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EXECUTIVE SUMMARY

The Oklahoma Behavioral Healthcare Workforce Surveyassdciated studies were conducted
by Advocates for Human Potential, Inc. (AHP) througloatact with the Oklahoma
Department of Mental Health and Substance Abuse Serf@@BIHSAS) to assist with
evaluation activities related to Oklahoma’s behavioralthgransformation initiative. The
statewide survey included three components:
* an organizational survey focused on organizational ac¢atiah, benefits and basic
information on organizational structure;
e aprogram manager survey related to program staffing, vacaaocuitment barriers,
causes of staff turnover, program and staff capacity ramlrig needs; and
» a staff survey focused on work experience, job satisfaceducation, training, and
demographic characteristics (including status as currentasrgumsumers or family
members of consumers).

The data collection process was structured so thahtée tomponents could be linked.
Participating organizations were recruited in industry grogeserally according to state agency
funding and oversight. While the workforce survey waslaéingest component of this project
and is the primary focus of this report, additional dataces were used. These include:
Economic Modeling Systems, Inc. (EMSI) data provided byGkkhoma Department of
Commerce; Oklahoma data drawn from a University of N@arolina (UNC) staffing needs
study; and information on historical and anticipated behalviwalthcare-related degree
completion rates from the Oklahoma State Regertigifer Education.

The results of the survey and the analysis of additidata sources were reviewed with
stakeholders, including external key informants, informamtolved with the project, and a
Workforce Study Team convened as an advisory group tdutig. sBased on these reviews, the
following key findings were identified:

* Inadequate salaries are widespread and are believed to have significant implications for
both recruitment and retention. Over half of all staff members responding to the survey
reported earning less than $15.00 per hour, with close téifdmnearning less than $10.00
per hour. Assuming a 40-hour workweek, staff in this lagégrgroup only fall above the
2009/2010 poverty line if they have no dependents. Thoseowélor more dependents are
living in poverty, despite being employed full-time infmlltenging and critical industry.

Not surprisingly, less than half of responding staff indidethat they were satisfied or very
satisfied with their pay. Over half of all respondinggnram managers also identified
insufficient salary as one of the top barriers touititlg qualified staff for their programs,
and nearly two-thirds identified dissatisfaction wstilary as one of the top causes of staff
turnover in their programs. Indeed, pay was both the frexpiently cited barrier to
recruitment and most frequently cited cause of turnover.

» Staff separation ratesare high and relate to the composition of the workforce. The
median annual program separation rate was 25%, meaningtr@aighly half of the



participating programs, there was more than one stpértiere within the past year for every
four FTEs. Separation rates do not vary randomly, bherare associated with program
staffing patterns. While staff were given six positiategories from which to describe their
jobs, nearly all chose eitheounselor/therapist/social worker aide/tech/other
paraprofessional On average, counselors made up 50% of program staff, tebille made
up 39%. Program managers reported separation rates of 4225%nfor techs and
counselors, respectively. This finding is consistent wighliterature indicating that higher
staff experience, job level, and pay are associatedlovithr turnover.

There are both current and projected shortages of professonal and nonprofessional

staff with an insufficient pipeline of new entrants from higher education to meet the
shortages. There is a substantial gap in the need for psychiatmstother prescribers. We
estimate a need for 697 prescribers and only 287 profess{paghiatrists and advanced
practice psychiatric nurses) available to meet the nediffeeence of 410. While the unmet
needs for other categories of behavioral healthcangdens are not as large proportionately,
there are gaps in these position types as well. The ah which institutions of higher
education in Oklahoma are producing new graduates with apg®maining are not
sufficient to meet these needs; in addition, thetfaat salaries for both professional and
nonprofessional positions in Oklahoma are consistémtler than the surrounding states and
the nation as a whole is a significant barrier teaating new individuals into service or
training.

A substantial proportion of responding staff and program manager s self-identify as
behavioral healthcare consumersor asfamily membersof consumers. Both program
managers and staff were asked a series of questionsthbmstatus as consumers, defined
assomeone who is currently or has received mental health, substance aml/ee other
addictive disorder servicesr as a family member of a consumer. Nearly orre-tfi
respondents identified as family members and over otreidiéntified as adult consumers.
Consumer and family member representation was gendighgr among program managers
than direct care staff, and a greater proportion gfaedents identified as adult consumers
than as (former) youth consumers. Additionally, agetaff and program managers who
identified as either consumers or family memberssrate@lisclosure in the workplace were
high. For both statuses, roughly 80% of responding programgaenegeported disclosing
on the job, while roughly 66% of staff reported having distos

Staff arerelatively well-prepared to offer Cognitive Behavioral Therapy (CBT) and are
less prepared to offer other Evidence-Based Practices (EBPs). Nearly three-quarters of
respondents who supervise programs serving adults indicatteoketh, professional-level
hires in their programs were well-prepared to provide CBiie same percentage of
respondents who supervise programs serving children repbatetthéir new, professional-
level hires were prepared to offer services using CBTré&umnta, while over two-thirds
reported that their new, professional-level hires couldigeoCBT for anxiety and
depression. In both child and adult-serving programs, fewgrgmmanagers reported staff
competence in providing other types of EBPs: For exampdepyer one-third of program
managers supervising adult programs reported staff competemeglication management,



and only a little more than half of those supervising @ogrfor children reported staff
competence in interpersonal therapy (IPT).

* Knowledge of psychiatric medication and its side-effectsis the most common unmet
training need. Program managers were asked to identify areas of unnmetdgraeed or
areas in which their staff needed training and for whiaimitng was not readily available.
The most frequently cited unmet training need was for kedgé of psychiatric medication
and its side-effects, with one-quarter of responding pragnanagers citing this as an unmet
need. Nearly as many program managers (23%) indicatethéastaff had unmet needs
for communication skills training, while the third mostduently cited unmet need (17%)
was for training in educating consumers’ family membemuamental health and substance
abuse issues. All other competencies were cited asturameng needs by fewer than 15%
of responding program managers.

» Staff report high job satisfaction and a positive overall work experience. Nearly all
(95%) staff respondents agreed or strongly agreed withatensent like the kind of work
that | doand 84% of staff respondents indicated that they vaigfied or very satisfied with
their job overall. Many of the more specific indicatof job satisfaction and work
experience were also endorsed by the majority of stafparticular, over three-quarters of
responding staff indicated that their work gives theneérfg of personal accomplishment
and that they would recommend their organization as a glecd to work. Similarly, over
two-thirds of those responding indicated that theyevgatisfied with their organization, their
work schedule, and the location and physical conditidteeir workplace. Lower rates of
satisfaction were found with pay (described earlier), appay for advancement, and
workplace stress level. Nearly three-quarters of respasdeported being satisfied with
vacation and sick leave, with state employees gegeegbrting higher satisfaction with
benefits than those employed by private organizations.lete generalizability of these
findings is limited somewhat by the staff survey respamase and the potential for selection
bias (i.e., the possibility that staff who respondedeweore satisfied with their work), the
overwhelmingly positive response to these items is waoting.

The report concludes with a review of the Workforce Sthelgm’s recommendations for next
steps. Throughout these recommendations, the Workfoudg $eam identified the need to
distinguish between strategies to maintain the bera\ialthcare workforce in its current
state, and those to facilitate the development obkferce that would be fully responsive to the
behavioral healthcare needs of Oklahoma’s citizens. rRiagacompensation, the Team advised
that current pay rates are inadequate and suggested prepagiglative request to bring
behavioral health provider pay to the regional average by 20id.T&am also suggested
increasing opportunities for advancement within behavioraltheadfanizations to alleviate
recruitment and retention problems within the fieldwa#l as providing incentives for students
to receive a portion of their clinical training in stateded service systems. Several training-
related recommendations were made to increase the naintrescribers in the state and
support the development of basic behavioral healthcdle aong primary medical care
providers. Implementing best practices was cited asyaavaespond to the study’s findings
regarding staff paperwork burden as related to job setisfaand causes of turnover. Specific
recommendations regarding best practices included: expaaciegs to the most up-to-date



information on evidence-based practices; technical assstfor professionals providing mental
health services and substance abuse services in statéeggand limiting the quantity of
mandatory paperwork and reporting. Finally, the Teammeoended that future planning
efforts include creating a Mental Health and Substaneesé@bVorkforce Advisory Council to
help Oklahoma develop models for providing behavioral headéhservices for its citizens in the
future and meeting the prospective workforce needs fornOhkia’s future.
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CHAPTER 1: INTRODUCTION

In 2005, Oklahoma was one of seven states (now ninegé&ve a five-year Mental Health
Transformation State Incentive Grant (TSIG) from fbéderal Center for Mental Health Services
(CMHS). The purpose of this grant was to help transfetate mental health systems from
“broken and fragmented” systems to systems that dedx@zllent mental healthcare with a
focus on recovery (President’'s New Freedom Commissmokental Health, 2003). A major
challenge faced by all states was assuring a stablgetent workforce available to provide
needed services.

The Oklahoma Behavioral Healthcare Workforce Surveyassdciated studies were conducted
by Advocates for Human Potential, Inc. (AHP) througloatact with the Oklahoma
Department of Mental Health and Substance Abuse Serf@2BHSAS) to assist with
evaluation activities related to Oklahoma’s behavioralthgransformation initiative. The
studies were developed and implemented under the guidancead¥igory group, the
Workforce Study Team, which was convened through the Goverfimnsformation Advisory
Board (GTAB) Workforce Committee, as part of the Trans@tion initiative.

Purpose and Goals

State mental health authorities typically do not hawpigcal information about the
characteristics of their current workforce. In ordefiltahis information gap, we undertook a
number of studies, as well as searched for relevaaareh, that provided useful information for
understanding the difficulties faced by staff providing meimealth services in Oklahoma.
Taken together, the workforce studies were designed wek throad goals in mind:

1. Respond to interests of GTAB Workforce Committee capdethrough Oklahoma’s
behavioral health transformation initiative.

2. Develop behavioral health complement to information eya&ith through Oklahoma
Healthcare Workforce Center and Oklahoma Hospital é&iason surveys.

3. Provide information that can be used for provider orgaoizatnd state agency-level
planning and advocacy.

The largest of these studies was the Oklahoma Behakeadthcare Workforce Survey, a
statewide survey that focused on staffing of agencies agigms that provide behavioral
healthcare. The survey itself was intended to addmegsarticular goals of the Workforce Study
Team and other project stakeholders, including:

1. Estimate rates of recruitment, retention and turnbyguosition.

2. Determine reasons for leaving, including those related gesvand benefit®(g.,health
insurance, schedule/shift, child care).

3. Analyze current representation of adult peers and fam#ignbers in the workforce.
4. Describe linguistic (and cultural) competency of the waddo



5. Describe capacity of state workforce to address currexatsnef clients and employers.

6. Describe current access to behavioral healthcare seiiggimary care settings and
identify (types of) professionals delivering such services

Methodology

Survey Measures
Where possible, survey items were drawn from establisieagumes. The two primary sources
of items and item structure were:

» Addiction Technology Transfer Center Workforce Survey: A staff and director survey
instrument was developed for the Northwest Addictiorhfietogy Transfer Center (see
Addiction Technology Transfer Center Netwonnkgl) and subsequently adapted for use
in at least six other states. Oklahoma workforceesuitems that were drawn from or
based on this instrument included those relating to recuitivarriers and causes of
turnover, organizational strategies for supporting stafétd@ment, and distribution of
daily responsibility, as well as a number of basic agmaphic related items.

* Federal Human Capital Survey (FHCS): The FHCS is an instrument developed by the
U.S. Office of Personnel Management and used to measpiey&®s’ job satisfaction
and their perceptions of the degree to which their orgamizaikhibits characteristics
consistent with those of successful organizationse imstrument was used to survey
federal employees in 2004, 2006, and 2008, with over 200,000 resparaesden the
2008 use alone (United States Office of Personnel Manageméht Oklahoma
workforce survey items that were drawn from the FHiI@3ude those related to staff
work experience and job satisfaction.

Additional items were developed and selected for thelokte Behavioral Healthcare
Workforce Survey with the guidance of the Workforce Stlidgim and outside consultation
when necessary.

Pilot Study

The pilot study involved two organizations: a residerdzaie provider which operates
congregate care facilities in locations throughout @&taa, and an inpatient care provider
which operates a variety of behavioral healthcare pragmrthe Oklahoma City area. Between
the two organizations, a total of 28 distinct programs @petied in the pilot. These programs
provided an array of services designed to respond to a vafiepnsumer needs and interests.
Programs ranged from long-term residential care to actieifieation, and served children,
youth, adults and older adults, and supported people wittsmetated to mental health,
substance abuse and co-occurring disorders. The pilot tstoklplace in June and July, 2008.
In August 2008, the preliminary results of the pilot wendewed with the Workforce Study
Team, as was a report of the survey process, includirigiepes encountered and suggestions
offered by pilot participants. Based on these repoddl@discussion with the Workforce
Study Team, some redundant items were eliminated, thdidel®nd scope of organizational
recruitment was scaled back, and the recruitment rabparcket was revised. Data from the
pilot were included in the larger data analysis of th&kikma Behavioral Healthcare Workforce
Study.
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Survey Structure
In order to capture the range of information desirechbyorkforce Study Team and other
project stakeholders, the survey was designed with tiomepanents:

1.

2.

3.

An organizational survey focusing primarily on organizati@reditation and benefits
as well as basic information on organizational strgct@rganizational structure
information was used to create organization-specificdavesof the program manager
and staff surveys described below. The organizationaégwamponent was completed
by a single member of each participating organizationd&tyia human resources
administrator in larger organizations, or the direct@nmaller organizations).

A program manager survey containing items related to progtaffing, vacancy,
recruitment barriers, causes of staff turnover, progradhstaff capacity and training
needs. Within each organization, each program manageuwigue supervisory
responsibilities for one or more behavioral healthgaograms was invited to complete a
program manager survey. Occasionally, organizationsdnodicate that two or more
program managers supervised a single program. In these g&He worked with the
organization to develop a survey plan to avoid duplicatiggragram manager
responses.

A staff survey focusing on staff work experience, jolis&attion, education and training
as well as demographic characteristics and status atorrprior consumers or family
members of consumers. All direct providers of behaVlogalthcare services in
participating organizations were invited to complete a staffey. As described in the
recruitment subsection below, however, staff recreithwas highly dependent on
program manager assistance.

Data collection and process were structured so thahtbe components could be linked. Staff
responses could be grouped by program and organization, andtbrikedappropriate program
data (provided via the program manager survey) and organizat@at@a(provided via the
organizational survey).
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Exhibit 1.1: Survey Structure

1
|
PROGRAM
MANAGER SURVEY [ STAFF
SURVEY
1
|
ORGANIZATIONAL PROGRAM
SURVEY MANAGER SURVEY [ STAFF
SURVEY
1
|
PROGRAM
MANAGER SURVEY [~ STAFF
SURVEY

Recruitment & Participation
Organizations were recruited in industry groups, geneaaltprding to state agency funding and
oversight. The following nine industry groups were recduite

* Mental Health: Organizations providing primarily mental health serviaes @perated
under contract with or by ODMHSAS.

» Oklahoma Psychiatric Hospital Association (OPHA): Psychiatric hospitals or hospitals
with psychiatric units within OPHA membership.

» Oklahoma Department of Human Services (DHS): Organizations providing a range of
residential and outpatient services for children, youthaatults with a variety of service
needs and operated by or under contract with DHS.

» Oklahoma Office of Juvenile Affairs (OJA): Organizations operated by or under
contract with OJA, providing services to children and yonta range of settings.

» Substance Abuse: Organizations providing primarily substance abuse sexand
operated under contract with or by ODMHSAS.

» Oklahoma Department of Corrections (DOC): Providers employed by DOC and offering
mental health services within correctional facilittesoss Oklahoma (substance abuse
services are contracted out and were therefore notdiedlin the survey).

» Other Medicaid: A random sample of organizations that were not includeahy of the
above groups but that do provide behavioral healthcare ssrara bill Medicaid.
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* Federally Qualified Health Centers (FQHC): Organizations that provide behavioral
healthcare services and have obtained the FQHC désigna

» Child Guidance: Child Guidance clinics operated by the Oklahoma StafgaBment of
Health (OSDH).

The number of organizations, program managers, and safbers recruited by industry group
are shown in Exhibit 1.2 on the next page.

When considering the implications of the results dbed in this section, it may be helpful to
bear in mind the degree to which the responses we reoeavebe considered representative of
the views of Oklahoma behavioral healthcare agenciegrgam managers, and staff. Exhibit 1.2
indicates that 63% of invited organizations responded, witiiceation rates by industry group
ranging from 41% to 100%. We can be relatively confidertrgsponses from agencies in high
participation industry groups are representative of thahestry groups, but less confident of the
representativeness of responses of agencies in lowipatioe industry groups. Similarly,
among participating organizations, average program managensesrates ranged from 67% to
100%, with an overall average of 72%. Among participatingamms, staff response rates
ranged from 4% to 100%, with an overall average of 26%. cOnifidence in program manager
and staff response representativeness should also vargiustry group participation rate.
Additionally, within industry groups or within the sampleaawhole, we can have more
confidence in the representativeness of program maneggonses than we can in the
representativeness of staff responses. Finallyjmp®rtant to note that, as the recruitment
process was driven by state agency oversight and fundigpdsiest Nations provider
organizations that are not funded or credentialed by o of the above state agencies were
not recruited.
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Exhibit 1.2: Participation by Industry Group

Organizations

Program Managers

Direct Care Staff

Lty e Date Number of Response | Number of Response | Number of Response
Launched | Responses Rate Responses Rate Responses Rate'
Mental Health 9/30/08 27 79% 102 67% 443 21%
OK Psychiatric Hospitals Association 11/04/08 12 41% 32 74% 363 26%
OK Department of Human Services 1/14/09 10 83% 20 74% 150 31%
OK Office of Juvenile Affairs 1/14/09 11 79% 12 86% 38 13%
Substance Abuse 5/14/09 38 62% 52 74% 234 36%
Department of Corrections 8/17/09 1° 100% 6 100% 40 63%
Other Medicaid Providers 8/19/09 11 48% 9 82% 6 4%
Federally Qualified Health Centers 8/19/09 5 45% 2 67% 14 100%
Child Guidance Clinics 10/26/09 1° 100% 8 89% 37 73%
Total: 116 63% 243 2% 1325 26%

! Staff participation rates are based on programs fochwiokal number of staff is known.
2 The Department of Corrections and Child Guidance &liare multiple service sites however due to the nafuhe programs they were surveyed as one

organization.
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At the beginning of the recruitment phase for each ingustiroliment packets were mailed to
the organizations that had been identified for recruitm@&hiese packets included a cover letter
from the relevant state agency administrator, desgithie value of the project and encouraging
the organization to participate. Following this cover fettere informational sheets from AHP
about the purpose of the survey and the enrollment oces

A single organizational designee completed the organizatsomaty component online,
providing program manager names and email addresses. Orgasizaat did not initially
respond were encouraged to do so via email, telephone,.8ndndil reminders, which included
sample reports that served as an organizational ineentiv

Once an organization completed the organizational cormpafi¢he survey, a unique version of
the program manager and staff survey was created to riiestructure of the organization.
Program managers were mailed invitational emails withuiement letters as attachments to be
distributed to staff. Regular reminders were sent¢égiam managers, including counts of staff
responses for each program, which were copied to the oatjanal designee and/or executive
director.

