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Executive Summary
The Affordable Care Act and the resulting Oregon
Health Plan (OHP) expansion has increased access to
behavioral health services for many across the state of
Oregon. The expansion of OHP has provided health
insurance to an additional 375,000 Oregonians.1 Yet,
at a time when more Oregonians are receiving care to
address behavioral health and substance abuse needs,
the quality of care they receive remains a problem. In a
2015 survey of mental health outcomes by Mental Health
America, Oregon ranked 49th, ahead of only Arizona
and Nevada.2 In a 2016 update to that survey, Oregon
had fallen to 51st, behind every other state and the
District of Columbia.3
At the same time, the community behavioral health
system has benefited from large increases in resources
as a result of the expansion of OHP and the restructuring
of the state Medicaid system. Between 2010 and 2015,
the six largest contracted non-profit agencies in the
Portland metro area reported an average increase in
annual revenue of forty-percent (40%).4 The average
dollar increase was $12.6 million in annual revenue.5
However, those increases in profit for contracted
behavioral health agencies have not necessarily resulted
in improved working conditions or pay and benefits
for staff under pressure with higher caseloads and
increasingly demanding performance measures.
Behavioral health professionals across the Portland
area are coming together to take action and discuss
issues in the behavioral health system that impact
client care and their working conditions, such as high
caseloads that cause burnout and high turnover. In
conjunction with AFSCME Council 75, they have formed
the Solidarity Alliance of Social Services (SASS). SASS
members across the community behavioral health field
have identified the following problems as the largest
and most pervasive in community behavioral health in
Portland:
• High caseloads and poor access to services for
clients, behavioral health professionals report
routinely being assigned caseloads of up to 110
clients. They also report that they are forced to

schedule follow up appointments from four to six
weeks out in order to fit everyone in.6
• Workers experience significant problems with
burnout which ultimately contribute to high levels
of turnover and inconsistent client care.7
• Low wages and poor benefits, the average
behavioral health professional makes far less than
workers with a similar level of education.8
In light of these problems within the industry, AFSCME
Council 75 and SASS have identified the following ways
to improve behavioral health outcomes in Oregon.
• Mandated staffing ratios and caseload limits, these
would ensure clients have adequate access to
behavioral health care and would lessen provider
burnout allowing them to stay with the same
provider for a longer period of time.
• Increase agency accountability with their use of
public funds by requiring non-profit agencies to
publicly post their budgets and allow the public to
attend their board meetings. The state of Oregon
would be better able to ensure public dollars
are being utilized effectively and going towards
essential services.
• Whistleblower protections for behavioral
health professionals and required labor peace
agreements between contractors and any
unions seeking to represent behavioral health
professionals, the whistleblower protections would
allow workers to speak up about issues in their
fields and the labor peace requirement would
ensure the services many Oregonians rely on are
not disrupted by a labor dispute.
Many of the issues identified in the behavioral health
industry relate to one central issue that runs throughout
the industry — the lack of worker voice both within the
workplace and throughout the state’s behavioral health
system. Members of SASS and AFSCME Council 75 are
mobilizing to change this dynamic in the behavioral
health industry to improve client care and behavioral
health outcomes in Oregon.
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Lived experience of a behavioral health professional
“I am a counselor at a local community behavioral health
agency. As I walk into the door at the beginning of my day,
I have notes from 5 sessions to complete before they are
deemed late by my supervisor. I have two full behavioral
health assessments to complete and I only have one week
to write them. These take 1-2 hours to write because often
I have to comb through hospital records and collateral
reports to get an accurate picture of my client’s history
and clinical presentation. I have no paperwork time in my
schedule today. I have five clients to meet with, reams of
texts from parents and my voicemail box is full.
I graduated from my master’s program in December
2015 and started my first job in community mental health
in January of 2016. I was hired to work with adolescents
and then was assigned to cover another therapist’s entire
caseload because she went on maternity leave and management did not create an adequate coverage plan. She
intended to exit the profession entirely, but if she admitted
this, she would have lost access to her benefits and sick
time. The additional caseload that I absorbed added an
adjoining county, which in total, covers a 50-mile area.
My clients live with severe and persistent mental illness.
They come from family systems that have been facing
violence, poverty and addictions for as many generations
as they can recall. Most do not know how their rent will be
paid this month, that is, if they are housed. Despite their
challenges, they each have so many unique and individual
strengths. Erika is a Mexican American 17 year old and in
her senior year at an alternative high school. She lives in
subsidized housing with her mother who suffers significant

functional impairment due to mental illness and addiction.
Erika currently meets criteria for PTSD. She is a survivor.
She has shared that some of her earliest memories involve
intense domestic disputes, violence and abuse. There was
even an incident that escalated in which her father held a
gun to her head. The profundity of trauma that Erika has
survived cannot be understated. She struggles immensely
at school both socially and academically. I attend teacher
conferences several times a month to address ways that her
symptoms can be managed in order to create a suitable
learning environment. She reports that she often feels overwhelmed and is easily distracted. She has learned to cope
with this by engaging in risky behaviors and experimenting
with drugs and alcohol. She holds herself responsible for
the food and financial insecurity at home. After our last
teacher conference, I assisted her in obtaining a box of groceries from a local food pantry. When we took it back to her
house, we threw out two kitchen sized garbage bags full of
rotten food. Despite her circumstances, Erika has remarkable insight. After each meeting, I feel truly humbled by the
humor and grace with which Erika has learned to navigate
her life. She has seen dozens of treatment providers for
challenges related to her mental health symptoms. She has
shared multiple experiences of suddenly losing a provider
she felt connected to, and how this has made her reticent to
fully engage with treatment. Erika is only one example of a
client who is making strides towards mental health recovery
in spite of the system, and not because of it.”
— Behavioral Health Counselor, Portland

Introduction
In 2016, behavioral health professionals from a number
of contracted agencies in the Portland Metro Area contacted AFSCME Council 75 to talk about their experiences
and concerns in their field. In response to the volume
of employees coming forward with similar stories, the
Solidarity Alliance of Social Services, or SASS, was formed.
SASS is led by behavioral health professionals, in both
unionized and non-union settings, working across the
spectrum of behavioral health agencies and environments
throughout the Portland-metro area. SASS members
are working together, alongside AFSCME Council 75, to
improve client care and the working conditions of employees in the behavioral health industry through community
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and political organizing and advocacy for their clients.
Over the past nine months, AFSCME Council 75 has
been working with behavioral health professionals to compile responses and gather their stories about working in
Portland’s behavioral health system through an informal
survey. Behavioral health professionals are highly committed to their client’s well-being, healing and recovery,
playing a vital role in the behavioral health system. Almost
half of survey respondents have been in the field for two
or more years and 85% indicated doing work that feels
meaningful is most important to them.

