e Required documentation was one of the focus group participants’ biggest sources of
frustration and concern. This sentiment was validated in the survey. 39% of respondents
were dissatisfied with documentation requirements, the third highest job feature behind only
pay and stress on the job. 23% of respondents were dissatisfied and 16% were completely
dissatisfied with the documentation requirements of their jobs. Respondents reportedly
understood why some paperwork is necessary for compliance, but point to the effort and
time required, frequency of changes, redundancy, priorities reflected in enforcement,
inconsistency in enforcement by different auditors year to year, consequences of errors and
disconnection of documentation requirements from the reality of care as major points of
frustration. Participants referred to the documentation as “impossible,” “unsustainable,” and

nou nou

the audit process as “‘merciless,” “pathological,” “demoralizing” and “brutal.”

While this sentiment is not unique to San Diego and is common across publicly funded health
and human service programs, section 4.2 addresses specific opportunities to streamline
documentation requirements in San Diego County and to advocate for statewide
opportunities for administrative relief.

e Licensed and prescribing focus group participants frequently mentioned access to additional
treatment and wraparound services for clients as a high priority that is often not met,
especially for clients experiencing homelessness. Participants cited long wait times, lack of
case management, lack of walk-in or appointment services, difficult to navigate networks of
resources and absence specific referral services as limitations. In addition to long wait lists
for affordable housing, participants mentioned the lack of credit recovery options for high
school students, a shortage of inpatient psychiatric beds and a desire to expand assertive
community treatment teams as examples. In these conversations, participants cited the
importance of other workers on their teams, including administrators, case managers, and
peer support workers, and the benefits of co-occurring programs with many services in-
house. In our survey psychologists, psychiatrists, RNs, and LMFTs expressed their
dissatisfaction with access to continuum of care and wraparound services.

While it is out of scope of this report to evaluate the feasibility, policy, or service implications of
the frustrations described above, we highlight it here because issues related to their ability to
provide effective care were consistently mentioned by licensed professionals (psychiatrists,
psychiatric mental health nurse practitioners, LCSWs, phycologists, LMFTs) that have options to
work in private practice or non-public BH settings as a reason to leave their jobs.
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No occupation reported more than 50% satisfaction with staffing (in their own roles, support roles, or
management roles), their caseload, pay, retirement plans, stress at work, or recognition for their
work. Workers were largely unsatisfied with support for education and licensure (39%) costs,
learning and development opportunities, and access to external and internal wraparound services.

Job quality features driving talent attraction and retention (pull factors)

We also wanted to understand what features attract and retain workers to BH professions in San
Diego. Top job quality features were job security, physical safety conditions in the workplace,
purposeful work, connection to the population served and relationships with supervisors and
coworkers (figure 12).
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Figure 10: Job quality features with high levels of satisfaction
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Meaningful and purposeful work appears to be the number one factors helping attract and
retain BH professionals: 93% of survey respondents felt strongly connected to the
populations they serve and 84% reported either they were completely satisfied (41%) or
satisfied (43%) with the way in which their jobs contribute to a purpose they care about.
Workers connect the challenges of a given population to their professional identity, purpose
and personal dreams or lived experience, and that connection can extend to pride for working
in the public behavioral health system.

&6 Helping people who have been saddled with decades of institutional
neglect is something | find personally rewarding. ”
— Psychiatrist, Male
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| did a little private practice on the side for a while. | was paid four times
as much there and we had a full caseload, but | love working with low
income, diverse families.

— Psychologist, Female

o Positive relationships with coworkers and supervisors were also a consistent “pull factor”
across survey and focus group participants. 84% of survey respondents were completely
satisfied (48%) or satisfied (36%) with their relationships with their managers and 91% were
completely satisfied (41%) or satisfied (50%) with relations with coworkers.

Supportive management as described in focus groups included taking time to check in on
workers, helping to manage the workers’ caseloads and stress, helping make decisions and
manage crises, evaluating workers not solely on productivity metrics, supporting workers’ career
growth within and outside their current employer, verbal affirmations and listening to and valuing
workers’ concerns and ideas.

It's a very beautiful place to work. My employer allows a lot of autonomy, |

feel very supported. If | have an idea, | feel heard, and they will try to carry

out some sort of programming that's related to that idea.

— SUD Site Supervisor
Participants mentioned relationships with coworkers and the diversity in race, gender, culture,
disciplinary backgrounds, ethnicity, and language proficiency as important in staffing. They made
special note of needing more Black workers and more male workers, and where language

services were lacking their absence was noted. When language services for clients were present,
they were cited as a point of pride in the workers' employer.

I've worked for multiple organizations where | was the only bilingual person.

They would put me in with anyone who didn't speak English, thinking | guess

that because | spoke Spanish, it would be easier for me to figure out how to

translate in a third language. One of the things that drew me to my current

employer is that they offer services in over 30 languages.