A variety of additional measures were employed to ermgriparticipation at each stage of the
survey. For most industries, personnel from the egle®@klahoma state agency made additional
follow-up calls. Additionally, AHP staff made in-persuisits to key organizations to provide
assistance in participating in the survey, or to engeuparticipation.

Other Data Sources
While the workforce survey is the largest componenhisfpproject and is generally the focus of
this report, data were drawn from a variety of additicoarces:

* Economic Modeling Systems Inc (EMSI): The Oklahoma Department of Commerce
provided average hourly wage rate norms for a range ofloeabhealthcare positions at
the national, regional and state level.

* Univergty of North Carolina (UNC) Staffing Needs Study: Data were drawn from a
UNC study of professional staffing shortages, conducted wahé¢ract to the Health
Resources and Services Administration (HRSA).

» Oklahoma State Regents of Higher Education: The Regents of Higher Education
provided information on the number of behavioral healthoelegded degrees awarded by
category and by year since 2001, as well as informatidgheonumber of degrees
anticipated to be granted and anticipated to be needed.

The data derived from these sources complement theadl&eated from the survey and provide
information on subjects that could not be covered by theegurin doing so, they allow the
project to provide a more comprehensive response to thkféoe Study Team’s interests and
goals.
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CHAPTER 2: STAFF SEPARATIONS

Staff separation rate (turnover) is a near-universatern in behavioral healthcare programs.
High separation rates increase program costs, reduwee mn investment for staff development,
and impact quality of care. Anecdotal evidence of ggative impact of turnover on provider-
consumer relationships abounds. Given this, it is notisurgrthat study stakeholders identified
staff separation as a principal area for investigatlaformation was gathered on staff
separations through both the program manager and stadfysurf?rogram managers were asked
to review a list of 18 possible causes of staff turnovertamtlicate which of these were most
relevant to their program. Managers were also askegptotron the number of separations in
their program using the study’s six primary position catiego Staff members were asked to
report whether they intended to leave their position withe next 12 months. This section
describes the responses to these survey items, andati@nships between these items and
other program, organizational and staff characteristics.

Program Manager Perceptions of Causes of Turnover

Program managers were asked to identify three causesfdishover in their programs. The
causes most frequently cited by the responding program maregeshown in Exhibit 231.
Percentages for this item add up to more than 100, asddwees of turnover were selected for
each program. Program managers perceive dissatisfadgtlosalary/pay as the greatest
contributor to staff separations; 63% cited dissatisfacdtidh pay as a significant cause of
turnover in their program. Other factors cited by astl@me third of the program managers were
excessive paperwork (43%), emotional burnout (36%) and exeessthe-job stress (33%).

Exhibit 2.1: Program Manager Perceptions of Causes of Turnover across Industries

Dissatisfaction w payB3%

Excessive paperwork #3% |

Emotional burnout BE% ]

Excessive on-the-job stress33% |

Dissatisfaction w work hoursishift 20% |

Dissatistaction w job responsibilities [ 9% I

Staff member relocation 18% |

Staff member promation (to anather H7a
position)

Dissatisfaction w career ladder [1 2%

T T T
0 20 40 &0

Percent
Data from the program manager surveys.

3Causes cited by less than 10% of program managers askavat in Exhibit 2.1. These causes were:
dissatisfaction with workplace location; dissatisfactioti relationship with supervisor; dissatisfaction wetin-call
responsibilities; difficulties with transportation; fiifilties with child care; dissatisfaction with healtisunance;
dissatisfaction with time off; concern about on-thiegafety; and dissatisfaction with coworkers.
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We examined the relationships of the perceived causgafbfurnover to seven key dimensions:
industry group (Mental Health, Substance Abuse, Departni¢fiiman Services, Office of
Juvenile Justice, Oklahoma Psychiatric Hospital AssociaChild Guidance, Federally
Qualified Health Centers, Other Medicaid and the Departraf Correction$) region

(northwest, southwest, northeast, southeast, Tulsa n@klahoma City metro), service type
(mental health, substance abuse, combined mentat lzgaltsubstance abuse, and services for
people with developmental disabilities and mental healtfubstance abuse needs), program
setting (inpatient, criminal justice, residential cotpatient), service population (children, adults,
both), organizational type (state vs. private), and orgaoimdtsize (small, medium, large). The
following causes of turnover were significantly difet (p<.05) across at least one of the seven
dimensions: (1) dissatisfaction with salary/p&gl@ary), (2) dissatisfaction with career ladder, (3)
excessive paperworlPaperworf, (4) dissatisfaction with job responsibilitiRgsponsibilities
and (5) dissatisfaction with shift/work houtddurs).

While none of these causes of turnover varied by regi@ervice type, there was variation
across industry group, program setting, service populatiganaational size, and
organizational operation (state vs. private), also censdtla proxy for organizational benefits.
Following these findings, logistic regressions were peréarto examine the relationship
between the dimensions - taken together - and edtie dbllowing four causes of turnover:
Salary, Responsibilities, HousdPaperwork Industry, service population, organizational
type, program setting, and organizational size were indludthis testing. Tables summarizing
the results of these regressions can be found in App@dd Four additional parsimonious
logistic regression models can be found in Appendix Alelk for a total of eight regression
models. In summary, when controlling for other fagtpregram manager perceptions of causes
of staff turnover suggest that:

1. The role of salary/pay in turnover varies by industry.

2. The role of excessive paperwork and dissatisfaction jadiliesponsibilities in turnover
varies by service populations.

3. The role of excessive paperwork in turnover also védoygsrogram settings.

Pay as a Perceived Cause of Turnover

Exhibit 2.2 provides details of the relationships betweenmzgtonal industry and pay as a
perceived cause of turnoveProgram managers in OJA organizations were most liketjte

pay as a cause of turnover, while those in OPHA orgaoimtvere least likely to do so.
Specifically, 90% of program managers from the OJA ingugtoup perceived staff
dissatisfaction with salary/pay as one of the topora for staff separations while program
managers from the OPHA industry group were only half atylitename dissatisfaction with
salary/pay. At least 70% of program managers from thetMe&lealth and DHS industry groups
cited salary/pay as a cause of turnover. This relstiiprwas upheld in the regression analyses
as well, with industry being a significant predictor ofgnaam manager perceptions of pay as a

* Industry group name and abbreviation: Mental Health \Mibstance Abuse, Department of Human Services
(DHS), Office of Juvenile Justice (OJA), Oklahomgdpgatric Hospital Association (OPHA), Child Guidance,
Federally Qualified Health Centers (FQHC), Other Medi¢MA) and the Department of Corrections (DOC).

® Industries with fewer than ten program manager resporeesnet included in the analysis.
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significant cause of turnover. Program setting, orgéipizal size, and organizatiofiaperation

were not significant in the logistic regression model.

Exhibit 2.2: PM Perceptions of Pay as a Cause of St

aff Turnover by Industry

MH
N=102

DHS
N=17

OJA
N=10

OPHA
N=26

SA
N=61

Dissatisfaction with salary/pay

76%

71%

90%

42%

53%

Data are significant at the p<.05 level. ¢ Data from the program manager surveys. ¢ FQHC, DOC, Other Medicaid,
and Child Guidance industries are not included in the analysis because there were fewer than ten programs in these
samples.

Excessive Paperwork as a Perceived Cause of Turnove r

Exhibit 2.3 shows the relationship between program managermpercef excessive paperwork
as a cause of staff turnover and program setting. Respisrcearacterized their program
setting as one of the following: inpatient (an acute caental health unit in a hospital, a unit in
a substance abuse detoxification facility, or a residliemhit within a hospital), outpatient (a unit
in a community mental health center, a day programyehgric rehabilitation program or a
Program of Assertive Community Treatment/case managegmnegram), residential (a group
home or a supported housing program), and correctional/ctijagi&e (a prison or juvenile
detention facility). Excessive paperwork was cited eguse of separations by 60% of program
managers from outpatient facilities, 21% of those mangagasidential programs, 20% of those
managing inpatient units, and 10% of those managing programsinal justice facilities.

The relationship between program setting and excessive paeasmained when the effects of
other variables were considered. Industry group and excesgmeework had a strong
relationship when that relationship was tested on its dwnit did not remain significant in the
regression analysis. Service population (adults, cimjdreboth adults and children) was
unrelated to paperwork as a cause of turnover when taigrehip was tested alone, but
became a significant predictor in the regression arsafidodel 2 of the logistic regressions).
Program managers in programs serving children cite excgsgdeework as a cause of turnover
more frequently than those serving both children and adults.

Exhibit 2.3: PM Perceptions of Paperwork as a Cause  of Staff Turnover by Program Setting

Inpatient
N=30

Outpatient
N=119

Residential
N=47

Correctional
N=10

Excessive paperwork

20%

60%

21%

10%

Data are significant at the p<.05 level. ¢ Data from the program manager surveys.

Dissatisfaction with Job Responsibilities as a Perc eived Cause of Turnover
Dissatisfaction with job responsibilities varied bywsee population (Exhibit 2.4), with program
managers supervising programs serving both children and aduntsless likely to perceive job

6 Organizational size — programs are the unit of analy&isgram managers were asked to identify the number of
full-time staff working in each program they supervised. dtm@ber of full-time staff were aggregated for each
organization. An organizational response rate was eadmiiand the total number of staff in each organizatas w
divided by the organizational response rate and multiplietDBy This yielded the total number of full-time staff in
each organization (i.e., total staff) which was thenddigiinto three groups — small, medium and large organizations
— based on the overall distribution of the total staff
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responsibilities as one of the most important causstafti turnover than were managers
supervising programs that serve only adults or only child¥hile this relationship may not
initially seem meaningful, it could be related to thatiehship between service population and
program setting. Eighty percent of programs serving bbildren and adults were categorized
as outpatient programs. Compared to program managensaitieint and residential programs,
fewer outpatient program managers cited job respongbibts a significant cause of turnover in
their programsThe relationship between job responsibilities and sepagrilation is further
supported by Model 3 of the logistic regressions (see Appe&xidi Factors Influencing
Program Manager Perceptions of Staff Dissatisfaatitim Job Responsibilities as a Cause of
Turnover). Organizational size was not significarthm regression model. Although
dissatisfaction with job responsibilities varied by indysprogram setting, and service
population, these were not significant predictors in tileégression model.

Exhibit 2.4: PM Perceptions of Responsibilities as a Cause of Staff Turnover by Service
Population

Children/Adults Adults Only Children Only

Dissatisfaction with job responsibilities 4% 21% 25%

Data are significant at the p<.05 level. ¢ Data from the program manager surveys.

Program Manager-Reported Separation Rates

Program managers were asked to report the current nuiiodrtione equivalents (FTES)
budgeted for their program and vacant in their program, h&svehe number of staff
separations that occurred over the previous 12 monthsiirptbgram. These items were posed
in reference to each of six position categories: dielelsé/other paraprofessionals, professionals
primarily holding Masters degrees (counselors/therap§#/-level social workers), LPNs,
psychiatrists and other physicians, doctoral-level psydmstis/DSW-level social workers, and
RNSs'. Exhibit 2.5 shows the position-specific and total seiam rates statewide, and for each
of the six geographic regiohs

" This position category structure was developed basedeaieav of the state position classification and the. U.S
Bureau of Labor Statistics Standard Occupational Code S@®@m. Appendix A15 shows relevant SOC
positions categorized according to this six-positioncstire.

® To calculate the separation rate for a given regiomuneber of separations was totaled across participating
programs, and this sum was divided by the number of FUieigdbed across programs. It is important to note that
organizations may not have included providers that areazdad with, rather than employed, in the counts that
follow.

19



Exhibit 2.5: Cross-industry Program Manager-Reporte  d Separation Rates by Region

Position NE NW OKC SE sSwW Tulsa Statewide

Aide/tech 51% 55% 34% 38% 50% 30% 42%

Masters-level 28% 26% 26% 27% 8% 27% 2506

professional

LPN 32% 29% 40% 50% 33% 10% 36%

Psychiatrist/ 33% 0% 4% 44% 25% 20% 2206

physician

Psychologist 13% 0% 0% 0% 0% NA 7%

RN 25% 33% 29% 56% 23% 21% 28%
Total 40% 41% 31% 35% 32% 27% 34%

Data from the program manager surveys.

Calculating Program Separation Rate

Percents in the table above were calculated by summpayations and budgeted positions
across the region. Inthe analysis that followepasations are calculated at the program level.
Programs, rather than organizations, were chosen amithef analysis due to concerns that
program characteristics and local program environmentvaigywidely within larger
organizations - particularly those with programs aceoagde geographic range. Program
separation rates ranged from 0% to 200%. Separationofagesater than 100% are possible
because positions may turn over more than once withpgaa The median separation rate was
25%, meaning that roughly half of the participating programsahseparation rate below 25%,
and roughly half had a separation rate above 25%. Inwtirels, at least one out of every four
positions turned over in roughly half of the programs swegiepppendix A2 gives more
information on the distribution of the program separatates.

The initial analysis of the relationships between sdjmeraates and other program variables was
attempted with three approaches to handling separation gtéreaking participating programs
first into two groups of equal size, then into threeugoof equal size, and finally into four
groups of equal size. The approaches yielded fairly simatarlts, with those for the two group
approach being slightly more favorable than those ®matternatives. This approach involves
dividing the group at the median of 25%, a rate which msistent with a high turnover

definition used in a recent, related study (Strolin-Godtan2008).

Relationships between Separation Rates and Other Pr  ogram Variables

The relationship between separation rate and a numipeogifam characteristics and related
variables was examined. Relevant, recent literatureevaswved. The following identifying
program characteristics were identified as being potbntelated to separation rates:

Staff role clarity

Staff job satisfaction

Staff salary and benefits

Staff sense of personal accomplishment

Staff age

Staff intention to leave

Staff job level/experience

NoakrwhE
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8. Staff burnout

9. Lack of alternative job options
The primary source of information for items 1- 6 is stefff survey. Because of concerns about
the representativeness of the staff data, these wamesnot considered feasible for this analysis.
Most of these variables are also established prediot@tsff intention to leave, and could
therefore be employed in the predictive model of imbento leave (itself the strongest predictor
of separation rates, Mor Barak et al., 2001).

Staff job level/experience as a program charactemgis measured using the program manager
reports of the FTEs budgeted for their programs. As tiegs®ts were specific to position type,
we were able to create variables reflecting the prapodf each position type within each
program’s staffing pattern. Masters-level counseladstachs made up by far the largest
proportion of program staff. On average, Masters-levghselors made up 50% of the program
staff, and techs made up 39%, a significant finding in anidgef. The remaining four position
categories ranged from a high of 6% (RNs) to a low of(B%Ds). Appendix A3 offers more
information about the distribution of each of the gosition type proportions.

Staff burnout as a program characteristic was measurptbgyam manager indication that
burnout is one of the top three reasons for staff uenwithin their program. We also looked
for relationships between the other frequently-cited canfsesnover and separation rate.

A proxy for lack of alternative job options was crehtsing the program region code: Programs
located in the Tulsa and Oklahoma City metro areas w@nsidered to be located in areas with
better alternative job options, while those in thmaining, more rural, regions were coded as
being located in areas with fewer job options.

Finally, relationships between separation rate and efitte study dimensions described earlier
(industry, region, service type, program setting, populage state operation, and
organizational size) were examined.

Analysis and Results

Analysis to identify relationships between separataia and each of the variables above on an
individual basis was performed. Most of these did notgto be statistically significant: None
of the frequently-cited causes of turnover were assatiaith program separation rate, nor was
the job options proxy. Of the staffing and study dimensiamgbles, proportion of Masters-
level counselors, proportion of techs, industry, aatesbperation were significantly associated
with separation rate, as were two approaches at megheirefits. Further information about
the items and the relationships identified may be fourppendix A4.

Logistic regression was then performed to test theioaktips between separation rate and
multiple predictor variables. Looking at the relationdbgtween the two staffing variables
(proportion of techs and proportion of Masters-leveinselors) it was determined that these
variables were too closely related to include in theeggion model. Details of the analysis used

° Upon closer inspection, the results for the benegtas were difficult to interpret (i.e., suggesting an irsistent
or nonsensical relationship between separatioraradébenefits). These items were discarded.
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to determine this can be found in Appendix A5. Ultimatdilg, inodel included the following
program characteristics: proportion of techs, indd$tgnd state operation.

Both proportion of techs and state operation remairggdfiant in the regression model. As
shown in Exhibit 2.6, on average techs made up 31% of ttenskaw separation programs,
while they made up nearly half of the staff in high sejgamgprograms. This is consistent with
the literature indicating that high staff experienod, level, and pay are associated with lower
turnover.

Exhibit 2.6: Proportion Techs in Low Separation and High Separation Programs

Staff position type predictors

Mean proportion
low separation programs

Mean proportion
high separation programs

Proportion Techs

31%

48%

Data from the program manager surveys.

A more detailed look at the relationship between positype and separation is available in
Appendix A7.

The distribution for programs in state vs. privatghgated organizations is also as anticipated.
Half of the programs in private organizations fall ittte high turnover group, while less than
one-third of the programs in state operated organizatioxduobit 2.7). It is believed that this
relationship is at least in part a result of the bddémefits package offered by state operated
organizations.

Exhibit 2.7: Proportion of Programs in High Separat  ion Group by State/Private Operation

Operation (assigned) (T\lr'zvfgg) (ﬁt:aég )
Proportion in high turnover group 50% 29%

Data from the program manager surveys.

While only a proportion of techs and state operatiorareed significant in the regression
model, Appendix A8 offers details on the remaining varsbbat were tested.

Staff Intention to Leave

Staff were also asked about their plans to leave tihganizations within the next year. Those
who reported that they were planning on leaving were askeditate whether they planned to
retire, find another job within the behavioral healthdaiel, find a job outside the field, or
pursue some other option. Exhibit 2.8 shows the percentdgogram managers and staff
reporting each of these plans.

9 While proportion of techs and state operation remairgefisiant in the regression model, industry became
insignificant, suggesting that the relationship between trnglaad separation rate may have been in part due to a
relationship between industry and state operation, @ilpggdetween industry and staffing patterns. A dethil
look at the results of this model can be found in Appendix A6.

22



Exhibit 2.8: Intention to Leave Frequencies

Response (N=1244) %

No, don't intend to leave within a year 80%
Yes, to retire 1%
Yes, to take another job in behavioral health 7%
Yes, to take a job outside behavioral health 4%
Yes, other 7%

Data from the staff surveys.

This variable was recoded into two categories by combinlregasdgories representing any
intention to leave (do intend to leave within a yeafo1@nd do not intend to leave within a
year: 80%) for the analysis that follows.

Relationship between Intention to Leave and Staffa  nd Program Variables
As with separation rates, predictor variables wereamdsllowing a review of the literature.
This review supported the use of the following variables:

Staff burnout;

Work-life fit;

Job satisfaction;

Empowerment;

Workplace incivility;

Staff age;

Job level/experience;

Professional and job commitment; and

Income.

CoNoOOrWNE

Staff burnout was not measured directly by the staff suri®elated items, such &y
workplace is too stressfulvould have appeared to provide reasonable proxies but msedyclo
matched other predictors examined in and not supported litetiaure. The same holds true
for workplace incivility and empowerment. The survey did examine work-life fit or
professional/job commitment.