One respondent shared that “fresh out of
grad school, I was thrown into a brand new
setting, promised support and resources
that were not provided, nor was needed
training provided.”
— Community Behavioral Health Survey 2016
Behavioral health professionals take on many roles
in the continuum of client care in the contracted agency
setting. Master’s level clinicians assess, diagnose, and
provide ongoing behavioral health treatment including
individual, group, and family therapy. Case managers and
service coordinators assist clients in accessing resources
such as housing, medical or psychiatric care, and government assistance. Peer support specialists, recovery mentors, and skills trainers assist clients in life skill building.
They provide support and coaching to increase self-efficacy, community participation, social inclusion and productivity to clients with functional impairment due to mental
illness. In practice, service provision often overlaps. For
example, it is not uncommon for Master’s level clinicians to
engage in case management or skills training with clients.
While this is helpful for continuity of care, it often places far
too much responsibility on one behavioral health professional to carry out every aspect of a client’s needs. This is
a significant contributor for burnout, which ultimately sets
clients up for negative outcomes. What we have learned
about behavioral health professionals through both the
survey and conversations, is that this workforce is highly
committed to their client’s well-being.
Despite their dedication to the work, behavioral health
professionals report many challenges. When describing
the difference between the work they are doing and what
they thought it would be like, respondents talked of the
work as “fractured,” noting “mechanized and impersonal
care” and feeling treated as an “expendable product.”
They spoke of the “barriers and complications to accessing resources” for clients they work with and “compromising professional and personal values (and personal
wellbeing) at times to stay afloat or employed.”

Expanded access to health insurance provided
by the Affordable Care Act has led to more
resources for behavioral health agencies but
quality of care remains an issue.
The Affordable Care Act (ACA) and Oregon’s expansion of Medicaid through OHP has increased access to
behavioral health services throughout the state. Since
its implementation the state of Oregon has added an
additional 375,000 Oregonians. While access to care has
expanded, the state continues to grapple with how to
improve health outcomes in the behavioral health system,
performing well below other states across the country.
In a 2015 survey of mental health outcomes by Mental Health America, Oregon ranked 49th, ahead of only
Arizona and Nevada.9 A 2016 update to that survey found
that Oregon had fallen to 51st, behind every other state
and the District of Columbia.10 In 2010 the Department of
Justice opened an investigation of the state of Oregon’s
mental health system under the American’s with Disability
Act.11 The Department of Justice issued a follow up report
in 2014 stating Oregon had actually regressed in some of
the areas that had triggered the investigation.12 While the
Department of Justice investigation was closed after an
agreement was reached with the state in 2015, problems
continue to persist in the Oregon community behavioral
health system.13

In a 2015 survey of mental health outcomes by
Mental Health America, Oregon ranked 49th, ahead
of only Arizona and Nevada.9 A 2016 update to that
survey found that Oregon had fallen to 51st, behind
every other state and the District of Columbia.10
Implementation of the ACA has transformed the community behavioral health system from a model dependent
on government contracts with set funding maximums to
a medical model where behavioral health agencies are
billing insurance plans for more of their revenue. This has
led to increased resources in the behavioral health system
through Medicaid and private insurance reimbursement
for services provided to people who were previously uninsured and unable to access care. The six largest non-profit
agencies contracted by Multnomah County to provide
behavioral health services saw an average increase of 40%
in their annual revenue between 2010 and 2015.14 In dollar
terms, the average increase of the six largest non-profit
United We Heal
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The six largest non-profit agencies
contracted by Multnomah County to
provide behavioral health services saw an
average increase of 40% in their annual
revenue between 2010 and 2015.

While OHP expansion and mental health parity laws have increased access to care for patients and
benefited agency revenue in the behavioral health system, the salaries and working conditions of
behavioral health professionals still lag behind. Over the same period agency revenue was increasing,
the median hourly wage in three common job titles in the behavioral health industry failed to keep up
with inflation, and one of the classifications actually saw a decrease in the median hourly wage.

agencies was $12.7 million in annual revenue.15 These
same agencies saw an average profit of $4.2 million with
an average profit margin of 9.4%.16

Lack of Transparency in the Privatized
Behavioral Health System
One factor perpetuating this trend in the industry is
the lack of transparency required for non-profit, community behavioral health agencies. The top six contracted,
behavioral health agencies in the Portland area maintain
total budgets that are funded by a median of 96.7%
in public money in exchange for providing behavioral
health services. Local, county or state agencies administering these same services would be subject to laws
that guarantee citizens are able to access information
and ensure public dollars are used for public services.
Public agencies are subject to public records and open
meetings laws. These laws allow citizens the right to
6

access information on public agency’s budgets, public
employee’s salaries and the amount of services provided
and the costs associated with those services. In addition,
citizens are allowed to attend public meetings when policy and budget decisions are being discussed that allow
citizens to weigh in on decisions being made that impact
vital public services.
In contrast, private, non-profit behavioral health
agencies are not held to the same standards as public
agencies even while their funding comes from public
taxpayers. While non-profits are required to report annual financial statements to the federal government that
are available for review, they are often several years old
before they are made available to the public and they do
not provide the level of detail on how dollars are being
spent required of public agencies. The latest available
tax filings from 2014 for the six largest non-profits that
contract with Health Share to perform outpatient behavioral health services reveal slightly more than one in

six dollars did not go toward public services. The exact amount that
went to administrative costs or was reported as excess revenue was
18.18% or $83 million. In addition, CEO’s of these agencies have
received an average of 33.6% raise over the last five years while
employee salaries have lagged behind inflation.