— SUD Counselor

e Participants desire autonomy over their treatment approach. Licensed clinicians and

prescribing participants wanted to be able to use their expertise to decide whether
telehealth or in-person visits are better for a patient, how many visits the client needs,
and what treatment modality they should use (e.g., cognitive behavioral therapy or eye

movement desensitization and reprocessing). In our survey, 86% of workers were
satisfied with their autonomy at work.

e Where loan forgiveness is offered and participants believe they have hope of receiving it,
it is a substantial draw for focus group participants. Participants appreciated the support
their employers offered for continuing education and license renewal, but consistently
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redirected questions about tuition assistance to student loan assistance. Licensed focus
group participants generally did not anticipate returning for a PhD but did want student
loan forgiveness. Some participants mentioned the federal government’s student loan
assistance program, either because they were planning on using it, or because they felt
they had no hope of getting it. Among workers who did not select “not applicable” for
loan support, workers reported dissatisfaction with the loan support available to them.
This reflects longstanding issues with the Public Service Loan Forgiveness program that
many behavioral health workers qualify for and reflects the frustration some of our focus
group participants have faced trying and failing to receive the loan forgiveness.

| had a bad experience dealing with public loan forgiveness. It was so
much work. Its almost like having a second job. To get it, | would have to
start over and do another 10 years. At this point, making more money is
a better solution for me.

— Nurse Practitioner Female

In addition to the themes that emerged in the focus groups, respondents to our survey working in
most occupations reported satisfaction with their relationships with coworkers, the physical safety
of their workplace, the security of their job, the mastery they feel they can get over their work tasks
and their sense of work contributing to an important purpose. Students across occupations expect
that they will feel they are helping those who need it, they will have opportunities to advance, they
will be able to master the skills and tasks required of them and their work will be contributing to a
purpose they care about. Students in no occupations expected good pay or autonomy, although they
rated those features of work to be highly important to them.

Overall, the process of asking, listening and responding to the job quality features most important to
workers in each BH occupation will be critical to refining and measuring the effectiveness of a
regional BH workforce strategy. Insights from the focus groups and surveys described in this section
informed the recommendations in sections 4 and 5 of this report. Occupation by occupation survey
response data are available in section 5 and the project research team will be doing deeper analysis,
including multi-variate regression analysis, to draw deeper insights from the survey data.

Addressing the job features pushing people out of the industry like pay, documentation requirements
and on-the-job stress will be critical in attracting new workers to the field and retaining some of the
7,800 workers expected to leave the profession in the next five years. Finally, and as described in
section 4.5, the goal of this initial survey is to be a starting point in using the voices and perspectives
of workers to center the region’s BH workforce strategy and serve as a benchmark for future surveys
to understand trends and progress.
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Section 4: Recommendations

This report outlines five recommendations that together make up a regional strategy designed to
attract and retain the most resilient, representative, skilled and qualified behavioral health workforce
in the United States.

Invest in competitive compensation
Pursue administrative relief opportunities
Establish regional training hubs

Build a regional workforce training fund
Continue listening to workers

g~

While these recommendations are presented in separate subsections, they are parts of a
single vision. If implemented in isolation, they will have less than desired results.

4.1: Invest in Competitive Compensation

| look at coworkers who have more experience and I'm getting the
message. There's not a future in this. And I'm still young — I'm in my
early 30s and my life really got sidetracked when | was younger but I'm
on track now. Saving for retirement and growing a family seems totally
unworkable in this job.

— Peer Support Specialist, Male

Focus groups, survey data and labor market data analysis highlight pay as a significant problem in
attracting and retaining behavioral health workers in San Diego. Among workers responding to our
survey, 55% were dissatisfied with their pay more than all other 34 job quality features we asked
about. This compares unfavorably with US workers overall: in 2021, a Gallup survey found 24% were
dissatisfied with their pay and 75% were somewhat or completely satisfied with their pay®. Pay
dissatisfaction cut across all San Diego BH occupations surveyed; no occupation had 50% or more
workers answering “completely” and “somewhat” satisfied.

To contextualize the widespread dissatisfaction with pay, we used labor market information, focus
group data, and reported pay from employers and survey respondents to understand how pay in San
Diego’s BH system compares to workers' other options.

% https://news.qgallup.com/poll/1720/work-work-place.aspx Both dissatisfaction numbers were found by adding the proportion of respondents who
answered “somewhat dissatisfied” and “completely dissatisfied.”
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First, we found workers in San Diego’s public behavioral health system are paid poorly
compared to workers in behavioral health in other California counties. We also found
that workers compare their pay unfavorably to local workers in other industries, workers
in other healthcare and social service settings, and workers in private practice.

Comparing San Diego compensation to other California counties
To compare wages across California Metropolitan Statistical Areas (MSAs), we took the following
steps:

1. Compiled a list of relevant Standard Occupational Classification (SOC) Codes

To identify relevant occupations, we used the definition of “behavioral health” from the “About
Behavioral Health Services” section of the County BHS website: “provision of mental health and
substance use disorder services’ We reviewed the descriptions of Bureau of Labor Statistics (BLS)
Standard Occupational Classification (SOC) codes and identified those that include treating either or
both of substance use disorder and mental health. To confirm our target SOC codes, a steering
committee of 13 behavioral health experts were surveyed to rank highest occupations of concern.
Figure 13 reflects the SOC codes selected.