The survey’s overall job satisfaction item was chasean indicator of job satisfaction. The
survey’s staff age variable was transformed into dicoous variable by recoding age categories
into midpoints, except foover 64which was recoded as 69.5, the midpoint between 65 and 74.
The survey’s categorical staff income variable was tdeiat@ similar manner, with the

following differences: The lowest category (<$10.00/haswecoded as the midpoint between
$10.00 and $7.25, the minimum wage in Oklahoma. Position &ymksducation level for
respondents who checked the upper category ($50.00/hr or weneexamined, and were
surprisingly found to be primarily Masters-level theregialong with a few physicians. For this
reason, we used a rate relatively close to the secohedtigategory, and significantly below

one that might be expected for physicians: $62.50. Stafbnses to the itetdow many years
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have you been in the field®re used to measure staff experience. Detailed infaman the
distribution of these variables is offered in Append& A

Gender and ethnicity were tested using the original dichmisraurvey items, and race was
tested by collapsing five dichotomous survey items intaglesivariable with up to six
categories: American Indian/Alaskan Native alonegAslone, Black/African American alone,
Native Hawaiian/Pacific Islander alone, White aloanad more than one race. Due to low Ns,
the Asian alone and Native Hawaiian/Pacific Island@mecategories were eliminated from the
analysis.

In addition to the variables gathered through the staffey, the relationship of staff intention to
leave to key program variables was investigated, incluti@gtogram manager-cited causes of
turnover and the study dimensions described earlier (industyipn, service type, program
setting, population age, state operation, and organizas@!

Analysis and Results

As with the analyses described earlier, relationshg®wxamined between intention to leave
and each of the variables described above on an individual s with separation rate, there
was no relationship between intention to leave and prognanager citation of the significant
causes of turnover. Of the study dimensions, only setypmeand region were significantly
related to staff intention to leave. Staff positigpe, gender, ethnicity and race were not
significant, but staff age, experience, pay and jobfaatien were significant. Initially, the
relationship between consumer or family status andtioie to leave was investigated by
collapsing eight dichotomous survey items into a single-éategory variable: neither,
consumer only, family member only, and both consumerfamdy member. This variable was
significantly related to intention to leave. Howewée distribution was difficult to interprét.

A variety of alternatives were tested, including thghebriginal survey item& Most of these
tests did not yield significant results. However, familatus did prove to be significantly related
to intention to leave, with a higher proportion of fgnmembers than non-family members
indicating that they planned to leave within the next y&ar

1 staff who identified as being consumers only seemed teasHikely to intend to separate than did staff who
identified as either family members or both consumedstamily members (full details available in Appendix A10).
Given this, it seemed possible that the use of thisps#iad variable could be obscuring the meaning of the
relationship.

12 Eight original survey items include: adult mental Heatinsumer, adult substance abuse consumer, former youth
mental health consumer, former youth substance abusencengamily member of an adult mental health
consumer, family member of an adult substance abuseiemr, family member of a youth mental health
consumer, family member of a youth substance abuse censu#xggregations of these items across two
dimensions individually and together (adult/youth and merailtih/substance abuse) were also tested.

13 When family membership was broken down further into miérealth and substance abuse, the relationship
between being a family member of a mental healthuwoes and intention to leave was significant, while tha
between being a family member of a substance abuseie®r and intention to leave was not significant.
However, as the latter relationship showed a sinmiéard (higher intention to leave among family members), the
combined mental health and substance abuse variableeteaned for further analysis.
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Logistic regression was employed to determine whetheretagonships noted above remained
significant when the effects of all variables weregsidered* The model tested included
region, service type, population age, job satisfactiopn, pge, experience, and family member
status. Of these variables, only job satisfaction gedremained significant. The mean
satisfaction score for staff not intending to leawas\t.71, with 1 beingery satisfiecand 2
beingsatisfied(Exhibit 2.9). The mean for staff intending to leave ®&9, closer to 3, or
neither satisfied nor dissatisfiedConsistent with literature on the topic, stafemding to leave
were younger on average than those not intending to (8av&7 years versus 43.30 years,
respectively). Complete details on the results oféigeession model are shown in Appendix
Al12, and additional details on the relationship of jois&adtion and staff age to intention to
leave are shown in Appendix A13.

Exhibit 2.9: Satisfaction and Age Among Staff Inten  ding to Stay and Intending to Leave

Mean for staff staying Mean for staff leaving
Staff overall job satisfaction (N=1241) 1.71 2.59
Staff age (N=1180) 43.30 39.67

Data from the staff surveys.

While only these two variables remained significant earggression model, Appendix A14
gives additional information on the other variablested.

Summary

Information related to separations was gathered throughamogianager reports of the
perceived causes of separation in their programs, progiamagers’ reports of their programs’
separation rate over the previous year, and staff repbttteir intention to leave their position
within the next year. The most frequently cited bamias dissatisfaction with pay, which was
cited by nearly two thirds of program managers. Excessivewage emotional burnout and
excessive on-the-job stress were cited by at leasthindeof program managers. While program
and organization characteristics were related to niellgprceived causes of turnover when the
relationships were examined individually, generally onlg ontwo characteristics remained
significant in each logistic regression model. Orgamral industry was a significant predictor
of citing dissatisfaction with pay, with OPHA progrananagers being the least likely to cite pay
as a cause of turnover. Population age and prograngsettie significant predictors of
perceiving paperwork to be a cause of turnover, with programageas in programs serving
children citing paperwork more frequently than those servirtlg thildren and adults, and
program managers in outpatient settings citing paperwork fmeguently than program
managers in other settings. Service population also delatatation of dissatisfaction with job
responsibilities, with program managers from prograengiisg both children and adults being
less likely to cite this as a barrier than program masagem programs serving either adults or
children.

4 We began by examining the relationship between sgaffexperience, pay, and job satisfaction. While there
were some relationships among these variables, nomedtout to be strong enough to warrant excluding anyeof th
variables from the regression model. Details ofdhilysis can be found in Appendix Al11.
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Program separation rates ranged from 0% to 200%, with rouglhlyfhiae participating
programs having a separation rate below 25% and roughlyahatfgha separation rate above
25%. This median rate was used to divide programs into tiega@es: low separation and high
separation. These categories were related to muttiplgram and organizational characteristics
when the relationships were examined individually, but bmty characteristics remained
significant in the logistic regression model. Higpaation programs proved to be less likely to
be state operated, and more likely to have a high piiopaf techs on staff. On average, techs
made up less than one third of the staff in low semargtiograms, but nearly one half of the
staff in high separation programs. These resultsargistent with existing literature regarding
the relationship between lower staff experience/jobl land higher separation rates.

The vast majority (80%) of staff did not report intendiadeave their positions within the 12
month period following the survey. Intention to leaveswalated to a range of program,
organizational and staff characteristics when theioglships were examined individually, but
only two remained significant in the logistic regresswaodel. As would be expected, staff
intending to leave reported lower satisfaction withrtjod overall. Staff age was also related to
intention to leave, with the mean age for staffnieg to leave being about three and a half
years younger than that of staff intending to stagth®f these findings are consistent with the
literature on staff intention to leave.

26



CHAPTER 3: VACANCIES AND STAFF RECRUITMENT BARRIERS

Like staff separations, position vacancies are ana@reancern in many behavioral healthcare
programs. We collected information on position vacanoetwo issues: First, program
managers were asked to review a list of 19 possible batwistaff recruitment, and to indicate
which of these were most relevant to their prograntcofe program managers were asked to
report on the current vacancies in their program, usingixhgosition categories described
earlier. This section describes the program managesgonses, and the relationships between
these variables and program characteristics.

Program Manager Perceptions of Recruitment Barriers

Program managers were asked to identify the top baroiditBrig staff vacancies in their
programs. The barriers cited most frequently are stin@xhibit 3.1 As each program
manager was asked to identify three barriers, the pges for this item add up to more than
100. The most frequently cited barrier was salary/pay %% of program managers
identifying this as an obstacle to filling vacancies inrthepgrams. Lack of candidates with
desired credentials or work experience, small applicartdueto geographic location, and
competition from other fields were cited as barrierablgast 25% of program managers.

Exhibit 3.1: Program Manager Perceptions of Recruit ~ ment Barriers

Salaryipay not attractive 57%

Mo candidates w desired credertials [33% |

Mo candidates w desired work experience 28% |

]

Small applicant pool due to geculgraphic

ocation % ]

Competition from other fields 27% ]

Fundinginot allowed to fill position22% |

Mo candidates w desired skills 20% |

Shiftiwork hours not sttractive 20% |

Geographic location of agency not
attractive 15% |

0 10 20 30 40 50 (=[]
Percent

Data from the program manager survey.

15 Barriers cited by less than 10% of program managers ashaan in Exhibit 3.1. These barriers are:
cumbersome hiring process; career ladder not atteaathildcare not offered; organizational facilities nirteative;
organizational reputation; negative stereotypes of sepoasumers; job responsibilities not attractive; @mhof
training required; cost of training required; and benefitsattractive.
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Recruitment Barriers and Program Variables
The next four tables illustrate how recruitment basriearied by industry, region, organizational
size and typé® The following six barriers to recruitment were usethianalysis that follows:

Salary/pay not attractive;

No candidates with desired credentials;

No candidates with desired work experience,;
Competition from other fields;

Problems with funding/not allowed to fill a position; and
Shift/work hours not attractive.

oA WNE

Industry and Recruitment Barriers

All six of the perceived barriers varied by industry. Eyghercent of program managers in the
OJA industry group identified salary/pay as one of the matstal barriers to filling vacancies,
while only 19% of OPHA industry group program managers citedatha recruitment barrier.
No OJA program managers cited difficulty finding candidatéh desired credentials, but
roughly two fifths of Mental Health and Substance Abuskistry program managers perceive
this to be a recruitment barrier in their programs. @etition from other fields also varied by
industry. Program managers working in the OJA industry gwearg more likely to cite this as
a barrier to staff recruitment (70%) than program ag@ns from any other industry group. One
third of program managers from the Substance Abuse indyrstay perceived funding or not
being allowed to fill a position to be one of the mostipent causes of vacancies; only 10% to
15% of program managers from other industries cited shaslaarrier to recruitment. Not
surprisingly, shift/work hours is more frequently percdias a barrier by program managers in
industries with a high proportion of 24-hour programs (OP8A4). Finally, while nearly one
third of OJA program managers perceive the hiring protesi§ io be a barrier, this process was
not cited as a barrier by any Substance Abuse indusigygm managers.

Exhibit 3.2: Program Manager Perceptions of Recruit  ment Barriers by Industry

Perceived Barrier Nylt)' 1 5!'137 I\(JD:Jﬁ) (ID\JF:)E'Q NS:AG 1
Salary/pay not attractive 74% 59% 80% 19% 49%
No candidates w desired credentials 37% 24% 0% 15% 41%
Competition from other fields 32% 12% 70% 31% 15%
Funding/not allowed to fill position 14% 12% 10% 15% 33%
Shift/work hours not attractive 17% 24% 40% 42% 15%
Cumbersome hiring process 11% 18% 30% 15% 0%

Data from the program manager surveys. ¢ ltems cited by fewer than 10% of program managers are not included in
the exhibit. ¢ All data are significant at the p<.05 level. ¢ FQHC, DOC, Other Medicaid, and Child Guidance
industries are not included in the analysis due to the low number of programs responding to these items.

16 Barriers to recruitment did not vary by service typeaaesult, service type was not included in the analysis.

28



State Operation and Recruitment Barriers

Organizational operation (state vs. private) was relede¢hree barriers to recruitment. As
shown in Exhibit 3.3, nearly three-quarters of programagars from state operated
organizations cited salary as a barrier, in compatisqust over half of program managers from
privately operated organizations. OPHA organizations matdyeng a role in this finding:
OPHA program managers were significantly less likelgit® salary as a barrier, and OPHA is
the only industry group composed entirely of private orgawmiaati Program managers from
state operated organizations were also significantlfiledg than those from private
organizations to cite lack of candidates with desired wryplerence as a recruitment barrier.
Finally, state operated organizations were more likedy tprivately operated to cite funding as a
fundamental obstacle to staff recruitment.

Exhibit 3.3: Program Manager Perceptions of Recruit ~ ment Barriers by Organizational Type

: . State Private
Perceived Barrier N=53 N=181
Salary/pay not attractive 74% 52%
No candidates with desired experience 6% 34%
Funding/not allowed to fill position 42% 17%

Data from the program manager surveys. ¢ ltems cited by fewer than 10% of program managers are not included in
the exhibit. ¢ All data are significant at the p<.05 level.

Organizational Size and Recruitment Barriers

Organizational size was associated with program manageegi®n that salary and lack of staff
with desired credentials are recruitment barrier@gfm managers affiliated with large
organizations (those with an estimated staff size t&fasst 82 full time employees) cited
salary/pay as a reason for staff vacancies more tiftenthose affiliated with small or medium
organizations. Further analysis indicated that smghmizations (those with an estimated staff
size of less than 15 full-time employees) had moreegsidnal staff — staff in positions requiring
additional education — and were less likely to be inpafsanlities requiring a large number of
aides/techs, who typically earn the lowest salargragrdirect care staff. These differences in
staffing patterns may also relate to the finding that animgmanagers in small organizations are
the most likely to cite lack of candidates with desirestientials as a barrier to recruitment.

Exhibit 3.4: Program Manager Perceptions of Recruit ~ ment Barriers by Organizational Size

f 3 Small Orgs Medium Or gs Large Orgs
Perceived Barrier N=33 N=53 N=126
Salary/pay not attractive 42% 45% 67%
No candidates with desired credentials 52% 30% 27%

Data from the program manager and organizational surveys.+ Items cited by fewer than 10% of program managers
are not included in the exhibit. ¢ All data are significant at the p<.05 level.

Region and Recruitment Barriers

Finally, geographic region was significantly related torfof the perceived recruitment barriers:
absence of candidates with desired work experience, apgitant pool due to geographic
location, competition from other fields, and locatidragency not attractive. Not surprisingly,
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two of these barriers are explicitly location-basau a third (lack of candidates with desired
work experience) could also be argued to be intrinsica&tyth location or area. As shown in
Exhibit 3.5, a small pool of applicants is the greategtdyao filling vacancies in the northeast
and southeast quadrants of the state, while about hdé grogram managers from the
northwest indicated that competition from other fieddss a problem with respect to vacancies in
the behavioral healthcare field.

Exhibit 3.5: Program Manager Perceptions of Recruit ~ ment Barriers by Region

Perceived Barrier AR |(\1):K7(j, stgz NS:VSYO TNU:IZE Stﬁt:ezv\:lsige
No candidates w desired work experience 15% | 21% | 30% | 19% | 40% | 46% 29%
Small applicant pool due to geographic location 52% | 43% 7% 47% | 23% 4% 29%
Competition from other fields 19% | 50% | 34% | 28% 7% 42% 30%
Location of agency not attractive 35% | 14% 8% 13% 3% 0% 12%

Data from the program manager surveys.+ ltems cited by fewer than 10% of program managers are not included in
the exhibit. ¢ All data are significant at the p<.05 level.

Salary as a Perceived Recruitment Barrier

Given that salary was the most frequently cited réoent barrier as well as the most frequently
cited cause of separations, it warranted further exjidora Logistic regression was used to test
the three program variables discussed above (indssatg operation, and organization size) as
predictors of salary as a barrier to recruitment. Writganization size did not remain
significant, both industry and state operation were Bgamt: OPHA program managers were
significantly less like than Mental Health industry nges to cite salary as a barrier, and
program managers in state operated organizations waiecsigtly more likely to cite salary as
a barrier than were those in privately operated orgaaimtiAs noted earlier, the significant
relationship between salary as a perceived barrier a@odtiry may be attributable to the low
proportion of OPHA program managers citing salary asrads. Further details on the results of
this regression model may be found in Appendix B1.

Program Manager-Reported Vacancy Rates

As reported in the section on separations, program mesnagee asked to report the current
number of full time equivalents (FTEs) budgeted for theagram and vacant in their program.
These items were posed in reference to each of siiqrosategories presented in Exhibit 3.6.

To calculate the vacancy rate for a given regionntiraber of vacancies was totaled across
participating programs, and this sum was divided by the nuafd€fEs budgeted across
programs. Exhibit 3.6 shows the position-specific and wai@ancy rates statewide, and for each
of the six geographic regions. It is important to noté dlhganizations may not have included
staff that they contract with (rather than employ)he counts that follow.
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Exhibit 3.6: Cross-Industry Vacancies by Region

Position NE NW OKC SE sSwW Tulsa Statewide

Aide/tech 7% 13% 8% 7% 16% 8% 9%

Masters-level 15% 9% 12% 11% 2% 36% 15%

professional

LPN 4% 14% 9% 20% 33% 0% 9%

Psychiatrist/ 3% 0% 0% 33% 13% 10% 7%

physician

Psychologist 6% 50% 0% 0% 0% NA 7%

RN 13% 22% 15% 28% 8% 7% 14%
Total 10% 13% 10% 12% 10% 17% 11%

Data from the program manager surveys.

Calculating Program Vacancy Rate

Percents in the table above were calculated by sumraiceeies and budgeted positions across
the region. In the analysis that follows, vacaneiescalculated at the program letelProgram
vacancy rates ranged from 0% to 100%. The median wacatewas 4%, meaning that roughly
half of the participating programs had a vacancy rateabé¥b, and roughly half had a vacancy
rate above 4%. Appendix B2 gives more information ordtsigibution of the program vacancy
rates.

Relationships between Vacancy Rates and Other Progr ~ am Variables

We examined the relationship between vacancy rate anthbhean of program characteristics and
related variables. Programs were categorized as edkgrgha low vacancy rate (less than 5%)
or high vacancy rate (5% or higher). We began by tegtingelationships between vacancy rate
and each of the frequently-cited recruitment barriditsen, as with separation rate, we looked
for a relationship between staffing patterns (e.g., prapoilasters-level counselors, proportion
techs) and vacancy rate. Finally, we looked for ratatigps between vacancy rate and each of
the study dimensions described earffer.

Analysis and Results

We began by performing analysis to identify relationsbgtsveen vacancy rate and each of the
variables above on an individual basis. Only one ofdéastified variables proved to be related
to vacancy rate§' High vacancy programs had a greater proportion of tR&is low vacancy
programs. As shown in Exhibit 3.7 the average propoRiB for low vacancy programs was
4%, while the average for high vacancy programs was 7%le\t¥is difference may appear
relatively small, it was statistically significanThis finding may be related to the comparatively
high rate of vacancies among RN positions overall. n&esd earlier in Exhibit 3.6 the overall
vacancy rate for RN positions was comparable tofthavlasters-level counselors, which was

7 As noted in the separation section, programs weresohass the unit of analysis due to concerns that program
characteristics and local program environment may weédely within larger organizations - particularly tleosith
programs across a wide geographic range.

'8 Industry, region, service type, program setting, populatien state operation, and organizational size.

!9 None of the frequently cited recruitment barriers wesmeiated with program vacancy rate, nor were arlyeof
study dimension variables.
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the position type with the highest vacancy rate. Addél information on the (non-significant)
findings for the remaining variables may be found in AppeBd.