Despite Increased Resources for Community
Behavioral Health, Clients Continue to Report
Problems with Access to Services
While the ACA was being rolled out and implemented nationally, the state of Oregon reformed its’ state Medicaid program, the
Oregon Health Plan (OHP). All OHP recipients now receive services
through the newly created Coordinated Care Organization (CCO)
system. As of 2016, ninety percent (90%) of enrollees on the Oregon
Health Plan are now clients of a CCO.17 According to the state of
Oregon, CCOs will lead to more coordinated and integrated care
resulting in better behavioral health outcomes at a lower cost.18
The state provides a capitated budget to CCO’s each year, and the
CCOs work to find savings through providing cost-effective, preventative care instead of more costly care at the emergency room.
CCOs may receive more in payments from the state if they achieve
certain quality incentives.19
There are two CCOs that serve the Portland Metro area. The
largest is Health Share of Oregon, an umbrella organization that is
comprised of eleven different health providers in the metro area that
serves about 260,000 clients.20 The second is FamilyCare, a former
managed care organization that serves around 130,000 clients.21
While the CCOs have achieved the majority of their state mandated bench marks for providing quality care, one measurement
that both Health Share and FamilyCare failed to achieve was meet-

Behavioral health providers receive capitated payments
for each person they serve from Health Share.

Source: Providence Health & Services
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ing access to care guidelines.22 The Oregon Health
Authority (OHA) measures how accessible care is for
CCO clients through consumer surveys. In their 2015
evaluations, 15.7% of FamilyCare clients and 17.6% of
Health Share clients reported having trouble accessing
medical care.23 These both were above the state guideline which recommends a baseline of 12.5% of reports
citing problems with clients accessing medical care.24
More specific to behavioral health, while both Health
Share and FamilyCare were able to meet the benchmark
around post-discharge follow up for a behavioral health
issue, 28.3% of FamilyCare clients and 21.7% of Health
Share clients reported not being able to access a behavioral health professional in that timeframe.25

While both Health Share and FamilyCare
were able to meet the benchmark around postdischarge follow up for a behavioral health issue,
28.3% of FamilyCare clients and 21.7% of Health
Share clients reported not being able to access a
behavioral health professional in that timeframe.25
When clients are unable to access a behavioral
health professional after being discharged from the hospital they are more likely to end up utilizing emergency
rooms or ending up in the criminal justice system when
they experience a behavioral health crisis, leading to
worse outcomes and driving up health costs within the
system. Even worse, lack of timely access to behavioral
health appointments can lead to dire consequences for
many with behavioral health needs. Suicide is one of Oregon’s most persistent public problems. In 2012, it was
the 2nd leading cause of death for Oregonians aged
15 to 34 years old and the age-adjusted suicide rate in
Oregon was 42% higher than the national average.26

“Reducing wait times for mental health
services is particularly critical, as
evidence shows the longer a patient has to
wait for an appointment, the greater the
likelihood that the patient will miss the
appointment.”
— National Alliance on
Mental Illness Presentation27
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When clients’ access to medical care is impeded,
outcomes are poorer. The longer a client is forced to wait
for an appointment, the less likely they are to show up
for appointments and receive treatment. The following
data from the National Alliance on Mental Illness (NAMI)
demonstrates this. According to data from the National
Alliance on Mental Illness (NAMI), when a client is able
to get access to a same day appointment, they show up
to the appointment 88% of the time.28 When a client is
able to schedule an appointment for the next day, the
client attends the appointment 77% of the time.29 When
a client is able to access an appointment within 7 days,
they attend the appointment 58% of the time and it falls
to 56% of the time when a client must wait 13 days for an
appointment.30
Nationwide, the average wait to see a behavioral
health professional is 25 days and in a survey, two-thirds
of primary care providers reported that their clients had
trouble accessing behavioral health services.31 CCO
provider handbooks in Oregon state that non-urgent appointments are to be made within 30 days.32 However, in
practice this does not always happen. Behavioral health
professionals at various agencies have reported that due
to understaffing, they are routinely scheduling people
for appointments beyond 30 days.33 Client inability to
schedule timely appointments ultimately contributes to
poor client outcomes.

Turnover in the Behavioral Health Industry
Impacts Access to Care and Client Outcomes
Another issue reported by employees of the behavioral health system impacting client care are the high
rates of turnover amongst providers which can lead to
inconsistent care for clients. A 2010 study found a nationwide turnover rate of 33.2% for counselors compared to
a 7% rate for primary care doctors and 12% for primary
care nurse practitioners and physician assistants.34 At
one large behavioral health agency in Multnomah County, workers reported being told in a staff meeting that the
average length of employment at that agency was five
months.35 When there is staff turnover, clients are forced
to start over in treatment each time they are assigned a
new clinician. As a result, clients frequently become less
willing to engage in treatment the more providers they
interact with. A 2008 study found that turnover inversely correlated with behavioral health outcomes.36 Not

only does high turnover affect quality of service, it also
impacts clients’ access to care. When providers leave the
industry, their cases are usually dispersed among the remaining staff until a replacement can be found. This also
contributes to larger caseloads and longer wait times for
appointments.

A 2008 study found that turnover inversely
correlated with behavioral health outcomes.36
A study by the National Association of Social Workers (NASW) in 2002 found turnover rates at private
agencies were twice as high as those at government
agencies. Turnover rates were 40% at the private agencies compared to 19% at government agencies.37 One
factor contributing to the difference in turnover rates are
the higher wages and improved benefits provided by
unionized government agencies in comparison to largely
non-union private firms. In the Portland metro area, the
vast majority of behavioral health work is performed
by contracted agencies, the majority of which are local
non-profits.38

“(Clients) feel abandoned by staff who
leave due to low pay and poor conditions, reenacting past abandonment.”
— Response to Community
Behavioral Health Survey
The implementation of the CCO system marked a
change in funding for behavioral health non-profits. Fee
for service models, in which costs are difficult to control,
were shifted to capitated payments, or “case rates.” In
the case rate system, CCO’s will pay a certain amount
per month, per client, depending on the level of care
and clinical setting. Contracted agencies are therefore
incentivized to have as many clients as possible enrolled
in their programs to maximize revenue.

The case rate payment system utilized by CCOs
incentives behavioral health agencies to serve as
many clients as possible to maximize revenue.