2. Gathered wage data for those occupations from San Diego and 33 other California MSAs

The research team used the economic data aggregation tool EMSI to compile average 2021
compensation data from the Bureau of Labor Statistics Quarterly Census of Employment and Wages
(QCEW) for each SOC code for each of the 33 MSAs.

3. Adjusted wages for all occupations and locations by cost of living

For each MSA we identified the cost-of-living (COL) index,** a value that reflects the cost of living in a
region as a percentage of the average cost of living in the US. We then calculate COL-adjusted wages
for each MSA by adjusting the nominal wage by the COL. For example, the San Diego COL index is
142.2, meaning that the expense of living in San Diego is 42.2% higher than the national average.
More information about the cost-of-living adjustment is available here.

4. Ranked San Diego by COL-adjusted wages among comparison MSAs for each occupation

At this stage, for each occupation, we had a list of median wages in each of 33 MSAs. We then
identified the top and 75" percentile of each occupation’s list. We used the cost-of-living adjustment
and inflation data to determine how much a worker in San Diego would have to earn to meet the 75™
percentile and top COL-adjusted pay for each occupation. We reported San Diego’s percentile rank as
well—for each occupation and among 33 other California MSAs, how do San Diego’s COL-adjusted
wages compare? Zero would mean that we are the worst paying among the set of comparison MSAs
for that occupation (e.qg., peer support specialists); our best rank is 48: we pay our psychiatric

% The Cost of Living Index is produced by the Council for Community and Economic Research.
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technicians better than 48% of the MSAs on our list. A full listing of all nominal and COL adjusted
wages for each MSA by occupation can be found in the Appendix (Figure A.6).

5. Calculated 2021 wages that would meet the top wage (and 75" percentile wage) in the
comparison set, adjusted for cost of living and inflation.

6. Adjusted the 2021 wages identified in Step 5 for inflation between 2021 and 2022

Results

In Figure 11 we report the percentile, the current (unadjusted) wages in San Diego, what we would
have to pay (unadjusted) to meet the 75™ percentile and top pay considering cost of living
differences and inflation.

Behavioral health workers in San Diego County are significantly underpaid compared to
their peers in other California MSAs. In all 10 occupations, wages in San Diego County

are lower than those in the median MSA (adjusted for cost of living). In 6 of the 10,

wages are in the bottom 20%.

Social and human services assistants, which includes peer support specialists, is one of the largest
occupations of interest and San Diego pays the lowest wages of all comparison MSAs. Pay for
psychiatrists is also surprisingly low, but a plurality of local psychiatrists (34%) work in independent
offices where wages may be influenced by factors outside the labor market (e.q., other costs
associated with the practice may be high, or a clinician may prefer to work part time).

Figure 11: Wage recommendations for 10 BH professionals

SOC Code | Occupation San Diego | Average Match median Match median
Percentile  [2021San  [wage in highest- | wage in 75"
rank of 34 | Diego Wage | paying MSA percentile MSA
CA MSAs
21-1093 | Social and Human Services Assistants | 1% $32,620 $73,340 $51,067
(Includes Peer Support Specialists)
29-1223 | Psychiatrists 4% $165,386 $383,773 $329,385
31-1133 | Psychiatric Aides 1% $31,176 $66,957 $42,956
21-1094 | Community Health Workers 12% $43,892 $73,882 $55,669
21-1013 | Marriage & Family Therapists 12% $46,944 $98,632 $69,319
21-1023 | Mental Health and Substance Use 17% $56,216 $119,113 $93,362
Disorder Social Workers
19-3033 | Clinical, Counseling, and School 45% $103,811 $153,474 $140,097
Psychologists
21-1014 | SUD Counselors 27% $45,590 $85,947 $63,837




31

SOC Code | Occupation San Diego | Average Match median Match median
Percentile  [2021San  [wage in highest- | wage in 75"
rank of 34 | Diego Wage | paying MSA percentile MSA
CA MSAs

29-1141 | Registered Nurses®® 33% $112,222 $175,701 $138,380

29-2053 | Psychiatric Technicians 48% $62,656 $96,016 $80,543

San Diego professionals across all 10 occupations looked at in the compensation analysis need
significantly higher salaries to have the same purchasing power of their colleagues in other parts of
the state. A full listing of all competitor MSAs actual and COL adjusted salaries by occupation can be
found in the appendix (Figure A.4).

While dramatic increases are needed to get San Diego professionals up to the same levels as these
peers, it is important to understand not only that our workforce was significantly underpaid in 2021,
but also that San Diego County experienced 8.2% inflation over the past year—one of the highest
rates in the country, in a year when the national rate was the highest in 40 years. In other words,
anything less than an 8.2% raise would constitute a reduction in the purchasing power of behavioral
health workers.

Additional perspectives on compensation

While the above analysis uses IRS payroll tax record data as reported by the BLS and is an “apples to
apples” comparison with other MSAs, there are several difficulties with labor market information for
use in compensation studies for behavioral health. The remaining portion of this section attempts to
reconcile these difficulties and provide additional data points and perspectives on how workers
consider pay when making career decisions.