Exhibit 3.7: Proportion RNs in Low Vacancy and High Vacancy Programs

Staff position type predictors Mean proportion . Mean proportion
low vacancy programs high vacancy programs
Proportion RNs 4% 7%

Data from the program manager surveys.
Summary

Information related to vacancies was gathered through progeamgers’ reports of the
perceived recruitment barriers in their programs, aaut teports of their programs’ current
vacancies. By far the most frequently cited barries salary, which was cited by 57% of
program managers. Lack of candidates with desired ciatieot desired work experience,
small applicant pool due to geographic location, and compefition other fields were all cited
by more than one quarter of program managers. Progrdrarganization characteristics that
were related to multiple perceived barriers included orgaaizatindustry, state operation,
organizational size, and geographic region. In logisgtession models, salary remained
significantly related to industry, with OPHA program ragers being less likely to cite salary as
a barrier. Likewise, state operation and salary waleded, with program managers in state
operated organizations more likely to cite salary as r@ebar

Program vacancy rates ranged from 0% to 100%, and the neddié&tm was used to divide
programs into two categories: low vacancy (less thanat¥high vacancy (greater than 4%).
These categories proved to be unrelated to most of tigegoncand organizational characteristic
variables. Staffing patterns offered one exception: mé&an proportion of RNs in low vacancy
programs was slightly but significantly lower than thean proportion of RNs in high vacancy
programs, which could be in part related to the compargtingh rate of vacancies in RN
positions, across programs.

32



CHAPTER 4: CURRENT AND FUTURE STAFFING NEEDS

The purpose of this chapter is to identify unmet needthébehavioral healthcare workforce
with a focus on type of position. The first sectionudses on psychiatrists and other prescribers,
primarily advanced practice psychiatric nurses. Thergksection focuses on other professional
and non-professional staff. Each of these sectiondag/'s data from different sources so the
methods upon which we have relied are described withingstion, as well as the implications
for higher education. The third section describes onerlynug problem, the level of
compensation currently available to the Oklahoma workforc

Need For Psychiatrists and Other Prescribers of Psy chiatric Medications

State mental health authorities typically do not hawpigcal information about the
characteristics of their current workforce. In ordefiltghis information gap, a number of
studies were undertaken, as well as searches for relgatm that would provide useful
information for understanding difficulties faced by sfafbviding mental health services in
Oklahoma. Among the studies that we identified wasidysbf the relative unmet need for
professional mental health workers in the State ofiiigson (Morrissey, et al, 2007a),
undertaken as a part of the Mental Health Transform&tate Incentive Grant.

Morrissey and his colleagues employed a simple modéka®tndation of their work. First,
they estimated the number of adults (persons over ageHByould be classified either as
persons with serious mental iliness or as personsothidgr mental health needs. For each of
these two types of persons, estimates were developi@ @ercentages that would access
mental health non-inpatient services in one year anduh®wer of units of professional services
they would use. Professional services are broken dawrihose provided by individuals who
are licensed to prescribe medications (prescribers)nalidduals who are licensed to provide
services other than medications (non-prescribers). eldsimates then allow new estimates of
the numbers of prescribers and non-prescribers needed| ime equivalents—FTE) to serve a
population within a defined geographic area. The estimateseaf are then subtracted from the
number of licensed professionals available to yieldstimtage of professionals. A summary of
the model follows:

= Need = People with serious mental illness + people witbranental health needs
= Workforce = Prescribers + Non-prescribers
= Shortage = FTE available — FTE needed

It is important to emphasize that theserafative notabsolutemeasures of unmet need. This
means that they are most useful in comparing the needoinerarea to another, but do not
necessarily provide an estimate of the exact numbadditional professional staff needed.
Moreover, apparent surpluses produced by these estimates barmebed upon.

The study of Washington State was a part of a largapnaaistudy sponsored by the Health
Resources Services Administration (HRSA) of the D&partment of Health and Human
Services. This allowed Morrissey and his colleagues\elde estimates of professional
shortages for every county in the U.S. We contadtechtand requested estimates for
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Oklahoma. The findings, as well as the methods eyerglto arrive at the estimates, are
presented here. This also includes some of the liontainf these findings.

Findings

Most specialty prescribers in Oklahoma are psychiatadttsough there are a handful of
advanced practice psychiatric nurses. Other physiciansidashogprescribe psychiatric
medications, as well. Exhibit 4.1 below presents redjiand statewide estimates of counts of
prescribers available to provide mental health servic€kiahoma. As previously discussed,
the state is divided into six regions, as follows:n€a& Oklahoma (counties in which Oklahoma
City is located) and Tulsa are separately estimatede wialremaining counties are grouped
into four quadrants - northeast, northwest, southaadtsouthwest. Counties are grouped
because data at an individual county level is often tadl$mprovide reliable estimates. The
table shows 278 FTE psychiatrists/prescribers.

Exhibit 4.1: Available FTE Mental Health Specialty = Prescribers by Licensure Group and by
Oklahoma Regions

. Licensure Smoothed Total
Region - ; 20
Advanced Practice Psvchiattists Prescribers
Psychiatric Nurses (APPN) yehiatn
OKC 10 133 107
Northeast 2 30 78
Northwest 3 8 9
Southeast 3 13 24
Southwest 1 25 38
Tulsa 6 70 32
Total 23 278 287

For psychiatrists, full time equivalents are greater than the raw count because practice pattern data indicate that
psychiatrists average more than 40 hours/week.

Exhibit 4.2 below presents regional and statewide totals Bffi€eded and FTE shortages for
prescribers. For the prescriber group, the UNC estinpaitekice a shortage of 410 FTEs.

% n the initial analysis, the county is used as the gmyngeographical unit for shortage estimation. Thissitet

was made primarily due to the lack of accurate smadl-daga on mental health needs and practice locabans

also because people are likely to travel within largeasfor mental health services. Each county-level aeg¢d
supply estimate was adjusted using a smoothing method tloainasdor travel across county boundaries for mental
health services. Within Oklahoma particularly, with itgny small counties, ignoring this would lead to
overestimates of need. The maximum amount of timeptaile can be expected to travel for mental health
services is about 60 minutes (Fortney, Owen & Clothier91B6rtney, Rost, Zhang et al., 1999). Therefore, for a
given index county, the need and supply estimates of cowritlda a 60-minute radius were weighted and added to
the estimates for the index county. The weighted estiwedee scaled so that the national need and supply totals
for prescribers and non-prescribers were unchangecisntbothing process. In the final analysis, countere
aggregated by regions within Oklahoma.
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Exhibit 4.2: Estimates of Shortages of Specialty B ehavioral Health Prescribers by Oklahoma
Region

el Total FTE Available, FTE Needed, Primary Care | Relative Shortage (FTE),
g Smoothed Adjusted, Smoothed Primary Care Adjusted,
Smoothed

OKC 107 187 -80
Northeast 78 217 -139
Northwest 9 32 23
Southeast 24 107 -83
Southwest 38 94 6
Tulsa 32 61 29

Total 287 697 -410

Methods
Methods are described in detail in Morrisgtyal (2007b). Exhibit 4.3 below presents a brief
summary of the data sources employed and how the éssimare derived.

Exhibit 4.3: Data Sources Employed To Estimate Beh  avioral Health Workforce Needs and
Available Workforce

Oklahoma

Variable Estimated Source of Data by
specific data

National Comorbidity Survey Replication

Prevalence of Mental lliness (persons-in-need) | (NCSR); Medical Expenditures Panel Survey Yes
(MEPS)

Estimates of percent of persons-in-need using MEPS for non-SMI population; Assume 100% No

mental health services annually for SMI population

Estimates of average units of outpatient NCSR, MEPS No

services used per person annually

Estimates of visit hours per working day for Substance Abuse and Mental Health Services No

prescribers Administration (SAMHSA)

Need estimate reduced by 15 percent in

Estimates of need met by primary care counties without a shortage of primary care Yes

providers providers (no single reference)
Estimates of supply of mental health Various sources, generally relevant Yes
professionals professional associations
Adjustments of need in rural counties that are Various references; assumed maximum travel
) time would be 60 minutes for mental health Yes

close to larger counties

services

As shown above, Morrissey and his colleagues relied upimder of data sources in order to
estimate each of the variables required to determine araekEhortages. These sources are
generally recognized as the most reliable sources ofmafiown available, although in several
cases these may be the only sources available.
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Discussion

Prior to the completion of the work by Morrissey ansl ¢olleagues, the only available estimates
of need for mental health professional services wettb@website of the Health Resources and
Services Administration. However, there was no axation of the method employed to
develop these estimates or references to underlyingrofseThus the work described here
represents the first systematic attempt to provide apptepgstimates of workforce needs and
shortages. Nonetheless, there are limitationsnlngt be recognized.

Morrisseyet al (2007b) acknowledge that the populations included do not exdeadutts who
are homeless or in institutions.§, inpatient, corrections) or children and adolescentsy also
do not include needs for staffing of substance abuse progrEmey. indicate that the measure of
shortage “is probably most useful when taken as an esipresf relative, rather than absolute
unmet need.”

Finally we reviewed the UNC estimates of available Fiith more recent data from Oklahoma
State licensing boards. The UNC estimates are geyetadle, but underestimate the size of the
current, licensed workforce. However, there is no datalable on whether individuals who are
licensed are actually engaged in clinical practice. Wawkanecdotally that at least some may
be retired or only have a part-time practice or are wagrki administrative, rather than clinical
positions. As we have also pointed out above, othendied individuals are working in

positions that are not counted in the need estimates §gancies serving children and youth,
agencies providing adult or child inpatient care). As altiese believe that the strategy of
simply counting licensed practitioners leads to a sysiemaérestimate of the available supply
of such professionals and, therefore, an underestirhétte shortage of prescribers.

Addressing the Shortage of Prescribers

Oklahoma has three psychiatric residency programs whitdcttieely produce about 13 new
psychiatrists per year. Assuming that our estimateeottinrent need for over 400 prescribers of
psychiatric medications is reasonably accurate, it wialld over 30 years for these programs to
fill the unmet need. This does not account for retiresduting this period which will only
increase the unmet need. It is unlikely that these resydeoegrams will expand substantially or
that psychiatrists will be recruited in significant numgbieom elsewhere in the United States
because this is a national problem. The numbers of neterdcentering psychiatric residency
programs has been falling for over 20 years, and changesdhild reverse this trend do not
seem likely.

Information about Doctors of Osteopathy (D.O.s) eith@ning to practice psychiatry or trained
to do so in Oklahoma suggests that this group also igkebdt to expand the numbers of
prescribers in the foreseeable future. There areteopathic residency training programs in
psychiatry in Oklahoma, and only a few D.O.s practicengrily psychiatry in Oklahoma (36)
and even fewer are certified to do so (18).

Given that psychiatrists cannot be expected to filh#ed for new prescribers, what options
exist? At least three possibilities exist:
* Advanced practice psychiatric nurses can be trained thiéi need. At present there are
only a handful of persons with this training in Oklahoima, nursing schools could be
encouraged to offer the necessary education.
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* With an expansion of integrated primary care and behamMnealth care, primary care
physicians could become an expanded source of prescriberatinG incentives to
develop integrated care practices, targeting training@grated care, and promoting
continuing education in prescribing psychiatric medicatioas|d contribute to an
expansion in the numbers of competent prescribers.

» Licensing Ph.D. psychologists with special additionahing to prescribe medications
would also expand the numbers of prescribers; two statesltew this.

All three approaches may be necessary to fill the @whjh is quite substantial. If no action is
taken to increase the numbers of prescribers, the prabnbecome worse with the
retirements of older psychiatrists, who were traineanrera when psychiatry was a more
attractive field. The numbers of retirements mayeexicthe small numbers of annual
replacements.

Conclusions

The UNC data demonstrate an unequivocal need for moreipneg@rofessionals in all areas

of the state. The total estimate of need for 410 additiprescribers is probably an
underestimate for reasons discussed above. The dteaState with the greatest unmet need is
the northeast quadrant, excluding Tulsa which has thdeshaklative unmet need.

Non-Prescribers

Exhibit 4.4 below shows current staffing by position typetlier state of Oklahoma and the six
regions within the State. Then, exhibit 4.5 below shpeulation-based rates for behavioral
healthcare positions by type in Oklahoma and the surmgrtiates. Oklahoma and the
surrounding states are similar in most categorie® ri&jor exception is RNs which are less
available in Oklahoma. LPNs and MH/SA Techs are mafly more available. There is
considerable variation in the availability of behavidraalth care jobs within Oklahoma. The
central region (OKC) has among the highest ratesaifadility for all categories of positions.
Tulsa is close and leads in availability of MH/SA Techiie more rural areas of the state have
significantly less availability of professionals, psgtdyists, MH/SA Counselors, and RNs.

37



Exhibit 4.4: Current (2008) Numbers of Behavioral H

ealthcare Positions by Positions Type in

Oklahoma
ODMHSAS Region Counts

Position State

Tulsa OKC NE NW SE SW
Psychologist 1,339 195 628 236 58 96 126
MH/SA 6,993 1,100 2,691 1,485 281 785 651
Counselor
RN 26,157 5,714 10,839 3,560 962 2,766 2,316
LPN 13,463 2,411 4,163 2,062 716 2,100 2,011
MH/SA Tech 38,590 9,124 11,394 6,474 1,833 5,530 4,235

Exhibit 4.5: Current (2008) Rates per 10,000 Popula
Position Type in Oklahoma and Surrounding States

tion of Behavioral Healthcare Positions by

Multi - g
Okla- ' ODMHSAS Region Rates
Position homa R Stfate | N?Qt;otr;al
Rate egiona Tulsa OKC NE NW SE sw
Rate*
Psychologist 3.9 8.1 9.6 3.5 6.3 3.1 2.9 2.1 2.8
MH/SA 20.3 27.0 34.4 19.5 27.2 19.2 14.0 16.8 14.2
Counselor
RN 75.8 87.0 92.7 101.4 109.5 46.1 47.8 59.4 50.6
LPN 39.0 35.0 27.5 42.8 42.1 26.7 35.6 45.1 43.9
MH/SA Tech 111.8 121.3 126.1 162.0 115.1 83.8 91.1 118.7 92.5

Regional rate includes the following states: Arkansas, Colorado, Kansas, Louisiana, Missouri, New Mexico,
Oklahoma and Texas.

Exhibit 4.6 below shows the current (as of 2008) numbershaiiieral healthcare staff by position
type for Oklahoma and for the United States overalalsib shows the projected needs for staffing
as of 2018. Projections are based principally upon projectedgtmputhanges, and to a lesser
degree on additional factors, described inJkble Growthsection below. The additional positions
are necessary to maintain the same rates of sexucesntly provided.
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Exhibit 4.6: Oklahoma and National Current (2008)  and Projected (2018) Rates of Change for
Behavioral Healthcare Staffing Positions

Oklahoma National

Position

2008 Jobs 2018 Jobs Change % Change % Change
Psychologist 2,738 3,099 361 13.2% 15.8%
MH/SA Counselors 9,726 11,377 1,651 17.0% 17.8%
RNs 26,552 32,271 5,719 21.5% 22.3%
LPNs 13,936 15,554 1,618 11.6% 12.9%
Aides/Techs 44,546 54,536 9,990 22.4% 23.8%
Total 97,498 116,837 19,339 19.8% 21.3%

The difficulty is that these estimates include only gvowth in predicting the numbers of new
persons needed to fill available positions. Howevareot members of the behavioral
healthcare workforce will be leaving their positionsheitfor retirement or other reasons. This
also needs to be accounted for in developing estimapsdns needed to fill positions
annually. Next, an approach employing appropriate data¢b thas goal is outlined.

Job Growth

The table above from the Department of Commerce shioatsn 2018 there will be 361 more
jobs for psychologists than there were in 2008. Ondigaton is that it is necessary to train or
import 361 new psychologists into the system between 2003CG4&1

The source of these estimates is data from EconomaeMg Systems, Inc (EMSI). EMSI

uses several different databases to come up withdsimnates, including population projections
from the Census Bureau. However, that is not the fachpr, current employment trends and
participation rates from the Bureau of Labor StatigfigisS) go into the projections. Also
included are Internal Revenue Services income and migmaianthat shed more light on the
single employers or those that do not pay into Unegmpént Insurance. The simple explanation
is that it uses current employment trends by industry andicgopulation trends. Industry
trends, legislation, and several other factors @@ aded to decipher which industries will be
growing. Population is a key component but labor parti@pagounty wages, migration
patterns and trading patterns are also factors that ic#uie model. EMSI breaks down these
trends to the county level, which can then be aggregatéeé &idte level. The next table shows
the rate of growth for ten years, which translates amt annual growth rate between one and two
percent, depending upon the position type.
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Exhibit 4.7: Ten Year Growth by Position Category

Position Category Staie
2008 Jobs 2018 Jobs % Change

Psychologist 2,738 3,099 13.2%
Mental Health or Substance Abuse Counselors 9,726 11,377 17.0%
Registered Nurses 26,552 32,271 21.5%
Licensed Practical Nurses 13,936 15,554 11.6%
Mental Health or Substance Abuse Aides/Assistants/ Technicians 44,546 54,536 22.4%

Overall Total 97,498 116,837 19.8%

This assumes that the persons occupying these positi@d®8ncontinue to be available to fill
positions in 2018. However, this is not the case. Somwmpel@evho occupy positions in 2008
will retire or leave the field for other reasons otlex next ten years. For example, it will be
necessary to train or import more than 361 new psyclsimito the system for these reasons.
The problem is to estimate how many more psychologigit®evneeded to fill available
positions.

Accounting For Persons Leaving the Field

Let us assume that from 2008 to 2009 the growth rate fohpkgsts is two percent. Then the
change in jobs would be an increase of 55, meaning thi would be a need for a minimum of
55 new psychologists to fill those jobs. In additionuketassume that there is a 20 percent
separation rate among psychologists during 2008 or 550 persofisthed that ten percent of
those separated actually leave the field. That woulshrae additional 55 new psychologist
would be needed to fill those vacated jobs, giving a total op$¥6hologists needed to fill the
new jobs and the jobs vacated by those leaving he fiktllis reasoning is correct, then
modeling the number of new persons needed to fill psyckgddis requires an annual estimate
of the percent of persons leaving the field.

As a part of our survey work, we collected informatiamnirl,349 individual staff who are
currently in behavioral healthcare positions. We askett ef those individuals to indicate
whether they planned to stay in their position during the year. Twenty one percent of staff
and six percent of program managers indicated that theyt@ leave their positions. The
percentages of persons indicating that they planned te cetindicating that they planned to
leave behavioral healthcare are shown in the follgwerble.
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Exhibit 4.8: Staff Planned Separation Rates and Pro  gram Manager Estimated Separation Rates

1) 2 ©) 4) ®) (6) (7
% o o o Y
c | £ox E £3 £ g§.g
" 5 | §E g 52 = 83
Position Type o 58 o ol s < Sk S Sol
0 .= = G S = o = o - = == 2 0
52 | 83=. | 8% 35 28 | Eg2¥®
52 S.EF 5o 5 P 7558
s as5s8 e Qe "3 wle e
Aide/tech 343 21% 0% 6% 6% 42%
Masters-level 317 19% 1% 3% 4% 26%
professional
LPN 37 24% 3% 8% 11% 35%
Psychl_atrlzslt/ ) ) ) ) ) 2306
physician
Psychologist 28 21% 4% 0% 4% 11%
RN 149 19% 1% 5% 6% 26%
Total 874 20%% 1% 4% 5% 35%

Note that, with the exception of psychologists, prograanager-reported, actusgparation rates
exceed staff self-reported platasseparate by a wide margin. However, these dathecan
considered together to estimate a range of possible rgdiegtarture rates. At the conservative
end of the range is the staff self-report: An ovak of 5%, with position-type specific rates
ranging from 4% to 11% is probably a conservative estinfai@es of person who separate
leaving the field. Alternatively, the proportion of pfeed industry departures can be applied to
the program manager-reported separation rates for edasservative estimate. These range
from a low of 11% for psychologists to a high of 42% fo aiide/tech positions. These rates are
higher than the annual growth rates projected by EMSIs fieans that the growth in estimates
of persons needed to fill positions year by year willifleienced to a much greater degree by
estimates of staff turnover, representing the need tagexisting members of the workforce.