While the behavioral health agencies are accepting
a higher number of clients, there has not been a corresponding increase in behavioral health professionals to
maintain the level of services. This has led to an increase
in caseloads for behavioral health professionals and has
markedly decreased access to care for clients, as there
simply is not enough time in a workday to accommodate
caseloads as high as 110 clients per provider. While behavioral health professionals have always had productivity standards for client care, the implementation of these
funding changes has led to an increased emphasis on
quantity over quality of care.

“The client work can be stressful at
times but that is nothing compared to
the unrealistic expectations placed on
clinicians that compromise the quality of
the work we do. It feels like [the] agency’s
focus is often on quantity and production
rather than quality client centered
approach.”
— Response to Community
Behavioral Health Survey
Behavioral health professionals have reported they
are required to meet standards for billable client care and
client-related activity hours in the course of each month. A
study of the effects of productivity standards for therapists
in 2015 found that they were related to increased turnover
and lower job satisfaction.39 A 2007 study found behavioral
health professionals believed the reason productivity standards existed were to ensure they were generating revenue
for the organization. Behavioral health professionals also
indicated they believed they led to lower quality care.40
In Portland, behavioral health professionals have
reported productivity standards have driven them to work
increasingly long hours as they are not only required to
meet these standards, but they are also expected to submit
their paperwork in a timely fashion so the agency may receive reimbursement. In fact, at many contracted agencies,
provider’s report the only way to assess a behavioral health
professional’s performance is an evaluation of their productivity and note timeliness. This reality creates a grim picture
of behavioral health professionals as cogs in a revenue
generating machine.
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“(We are) treated as “expendable
product(s).” Low pay, no access to
raises, lack of transparency about
pay and benefits, lack of flexibility
regarding scheduling.”
— Response from Community
Behavioral Health Survey, 2016
In numerous conversations about behavioral health in
Portland, employees of the community behavioral health
system have raised the issue that working at a community behavioral health agency is seen as a stepping stone
that workers just need to get through to be able to move
on to something else. It is seen as a painful process by
which a behavioral health professional completes the
client care hours required to achieve professional licensure. In order to receive their license, a behavioral health
professional must complete a certain number of hours of
supervised client care. For licensed social workers these
hours must be completed in an agency setting, creating

I am a Child and Family Therapist working for one of the
largest community mental health organizations in Portland,
OR. Most of the children in our program receive OHP insurance. In addition to their mental health symptoms our clients
often come into our services with a combination of chaotic
family environments, food insecurity, inadequate educational supports, and unstable housing. Most therapists are new
to the field, and are expected to create change for those in
circumstances regarded as some of the most challenging in
the system of mental health.
Therapists in some community mental health agencies
do not receive enough clinical supervision and/or the appropriate kind of supervision to meet the needs of these families. Therapists are often not given the option to “refer out”
if a family’s needs are beyond the scope of competence of
a clinician which may produce poorer outcomes for families
and increase clinician anxiety and feelings of inadequacy.
Therapists are often given conflicting messages by
management staff to provide a frequency of services that is
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a captive workforce for community behavioral health
agencies. With licensure, options expand for behavioral
health professionals. They may transition into private
practice or move onto a more comfortable job with the
county or at a hospital which are far more likely to be
unionized.
The overwhelming majority of clients of the community behavioral health agencies are enrolled in OHP.
Recipients of OHP are required to fall below certain
federal poverty line thresholds and are potentially the clients who have had the least consistent access to needed
services in their lifetimes. The current system is set up in
a way that provides the poorest, most vulnerable clients
with behavioral health care needs to be served by the
least experienced providers in the field.

The current system is set up in a way that provides
the poorest, most vulnerable clients with behavioral
health care needs to be served by the least
experienced providers in the field.

clinically indicated (or appropriate to the level of need for the
family), but then pressured to meet arbitrary standards of
productivity resulting in more stress and job dissatisfaction.
In addition to all of this unlicensed therapists are being
paid the lowest wage on average for the amount of education required for the position, and the process for licensure
(which provides upward mobility for therapists and increases
their earning potential significantly) is often fraught with barriers that can delay a clinician becoming licensed multiple
years.
It is this combination of factors for clinicians in community mental health that result in frequent turnover, which
dramatically decreases the quality of treatment provided to
families, increases the stress placed on other staff excepted
to do the extra work, and leaves families feeling traumatized
by a system that they have come to looking for help.
— Erica Findley, MA, LPC Intern

Improving Access to Services by Allowing
Private Practice Clinicians to Serve OHP
As previously noted the contracted agencies are
responsible for treating a growing amount of OHP clients
in the state. These contracted agencies have demonstrated challenges with serving this influx of clients, while
at the same time private practice clinicians have reported
numerous barriers to get impaneled and serve Health
Share clients.41 Increasing the number of private practice
providers serving OHP clients and streamlining access
rules could alleviate some of the burden currently faced
by the contracted agencies.
To further improve behavioral health outcomes in
Oregon, the state should also take steps to promote a
robust private practice industry. Currently anti-trust law
treats private practice providers, most of whom run their
own one person small business, as having equivalent
power with enormous health insurance companies. As
such, private practice providers are barred from discussing reimbursement rates with colleagues or attempting
to join together and collectively negotiate with insurance
companies. This creates difficulties in maintaining a
stable private practice system of clinicians. It perpetuates disparities in reimbursement, making it harder for
clinicians to practice. Inequitable reimbursement rates
and low transparency also create a zero sum game for
providers where insurance companies can play the thousands of providers against one another and will likely
have more knowledge about the market than thousands
of fragmented private practice clinicians. This makes it
harder for clinicians to practice and leads some to leave
the field entirely, weakening the private practice industry.

Community Behavioral Health Employees
Experience High Rates of Burnout
Behavioral health professionals also reported high
caseloads and constant exposure to client trauma creates high levels of burnout in the Portland community
behavioral health system. Burnout is defined as emotional exhaustion, depersonalization, and diminished
sense of personal accomplishment. Unlike other frontline
health occupations, burnout is routinely characterized
as just being a part of working in community behavioral
health. Studies have estimated that nationally 57% of
mental health workers and an astonishing 71% of family
social workers showed high burnout levels.42

Studies have estimated that nationally 57% of mental health workers and an astonishing 71% of family
social workers showed high burnout levels.42
Burnout appears to be endemic throughout the community behavioral health system. In numerous conversations with providers, this problem and the lack of meaningful solutions offered by the industry has been raised
repeatedly. The burden of dealing with this industry issue
is almost always placed on the providers themselves, by
indicating that employees should increase their self-care
instead of addressing the underlying causes of the problem, such as staffing and hours of work. Unfortunately, in
most cases, the provider has little time, energy, or funds
outside of work to spend on themselves in order to properly prevent burnout. The result is a high level of turnover
throughout community behavioral health agencies.