The Bureau of Labor Statistics uses SOC codes to categorize reported wages. Some of these SOC
codes are not closely scoped to the jobs we are interested in, collapse nuances within professions
that are essential to understanding pay and fail to reflect job structures that influence pay. These
nuances are discussed in further detail below:

e Settings and Scope of Practice: SOC codes don't reflect settings of employment for some
professions. Notably, nurses are grouped together across specialties or departments.
Because there is a lot of diversity between, for example, neonatal intensive care, home health
care and nurses working in behavioral health, information about how behavioral health
nurses are paid is obscured in BLS data by aggregating all nurses together. Further
confusing the issue is BLS classifying psychiatric nurse practitioners not under the nurse
practitioner classification, but under registered nurses. BH nurses in our survey reported pay
on the lower end of the spectrum for nurses overall; if these self-reported wages are
accurate, nurses in training deciding how to specialize may perceive behavioral health to be
an unattractive option. This difference across settings was validated by expert interviews for

% Note: we ran this analysis for Registered Nurses because, confusingly, Advanced Practice Psychiatric Nurses are included under that SOC Code.
However, the analysis should be interpreted with caution: we cannot distinguish our population of interest from the larger group of Nurses in this SOC
code and we do expect their wages to vary.
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nurses, as well as social workers, psychiatric mental health nurse practitioners and
physician’s assistants.

Figure 12: San Diego BH nurses in survey make less than non-BH settings

Occupation Name SOC Wages by SOC Employer Reports San Diego BH Survey
Code (25t — 75! Percentile) (Public) Respondents Median
Registered Nurses 29-1141 $90,730 to $134, 805 $98,400 $90,000
Nurse Practitioners | 29-1171 $133,266 to $232, 452 Insufficient Data $125,000

e Collapsed distinctions in education and training: Even within occupations that are well
described by the scope of their SOC codes, the wage estimates collapse distinctions with the
occupation that influence pay. For example, the mental health and substance abuse social
worker classification will include fully licensed social workers and associate social workers.
Our survey gives us a view into that distinction: there is a $19,000 difference between
registered and certified SUD counselors in our survey and more than $27,000 between the
associate and licensed social workers who responded to our survey.

e Part time vs full time: Two professions show average reported wages outside the 251-75%
percentile band of wages reported by BLS. Because the reported wages of psychiatric aides
were not only below the 25" percentile wage (which is annualized) and below the minimum
wage, we suspect that a substantial contingent of our survey respondents work part-time or
worked part of the year®. Employers reported hourly rates for psychiatrists that would, if
annualized, vastly exceed the self-reported wages from the survey, indicating either that
psychiatrist working for these employers were not well-represented in the survey or that
psychiatrists are not working 40 hours per week at those wages. BLS data, which is
annualized, for this profession better aligns with the self-reported wages. This could indicate
that many psychiatrists in the county are working for themselves, working part-time, or have
other work arrangements that make their annualized salary lower than expected. To better
understand how psychiatrists are being compensated, we would need a focused study that
includes contextual information like job structure.

Figure 13: Wage nuance likely caused by job structure

Occupation Name SOC Code Wages by SOC (25" - | Employer Reports (Public) San Diego BH Survey
75%) Respondents Median
Psychiatric Aides 31-1133 $29,295 t0 $36,801 Insufficient Data $21,014
Psychiatrists 29-1223 $133,265 to 232,452 $170-220 per hour $237,299
(349,400 to $457.600 annually)

e  Private vs public sector: The lengthier and costlier the education pathway for a given
profession, the more likely they are to be “locked in" to the occupation and think about pay
and career moves by type of employer (e.qg., private, or public sector). The most common

3¢ To solicit grounded wage data rather than speculated wages for the current year, following survey best practices, we asked respondents “What was
your approximate individual income from your primary job last year?” The BLS, on the other hand, annualizes wages of part-time or part-year workers
based on detailed tax information for comparability in aggregate.
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comparison that licensed and prescribing focus group participants made when discussing
their wages were to workers in their same occupation that were working in private practice.
The BLS data used does not distinguish between these two settings, and secondary data
was not sufficient to make estimates across these two settings but focus group
discussions confirmed this pay gap was top of mind for these professionals.

Increasing the pay—it's a big deal. We have a mental health therapist
position that has been open for a year. It's just really hard to compete.
Compared with private practice, or even for-profits, it's hard to keep up.
— Program Manager

e Across locations: In focus groups and in our survey, among those who planned or considered
moving from San Diego to do behavioral health work in another location, most expressed
considering alternate locations within California unless they had family connections in other
states. We can make direct comparison between pay in San Diego and other MSAs in
California. Although BLS data has evident problems classifying workers as described, we
would expect the direction and scale of comparisons among counties to be similar.
Therefore, this analysis contributes a high-level view of how behavioral health pay in San
Diego County compares to pay in other California MSAs.

e Across industries: It's worth noting that, for prospective workers who may be considering a
career in behavioral health, some workers are comparing their wages across industries. This
is particularly true in lower-paid occupations with shorter educational requirements and
lower barriers to entry including community health workers, peer support specialists, and
SUD counselors.