There is one additional consideration in estimatinghthabers of new persons needed to fill
positions. The “jobs” in the EMSI estimates are orllgdi jobs; they do not include unfilled
jobs. Thus, there is a need to take into account vacatey for the appropriate position type.
The estimates of vacancy rates for Oklahoma for pasltion type are shown in Table 4.9.

2 There is insufficient data for psychiatrists to paevthese estimates.

2 Note that this is very slightly lower than the reited in the text above (21%). The information in thisetad
based only on responses that could be linked to a posipen(N=877), while the overall number cited in the text i
based on all the responses to this item that werevegL@N=965).
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Exhibit 4.9: Vacancy Rate by Position Category

Position Type Percent Vacant
Aide/tech 9%
Masters-level professional 17%

LPN 10%
Psychiatrist/ physician 10%
Psychologist 6%
RN 14%

Total 12%

With this term included, for each position type the nundferew persons needed to fill existing
vacancies, positions vacated by persons leaving the field agiibwyh (from EMSI) would be
given by the following equation:

[new persons needed in year i+1] = [number of jobs in yeajgijowth rate + percent leaving field] x [1-
vacancy rate]

Findings

Findings are presented for three position types: psyghstdp mental health and/or substance
abuse counselors, and mental health and/or substaneeattes/techs. The latter are direct
care positions that do not necessarily require prafeakdegrees or licensure. We have not
included registered nurses and licensed practical nurses becdyserelatively small
proportion of these positions are in behavioral healthaad separate estimates of need have
been developed by the Oklahoma Healthcare Workforcee€eihe need for psychiatrists and
other prescribers is discussed earlier in this secfldm “net growth” figures in the column to
the right show the numbers of additional persons mbset either be trained or imported over a
ten year period to be sure that the estimated behateatihcare positions for 2018 and in the
intervening years will be filled. This is 1,808 psychologigt§45 mental health and substance
abuse counselors, and 51,625 aides or techs.

Exhibit 4.10: Net Growth by Position Category

State

Position Category 2008 2018 2018 Net

Jobs Jobs FEEeE Growth

Needed

Psychologists 2,738 3,099 4,546 1,808
Mental Health or Substance Abuse Counselors 9,726 11,377 16,771 7,045
Menta! Health or Substance Abuse Aides/Assistants/ 44.546 54,536 96,171 51,625
Technicians
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Estimates shown in the table above are conservatiteddollowing reasons:

» Separation rates are estimated from individual repditgentions to leave their present
positions, rather than the separation rates estimaieddrogram manager reports of
persons leaving their positions. The latter are two totimes higher than the former.

* The number of positions only includes those who are dereil “state covered.” If all
positions including persons in individual or small group pavatactices are included the
numbers would also be higher. This is particularly fougosychologists who are much
more present outside the public sector than inside.

Exhibit 4.11 below shows the numbers of degrees awarded/eacbver a six year period
beginning in 2001-02 and ending in 2006-07. (A detailed breakdown ofedegnarded in
specific fields within each of these larger categorigsasided in Appendix A15.) With the
exception of psychologists, there has been an ineieasach category over this time period.
The two columns at the right of the table show thalmer of degrees expected to be awarded
cumulatively from 2007-08 through 2017-18 and the need for newealegepients to meet the
demand for new staff positions. The projections of degesvarded are based upon a simple
linear trend model employing the six years of recent aa#dable on degrees awarded. The
model may be underestimating the number of psychologedsdgo be awarded, in particular.

Exhibit 4.11: Degrees Awarded By Public Higher Edu  cation Institutions 2001-02 to 2006-07 and
Projected to 2017-18 Compared to Projected Need

Position Category

2001-02 Degrees
2002-03 Degrees
2003-04 Degrees
2004-05 Degrees
2005-06 Degrees
2006-07 Degrees
Cumulative Degrees
Projected through
2017-18
Cumulative
Projected New Need
by 2018%

Psychologist 50 64 51 41 44 44 204 1,808

Mental Health or Substance Abuse 374 375 391 409 360 421 4.478 7.045
Counselors

mzz;%‘;;z‘tt:n?;ST”ebcﬁrfir;icaenéguse 1122 | 1,000 | 1,129 | 1,203 | 1,208 | 1,262 | 14,913 | 51,625

The number of new cumulative degrees projected by 2017-18tamt$y falls short of the
cumulative projected new need of persons by 2018, as dalduhaTable 4.10. This is further
exacerbated by the fact that Higher Education data deratesthat five years after graduating
from Oklahoma with a behavioral health degree only 4% eaiployed in Oklahoma within a
behavioral health care field, although the number of pergoalified in these fields that enter
into Oklahoma in a given year is unknown.

% This estimate does nintclude individuals needed to replace persons in existintigmswho retire or leave the

behavioral healthcare system.
%4 For these positions, we counted individuals with bactssitegrees in social science fields.
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Conclusions

The difficulties experienced by program managers of behaiealthcare services in recruiting
staff to fill vacancies are expected to become mongptioated in the coming years. For both
professional and non-professional staff the numberswfpersons being trained to account for
both persons leaving existing positions and the limited expaiasiticipated are not keeping
pace with the need, even based on conservative estimate

Compensation

Earlier in this report, survey data were presented oretigns why programs have high staff
turnover rates and difficulties recruiting new staficross all position types and across almost
all industry groups the single leading explanation isdalaries. Further survey data were
presented from individual staff on their salaries. €osel source of data was utilized on staff
salaries by position type, as well as national compasjscomparisons to surrounding states, and
comparisons within areas of Oklahoma. The sourceesktdata is EMSI.

Findings

Findings are presented for five position types, psychomgis¢éntal health and/or substance abuse
counselors, registered nurses, licensed practical narsgsnental health and/or substance abuse
techs. The latter are direct care positions thatoleeguire professional degrees or licensure. Data
for psychiatrists is not separately available in theSEBata set. Data are further presented for the
state of Oklahoma overall and for six regions withie state.

Exhibits 4.12 and 4.13 below present comparisons of wagesall poisitions wage rates for
Oklahoma are consistently below both national andrediaverages. However, the disparity
between Oklahoma and national wage rates is largethbatisparity with regional wage rates.
Within Oklahoma, there is also variation among tlaagions. In general, wages are among the
highest in the Tulsa area for all position types expspthologists. The Central (Oklahoma City)
region also tends to have higher rates than the ctgemns. Among the four regions with rural
counties, there is no region that is consistentlyragribe highest or the lowest. For two position
types there is considerable regional variation. Rsggfists range from a high of $31.72 per hour
in the Southeast region to a low of $&3in Tulsa, a difference of 25%. MH/SA Counselors range
from a high of $19.28 per hour in Tulsa to a low of $13.6hénnorthwest, a difference of 33%.
All other variations are less than 15%.
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Exhibit 4.12: Comparison of Average Hourly Wage: Na  tional, Regional and Oklahoma Norms for
Behavioral Healthcare Positions by Type

Position State Rate National Rate AL e o7
Rate*

Psychologists $25.74 $30.27 $26.76

MH/SA Counselors $15.12 $18.63 $16.43

RNs $24.52 $30.06 $26.98

LPNs $15.55 $19.51 $17.53

MH/SA Techs $12.35 $14.02 $12.94

*Regional rate includes the following states: Arkansas, Colorado, Kansas, Louisiana, Missouri, New Mexico,
Oklahoma and Texas.

Exhibit 4.13: Comparison of Average Hourly Wage: Ok  lahoma Norms for Behavioral Healthcare
Positions by Type

. State ODMHSAS Region Rates
Position
Rate Tulsa OKC NE NW SE S

Psychologists $25.74 $23.66* $29.03 $30.47 $25.23* $31.72 $24.56*
MH/SA $15.12 | $19.28 $18.36 $15.67 | $13.61* | $1557* | $16.10*
Counselors

RNs $24.52 $25.25 $24.96 $22.39 $23.63 $21.34 $24.45
LPNs $15.55 $16.48 $16.06 $14.09 $14.73 $13.70 $14.58
MH/SA Techs $12.35 $12.74* $13.01 $11.37 $11.87* $11.64 $11.97

*Rates may vary due to missing values.

Summary

It is clear that salary rates for all positions lasger in Oklahoma than in the nation and further
that Oklahomans filling these positions providing behavibealthcare are paid less than
individuals in all of the surrounding states. Therdds aome variation within the State. For the
two position types that have the largest numbers obpsrgroviding behavioral healthcare,
MH/SA Counselors and MH/SA Techs, salaries are highérd Oklahoma City and Tulsa areas
than they are in the more rural northeast, northveesitheast, and southwest quadrants of the
state.

Overview of Current and Future Needs for Behavioral Healthcare Workforce

As indicated elsewhere in this report, behavioral heat#hprograms have difficulty retaining
and recruiting staff. There is a very large gap in #edrfor psychiatrists and other prescribers.
Currently, it is estimated that there is a need for@@scribers and only 287 professionals
available to meet the need, a difference of 410. Whiletineet needs for other professionals
and non-professionals are not as large proportiondtelye are gaps in these position types as
well. Additionally, the rates at which institutionstegher education in Oklahoma are producing
new graduates with appropriate training are not sufficientdet these needs, particularly with
projected future growth of these positions. Furthernmatteacting new individuals into service
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or training is significantly handicapped by the fact th&rsss for both professional and
nonprofessional positions in Oklahoma are consistémtter than the surrounding states and the
nation, as a whole.
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CHAPTER 5: BENEFITS & COMPENSATION

Information on benefits and eligibility practices wadlected via the organizational survey.
Organizations were categorized as either state operafgtvate. Given the commonly-held
perception that the state benefit package is preferablenefit packages for employees of
private organizations, it is useful to compare benefit ppekaffered by these two types of
organizations.

Benefits Provided

Organizations provided information on the types of bentféy offer employees, and on the
specifics of their healthcare coverage. Exhibit 5..shine percentages of state operated and
private organizations offering each type of benefits.eB8ten state operated and 97 private
organizations responded to these items.

Exhibit 5.1: Proportion of Organizations Providing B enefits*

Bl state

Health insuranceb [ Private
Life insuranceu
Dental insuranceb
2%

5%

— m“"“h

Flex spending acct

Wellness programs

130%
Tuition reimbursement

Childcare

] ] ] 1 |
0 20 40 &0 a0 100
Percent

Data from the organizational surveys.

The commonly held belief that state employers offerextomprehensive benefits packages than
private employers is supported by the data. All stateapgeiorganizations offer full-time
employees health, life, dental and disability insuraadéexible spending account and a
wellness program. Health insurance is offered by almostaay privately operated

organizations (95%) as state operated, but coverage desieitls each benefit thereafter (life
insurance provided by 85%; dental insurance provided by 75%, and itiysaburance provided
by 62%).
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On the organizational survey, a representative frorh eeganization was asked to provide the
percentage of their employees covered by insurance,lbasnbe percentage of full time
employees’ insurance costs covered by the organizatidmbiES.2 shows the average of the 17
state operated and 87 private organizations’ responses ¢oitdras. Nearly all state workers
were reported to be insured, while just under three quartstaff working for privately
operated organizations had insurance. State operated orgaisizaported covering all
insurance costs for their employees, while privatelyateel organizations covered an average
of 84% of the cost of their employees’ insurance.

Exhibit 5.2: Proportion of Staff Receiving Health |  nsurance and Proportion Costs Covered
Bl state
L] Private
72%

Avg % receiving insurance

Avg % insurance costs
covered

[
]
]
=
[ ]
o
[}
]
[}
—
=)
=

Data from the organizational surveys.

Staff Satisfaction with Benefits

Staff were asked to respond to a series of questions tigarusatisfaction with the benefits their
organization offered. For each item, staff were as&axhoose one of six responsesry

satisfied satisfied neither satisfied nor dissatisfiedissatisfiegdvery dissatisfiedor no basis to
judge Exhibit 5.3 displays staff responses to questions regpdififerent benefit types; 1,178
staff responded to at least one of these items. heguurposes of analysis, staff responding that
they were eithevery satisfiedr satisfiedwith a particular benefit were considered to be
satisfied.

Overall, nearly three quarters of staff surveyed repdreeng satisfied with the paid leave and

paid vacation time they receive. There is less satisin with retirement benefits (51%) and
health insurance (56%), and the least satisfactiorsecaged with options for Flexible
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Spending Accounts (FSAs; 45%) and child care subsidies/chiidrcare options (25%). As
noted earlier in this section, both state and privaipBrated organizations are very unlikely to
offer staff child care options. This could ultimatedke a toll on the work-family life of
employees and impact their overall job satisfaction.

Exhibit 5.3: Staff Satisfaction with Benefits

My paid vacation time 7 3%

My paid leave for ilness including family
care situations

=T

2%

My retirement benefitsisl %

My positions health insurance benefitsSE%

My arganizations flexible spendin
accoll

p

2%

My organizations child care subsidies or
other child care options 25%

T T T T
a 20 40 &0 a0

Percent

Data from the staff surveys.

Industry Group and Satisfaction with Benefits

Staff satisfaction with benefits varied by industry grong arganization type (state operated vs.
privately operated). The Child Guidance and DOC industry graeps composed entirely of
state operated organizations that typically offer bdtteefits packages compared to private
organizations. Therefore, it is not surprising thatf $taf these two industries were more
likely to be satisfied with the FSAs, health insuramaad leave for illness/family care, and paid
vacation time offered at their organizations. Sattgfacwvith child care benefits did not vary
significantly by industry group, and therefore does not appe&xhibit 5.4.
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Exhibit 5.4: Staff Satisfaction with Benefits by In  dustry

Satisfaction with... MH OPHA OJA DOC SA ChildG
Health insurance (N=1024) 61% 53% 69% 81% 63% 76%
Flexible Spending Account (N=838) 51% 42% 44% 61% 38% 79%
Retirement benefits (N=1026) 61% 55% 63% 57% 43% 78%
Paid vacation time (N=1035) 75% 69% 86% 95% 80% 95%
Paid leave (N=1023) 74% 66% 89% 91% 79% 95%

Data are significant at the p<.05 level.

Health Insurance Coverage and Satisfaction with Ben  efits

For the purposes of examining the relationship betwealthh@surance coverage and staff
satisfaction with benefits, organizations were groupedralng to the proportion of health
insurance costs covered. As shown in Exhibit 5.5, stafl@yed by organizations in the high
coverage (100% of health insurance costs covered) weresatsfied with their benefits than
staff employed by organizations in either of the other gnoups. One exception to this finding
was satisfaction with child care options, which wasilar among staff from the high coverage
and medium coverage (80-90% of costs covered) groups.

Exhibit 5.5: Percentage of Health Insurance Covered by Staff Satisfaction with Benefits

e it . EmployerN Sloilsers <78% [Employer N(ici\(/)ezrs 80 -90% EmployerN 5202\/8ers 100%
Child care options 11% 27% 25%
Flexible Spending Account (FSA) 34% 46% 53%
Health insurance 36% 68% 73%
Retirement benefits 30% 62% 65%
Paid leave for iliness & family care 66% 7% 87%
Paid vacation Time 71% 78% 85%

Data from the staff and organizational surveys. ¢ Data are significant at the p<.05 level. ¢ Staff is the unit of analysis.

Staff Pay

As discussed in the separations section, staff wéesldas indicate their hourly wage range
using a multiple choice question with $5.00 per hour increipaytranges beginning at less than
$10.00 per hour and ending at $50.00 or more per hour. For thespsigioanalysis, the
responses to these items were transformed into sdaleisiag the midpoints of the pay
increments. Details on the overall distributionto$ tvariable are shown in Appendix A9.
Exhibit 5.6 shows the distribution of the original payecatries.

As might be anticipated, the responses were heaviljeckd in the more modest pay categories.

Over half of responding staff earned less than $15.00 perwiblrclose to one-fifth making
less than $10.00 per hour. Oklahoma uses the federal minivagey which increased from
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$6.55 to $7.25 per hour during the data collection period fosthiyy. Given that ninety-two
percent of staff reporting wages of less than $10.00 perdisureported being employed full-
time, the minimum wage rate and upper limit of this waaegory can be used to create an
estimated gross annual income range of $14,500.00 to $20,000th8 foajority of staff in this
category (those employed full-time). Staff earningaods the upper end of the range are at
185% of the 2009/2010 poverty guidelines if they have no depenflahtwe under the poverty
line if they have more than two dependents. Staff earoingrtds the lower end of the range are
at roughly 133% of the 2009/2010 poverty guidelines if they havdependents, but are under
the poverty line if they have any dependents (OfficenefAssistant Secretary for Planning and
Evaluation, 2010).

Exhibit 5.6 Staff Pay Distribution

$50.00hr or moref | 1%
$45.00hr - $49.99hr}| 0%
$40.00Mr - §44 290 0%
$35.00Mhr - $39.99.ﬂ1r] 1%

$30.00Mr - §34 .99 45

$25.00Mr - $29 99 7%

$20.00Mr - $24 99/ 12%)

$15.00Mr - $19.99hrf j-ﬂi!ﬂ

$10.00/r - §14.99Mr

less than $10.00/Mhr ?_t-?iﬂ

T 1 T T
0 10 20 30 40

Percent

Staff pay varied by position type, as expected. Exhibittows the mean hourly wage as well
as the lowest pay range and highest pay range select&dffan five position categories.
Physicians are not included in this table due to the smalber of physicians responding to the
staff survey. Psychologists reported the highest hovayes, but those reported by Registered
Nurses were fairly similar. Licensed Practical Nursad a mean hourly rate relatively close to
that of counselors, most of whom had Masters of $¥déak or other Masters degrees. Techs
reported the lowest wages, with an average of $11.23 per hour.
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Exhibit 5.7: Wage by Position Type

Mean Hourly Lowest Wage Highest Wage
Wage Reported Reported
. _ Less than )
Aide/tech (N=385) $11.23 $10.00 $20.00 - $24.99
. _ Less than $50.00
Masters-level professional (N=469) $18.64 $10.00 or more
LPN (N=40) $16.38 $10.00 - $14.99 | $20.00 - $24.99
Psychologist (N=12) $28.33 $15.00 - $19.99 | $35.00 - $39.99
_ Less than
RN (N=124) $26.71 $10.00 $40.00 - $44.99
_ Less than $50.00
Overall (N=1003) $17.03 $10.00 o more

Mean wages based on midpoint of pay range selected ¢ Data from the staff survey.

Relationship between Pay and Program and Staff Vari  ables

The relationship between staff pay and a variety of jgrogrharacteristics and staff variables
was examined. First, it was determined whether there vedationships between staff pay and
the study dimensions variables described in earlier sectioThen relevant staff variables were
considered: staff member rad&nferican Indian/Alaskan Native, Asian, Black, Native
Hawaiian/Pacific Islander, Whitandmore than one rage ethnicity Hispanic/Non-Hispanig
gender, age, current position tenure, organizational tepeaes in behavioral healthcare field,
highest degree achieveligh school/GED, Associates/two-year degree, Bachelors/four-year
degree, Masters degree, doctoral deg@admedical degreeand current position title (reported
usingztshe study’s six position-type scheme, describe@BarllTenure items were reported in
years:

Analysis and Results

The relationships between staff pay and each of thablas above were tested in a linear
regression model’ Of the program variables, service type, consumer populagie, and
organizational size remained significant in the regressiaff position was the only staff

% study dimensions variables - industry group, geographiomegrogram service type, service setting, age range
of consumer population, state operated status, and organ&atize.