“Clients can feel our burnout.”
— Community Behavioral Health Survey, 2016
By its’ very nature, community behavioral health work
is challenging. It becomes even more so when issues
regarding working conditions are not addressed and the
only solution offered is self-care. A recent study found
that half of community health workers polled, worked
overtime in a typical week, and those who worked overtime showed increased signs of burnout.43 The NASW
Center for Workforce studies found that 31% of social
workers said a major issue was the lack of time to complete the necessary tasks of the job.44 Any effort made
to improve behavioral health outcomes in Portland must
address the working conditions of behavioral health professionals in order to have a chance at success.

Entry Level Behavioral Health Professionals
Have High Education Standards and Face
Numerous Financial Challenges
In addition to burnout leading to high employee
turnover rates, behavioral health workers in the Portland
metro area are also paid significantly less than similarly
educated workers. According to the Bureau of Labor
United We Heal
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Statistics (BLS), workers nationally with a master’s degree
were paid on average $33.52 an hour and workers with
a bachelor’s degree were paid on average $28.42 an
hour.45 The median hourly wage for workers employed as
mental health and substance abuse social workers in the
Portland metro area was $18.88 in 2015. The hourly wage
for substance abuse and behavioral disorder counselors
was $20.16 in the Portland metro area in 2015. Finally, the
median hourly wage for a worker employed as a mental
health counselor in the Portland metro area in 2015 was
$22.93 an hour.46 All three of these are significantly below
the national average for workers with a similar level of
education. For comparison in the Portland metro area, Licensed Practical Nurses, a position that typically requires
completing a one year program, had a median hourly
wage of $24.51 in 2015. Registered Nurses, a position
which requires an associate’s or a bachelor’s degree, had
a median hourly wage of $41.80 in 2015.

While not exempt from the problems of the
industry, unionized firms in the Portland metro area report lower turnover which is tied to
better health outcomes

On top of low wages, according to a 2013 report
by The Council on Social Work Education, the average
graduate with a bachelor’s degree in social work carried
a student loan debt of $31,880.47 According to the same
report, the average graduate of a Master’s in Social Work
program had a student loan obligation of $41,754.48
Assuming this debt was made up completely of subsidized student loans from the federal government, an
MSW graduate working for the median hourly wage
in Multnomah County with a family of four would be
making student loan payments of $468 a month for the
ten years after they graduate.49 At the median salary in
the Portland metro area, this would be the equivalent of
11.7% of gross income going to pay down student loan
obligations.50

In the public sector, many more behavioral health
workers are represented by unions. In 2002 the NASW
found that turnover rates for behavioral health workers employed by local governments were half those of
behavioral health workers working for private agencies.57
Turnover at Central City Concern (CCC), a large behavioral health provider in Portland that has some unionized
employees, is also much lower. The average tenure of an
employee at CCC is five and a half years.58 In addition,
Qualified Mental Health Professionals (QMHPs) working
directly for Multnomah County have a median tenure
of seven years as of March 2017. At Oregon Health and
Science University (OHSU), the median tenure of a social
worker was four years as of March 2017.60

Behavioral health professionals who work in positions that do not require a bachelor’s degree face similar
problems with wages failing to keep up with inflation and
the cost of living in the area. According to the Massachusetts Institute of Technology living wage calculator,
a living wage for a family of four with two working adults
was $15.79 in 2015.51 In 2015, positions representing
27% of community and social service positions in the
Portland metro area had median hourly wages below this
amount.52
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Turnover is a large problem in the community behavioral health industry in Portland. Nationally, a 2010 study
found that turnover rates for behavioral health providers
were between three and four times higher than primary
care providers.53 A 2008 study of turnover and behavioral health outcomes found that workforce stability is very
important in delivering high quality services.54 At one
large behavioral health provider in Multnomah County,
workers report being told in a staff meeting that the
average length of employment at that agency was five
months.55 At a different non-profit agency the average
tenure was estimated at slightly over one year by employees.56

Unionized behavioral health professionals also receive higher wages and improved benefits.
Employer

QMHP Starting
Hourly Wage

Multnomah County

$28.15

OHSU

$29.20

Cascadia Behavioral
Healthcare

$23.8062

Lifeworks NW

$21.6363

Morrison Child and Family
Services

$17.3664

In terms of health insurance coverage for employees,
the industry trend for behavioral health agencies in the
Multnomah County area is to not contribute towards
dependent health coverage. At Multnomah County and
OHSU, the employer pays the majority of the cost of family health insurance. Employees at Multnomah County
pay a maximum of 6.75% of the premium for individual
and dependent care and employees of OHSU pay 12%
of the cost of dependent coverage. Of the six largest
agencies in community behavioral health, only Central
City Concern pays anything towards the cost of family
health insurance.

sole discretion, non-KP providers, in order to return to a 4:1

More importantly, unionized employees in the behavioral health field are able to work collectively with management to address issues that can impact client outcomes like caseload and staffing levels which contribute
to employee burnout and turnover. Employees of Kaiser
Permanente of Northern California who are members of
the National Union for Healthcare Workers (NUHW) were
able to establish guidelines in their collective bargaining
agreement (CBA) with Kaiser Permanente that address
scheduling and staffing levels. Language in the collective bargaining agreement states:

such as triage, groups, meetings, case consultation con-

“In order to provide more individual return time, the

Employer’s intent is to construct therapist profiles to allow
for four (4) individual/family returns for every one (1) new
psychotherapy intake.”

“To ensure ongoing adequate access, when a ratio of

4:1 cannot be maintained for greater than one (1) month,

the Employer’s intent will be to refer patients to providers
outside the bargaining unit, including, at the Employer’s

ratio, as needed, by facility. If it is necessary to refer out for

longer than three (3) months in a department, the Employer
will adjust staffing in the department as needed in order to

return to a 4:1 ratio, except in cases where the need to refer
out is temporary, for example where it is due to employee
leaves. While the Employer’s intent is as stated above, the

Union recognizes that circumstances may require modification of new to return ratios in order to maintain appropriate
access for new patients.”