Figure 14: BH occupations competing on wage with entry level jobs in other industries

Occupation Name SOC Code Wages by SOC (25" | Employer Reports | San Diego BH Survey
- 75" percentile) (public) Respondents Median
Community Health Workers | 21-1093 $36,670 to $68,764 Insufficient Data | $44,045
Peer Support Specialists 21-1093 (Social and $29,141 to $45,156 $36,000 to $36,784
Human Service Assistants) $47,000
Substance Abuse Counselors | 21-1018 $36,379 to $57,491 $31,200to $52,223
$62,400

For comparison, Target recently announced a minimum wage of up to $24 (over $50,000 a year) in
markets like San Diego where the cost of living is high. In focus groups, San Diego behavioral health
workers described how demoralizing it was to discover that they earned less than the starting salary
at many fast-food chains, and they described wanting to continue working in their fields but feeling
forced out because they could not afford the cost of living on a behavioral health salary.

One interviewee, who had worked as a substance use disorder counselor and a peer support
specialist, discussed how he thought about wages:
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At Panda Express they were hiring someone at the exact same wage. And like
here | was: | completed a two-year certificate, | had done hundreds of hours of
an unpaid internship, and | had years of experience. I've been trained on medical
documentation. | helped the interns in my program, | was training. | helped with
the entry level staff, right? And it really felt demeaning.

— SUD Counselor & Peer Support, Male

e Retention and upskilling decisions: Multiple professionals in lower wage BH occupation
described their internal dialogue about the tradeoffs between upskilling, career growth and
retention in the BH field. In many cases, their outlook on career growth within the industry
was more negative the longer they had worked in the field. Less experienced professionals
in these lower paid occupations looked at the wage growth opportunities for more
experienced and education colleagues to help inform their decisions.

) There is a counselor who had 10 years’ experience and he spoke a foreign
language and English. He's the only counselor in the county fluent in this
language. No one else was both credentialed and bilingual. And they pay him
$18.50. They wouldn't even pay him 20 bucks an hour with 10 years' experience.
And that was what got me to go back to school to change professions.

— SUD Counselor, Male

o Professionals newly entering the field in the lower wage BH occupations tend to be the most
optimistic about their wage and career advancement prospects.

When we asked current students, 43% (108 respondents) expressed their intention to “to
pursue further clinical education in behavioral health (for example, a higher level of
certification or licensure)” compared to 33% (84 respondents) who intend to pursue the
career until they retire, 17% (42 respondents) who want to advance into administration, 4% (9
respondents) who plan to leave behavioral health for another type of job, and 4% (9
respondents) who intend to work for a period of time and then become a full-time parent or
caregiver.

While this report does not examine the reasons behind low compensation in San Diego, it is
important to note that BH services delivered in the public system are largely funded by federal, state,
and local dollars that have complex requirements and rate-setting structures. In addition, most (but
not all) of San Diego’s public BH services are delivered through contracted providers. Efforts to
address compensation must consider this context.
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4.2: Pursue Administrative Relief Opportunities

39% of San Diego Behavioral Health workers surveyed were either dissatisfied of
completely dissatisfied with the documentation, paperwork, and administrative
requirements in their jobs. Of the 34 job quality features asked about, this ranked
third behind pay (55%) and stress on the job (44%).

Qualitative data from focus groups with frontline staff working in public behavioral health settings
described documentation as “impossible,” and “unsustainable,” and monitoring as “‘merciless,”
“brutal,” and “incredibly demoralizing.”

In response, this report recommends establishing a task force with sufficient expertise, resources,
and decision-making authority to prioritize and pursue solutions to reduce administrative burdens for
frontline workers as much as possible. The task force would develop an administrative relief
workplan and lead implementation against specific, measurable, attainable, relevant, time-based
(SMART) goals and report back to County leadership at regular intervals. The task force
administrative relief recommendations should focus on:

e Advancing CalAIM reform efforts to reduce or streamline documentation

e Conducting a comparative analysis of documentation practices across other counties, care
settings, payors, and regulatory entities

e Reviewing County of San Diego contracting and monitoring policies and practices

e Supporting electronic health record integration and technology solutions that reduce
redundancies

To help advance this recommendation, Appendix A.5: Administrative Relief Issue Areas and
Opportunities includes 12 issue areas and 29 opportunities that should be reviewed and prioritized
for action. This report acknowledges the issues related to administrative requirements are complex,
systemic, and historical. Pursuing meaningful action on the below items will require thoughtful,
collaborative, and ongoing efforts from leaders at the County of San Diego, provider organizations,
state agencies, elected leaders, and - critically — behavioral health care workers, as well as
significant project and change management expertise and resources.

Reducing administrative burden (combined with the recommendation in section 4.7: Invest in
Competitive Compensation) represent an opportunity to address current workers' top areas of
dissatisfaction, increasing retention and reducing the number of professionals leaving public service,
leaving BH in favor of other healthcare settings, or leaving their occupations all together.
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4.3: Establish Regional Behavioral Health Training
Centers of Excellence

| just want to help people. Dealing with all this big systemic stuff, being
extremely short staffed and feeling the pressure, it's brutal. I'm really
burned out; I'm white knuckling it (and still just getting supervision
hours). Its not conducive to being a good clinician.