% As noted in the separations section, age was reporteglagénrange categories, but for the purposes of analysis,
the midpoint of these ranges was used. Given the veryrsmnaber of physicians responding to the survey, this
position type category was eliminated from the anslysi

4" A number of variables were excluded due to concerns abauatlation with other predictors. These included
industry group, years in position, years in field, and edorcatAs both members of correlated variable pairgwer
generally strongly associated with pay, the exclusion idecisvere based on the perceived utility of the vaembl
Additionally, two variables were excluded because thawoa@ation with pay, while significant, was unexpected and
difficult to interpret as anything other than the restifi celationship with another predictor variable. t-iwghile

the Oklahoma City metro area’s position as the regitimthe highest mean hourly wage ($19.08) was not
surprising, the Tulsa metro area’s mean wage was unexibeatuch lower ($16.86) and was also much lower than
that for the southeast quadrant ($18.57). We believe thidésst partially a result of the relationship lesw

region and industry. Additionally, the southeast quadsamtexpectedly high average wage may be related to the
small but still disproportionately high number of doctdestel clinicians reporting from this region, as welltlas
slightly high proportion of counselors/Masters-levelfpssionals. Second, the average hourly wage for wavasn
over two dollars higher than that for men ($17.50 versus $15W®&)attribute this to the relationship between
gender and position type. While men made up roughly on¢equidithe staff responding to the survey overall,
nearly two-fifths of the staff in the lowest-paid gam category (aids/techs) were male, and only 15%eo§taff in
the highest-paid of the well-populated position categ¢Réss) were male.
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variable that did so. The mean hourly wage and lowekhmhest wage ranges for staff in each
of the four service type categories are shown in ExBiBit Mental health staff had the highest
mean hourly wage at $17.41 per hour, over six dollars periigher than the staff in the
lowest-paid service type, developmental disabilities aedtat health or substance abuse care.
In the regression the significance of service typeltesirom the difference between mental
health staff (the reference category) and staff ig@ms serving people with co-occurring
developmental disabilities and behavioral health needeHhss the difference between mental
health staff and substance abuse staff. The payeahiferbetween mental health staff and staff
in programs providing both mental health and substance abugees was not significant.

Exhibit 5.8: Pay by Program Service Type

Mean Hourly Lowest Wage Highest Wage
Wage Reported Reported
Mental Health (N=372) $17.41 L;ig g‘;‘” 35%-306
Substance Abuse (N=70) $15.10 P han | $25.00 - $29.99
Co-occurring Mental Health & Substance Abuse (N=303) $16.96 L;ig ggm c?rsr?q.c?roe
Co-occurring Developmental Disabilities & Mental Health Less than
or Substance Abuse (N=57) $11.23 $10.00 $25.00 - $29.99
_ Less than $50.00
Overall (N=802) $16.60 $10.00 or more

Mean wages based on midpoint of pay range selected ¢ Data from the staff and program manager surveys.

Mean hourly wages and pay ranges for staff in each dhtke consumer population age
categories are shown in Exhibit 5.9. While the averagehyhwages for staff in programs
serving only children and only adults were relatively similae wages for staff in programs
serving both children and adults were roughly $3.00 more per Adus.difference remained
significant in the regression model; the differencevieen wages in programs serving only
children and programs serving both populations was not signtfin the regression model.
Other variables that predict staff pay may play a ioldis. For example, nearly all co-
occurring developmental disabilities and mental healfubstance abuse programs either

served children or adults (but not both), and pay rates leser in this service type than in any
other.

Exhibit 5.9: Pay by Consumer Population Age

Mean Hourly Lowest Wage Highest Wage
Wage Reported Reported
Adults Only (N=365) $16.08 L;ig g‘;‘” 35%-306
Children/Youth Only (N=267) $16.28 L;fg g‘;‘” $35.00 - $39.99
Both Adults and Children (N=198) $19.01 L;fg than $50.00
_ Less than $50.00
Overall (N=830) $16.84 $10.00 or more

Mean wages based on midpoint of pay range selected ¢ Data from the staff and program manager surveys.
As shown in Exhibit 5.10, staff in medium-sized organizatieported wages averaging roughly

$2.00 per hour higher than those in large organizations, arelthan $3.00 per hour higher
than those in small organizations. The differende/éen large organizations’ and medium
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organizations’ pay rates remained significant in the ssjpa, but there was not a significant
difference between large organizations’ and small orghoii pay rates. As with consumer
population age above, staffing patterns may play a rdak@smrelationship. Less than 20% of the
staff in medium-sized organizations were techs, whileseonstituted 25% and 42% of the staff
in small and large organizations, respectively.

Exhibit 5.10: Pay by Organization Size

Mean Hourly Lowest Wage Highest Wage
Wage Reported Reported
Small Organizations (N=86) $15.06 L;ig g1oan c?rsr?q.c?roe
Medium Organizations (N=227) $18.41 L;ig g1oan c?rsr?q.c?roe
Large Organizations (N=690) $16.46 L;ig E)hoa n c?rsr?q.c?roe
Overall (N=1003)|  $16.78 e than $50.00

Mean wages based on midpoint of pay range selected ¢ Data from the staff and program manager surveys.

The distribution of mean hourly wages and wage rangessstaff position types was shown at
the beginning of this section. Consistent with thagparés, the difference between wages
reported by counselors (primarily Masters-level profesgdg®rand wages reported by techs,
psychologists and Registered Nurses remained significainé iregression model.
Psychologists’ and Registered Nurses’ wages were signtfy higher than counselors, while
techs’ wages were significantly lower than counseldisere was no significant difference
between wages reported by LPNs and those reported by cogfiglelsters-level professionals.
Further details on the full, final regression modelsim@wn in Appendix C1.

As position type was the only significant staff-levelgcgor of pay rate, we considered the
possibility that the other staff-level variables thatl lbeen related to pay in bivariate analysis in
fact predict position type. We constructed a logistipession model testing the remaining staff
variables as predictors of tech position status. \theicity and years in the organization were
not significant in this model, the remaining variablesaveStaff race was significant, and this
relationship can be attributed to the greater proporti@diazk staff members in the tech
position category, compared to White staff members. uggested earlier, there was a
significant relationship between tech position categadysaff gender, with male staff more
likely to report being techs. Education was also sigmificaith staff with Associates degrees,
Bachelors degrees, and Masters degrees or RAigiiesignificantly less likely to be techs than
were staff with high school diplomas or GEDs. Hindiigher staff age was associated with a
slight but significant decrease in the likelihood ohigea tech. Further details on the full
regression are provided in Appendix C2. Exhibits 5.11 — 5.13 #tewesults of the bivariate
analysis between each variable and the tech postimgary.

8 Graduate degrees were collapsed into one category $aartalysis.
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Exhibit 5.11: Staff Race by Position Type

Al/AN Black White 22 races | Overall
N=99 N=109 N=803 N=69 N=1080

Proportion techs 41% 63% 28% 39% 34%

Data from the staff surveys.

Exhibit 5.12: Staff Gender by Position Type

Male Female Overall
N=301 N=819 N=1120
Proportion techs 49% 29% 34%

Data from the staff surveys.

Exhibit 5.13: Highest Degree Obtained by Position T ype

HS/GED| 2 Year 4 Year Grad Overall
N=222 N=180 N=312 N=411 N=1125

Proportion techs 85% 38% 35% 4% 34%

Data from the staff surveys.
Summary

Information on benefits and compensation was colle¢tenigh the organizational survey and
the staff survey. Nearly all privately operated orgaimins reported providing health insurance,
but provision rate for other benefits deviated from theebepackages provided by state
operated organizations. Staff reported high rates ofeaien with paid leave, but more
moderate rates of satisfaction with other benefitaff Satisfaction with benefits varied by
proportion of health insurance covered and by industry groitip jmdustry groups composed
primarily or exclusively of state operated organizatiormshg higher rates of staff satisfaction
with benefits.

Staff reported a wide range of pay rates, but overthalfesponses were clustered in the lower
two pay categories (less than $10.00 per hour and $10.00 - $14.99 perTtimse responses
suggest that a significant majority of staff are nohigg enough to afford standard housing in
the region, assuming a 40 hour work week. Position tygsestrongly tied to pay rate, with

techs earning an average of $11.23, less than half the averadye wage of psychologists
($28.33) and Registered Nurses ($26.71). While staff pay watsddb a number of program

and staff variables when these relationships are exanmdeddually, only four remained
significant in the regression analysis: position tymegram service type, consumer population
age, and organization size. The relationship of thesé¢heee variables to pay is suspected to be
caused in part by other variables, including position tyg®en the key role that position type
plays in staff pay rates, the remaining staff varialblese tested as predictors of position type.
Staff race, gender, age and highest degree obtained atitpredosition type, which in turn
predicts staff pay. These findings reinforce the laripelirig that widespread inadequate salaries
have significant implications on staff recruitmentl aatention in Oklahoma’s behavioral
healthcare workforce.
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CHAPTER 6: STAFF WORK EXPERIENCE AND JOB SATISFACTI ON

Researchers have found that workplace empowerment, tbetwpipy for advancement,

burnout, satisfaction with supervisors and coworkers, apépa benefits impact both job
satisfaction and intention to leave (Laschinger et al. 20Bdyitionally, in their research on
turnover in the child welfare industry, Cahalane and $2@88) note that workers perceiving a
positive organizational climate are more likely to reégagher job satisfaction and greater
commitment to their organization. The issue that dtaraes those who leave their jobs is a
“profound sense of job dissatisfaction” (pg. 105); thea# perceive little opportunity to make
use of their skills, little freedom to use their owdgment and little recognition for doing a good
job. Staff work experience and job satisfaction aesdtore important considerations for an
industry faced with high turnover.

Staff Work Experience

In keeping with the literature, staff were asked to reddo a series of items related to their
work experience by choosing one of five responsisngly agreeagree neither agree nor
disagree disagreeor strongly disagree Exhibit 6.1 presents staff response patterns for these
items. In general, these responses were very postinety-five percent of staff surveyed
agreedor strongly agreedhat they like the kind of work they do, and 85% reporbed twork
gives them a feeling of personal accomplishment. Appratain 75% felt that they are given a
real opportunity to improve their skills and would recosmeh their organization as a good place
to work.

Exhibit 6.1: Staff Work Experience

Iike the kind of work | dofEa5%: I

People | work with cooperate to get the
job done

[=]

6% |

My work gives me a feeling of personal
accomplishment

(e

2% I

| have enough information to do my job 19 I
well

| recommend my organization as a good e |
place to work

| am given a real opportunity to improve
my skills in my org

=1

4% |

Employees are protected from health &
safety hazards onthe job

e |

3% |

My workload is reasonablelf 0% |

My organizations work environment is too|
stressful

tad

9%

T T T I ]
i] 20 40 &0 a0 100

Percent

Data from the staff survey.
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Work Experience and Staff and Program Variables

Responses to the itelmecommend my organization as a good place to waie examined in
relation to other staff variables, as well as by progaach organization variablé3. The program
variables tested were those described earlier as theanyrstudy dimensions: industry, region,
service type, program setting, service population, organmedtaperation and size. Staff
variables tested were staff position type and leveldoication. All of these variables were
significant in bivariate analysis, and were then testedfull logistic regression model to
determine if, when controlling for other variables, themwain significant. A final model was
then run using only industry and service population; the twohlasghat had remained
significant in the first model. Further details on fimal model are available in Appendix D1.

Although a large proportion of staff from all industrireport a positive work experience, staff
from the Child Guidance and Substance Abuse industrieaa@e likely to report a positive
work experience compared with staff from the other ingugtoups. Over 85% of staff in both
industries agreed with the statemerécommend my organization as a good place to work
Staff in the FQHC industry group were least likely toammend their organization as a good
place to work®® Only 39% agreed with the statement, a considerably lovegoption of staff
than that for the industry group with the next lowegeament rate, DOC (55%). Slightly less
than three quarters of the staff in the remaining inglugtvups agreed with the statement.

Exhibit 6.2: Staff Work Experience by Industry

ChildG| MH DOC [FQHC| OJA |OPHA| SA
N=37 | N=442] N=38 | N=14 | N=37 | N=353 | N=234

| recommend my organization as a good place to work 89% | 74% | 55% | 39% | 70% | 74% | 86%

Data from the staff survey. ¢ Data are significant at the p<.05 level. ¢ Other Medicaid and DHS industries are not
included because there were too few cases.

Exhibit 6.3 shows how the staff responses to the itesoommend my organization as a good
place to workvary across service populations. Direct care staiffifi fpoograms serving adults are
significantly less likely to recommend their organizatemmpared with staff working in
programs serving both adults and childfén.

Exhibit 6.3: Staff Work Experience by Service Popul  ation

Children Only Adults Only Children/Adults
N=315 N=417 N=229

| recommend my organization as a good place to work 78% 70% 80%

Data from the staff and program manager surveys. ¢ Data are significant at the p<.05 level.

® Initially, a scale of the nine work experience itemas composed to use as the dependent variable in the
regressions. However, testing suggested that the itehmotrepresent a unified construct (Cronbach’s Alpha w
less than 0.75). Therefore, in lieu of a scale, the it'ecommend my organization as a good place to wak

used as a proxy for the staff work experience overdth©nine items, this one was chosen for its wide
applicability to direct care staff in the behaviorahlthcare workforce regardless of industry or region.

30 Results for the FQHC industry group should be interpnsiéiticaution. Although the industry group had a very
good staff response rate, the organizations recruitearticipate in the study may not be representativaef t
industry.

3L While staff in programs serving children only algmeed with the statement at a higher rate than those fr
programs serving adults only, this difference was naiifsignt in the final regression model.

57



Staff Job Satisfaction

Staff were also asked to indicate the degree to whichvieey satisfied with certain aspects of
their job3? Exhibit 6.4 provides an overall picture of job satisfattmong staff surveyed.
Direct care staff expressed the highest rates ofaetisn with their job overall (84%) and their
work schedule (80%). This is interesting considerimgetrlier finding that 20% of program
managers perceived dissatisfaction with work hours/ahifmportant cause of staff separations.
The data also indicate that only 47% of staff are feadisvith their salary/pay and even fewer
are satisfied with their opportunity for advancemenhinitheir organization (41%), itself
typically associated with job satisfaction and orgaiorel commitment (Cahalane and Sites,
2008). This complements the earlier finding regarding prognamager perceptions of staff
separations: Nearly two thirds of program managers percdigsdtisfaction with salary/pay as
the most critical cause of staff turnover. Only 519%taff surveyed are satisfied with the
proportion of time they spend on administrative tasKsis is not surprising considering
approximately 43% of program managers perceive excessive pakersvan important

predictor of staff separations. Overall, a numbehefdauses of staff turnover cited by program
managers are related to items that staff did not extehigh on the satisfaction scale.

Exhibit 6.4: Staff Job Satisfaction

My job overalllg4% |

My work schedulefSl% |

The location of my workplace|7a% |

My organization averall|71% I

The physical conditions at my workplaceg9% ]

My invalvement in decisions that affect m
work|20% I

The degree to which | am expected to take
on-call responsibilties as part of my job

h

a% |

The policies & practices of my senior leaders{SE% |

The recognition | receive for doing a good job|57 % ]

The infarmation | receive from managementic s |
on whats going an in my organization

The proportion of my time spent on I =, |
administrative tasks

My pay overallld 7% |

My opportunity to get a better jok in my| 41 |
organization

T T I I I
] 20 40 60 i 100

Percent
Data from the staff survey.

32 For each item, staff were asked to choose one of spponsesvery satisfiedsatisfied neither satisfied nor
dissatisfieddissatisfiedvery dissatisfiedor no basis to judge Percentages represent the proportion of staff
indicating they arsatisfiedor very satisfiedvith the given aspect of their job; 1,264 staff resportded least one
of these items. Those items cited by fewer than 10%afifeste not included in the exhibits.
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Staff Satisfaction with Pay across Staff and Progra ~ m Variables

Several bivariate analyses were run on staff satiefautith pay”° to determine if it varied by
program and individual level characteristics. Reslitsv that staff satisfaction with pay varied
across 12 different dimensions (i.e., industry, staffitein the field, staff tenure in the
organization, region, service type, program setting, sepagulation, staff position, adult
consumer status, white, age, and highest degree attavéedn all of the aforementioned
variables are included in the regression model only indusgryice type, service population,
and staff tenure (in the field) remained significant. M a final regression model containing
only those variables that were significant in the bataranalyses and the full regression model.
A table detailing the results of the satisfaction witly pegression are available in Appendix D2.

Analysis and Results

Exhibits 6.5, 6.6, and 6.7 show staff satisfaction with gagss industries, service population
and service type. Staff in the Child Guidance and DOC inggsoups reported the highest
satisfaction with their salary/pay (78 and 75%, respdg)iveNotably, staff in the Mental Health
industry were approximately 40% less likely to report sattgdn with their overall pay
compared with staff in Child Guidance and DOC. Both ofdtter industry groups were
composed of state operated organizations and typicallyreeqorofessionally trained staff at the
MSW-level or higher.

Exhibit 6.5: Staff Satisfaction with Salary/Pay by Industry*

ChildG| MH DOC [FQHC| OJA |OPHA| SA
N=37 | N=419| N=37 | N=14 | N=37 | N=338 | N=226

Satisfied with pay 78% | 35% | 76% | 71% | 57% | 53% | 55%

Data from the staff survey. ¢ Data are significant at the p<.05 level. ¢ Other Medicaid and DHS industries are not
included because there were too few cases.

Staff working in programs that serve both children and adhaltl the highest rate of satisfaction
with pay (54%), followed by those working in programs serving ohlldren (47%). This

could be related to the distribution of position typa®ss these three categories: Techs (the
lowest-paid position type) made up only one quarter of #féistprograms serving both
children and adults, compared to 31% of the programs servitig adly, and 45% of the
programs serving children only.

Exhibit 6.6: Staff Satisfaction with Salary/Pay by Service Population

Children Only Adults Only Children/Adults
N=304 N=410 N=222

Satisfied with pay 47% 42% 54%

Data from the staff survey. ¢ Data are significant at the p<.05 level.

Considering responses by service type, satisfaction withgrayed from a low of 25% among
staff working in programs serving people with co-occurringetigmental disabilities and
behavioral healthcare needs to a high of 67% among statfngaait programs serving people
with substance abuse needs only. As with service populabove, this relationship may be in

%3 am satisfied with my pay overalias chosen as the dependent variable for this analysisl lsm program
manager and staff concerns with pay as a cause bfistadver and job dissatisfaction.
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part a function of the distribution of position typesoss service types. Techs made up three-
guarters of the reporting workforce in programs serving pasipiieco-occurring developmental
disabilities and behavioral health issues, as oppos22Pioof the substance abuse service
workforce, 27% of the co-occurring mental health/substabose workforce, and 39% of the
mental health workforce.