“When therapists are scheduled to work in clinic, unless

they are assigned to other specific duties by management,
ferences, and or supervision, all of their remaining time is

potentially available for individual/family therapy appoint-

ments. Of the time potentially available for individual/ family
therapy, therapists are expected to average over three

months at least 75% seen direct patient care. Booked and
registered in person, video, collateral, and phone visits

count toward the 75% standard. This schedule management
proposal only applies to time spent on individual adult and
child therapy within the department of Psychiatry.”

In addition, the CBA requires Kaiser to develop
metrics to measure and report the amount of time spent
on direct vs. indirect patient care. The reports are then
compiled by facility and regionally and shared with
staff at staff meetings. This CBA language agreed to by
Kaiser of Northern California and employees is just one
example of how behavioral health professionals with a
union can address problems in the industry together that
have a real impact on client’s access to care and help
address caseload and burnout issues faced by staff.
United We Heal
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Conclusion
AFSCME Council 75 and SASS
Recommendations’ to Improve Working
Conditions and Client Outcomes
Many of the issues that have been identified in the
behavioral health industry relate to one central issue
that runs throughout the industry—the lack of behavioral
health professional’s voices both within the workplace
and throughout the state’s behavioral health system.
Both Multnomah County and the Oregon Health Authority have implemented work groups to discuss issues
facing the industry, however, neither group provides for
representation of the employees who are expected to
carry out the work on a daily basis and whose work is
most impacted by changes to the system.
To address the lack of behavioral health professional’s voices within the industry, as well as other issues that
workers and clients experience, AFSCME Council 75
proposes the following solutions:
•

Require written plans to prevent disruptive labor
unrest and provide whistleblower protections.
In the last 15 years there are numerous examples
of behavioral health agencies not respecting their
employee’s legal right to organize in Portland.
1.

In 2004, workers at the Parry Center, managed by Trillium Family Services, went on
strike for nine weeks and management
eventually permanently replaced some of
the striking workers in an effort to break their
union.65

2. In 2008, workers at Cascadia Behavioral Healthcare (Cascadia), the largest behavioral health
provider in the Portland metro area, attempted
to form a union and management responded
by hiring professional anti-worker attorneys. After spending thousands of dollars on legal fees,
Cascadia almost went bankrupt and the county
was forced to step in and redistribute some of
the contracts Cascadia had been awarded to
14

other non-profits to preserve behavioral health
services in the area.66
3. In 2015, the CEO of Lifeworks NW responded
to conversations about organizing by issuing
anti-union e-mails to her employees. These
same e-mails were later reworded as part of
an anti-union message by Cascadia Behavioral Healthcare in 2016.67
4. In 2016, workers at Volunteers of America’s
(VOA) inpatient programs formed a union
despite the opposition of management. VOA
management hired an anti-worker attorney
and forced their employees to sit through
captive audience meetings with anti-union
propaganda in the run up to the union election.68 After the election VOA released their
initial attorney and brought in a new attorney
who is known for causing bitter labor disputes.69
5. In 2016 and 2017, Cascadia Behavioral
Healthcare sent out two anti-union letters in
response to employee conversations about
organizing. Cascadia also had supervisors
read prepared statements attempting to
dissuade employees from unionizing.
Despite increased financial resources due to reform
being experienced by the industry, employee issues
are not being considered and their voices are not being
heard. While the administrative costs of the non-profits
have risen in the last 5 years, the median hourly wages of
occupations in the behavioral health industry have not
kept pace with inflation. Furthermore, when behavioral
health workers have tried to exert their legal rights and
address their working conditions, they have been fought
every step of the way by non-profit management.
By refusing to recognize the rights of their employees
to have a voice in their workplaces, the leadership of

non-profit agencies actually make it more likely that their
worksites will be the site of a labor dispute. This would
have negative outcomes for clients and could potentially
disrupt the system as a whole. Therefore, in the interest
of promoting labor peace, Multnomah County should
require that any subcontractor performing behavioral
health work agree to a written labor peace agreement
with any union that wishes to represent behavioral health
workers.

While behavioral health organizations are permitted to utilize their own performance evaluations,
they often place singular emphasis on the performance of individual providers and neglect to
track other valuable measures of client success
including housing, community support, and social
inclusion as well as educational and vocational
advancement. Community behavioral health
agencies receive public funds and should be
held accountable through the implementation of
thoughtful and standardized performance evaluation measures. Client outcomes should focus on
indicators in many different domain areas of life
that accurately reflect behavioral health. Positive
client outcomes indicate soundly developed programs and services provided by well-resourced
staff.

In addition, the County must ensure there are increased whistleblower protections for any behavioral
health employee who has concerns regarding fraud,
neglect or abuse in the system. As direct care providers,
employees are often the first to know when there is an
issue that should be reported to a regulatory body for
non-compliance with billing, client care and fraud.
•

Implement regulations mandating staffing
ratios and caseload limits. Employees at several
non-profits have reported facing unsustainable
caseloads which lead to burnout and turnover.
This issue impacts clients because they are
unable to keep their same provider, increasing
the risks that they will drop out of the system
altogether. To prevent this from happening, the
Oregon Health Authority (OHA) should implement regulations that require staffing ratios for
inpatient settings and limit caseloads for outpatient settings. This will lead to increased access to
care for clients and provide a sustainable and safe
environment for behavioral health workers.

•

Increase agency accountability with use of public
funds and evaluation practices. The state of
Oregon requires coordinated care organizations
(CCO’s) to develop quality management and improvement programs in order to maintain eligibility for Medicaid reimbursement. Thus, behavioral
health organizations are required to report scores
from The Healthcare Effectiveness Data and Information Set (HEDIS), the Consumer Assessment of
Healthcare Providers and Systems (CAHPS), or other performance measures. The HEDIS and CAHPS
are nationally recognized healthcare performance
surveys; however, they both centrally focus on
primary care and physical health outcomes.