— Pre-Licensed Clinician, Female

While competitive compensation and administrative relief is the most direct (and important,
according to workers) retention strategies, the behavioral health training and education pipeline
must also expand to meet the region’s needs. Licensing requirements add complexity to these
investments. Many of the occupations profiled in this report require thousands of hours of
internships, residencies, and other forms of on-the-job, supervised clinical experience in addition to
education to sit for licensure with the Board of Behavioral Sciences (BBS) or other licensure
organizations.

Behavioral health training and education programs have identified the lack of quality training sites as
one of the primary obstacles to increasing the number of students and graduates in their programs.
A shortage of structured, paid, quality internship and supervision slots are limiting the region’s ability
the produce the number and diversity of professionals the region needs.

This need, coupled with the current unmet demand for access to behavioral health services, provides
an opportunity to envision and develop a regional solution that more effectively addresses access to
services and training. In addition, educational institutions recognize the inherent value of providing
interprofessional training opportunities for students that are more reflective of the experiences they
will have on interprofessional teams in their careers.

This report recommends the County of San Diego establish a partnership with educational
institutions (mental health undergraduate and graduate programs including through community
colleges), community based organizations delivering behavioral health services (CBOs), health
systems, community colleges, and the San Diego Workforce Partnership, to develop multi-agency
partnerships at existing service sites that develop core competencies in integrated training and
supervision program design, operations, BH training financing and public sector retention, all while
providing much needed services to the public.

Specifically, this recommendation is to establish a working group with sufficient expertise, decision
making authority, and conduct further diligence on this concept, with a focus on:

o Further diligence on potential sites, locations, and priority specialty areas to establish COEs
e Develop a draft MOU template for core partners interested in establishing a COE
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e Creating a competitive grant program to establish COEs

e Establishing key performance indicators for COEs

e Developing a financial model to sustain CEO activities

¢ Opportunities of alignment of the COE concept with existing initiatives and investments.

Figure 15: Vision for regional training centers of excellence (COESs)

1 @% Provide Behavioral Health services to the public

Develop and host training programs for BH students
and professionals.

Technical assistance to other organizations
expanding training programs.

Research on interdisiplinary teams & workforce
optimization models.

As presently envisioned, the COEs will be where community resources and partnership come
together to deliver on four primary functions:

e Provide behavioral health services to the public: COEs would be established within existing
service programs providing a range of behavioral health services to be delivered by a
multidisciplinary team of certified peer support professionals, non-certified behavioral health
professionals, practicum students, associates/interns and prescribing professionals under
supervision. COEs would target primarily underserved populations and individuals covered by
Medi-Cal. The range of services provided could include screenings and assessments,
preventative supports focused on promotion of psycho-social strengths, social-emotional
health wellness screenings, as well as a full range of outpatient services, crisis response,
intensive clinical services and other elements of the continuum of care as needed by the
population to be served.

e Develop and host training programs: COEs will expand on and develop shared core
competency in designing, administering, and financing BH training and clinical supervision
programs. Trainees will develop the skills necessary to effectively deliver high quality and
evidence-informed behavioral health services in public mental health settings, with CBOs,
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FQHCs and other clinical and educational sites. In addition, trainees will receive the training
and supervision necessary to successfully complete all the requirements for certification
and/or licensure. The COEs will be designed to provide an interdisciplinary experience to
trainees by including the following disciplines:

Non-certified/non-licensed professionals

Certified peer support and substance use disorder counselors
Practicum students (MSW, MFT, PCC, psychology)

Interns and associates (MSW, MFT, PCC, psychology)
Psychology post-doctoral fellows

Nursing, medical assistants and nurse practitioners
Community psychiatry

o Speech language pathologists and occupational therapists

O O O O O O O

This could also include job shadows, externships, and other career exposure events for K-12
students to help them learn about BH career paths in partnership with public school systems.

Technical assistance: The core competencies in designing, executing, and financing
behavioral health training and supervision programs will be available as a resource to
support and provide technical assistance to other community-based organizations (CBQOs)
interested in developing or expanding behavioral health training programs. CBOs in
underserved communities could be identified to explore the possibility of starting training
programs that could serve as satellite behavioral health sites in partnership with the COE in
the given region (e.g., HHSA South, Central, North, or East) or specialty or target population
(pediatric, unhoused, immigrant and refugee, geriatric). COEs would also help with clinical
supervision and will provide professional development to ensure quality supervision is
available in the community for university and community college students and graduates.

To enhance the quality of training and better understand and respond to community needs,
regional convenings of CBOs and faculty will be sponsored by the COE to identify and share
best practices and respond to challenges or unmet needs. The site could also provide shared
services for specific elements related to training and supervision that a smaller organization
may not be able to provide, such as stipend disbursement, navigation of student loan
forgiveness programs, didactic curriculum, supervision staff and other back-office support.