Exhibit 6.7: Staff Satisfaction with Salary/Pay by Service Type

Co-occ Co-occ
MH = MH & SA (DD & MH/SA|
Satisfied with pay 41% 67% 50% 25%

Data from the staff survey. ¢ All data are significant at the p<.05 level.

Exhibit 6.8 represents the relationship between staff tandhe behavioral healthcare field and
satisfaction with pay. The mean tenure in the fiefdstaff who reported satisfaction with their
pay was nearly three years longer than the tenurgdéirwho were not satisfied with their pay.
Staff reporting that were not satisfied with their pagt baen in the field an average of almost
nine years; this could be due to a lack of viable employniemhatives.

Exhibit 6.8: Staff Satisfaction with Salary/Pay by Years Working in the Field

Staff who are not Staff who are satisfied
satisfied with pay with pay
Mean tenure in the field 8.78 years 11.59 years

Data from the staff survey. ¢ Data are significant at the p<.05 level.

Creating a Job Satisfaction Scale

The relationship between job satisfaction and othéfratd program variables was then tested
in a second regression analysis, utilizing a job satisfascale as the dependent varigfld=or
each participant who answered at least seven ofdhsjtthe proportion of items that received
either asatisfiedor very satisfiedvas calculated, resulting in an indicator between 0&4téms
received responses sditisfied/very satisfigdand 100% (all items received responses of
satisfied/very satisfigdPrior to the regression analyses, we ran bivarizé/ses to determine if
staff job satisfaction overall (scale) varied by orgational, program and individual level
factors. Variables that were significant in the biarianalyses were included in the regression
model to determine if they remained significant when m@dlimg for other factors. Results
indicated that the model employed only explained about fA%eovariation in staff responses to
the job satisfaction scale items. In other words,trabghe variation in staff responses can be
attributed to factors not included in this model. Additicetiails of the bivariate and regression
analysis for staff job satisfaction are availablé&ppendix D3.

Summary

Information on staff satisfaction and work experienes wollected through two separate sets of
guestions in the staff survey. Most of the staff woqBegience items elicited positive responses

3 Cronbach’s Alpha was used to determine the religlufithe job satisfaction scale. The test results atdithe
13 items are strongly correlated (0.87), suggesting thaeting are measuring a single construct and therefore
could be treated as a scale.
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from the majority of participants, with nearly alafitagreeing with the statemeriike the kind

of work | do A singe item 41 recommend my organization as a good place to wovks used as
an indicator of overall work experience for analysithwather variables. Work experience was
related to industry group, with the highest proportionstaff agreeing with the indicator item
being those employed in the Child Guidance and SubstancgeAbdustries.

Staff satisfaction was measured through a separatéigeing. Many of these items also
received largely positive responses, with over four fifthstaff indicating that they were
satisfied with their jobs overall, and more than 70%ressing satisfaction with their work
schedules, the location of their workplaces, and thganizations overall. The lowest rates of
satisfaction were related to the opportunity for advaresd and pay. Responses to these and
other items suggest that program manager perceptions cdukes of turnover may be well
founded, to the degree that staff satisfaction relatésrhover.

Given the importance of pay in both staff satisfatand program manager perceptions of
turnover and recruitment barriers, we examined the oakship of this item to a range of
program and staff variables. Industry, service populaservice type and years working in the
field predicted satisfaction with pay. Staff in industneith a high proportion of state operated
organizations and with a high proportion of Masters-Istef (Child Guidance and DOC)
expressed greater satisfaction with their pay, astdiflis programs serving both adults and
children (as opposed to just adults, or just children), staffagrams providing substance abuse
services only, and staff who reported greater tenure ibghavioral healthcare field.
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CHAPTER 7: WORKFORCE CAPACITY

The availability of quality behavioral healthcare sersibenges on the recruitment, retention and
training of those providing direct care. This sectiorvgt®s an overview of the training needs,
capacity to provide Evidence Based Practices (EBPs), cultnmgpetence and linguistic

capacity of Oklahoma’s behavioral healthcare workfofteogram managers provided
information on staff training needs and capacity to providB<£ while information on

programs’ cultural competence and linguistic capacity wésated from both program
managers and staff.

Training Needs

Program managers were asked to review a list of typeaininy. They were then asked to
indicate whether each type of training was neededcatavailable to their staff, needed and
available, or not needed at all. The types of trainingtrfiequently cited as needed arat
available are shown in Exhibit 721 This exhibit reflects responses relating to over 225
programs.

Exhibit 7.1: Training Needs — Needed & Not Availabl e

Knowing about psychiatric
meds & side effectsy

Educating consumers family
aghout MH & SAY

Providing trauma sensitive},
servicesg

Utilizing supervision or profl
consultationg

Understanding MH, SA& & relatecaes
services

Working w family members

Working w consumers w dual-Baes
ciagnosisEE

I T T T
0 10 20 a0

Percent

Data from the program manager survey. ¢ Items cited by fewer than 10% of program managers are not included in
the exhibit.

% Types of training not cited by program managers as needeuoa@mvailable include: screening and assessment;
setting service goals that are driven by the consunteredlect consumer choice; planning services around
consumers’ strengths and needs; coordinating the diffenemtesea consumer gets; educating consumers about
subjects related to mental health or substance useinguikelationships with consumers; setting and using
professional boundaries; protecting consumer confideégtiasing professional and ethical guidelines; pratert
consumers’ rights; providing services that focus on constenevery and self-management; providing services that
are sensitive to racial and cultural differences; &adicing and eliminating the use of seclusion and restraint

62



Most often cited as needed and not available by prograragesswas training on

understanding psychiatric medications and their side ef{@é6). Nearly as many program
managers (23%) believed staff needed training in basic comatiomcskills (speaking and
writing). It is unclear, however, whether these prognammagers are more likely to supervise
non-professional staff. Educating consumers’ family tmers about mental health and substance
abuse was cited as an unmet training need by 17% of prograagenanall other competencies
were cited as unmet training needs by fewer than 15% pdmdig program managers.

Responses to the nine training items listed in Exhibit 7.1 eamined in relation to industry,
region and program service type. Although there wasgional variation among responses to
any of the nine items, responses to several items Mayi@dlustry and by program service type.
As shown in Exhibit 7.2, program managers from the SubstAbase industry were most likely
to report needing training on medication managementewtse working in OJA and OPHA
organizations were most likely to report unmet need #nitrg in understanding the roles of
peers as providers.

Exhibit 7.2: Training Needs by Industry (Needed and Not Available)

MH DHS
N=99 N=17

OJA
N=10

OPHA
N=25

SA
N=59

Knowing about medications & their side effects 13% 29% 20% 12% 44%

13% 6% 30% 36% 7%

Understanding the role of peer as provider

Data from the program manager survey. ¢ All data are significant at the p<.05 level. ¢
FQHC, DOC, Child Guidance and Other Medicaid are not included in the analysis because there were too few cases.

There was slight (but statistically significant) r@dion across service type in reported need for
training in working with dually diagnosed consumers, angroviding trauma sensitive services.
Greater variation was noted in the need for trainingnderstanding mental health, substance
abuse, and related services, with the greatest neede@pgrinanagers from programs
providing services for people dually diagnosed with developahelisabilities and behavioral
health needs. The variation in need for training reggrdiedications and their side effects was
greater still, with program managers in substance abogggms reporting the greatest need.

Exhibit 7.3: Training Needs by Program Service Type (Needed and Not Available)

Co-occ Co-occ
Nl\f;'o NS_§4 MH & SA DD & MH/SA
3 3 N=84 N=14

Working with consumers with dual-diagnoses

11%

9%

6%

7%

Understanding mental health & substance abuse

10%

9%

6%

21%

Knowing about medications & their side effects

23%

41%

18%

7%

Providing trauma sensitive services

11%

12%

10%

7%

Data from the program manager survey. ¢ All data are significant at the p<.05 level.
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Evidence-Based Practices

The managers of selected progrdtweere asked to consider their new, professional-leves hir
(those with at least one year of advance educatiamficgiand to describe these hires’ capacity
to deliver certain evidence-based practices (EBPs). Exfiitand 7.6 reflect program
manager perceptions of staff capacity to provide EBPadults and children, respectively.
Nearly three quarters of the respondents supervising progihaiserve adults indicated that
their new, professional-level hires were well preparegrdevide Cognitive Behavioral Therapy
(CBT). The same percentage of respondents supervising protdranserve children reported
that their new, professional-level hires were prepavaadfer services using CBT for Trauma,
while over two-thirds reported that their new, profesaldevel hires could provide CBT for
Anxiety and Depression. Fewer program managers reporfédastgpetence in providing other
EBPs. For example, just over one third of program marsasupervising adult programs
reported staff competence in medication management ahittle more than half of those
supervising programs for children reported staff competencedrpersonal therapy (IPT).

It should be noted that some of these EBPs are mor#ispecertain service settings (e.g.,
Supported Employment).

Exhibit 7.5: Staff Capacity to Provide Evidence-Bas  ed Practices for Adults

% Reporting that

Evidence-Based Practice Izli‘?(\a,\;, @g;e;fgov?gé
Service

Cognitive Behavioral Therapy (CBT) 73%
Family Psychoeducation 59%
Integrated Dual Diagnosis Treatment (IDDT) 45%
lliness Management & Recovery (IMR) 41%
Medication Management 37%
Consumer—run services 35%
Supportive Housing 34%
Supported Employment 30%
Assertive Community Treatment (ACT/PACT) 22%

Data from the program manager survey.

3 program managers were asked to indicate if at leasvfhlé positions in their program required a minimum of
one year of advanced education/training and, if so, eh#tie program served adults and/or children/youth under
the age of 18. One-hundred and eighty-three programseequeast one year of advanced education/trainirfg. O
those 183 programs, 84% (154 programs) serve adults andlB4%rpgrams) serve children/youth under the age
of 18.
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Exhibit 7.6: Staff Capacity to Provide Evidence-Bas  ed Practices for Children

% Reporting that
Evidence-Based Practice New Professmnal
Hires Can Provide
Service
Cognitive-Behavioral Therapy (CBT) for Trauma 73%
CBT for Depression 67%
CBT for Anxiety 67%
Interpersonal Therapy (IPT) 55%
Functional Family Therapy (FFT) 43%
Multisystemic Therapy (MST) 35%
Therapeutic Foster Care 20%

Data from the program manager survey.

Capacity to provide EBPs for both adults and childrenbeaimproved by expanding access to
the most up-to-date information on “best practice” modedtsevidence-based strategies in
mental health services to those professionals who axgdprg the direct services in
Oklahoma’s publically funded mental health system. wike, arranging for technical
assistance to these professionals who wish to impiesueh strategies is critical.

Evidence Based Practice Capacity across Program Var  iables

Capacity to provide EBPs was examined in relation torarag/ariables. Capacity to provide
three EBPs for adults varied by industry (Exhibit 7.7): Iins&nagement and Recovery (IMR),
Supported Employment, and Medication Management. P#risofariation is attributable to the
types of services typically offered in some of the indes. For instance, only 22% of new
professional hires from the OPHA industry are preparedfés Supported Employment
services; this is not surprising considering the OPHA inglusttomposed of psychiatric
hospitals. The relative lack of reported capacity tovjogle medication management in Substance
Abuse programs is also not surprising, as this service wouitbbe widely required in Mental
Health and OPHA programs. What is more difficultrierpret, however, is the finding that the
Substance Abuse industry had the greatest proportion gifgpromanagers reporting staff
capacity to provide Supported Employment, as many Supported g programs are
based in community mental health centers.

65



Exhibit 7.7: Evidence Based Practice Capacity by In

dustry ¥’

. . . MH OPHA SA

0,

% reporting high capacity N=66 (A) N=9 (A) N=52 (A)
lliness Management & Recovery (IMR) (adult) 55% 25% 28%
Supported Employment (adult) 21% 22% 44%
Medication Management (adult) 46% 67% 21%

Data from the program manager survey. ¢ All data are significant at the p<.05 level. ¢ (A) indicates programs serving
adults. ¢ Child Guidance, FQHC, MA, DHS, DOC and OJA are not in the analysis; N<10.

The regional variation in EBP competency is alsmeahat difficult to interpret. It is possible
that our data from the southeast, southwest, and Teésia areas are not completely
representative of the capacity to provide adult EBPgaltiee small sample of program
managers from those regions. That being said, prograngetania the southeast and southwest
guadrants reported the highest capacity to provide IMR arsa tholulsa reported the highest
capacity to provide ACT/PACT, while program managers irQkiahoma City metro region
reported the lowest capacity to provide both of these EBRsa area-based program managers
also reported the highest capacity to provide FansjcRoeducation and Supportive Housing,
and those from the southeast quadrant also reported Ipghitgeto provide consumer-run
services. Among children’s EBPs, only IPT capacityedby region, with program managers

in Oklahoma City and the southwest quadrant reportingititeest capacity, and those in Tulsa
reporting the lowest capacity.

Exhibit 7.8: Evidence Based Practice Capacity by Re  gion *®
NE OKC SE SwW Tulsa [Statewide

% reporting high capacity N=30 (A) | N=49 (A) | N=19 (A) | N=18 (A) | N=13 (A) [ N=138 (A)

N=23 (C) | N=32(C) | N=12(C) | N=6(C) N=9 (C) N=89 (C)
lliness Management & o o o o N 0
Recovery (IMR) (adult) 40% 25% 63% 67% 46% 41%
Assertive Community o o o o 0 0
Treatment (ACT) (adult) 21% 15% 30% 22% 54% 22%
Family Psychoeducation 43% 59% 29% 50% 920 59%
(adult)
Supportive Housing (adult) 24% 33% 50% 11% 69% 34%
Consumer—run services 28% 40% 60% 11% 31% 3506
(adult)
Interpersonal Therapy o o o o 0 0
(IPT) (child) 52% 69% 50% 67% 11% 55%

Data from the program manager survey. ¢ All data are significant at the p<.05 level. ¢ (A) indicates programs serving
adults. (C) indicates program serving children. ¢ NW not included in analysis; N<10.

37 ACT/PACT, CBT, Family Psychoeducation, IDDT, Consurnen services, Supported Housing, CBT for

Depression, CBT for Anxiety, CBT for Trauma, IPT, FIMIST, and Therapeutic Foster Care were not significant

3 CBT, IDDT, CBT for Depression, CBT for Anxiety, CB®r Trauma, FFT, MST, Therapeutic Foster Care,
Medication Management, Supported Employment were not signtfi
39 Statewide total is greater than sum of regionalsdiatause some programs could not be assigned to a aegio
because the northwest region is not shown due to a low N
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Staff Cultural Competence

This section provides an overview of staff cultural anduistic capacity as well as program
cultural competency. Staff were asked to respond taess#rfive items regarding
program/organizational cultural competence or formaliafadmal workplace policies related to
cultural sensitivity. Exhibit 7.9 shows the resultshegde items; 1,288 staff responded to at least
one of these itemi®.

Exhibit 7.9: Staff Cultural Competency Items

My workplace has an attitude of
acceptance for people of differentB87%
cultural backgrounds

Sensitivity to diversity is an important
part of supervision & team meetings

=T

2%

| am encouraged to attend diversity
training

[57]

7

Our org uses cultural assessment to
plan effective treatment & servicelg0%
delivery

iy org does a good job in recruiting &
retaining employees of different cuttures

h

2%

T 1 T T T
] 20 40 &0 a0 100

Percent

Data from the staff survey.

The most widespread support was observed for the statempembrkplace has an attitude of
acceptance for people of different cultural backgroyndsle the statememhy organization
does a good job recruiting and retaining employees of different culivasshe least-frequently
endorsed. Survey respondents were not provided with ataefiaf the terms culture and
cultural and likely interpreted them based on their camtgthin each statement.

Staff Perception of Cultural Competence Across Staf  f and Program Variables

We selectedny organization does a good job recruiting and retaining employees of different
culturesas an indicator of cultural competence because cfalency of recruitment and

retention to the behavioral healthcare workforce andtéines applicability regardless of

industry or region. We ran bivariate analyses to determhperceptions of recruiting and

retaining employees of different cultures varies by spafigram and organizational
characteristics. The staff-level variables testecewgender, age, race/ethnicity, consumer status,
highest degree attained and staff position title. Progaamaehindustry-level variables included

“0 Staff were asked to indicate one of five resporstesngly agreeagree neither agree nor disagredisagreeor
strongly disagree Exhibit 7.9 shows the percentages of staff thaeegtiongly agreedr agreedwith each
statement.
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industry, region, service type, program setting, service ptipa| organizational operation and
size.

Analysis and Results

Results indicated that staff perception of recruiting eetaining employees of different cultures
varies by the following: industry, ethnicity, family ofyth consumer, highest degree attained,
organizational operation, program setting, service typregion. A final regression model was
run using industry, ethnicity, family of youth consumer hieigt degree attained, and region
because these items remained significant in the fgitession model and were not correlated
based on other tests.Further detail on the final model is available in ApperiL.

Industry, region, highest degree attained and staff ethmenained significant predictors of
staff sense of organizational cultural competenceanegression analyses. Exhibit 7.10
illustrates the industry group-based variation in stafeagrent with that their organization is
successful in recruiting and retaining a diverse workfosgff from the Substance Abuse
industry group consistently described their organizaticsuliarally competent were most likely
to agree that their organization meets this criteriocutitiral competency, with roughly 60% of
the staff from the OPHA and OJA industries also agre#hiat their organization is successful in
this area.

Exhibit 7.10: Staff Perceptions of Cultural Compete  ncy by Industry

ChildG MH DOC FQHC OJA OPHA SA
N=37 N=438 N=38 N=13 N=37 N=349 N=227

My organization does a good
job recruiting/retaining 51% 54% 40% 39% 60% 61% 71%
employees of different cultures

Data from the staff survey.+ All data are significant at the p<.05 level. ¢ Other Medicaid and DHS industries are not
included in the analysis because there were too few cases.

Regionally, staff working in the Oklahoma City metreaare most likely to report their
organization does a good job recruiting and retaining erepogf different cultures (68%,
Exhibit 7.11). This is not surprising considering it is a metiitgpoarea and it had the most
survey respondents. At least 60% of staff working énrtbrthwest and southeast thought their
organizations were culturally competent with respecetouitment and retention. The
relationship between race and region indicates thinsast has the highest proportion of
American Indians and the northwest has one of the sigiteportions of staff identifying as
Black/African American.

Exhibit 7.11: Staff Perceptions of Cultural Compete  ncy by Region

NE NW OKC SE SW Tulsa Statewide
N=327 N=58 N=477 N=150 N=90 N=92 N=1246"

My organization does a good
job recruiting/retaining 49% 62% 68% 60% 54% 53% 59%
employees of different cultures

Data from the staff survey. ¢ All data are significant at the p<.05 level.

*L All significant items from the bivariate analysesra included in an initial logistic regression modelrvide
type, service setting, and organizational operatierewot included in the final model because they weltdhig
correlated. Additionally, variables that were nongfigant predictors in the initial model were dropped fritra
final model.

“2 Statewide N is greater than sum of regional Ns becsamse programs could not be assigned a region.
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The relationship between staff perceptions of culturaipgience and staff ethnicity, although
statistically significant, was not in the hypothesizea@dation. Staff identifying as
Hispanic/Latino (81%) were far more likely to repostttheir organization recruits and retains a
culturally diverse staff, compared with non-Hispanic/hatstaff (58%). Statewide
Hispanics/Latinos represent approximately 7.6 % of the popuajdut only 4% of staff

surveyed identified with this ethnic group. Fifteen percéstaff identify as American Indian
and 12% as Black/African American (both of which are arghan the groups’ representation in
the state overall; approximately 8% of the populatiorbfih). Additional calculations reveal
that Black/African American and Hispanic/Latino statt anore likely to live in the Oklahoma
City metro area than any other region of the sthteould be that the majority of
Hispanic/Latino staff work in regions of the state vehhere is more racial/ethnic diversity.