•

Increase agency transparency in their use of
public dollars. While the community behavioral
health agencies have seen a tremendous growth
in resources, this money is not always going
towards client care. Slightly more than one out of
every six dollars that went to the non-profit agencies that contract with Health Share to perform
outpatient behavioral health work ultimately did
not go towards services for the public.70 In order
to ensure an efficient use of public funds, the
state of Oregon should require non-profit agencies with more than $100,000 in annual revenue
to publicly post their budgets online for 30 days,
to have their board of directors meetings be
considered public meetings, and to submit to and
cooperate with audits from the Secretary of State
office, and adhere to public records law.

•

Change regulations to improve client choice.
OHA should require CCOs make increased efforts to empanel more private practice providers.
This will ease some of the burden currently being
felt by the behavioral health agencies and will
ease some of the access to care issues that clients
are facing. Furthermore, the state of Oregon
should create an anti-trust exemption for private
practice clinicians so they can freely discuss
reimbursement rates. This will ensure there is a
stable private practice workforce in Oregon. OHA
United We Heal
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should also establish more regulations to promote
coordinated care not only between agencies but
within agencies as well. Agency policy should be
implemented in a way that allows clients to stay
with their provider of choice if they want to in order
to promote continuity of care and improve client
outcomes.
•

Promote professional development opportunities
for direct service employees. Numerous employees have reported that their peers see their work
in community mental health as a steppingstone
to get their licenses and move on. In practice, this
means community behavioral health workers are
viewed as expendable components of the system
that can be replaced often. This acceptance of
high turnover contributes to poor working conditions and client outcomes. It creates a system set
up to provide the poorest, most vulnerable clients
with behavioral health care served by the least
experienced, lowest paid employees.
To alleviate this problem, OHA should create a
continuing education fund that behavioral health
professionals can access to receive training and
advance within their fields. Finally, the state of
Oregon should recognize the contributions of Peer
Support employees and require CCOs to compensate agencies for the services they provide. By giving all behavioral health professionals sustainable
paths to stay in community behavioral health, OHA
can ensure it has a sufficiently trained workforce
that meets the demands of a growing client base
across the state.
In addition to an OHA created training fund and
increased recruitment efforts, Multnomah County
should also work with its’ subcontracted provider
agencies to improve working conditions and create a career path so employees who really want to
stay in community behavioral health are able to do
so. This will lead to improved client outcomes and
more satisfied workers which will create a more
sustainable and successful community behavioral
health system.

16

Endnotes
Hubbard, S., & Register-Guard, T. (n.d.). Oregon's expanded Medicaid coverage to remain intact - for now - under
congressional Republican plan. Retrieved March 15, 2017, from http://registerguard.com/rg/business/35354584-63/
oregons-expanded-medicaid-coverage-to-remain-intact--for-now--under-congressional-republican-plan.html.csp
1

Ranking the States. (2016, October 17). Retrieved March 15, 2017, from http://www.mentalhealthamerica.net/
issues/ranking-states
2

2016 State of Mental Health in America - Ranking the States. (2016, October 31). Retrieved March 15, 2017, from
http://www.mentalhealthamerica.net/issues/2016-state-mental-health-america-ranking-states
3

4

Agency 990s. (n.d.). Retrieved October, 2016, from guidestar.org.

5

Agency 990s. Guidestar.org

6

Interview with Behavioral Health Worker [Personal interview]. (2016, November 6).

7

Interview with Behavioral Health Worker [Personal interview]. (2016, August 11).

Portland-Vancouver-Hillsboro, OR-WA - May 2015 OES Metropolitan and Nonmetropolitan Area Occupational
Employment and Wage Estimates. (n.d.). Retrieved December 05, 2016, from http://www.bls.gov/oes/current/
oes_38900.htm
8

9

Ranking the States, Mental Health America

10

2016 State of Mental Health in America-Ranking the States, Mental Health America

United States, Department of Justice. (n.d.). Interim report to the state of Oregon: integration of community
mental health and compliance with Title II of the Americans with Disabilities Act. Retrieved November, 2016, from
https://www.justice.gov/sites/default/files/usao11

Interim report to the state of Oregon: integration of community mental health and compliance with Title II of the
Americans with Disabilities Act. Department of Justice
12

Williams, B. J., & Rosenbaum, S. H. (2016, July 25). Oregon's Performance Plan for Mental Health Services for
Adults with Serious and Persistent Mental Illness [Letter to Ellen F. Rosenblum]. Salem, OR.
13

14

Agency 990s, Guidestar.org

15

Agency 990s, Guidestar.org

16

Agency 990s, Guidestar.org

Oregon Health Authority. (2016, June). Oregon's Health System Transformation: CCO Metrics 2015 Final Report.
Retrieved December 13, 2016, from http://www.oregon.gov/oha/Metrics/Documents/2015_performance_report.
pdf#page=39
17

Oregon Health System Transformation: Annual Update. (2016, January). Retrieved December, 2016, from https://
www.oregon.gov/oha/Metrics/Documents/HST%20Annual%20Report%20-%202016.pdf
18

Where we are and where we’re going: Rate Setting for Coordinated Care Organizations. (2015, April 27).
Retrieved March 15, 2017, from https://www.oregon.gov/oha/analytics/Documents/Rates%20Policy%20Brief%20
2015_4_27.pdf
19

20

Oregon's Health System Transformation: CCO Metrics 2015 Final Report, Oregon Health Authority

21

Oregon's Health System Transformation: CCO Metrics 2015 Final Report, Oregon Health Authority

22

Oregon's Health System Transformation: CCO Metrics 2015 Final Report, Oregon Health Authority

23

Oregon's Health System Transformation: CCO Metrics 2015 Final Report, Oregon Health Authority
United We Heal

17

24

Oregon's Health System Transformation: CCO Metrics 2015 Final Report, Oregon Health Authority

25

Oregon's Health System Transformation: CCO Metrics 2015 Final Report, Oregon Health Authority

Suicides in Oregon: Trends and Associated Factors 2003-2012. Oregon Health Authority, Public Health Division
http://public.health.oregon.gov/DiseasesConditions/InjuryFatalityData/Documents/NVDRS/Suicide%20in%20
Oregon%202015%20report.pdf
26

Bouneff, C. (2016, June 7). Responding to Mental Health and Addiction Needs. Lecture presented at OEBB
Presentation in Oregon.
27

28

Responding to Mental Health and Addiction Needs. Bouneff, C.

29

Responding to Mental Health and Addiction Needs. Bouneff, C.

30

Responding to Mental Health and Addiction Needs. Bouneff, C.