Research: In collaboration with faculty from academic institutions placing students and
graduates, research can be done to bridge the gap between educational programs and
practice, training and supervision best practices, and services outcomes. The COEs could
also provide opportunities to evaluate strategies for workforce optimization and integrated
staffing patterns to maximize the case load size of prescribing professionals such as
psychiatrists and the role non-licensed professionals may play along the continuum of
mental health services.
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The COEs will also develop expertise in funding strategies that promote diversity, inclusion,
accessibility, earn and learn opportunities, and affordability for trainees. Ongoing operating revenue
would come from:

e Federal and state workforce investments: the San Diego Workforce Partnership would
dedicate existing resources for wage subsidies and cohort training programs to support
ongoing training programs. This could including exploring registered apprenticeships that
would provide federal and state supplemental instruction (SI) revenues for various roles as
well as a portion of its $35M-S40M annual allocation from funding streams like the
Workforce Innovation and Opportunity Act (WIOA) funds, State of California Employment
Training Panel (ETP) funds, Temporary Assistance for Needy Families (TANF) subsidized
employment funds, CalFresh Employment and Training (CFET) reimbursements, competitive
philanthropic and government grants.

e Ongoing federal and state (HRSA, WIOA, MHSA, ETP, HCAI) competitive grants and funding
opportunities.

e Medi-Cal reimbursement from patient encounters, including CA’s implementation of SB 855
that will allow associates under supervision to be credentialed and bill Managed Care Medi-
Cal (as they can in specialty mental health programs),

e Medi-Cal reimbursement through County Specialty Mental Health contracts.

The BH regional training COEs will be critical beachheads in the regions effort to expand the capacity
of the region’s talent development system. The infrastructure described in this section will be
anchors in effectively deploying the recommend capital in section 4.3: Regional Behavioral Health
Workforce Fund.
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4.4: Build a Regional Behavioral Health Workforce

Training Fund

| have had to take out personal loans to cover my groceries. Rent is

a whole paycheck. I've thought about going to grad school, but is it

worth it to go thousands in debt for two more dollars an hour? | want
to do this for the rest of my life, | love it. It makes me sad, but | don't

think | will be able to.

— SUD Counselor, Female

While investing in competitive compensation will help attract and retain more behavioral health
professionals and the training COEs will provide additional delivery and partnership infrastructure,
strategic cash investments along the education, training, job placement and retention pipeline is also
needed to produce the additional 18,500 BH professionals needed over the next five years.

This report estimates approximately $425M in additional investments in the training and education
pipeline is needed to meet the workforce needs. This estimate came from cost estimates with
specific vetted programs and initiatives listed in section 5 and the workforce needs assessment in

section 2.

Figure 16: Investments in the training and education system to meet 2027 worker shortage

ST Additional
Occupation / Job Title AT s Workers Needed eI (s
Per Person Needed (3)
Trained (2022-2027)
Community Health Workers & Certified Peer Support Specialists $7,561 5727 $43,301,707
Certified Substance Use Disorder Counselors $7,391 2952 $21,819,130
Psychiatric Technicians $6,397 837 $5,353,914
Licensed Clinicians (LCSW / LMFT/ LPCC) $31,905 6246 $152,185,714
Psychologists (Clinical, Counseling and School) $41,125 14571 $59,672,375
Registered Nurses in Behavioral Health Settings & Psychiatric
Mental Health Registered Nurses $31,603 656 §20,731,282
Psychiatric Mental Health Nurse Practitioners & PAs $99,000 212 $20,988,000
Psychiatrists** $493,810 204 $100,737,143
Total 18,285* $424,789,266

*These numbers do not include the 208 psychiatric aides including in the regional needs assessment in section 2.

**Across four-years of post-graduate residency training per person.

However, this report does not recommend an initial investment of this full amount; programs cannot
scale overnight. The recruitment, education, training, supervision and placement needed, and public
service incentive system infrastructure (such as the COEs described in section 4.3) are not yet in
place to effectively manage this size of investment. Curriculum needs to be approved and validated.
Policies and procedures need to be worked out for public service incentives. Based on discussions
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with universities, community colleges, employers and workforce agencies, this report recommends
an initial $128 million “down payment” in this regional training strategy to establish key infrastructure
and processes. Once established, a larger investment to meet the full need can be considered.

Getting Started: A framework for an initial $128 million down payment

This $128 million fund would expand the regional BH education and training pipeline by
approximately 4,250 individuals over the next 5-10 years.

e 598 million would braid together new and existing public and private/philanthropic
funding sources in the region to support scholarships, stipends, in-school support,
expanding and creating evidenced-based programs, loan forgiveness, tuition
reimbursement, relocation and other incentives for public service.

e 530 million of philanthropy and flexible public dollars would capitalize a first-in-the
nation, regional BH revolving training fund the provides 0% interest loans to students
entering specific programs and upfront financing for organizations providing clinical
supervision hours.

All investments of the fund would expand regional education and training capacity for the long term
and be done with partners and programs with demonstrated track-records of outcomes, diversity,
inclusion, accessibility and affordability. Initial investments will focus on programs with clear paths
to financial sustainability from existing federal and state revenue streams for healthcare, behavioral
health, education and job training programs to address financial barriers at three key pain points:

e Improving access to education and training. Some potential behavioral health workers
cannot afford to enter training programs; they lack the financial resources to pay tuition,
are ineligible for further grants or financial aid and can't access reasonable financing to
cover costs. This limits the pipeline of trainees, especially among communities of color.

e Helping improve persistence and completion. For those learners who do enter training
and education, graduation is far from assured. School often means lower earnings, which
can strain household finances; even small financial shocks — car repairs, childcare gaps
- can disrupt progress.

e Retention in public service. After graduating and finding a job in behavioral health,
employees may feel pressure to transition to higher-paid roles in the private sector, leave
the region for areas with higher salaries and/or lower costs of living to keep up with debt
obligations, and to position themselves for career advancement opportunities.

Funding tools

e Scholarships, living stipends and in-school support. Grants — to cover tuition, fees, materials,
transportation, childcare, living stipends and other critical needs — can help open the door for
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people with limited assets to enter training and education for in-demand behavioral health
jobs. These are especially important for people preparing for lower-wage occupations, which
wouldn't allow them to afford to take on further debt burdens or quit their current jobs to
further their education or training.

e | oan forgiveness, down payment assistance, tuition reimbursement and relocation
allowance: These incentives would be used to keep behavioral health workers to public
settings.

While federal and state loan forgiveness programs currently exist for behavioral health
workers in the public workforce, many eligible workers never receive loan forgiveness as (a)
forgiveness programs are underfunded relative to the need, and (b) often require stringent
and difficult to achieve eligibility requirements, such as substantial years of service. For
example, 98% of workers (164,000 of 168,000 applicants) had their loan forgiveness
applications rejected from the Public Service Loan Forgiveness (PSLF) program between
November 2020 and April 2021%.

e (Outcomes-based financing: For occupations that place students into higher-paying jobs,
innovative student financing mechanisms can help increase access, affordability and
completion for students. Outcomes-based tools require students to pay little or nothing
upfront to attend a program and to repay the cost of tuition only if they land a job paying
above a certain income (e.g., over $50,000 per year). The model is most applicable to
occupations with 1) scalable, short-term training programs and more commensurate starting
salaries and career advancement opportunities; and 2) higher paying occupations that
require longer and more expensive education, with subsequently larger student debt
burdens®. Examples of workforce funds leveraging outcomes-based financing to expand
access to good-paying jobs include the Workforce Partnership’'s Renewable Training Fund,
the Google Career Certificates Fund, and Pay it Forward Funds (PIFFs). As students find
good-paying jobs and pay back into the fund, those payments can be used to support others.

The below chart outlines a funding allocation for this $128 million investment. Recommended
allocations are based on number of additional workers needed in the region (section 2) and expert
input on priorities in San Diego.

Figure 17: A financial framework for a $128 million BH education and training investment

37“If You Are Denied Student Loan Forgiveness, Do This,” Forbes, September 2021

% Such as psychiatric registered nurses and nurse practitioners, psychologists, and licensed professionals. In combination with in-school support, the
Fund would provide financing to students as a “completion play” in their last or second to last year of an undergraduate or graduate degree program
and to replace higher interest rate student debt.
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Public Service Outcomes- Additional % of
Occupation / Job Title Attractu_)n & Based L°?".S Total (3) Total Needed Next Additional
Retention and Supervision Served 5 Vears Workers
Investments Fund (OBF) Needed
Certificated Community Health
Workers & Certified Peer Support
Specialists $9,000,000 $300,000 $9,300,000 | 1,230 5,727 21%
Certified Substance Use Disorder
Counselors $7,000,000 $1,500,000 $8,500,000 1150 2952 39%
Psychiatric Technicians $1,455,000 $400,000 $1,855,000 290 837 35%
Licensed Clinicians (LCSW / LMFT/
LPCC) $12,800,000 $14,000,000 $26,800,000 840 6,246 13%
Psychologists (Clinical, Counseling
and School Psychologists) $5,000,000 $4,870,000 $9,870,000 240 1,451 17%
Registered Nurses in Behavioral
Health Settings & Psychiatric Mental
Health Registered Nurses $5,395,000 $2,000,000 $7,395,000 234 656 36%
Psychiatric Mental Health Nurse
Practitioners & PAs $12,000,000 $7,800,000 $19,800,000 200 212 94%
Psychiatrists $44,480,000 $44,480,000 84 204 41%
Total $97,130,000 $30,870,000 | $128,000,000 | 4,268 18,285 23%

The $128M fund is broken down into two funding buckets:

Public service attraction and retention ($97,130,000): Most of the fund would be used for
scholarships, stipends, loan forgiveness, fellowships, and launching and expanding
education and residency programs that have demonstrated, or promising, outcomes to
attract, support, and retain diverse workers to the public sector and to the San Diego region.
Some of these interventions are designed to partially offset the need to leave the behavioral
health workforce or enter the private sector for higher wages. Post-education support should
be viewed as a worker benefit in addition to compensation increases. An initial list of “shovel-
ready” investments can be found in section 5.

Outcomes-based financing ($30,870,000): These funds will establish the first national
revolving financing fund exclusively designed for BH professionals. Products offered by the
fund will provide student-friendly financing options to help fill talent gaps within the
workforce and upfront financing for community-based organizations to begin or expand
supervision programs. These funds are designed to recycle capital. Though the rate of
repayment varies significantly based on design decisions, we envision recouping ~60% of
each initial investment, increasing the number of students the fund will reach for each dollar
investment. Financing options would focus on higher-paying non-certified, non-licensed
professionals’ occupations, licensed and certified counselors, nurses and psychologists.
Trainings fo