31

Responding to Mental Health and Addiction Needs. Bouneff, C.

Health Share of Oregon. (2016). Provider Manual[Brochure]. Author. Retrieved December 13, 2016, from http://
www.healthshareoregon.org/for-providers/REGIONAL PROVIDER MANUAL 7.1.16.pdf
32

33

Interview with Behavioral Health Worker [Personal interview]. (2016, August 11).

United States, US Department of Health and Human Services, Substance Abuse and Mental Health Services
Administration. (n.d.). Report to Congress on the Nation’s Substance Abuse and Mental Health Workforce Issues.
34

35

Interview with Behavioral Health Worker [Personal interview]. (2016, August 11).

Woltmann, E. M., Whitley, R., Mchugo, G. J., Brunette, M., Torrey, W. C., Coots, L., . . . Drake, R. E. (2008). The Role
of Staff Turnover in the Implementation of Evidence-Based Practices in Mental Health Care. Psychiatric Services,59(7),
732-737. doi:10.1176/ps.2008.59.7.732
36

MSW, B. J. (n.d.). Private Agency Turnover High. Retrieved September 08, 2016, from http://www.socialworkers.
org/pubs/news/2002/01/turnover.htm
37

38

(2016, August 22). Retrieved December 13, 2016, from https://multco.us/file/56065/download

Franco, G. E. (2015). Productivity Standards, Marriage and Family Therapist Job Satisfaction, and Turnover Intent.
Walden Dissertations and Doctoral Studies. Retrieved December 20, 2016, from http://scholarworks.waldenu.edu/cgi/
viewcontent.cgi?article=1460&context=dissertations
39

Lloyd, S.C. (2007). The value of productivity standards. Retrieved from http://www.behavioral.net/article/valueproductivity-standards
40

41

Interview with Behavioral Health Worker [Personal interview]. (2016, August 11)

Martin, U., & Schinke, S. P. (1998). Organizational and individual factors influencing job satisfaction and burnout of
mental health workers. Social Work in Health Care, 28(2), 51-62.
42

Luther, L., Gearhart, T., Fukui, S., Morse, G., Rollins, A. L., & Salyers, M. P. (2016). Working Overtime in Community
Mental Health: Associations With Clinician Burnout and Perceived Quality of Care.
43

Arrington, P. (2008). Stress at work: How do social workers cope?. NASW Membership Workforce Study.
Washington, DC: National Association of Social Workers.
44

Earnings and unemployment rates by educational attainment. (n.d.). Retrieved December 15, 2016, from https://
www.bls.gov/emp/ep_chart_001.htm
45

BLS Data, Portland-Vancouver-Hillsboro, OR-WA - May 2015 OES Metropolitan and Nonmetropolitan Area
Occupational Employment and Wage Estimates.
46

2013 Annual Survey of Social Work Programs (Rep.). (n.d.). Retrieved September 13, 2016, from Council on Social
Work Education website: http://www.cswe.org/file.aspx?id=74478
47

18

48

2013 Annual Survey of Social Work Programs, Council on Social Work Education

Repayment Estimator. (n.d.). Retrieved September 13, 2016, from https://studentloans.gov/myDirectLoan/mobile/
repayment/repaymentEstimator.action#view-repayment-plans
49

BLS Data, Portland-Vancouver-Hillsboro, OR-WA - May 2015 OES Metropolitan and Nonmetropolitan Area
Occupational Employment and Wage Estimates.
50

Living Wage Calculation for Multnomah County, Oregon. (n.d.). Retrieved September 12, 2016, from http://
livingwage.mit.edu/counties/41051
51

BLS Data, Portland-Vancouver-Hillsboro, OR-WA - May 2015 OES Metropolitan and Nonmetropolitan Area
Occupational Employment and Wage Estimates.
52

53

Report to Congress on the Nation’s Substance Abuse and Mental Health Workforce Issues.

Woltmann, E. M., Whitley, R., Mchugo, G. J., Brunette, M., Torrey, W. C., Coots, L., . . . Drake, R. E. (2008). The Role
of Staff Turnover in the Implementation of Evidence-Based Practices in Mental Health Care. Psychiatric Services,59(7),
732-737. doi:10.1176/ps.2008.59.7.732
54

55

Interview with Behavioral Health Worker [Personal interview]. (2016, August 11).

56

Interview with Behavioral Health Worker [Personal interview]. (2017, March 8).

MSW, B. J. (n.d.). Private Agency Turnover High. Retrieved September 08, 2016, from http://www.socialworkers.
org/pubs/news/2002/01/turnover.htm
57

58

AFSCME Membership Database (n.d.). Retrieved March, 2017.

59

AFSCME Membership Database (n.d.). Retrieved March, 2017.

60

AFSCME Membership Database (n.d.). Retrieved March, 2017.

Counties. (n.d.). Retrieved March 16, 2017, from http://www.oregonafscme.com/?zone=%2Funionactive%2Fview_
article.cfm&HomeID=512485&page=Locals202620Contracts
61

Cascadia Careers. (n.d.). Retrieved March 17, 2017, from https://recruiting.adp.com/srccar/public/RTI.
home?c=1136207&d=External
62

Current Career Opportunities at LifeWorks NW. (n.d.). Retrieved March 17, 2017, from https://lifeworksnw.
applicantpro.com/jobs/
63

64

Open Positions. (n.d.). Retrieved March 17, 2017, from http://www.morrisonkids.org/careers/openpositions/

65

Parry Center strike ends. (n.d.). Retrieved December 20, 2016, from https://nwlaborpress.org/2005/2-4-05SEIU.

html

Lydgate, C. (2008, April 23). Cascadia battered by financial storm. Retrieved October, 2016, from http://
portlandtribune.com/component/content/article?id=66323
66

67

Monnat, M. (2015, April 24). Important update regarding recent workforce activity [E-mail].

68

NLRB.gov. (n.d.). Retrieved December 20, 2016, from https://www.nlrb.gov/case/19-RC-181677

Union-busting consultant Jim Frazer strikes again. (n.d.). Retrieved December 20, 2016, from https://
nwlaborpress.org/2002/11-1-02Frazer.html
69

70

Agency 990s. Guidestar.org

United We Heal

19

Council 75

We Make Oregon Happen
120-17