Exhibit 7.12: Staff Perceptions of Cultural Compete  ncy by Ethnicity

Non-Hispanic Hispanic/Latino
N=983 N=37

My organization does a good
job recruiting/retaining 58% 81%
employees of different cultures

Data from the staff survey. ¢ All data are significant at the p<.05 level.

Finally, perceptions of cultural competency vary by edoaafiattainment. With the exception
of individuals possessing an Associates degree, more ladhbbtated individuals are less likely
to agree that their organization is effective in itsugément and retention of a culturally diverse
staff.

Exhibit 7.13: Staff Perceptions of Cultural Compete  ncy by Highest Degree

High School | Associates Bachelors Masters Ph.D.
N=244 N=191 N=332 N=377 N=44

My organization does a good
job recruiting/retaining 66% 52% 61% 58% 36%
employees of different cultures

Data from the staff survey. ¢ All data are significant at the p<.05 level. ¢ MD/DO is not included in the analysis
because there were too few cases.

Cultural and Linguistic Capacity

The next section discusses the prevalence of cuttarapetency training in behavioral
healthcare programs, the linguistic capacity of individuaf/shanagers, and programs’ ability
to provide services in Spanish and American Sign Languagagran managers were asked
whether their organization offers cultural competemaining and whether their program had
capacity to provide services in Spanish and American Sigguage (ASL). The responses to
these items are shown in Exhibit 7.14. Two-hundred and nmetegram managers responded
to the item regarding organizational cultural competéraging; the language items reflect the
capacity of 250 programs.

A significant number, almost 80%, of programs provide styme of cultural competency
training. Some programs require the training, while othensad. The frequency of training
varies as well. Twenty-two percent of program managgrsrted that their program can provide
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services in Spanish and half as many (11%) are prepared idepsavvices in American Sign
Language. However, the question regarding linguistic cap@tfbich of the following
languages is this program currently prepared to provide servicgsna8 posed in such a way
that program managers had liberty to interpret what wastrbgahe phrase “...prepared to
provide services in...” As a result, the question may haea linterpreted consistently across
respondents. For example, some program managers mantaated that they are prepared to
offer services in Spanish because they have programeetaterials in both English and
Spanish, while others may have been reporting more isgmnifcapacity.

Exhibit 7.14: Program Cultural and Linguistic Capac ity

80—

o
f]
|

Percent
=
[ ]
1

78% 22% 11%

Holds cuttural Can provide Can provide
competence  servicesin  servicesin
training Spanish ASL

Data from the program manager survey.

Looking at program manager and staff reported fluency (Exhib%), about 3% of program
managers and 3% of staff report being fluent in Spanisim feveer report fluency in ASL, 2%

of both groups (Exhibit 7.15). Interestingly, staff flugme ASL and Spanish did not vary by
region. These results, however, should be intergneth care as the staff survey response rate
was low; data describing staff cultural and linguistic cagangay not be representative of the
larger behavioral healthcare workforce in Oklahoma.

Exhibit 7.15: Program Manager and Staff Reported FI  uency Compared to Census Language Use

% Program 0 % State of

Managers o ST Oklahoma”
Fluent in language other than English 7% 7% 8%
Fluent in Spanish 3% 3% 5%
Fluent in ASL 2% 2% not available

Data from the program manager and staff surveys. ¢ ~Selected Social Characteristics in the United States: 2006-
2008. Data Set: 2006-2008 American Community Survey 3-Year Estimates. Survey: American Community Survey

Summary

Based on program manager reports, the three typesrohgranost needed by staff are: (1)
knowing about consumers’ psychiatric medications and s effects, (2) communication
skills and (3) educating consumers’ family members ahdjests related to mental health or
substance abuse. Bivariate analyses demonstrate tgaamrananagers from the Substance
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Abuse and DHS industry groups are most likely to repofft rst@ding training related to
consumers’ psychiatric medications, while 30% and 36% &ffstan the OJA and OPHA
industries require additional training on the role of pasrservice providers.

In addition to basic training it is important that newfpssional staff have the capacity to
provide evidence-based practices for adults and children. 85%iof new professional hires
are prepared to provide Cognitive Behavioral Therapy (CBTadoitts and CBT for depression,
anxiety, and trauma for children. Since education about@yc medications was identified
as one of the types of training most needed for dirgetstaff, it is not surprising that only 37%
of new professional hires can provide the Medicationddament.

Staff were asked to respond to a series of five itemsd@gaprogram/organizational cultural
competence. Endorsement rates for these items rangea fnigh of 87% to a low of 59%.
Bivariate analyses explored the relationship betweemdthese items my organization does a
good job recruiting and retaining employees of different cultdrasd several program,
organization, and staff variables. Staff perceptiortsoef successful their organization is in
recruiting and retaining a diverse workforce varied by ingusegion, and staff ethnicity and
highest degree earned. Interestingly, staff identifysgligpanic/Latino were more likely to
report their organization recruits and retains emplogéedserse cultures than were staff who
did not identify as Hispanic/Latino. This finding mayrkéated to another finding: staff
working in the Oklahoma City metro area are mostyikelagree with the aforementioned
cultural competency item. This region of the statktha highest response rate and the greatest
racial/ethnic diversity among staff working there.

Program managers were asked to report the cultural andsticgrapacity of their programs.
Comparisons were made between program manager repprteyodm linguistic capacity and
the self-reported fluency of staff and program managéhe vast majority of programs (78%)
hold some type of cultural competency training for stéféwever, although 22% of program
managers report that their program can provide servicgganish, only about 3% of staff and
managers reported that they are fluent in Spanish, vidilelss than 5%, the state average.
Different interpretations of what it means to “proviéevices” in Spanish may account for some
of the discrepancy in self-reported (staff and prograanagers) and program linguistic capacity.
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CHAPTER 8: REPRESENTATION OF CONSUMERS AND THEIR FA MILY
MEMBERS IN THE WORKFORCE

In the interest of investigating the representation asibility of consumers and family members
in the behavioral healthcare workforce, staff and mogmanagers were asked to respond to a
series of items about their status as consumersrolyfenembers. Those who identified as staff
and/or family members were asked a series of items @lheiudisclosure of this status in their
workplace. Survey respondents were provided with the failpwefinition ofconsumer:
“Someone who is currently or has received mental health, substance abusecdherfor
addictive disorder servicésAdditionally, respondents were reminded that theyldskip any
guestion they were not comfortable answering.

Respondents Identifying as Consumers or Family Memb ers of Consumers

Exhibit 8.1 shows the responses to the items relatedftmeatification as a consumer or family
member of a consumer. One-hundred and ninety-seven (80%apr managers and 1,188
(90%) staff responded to the consumer or family membmsiteifty-two program managers
and 295 staff responded to the consumer status disclosuss &ad 88 program managers and
420 staff responded to the family member status disclosums.ité&dult consumers and family
of adult consumers are well represented in the Oklahoehavioral healthcare workforce. This
is not unexpected considering the fields focus on regam increased consumer involvement
in behavioral health policy and service delivery. Thigyen percent of program managers and
30% of staff identify as a family member of an adultstamer. Twenty-five percent of program
managers and 20% of staff are themselves adult consdthafsuth consumers and family of
youth consumers are not represented as well, witha8alpf program managers and 5% of staff
identifying as such?

“3 Additional data analyses show that 152 staff membersifigastboth adult consumers (i.e., mental health or
substance abuse) and family members of a consumea@udt mental health, adult substance abuse, youth mental
health or youth substance abuse). In addition, 33 progranagers identify as both adult consumers (i.e., mental
health or substance abuse) and family members ofsuowr (i.e., adult mental health, adult substance abuse,
youth mental health or youth substance abuse).

** These individuals are identifying as past (not currgmi}h consumers as only one individual surveyed is under
18 years old.
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Exhibit 8.1: Staff and Program Manager Consumer Rep  resentation

B staff
] Prog Mars

Adult consumer

Youth consumer

Family of adult consumer,

Farnily of youth consumer
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Percent
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Data from the staff and program manager surveys.

Consumer and family representation among staff menvagiess across industries groups for
three of the four consumer groups: adult consumer, famelynbers of an adult consumer, and
family members of a youth consumer. DOC has the Bigdatult consumer (42%) and family of
an adult consumer (39%) representation of any industigwied closely by the Substance
Abuse industry group with 32 and 38% respectively. Givestilomg tradition of self-help and
mutual aid within the Substance Abuse service systamndgt surprising that this industry
group’s consumer representation is among the highese afidustries surveyed. Industry
groups with insufficient responses are not shown inexisbit.

Exhibit 8.2: Staff Consumer Representation by Indus  try

MH OPHA OJA DOC SA ChildG

N=400 N=311 N=35 N=33 N=219 N=34

Adult consumer 23% 14% 9% 42% 32% 18%
Family member of adult consumer 34% 25% 18% 39% 38% 21%
Family member of youth consumer 15% 10% 0% 15% 10% 18%

Data from the staff survey.

Predicting Consumer Representation

The analysis looked for relationships between consuempgesentation among staff members
and variables falling into two categories: study dimensamnables (industry group, geographic
region, type of service provided by program, program settgegeoup of population served by
program, state versus private operation status, orgamsatize, and position types), and staff
characteristics (race, ethnicity, gender, age, and gdoga Of the study dimensions, only
position type proved to be unrelated to consumer st&@bithe staff characteristics, only race
and gender proved to be unrelated to consumer status.
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Logistic regression was used to test the remaining restips?> Only service type and

program setting remained significant in the logistic regicn model. Staff working in programs
serving people dually diagnosed with developmental disakiktnd behavioral health needs
were significantly less likely to identify as consum#ran were staff in programs serving people
with substance abuse or substance abuse and menthlrezds. As shown in Exhibit 8.4, staff
working in residential settings and inpatient settingeevaggnificantly less likely to identify as
consumers than were staff working in outpatient settings

Exhibit 8.3: Consumer Representation Among Staff by Service Type
Co-occ Co-occ
NLVI:';% MH & SA NS—QO DD & MH/SA
- N= 326 - N=70
% of staff identifying as consumers 21% 26% 41% 9%
Data from the staff and program manager surveys.
Exhibit 8.4: Consumer Representation Among Staff by Program Setting
Inpatient Outpatient Residential Correctional
N= 252 N= 343 N=208 N=49
% of staff identifying as consumers 18% 31% 17% 25%

Data from the staff and program manager surveys.

Predicting Representation of Consumers’ Family Memb ers

A similar analysis was conducted to determine the pregictostaff self-identification as a

family member of a consumer. The variables initiabysidered included the study dimension
variables and staff characteristitsOf the study dimension variables, everything except for
service type was initially shown to be related to fgrmmember status. Of the staff characteristic
variables, everything except for ethnicity proved to be Baamtly associated with family
member status.

The remainder of the variables were entered into atlogegression modél. Out of the
relationships tested, only respondent education remainedicagt. As shown in Exhibit 8.5,

“5 Our intention was to then test these predictive maliips via a logistic regression model, but severtileof
variables needed to be dropped due to concerns about owéHagher predictor variables. The variables drappe
were industry group, age group of population served, andiaegam size. While relationships among most of the
predictor variables were noted, each of these variahiedapped with the service type variable in ways tbatred
particularly strongly related to the distribution of samer representation. Given the concerns about thk sm
number of staff reporting Hispanic ethnicity, this valéawas also dropped from further analysis. Additionally,
geographic region was not included in the regression medkkee were concerns about difficulty interpreting the
relationship identified by the initial testing. As notddewhere, the six geographic regions may not brieakly
along the dimension of urban vs. rural, limiting ouitigito test for differences between urban andlrura
respondents, and challenging the interpretation ofioakttips between study variables and geographic region.

“6 Study dimension variables include: industry group, geographicretype of service provided by program,
program setting, age group of population served by progtate,\&ersus private operation status, organizations size
and position types. Staff characteristics include: reitmicity, gender, age, and education.

" Several variables were excluded from this analysisastdifficult to interpret the patterns observed fathb
organization size and age group of population served, sotheables were dropped due to concerns about
spurious findings. Respondent age range was also droppedufitber analysis due to a low response rate to one
age category.
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staff members with Masters’ degrees or higher were tilaly to identify as family members
of consumers than were staff members with high satiptdmas or GEDs.

Exhibit 8.5: Family Member Representation Among Sta

ff by Education Level

Masters + Bachelors Associates HS/GED
N= 415 N= 323 N=176 N=239
% of staff identifying as family members 44% 35% 32% 23%

Data from the staff surveys.

Disclosure of Consumer and Family Member Status

Exhibit 8.6 provides an overview of staff and program manegesumer disclosure. Those

who identified as consumers or family members of coress were asked if they had disclosed
this information to anyone at work. Responsesvtes;-I've told my supervisor; Yes, I've told my
coworkers; Yes, I've told consumers that | serve; and Yestdld someone else at workvere
aggregated and presented in Exhibit 8.6. Program managersrarékaly to disclose their
consumer status than staff. Seventy-seven peréenbg@ram managers who responded to this
item disclosed to someone at work that they are oe wdormer consumer compared with 63%
of staff; 80% disclosed that they are a family mendfer consumer compared to 66% of staff.

Exhibit 8.6: Program Manager and Staff Consumer Dis  closure

Bl staff
[ Prog Mgrs

Disclosed consumer status

Disclozed family member,
status
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]
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Data from the staff and program manager surveys.
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Predicting Disclosure of Consumer Status

The analysis looked for relationships between disclosmeng staff who identified as
consumers and three categories of variables: consuiates sariables (identifying as an adult
consumer or a former youth consumer, and identifyingaaumer of mental health, substance
abuse, or both types of services), study dimension vasiasid staff characteristit®s.Of these
variables, the following proved to be related to disclosfi@nsumer status when the
relationships were tested individually: type of serviezeived by respondent, program industry
group, geographic region, service setting, age of populatimed by program, respondent race
and respondent gender.

While industry group was not included in the subsequent asalysito concerns about overlap
between Substance Abuse industry group membership and respstatiesas a consumer of
both mental health and substance abuse servicesydtrthwhile to note the pattern of disclosure
across industries. These are shown in Exhibit 8.7, malihstries with insufficient numbers of
responses excluded from the table. Of those remainin@ghest rates of disclosure were
found in Substance Abuse industry programs, closely folldwetie Mental Health industry
programs.

Exhibit 8.7: Staff Member Disclosure of Consumer St atus by Industry Group

MH OPHA DOC SA
N= 106 N= 63 N=15 N=78
% of self-identified consumers disclosing 70% 54% 53% 76%

Data from the staff and program manager surveys.

Then logistic regression was used to test the remaiglatjanship$?® While gender did not
remain significantly related to disclosure in the motdeth respondent race and type of services
consumed were related to disclosure. As shown in EXBj White respondents were
significantly more likely than Black or American laal/Alaska Native respondents to report
having disclosed their status as consumers in the woggiagvever, there are no racial
differences in staff member consumer status among thiosedentify as consumers and family
members. It is difficult to ascertain the extenitach racial differences in disclosure are due to
cultural norms and/or past experiences with discrimomaton a personal or structural level).

Finally, respondents who identified lasth mental health and substance abuse service consumers
were more likely to have disclosed than were those nebeiveceither mental health or
substance abuse services (Exhibit 8.9).

“8 Study dimension variables include: industry group, geographicretype of service provided by program,
program setting, age group of population served by progtate,\&ersus private operation status, organizations size
and position types. Staff characteristics include: reitmicity, gender, age, and education.

*9 As with the investigation of predictors of consunegresentation among staff, our intention was to thetrthiese
relationships via a logistic regression model, but séwrthe variables needed to be dropped from this analysis
First, as was found in investigating consumer representacross geographic regions, the relationship between
disclosure and region found was difficult to interpret azeheed likely to be an artifact of the partial relatiops
between this variable and urban vs. rural regionabater. Additionally, there was a relatively low numbg
respondents from one region. Second, age of populatiordsamdeprogram setting were both eliminated from
further testing as they both had a higher proportiamissing data, and their inclusion in the model dropped the
already low N considerably.
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Exhibit 8.8: Staff Member Disclosure of Consumer St

atus by Race

Al/AN Black White 22 races
N=20 N=22 N=220 N=18
% of self-identified consumers disclosing 45% 32% 69% 56%
Data from the staff surveys.
Exhibit 8.9: Staff Member Disclosure of Consumer St atus by Type of Service Consumed
MH only SA only MH & SA
N=174 N=45 N=47
% of self-identified consumers disclosing 64% 69% 83%

Data from the staff surveys.

Predicting Disclosure of Family Member Status

The analysis looked for relationships between disclosmeng staff who identified as
consumers and the study dimension variables and staticteristic variable¥. Consumer
status variables were not tested because of theutliffiof interpreting responses indicating that
one’s family member(s) fell into both category optidh Of the tested variables, the following
proved to be related to disclosure of family member stahes the relationships were tested
individually: program industry group, service setting, respongesition type, respondent race
and respondent gender.

These relationships were using a logistic regression mdridpondent race and program
industry group remained significantly associated with d&aie of family status. As shown in
Exhibit 8.10, White respondents were more likely than Blasgardents to report having
disclosed their status. Respondents working in OPHA ingdpstigrams were significantly less
likely to have disclosed their family status than wespondents working in Mental Health or
Substance Abuse industry programs, as shown in Exhibit 8.11.

Exhibit 8.10: Staff Member Disclosure of Family Sta  tus by Race
Al/AN Black White 22 races
N=34 N=30 N=313 N=27
% family members disclosing 59% 37% 72% 56%
Data from the staff surveys.
Exhibit 8.11: Staff Member Disclosure of Family Sta  tus by Industry Group
MH OPHA DOC SA
N= 159 N= 107 N=14 N=88
% family members disclosing 74% 51% 71% 73%

Data from the staff and program manager surveys.

* Study dimension variables include: industry group, geographicretype of service provided by program,
program setting, age group of population served by progtate,\&ersus private operation status, organizations size
and position types. Staff characteristics include: reitmicity, gender, age, and education.

21 Options being both mental health and substance afuggge of service used by family member), or both adult
and youth consumer; when these items reference fameitgbers rather than the respondent, these dual responses
could refer either to a single family member or to npidtfamily members
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Summary

Information on consumer and family member represemtaiial disclosure was obtained
through the staff and program manager surveys. The mpsttant finding is that a significant
proportion of the behavioral healthcare workforce idesgithemselves as adult consumers
(21%) and an even larger proportion that identify theveseds family members of consumers
(32%). Consumer and family member representation wasgenhigher among program
managers than staff, and was higher for adult consumaefaanily member of adult consumer
categories than for former youth consumer and faafilyouth consumer categories.

Both representation and disclosure varied significantlinbystry group. Adult consumer and
family member representation was highest in the SubstAbuse and DOC industry groups,
and lower in the OPHA, OJA, and Child Guidance industoygs, although Child Guidance
had the greatest proportion of staff who identified asilfamembers of youth consumers. Over
three-quarters of Substance Abuse staff who identiBetbasumers reported having disclosed
this status in the workplace, compared to just overdfidafPHA and DOC staff members who
identified as consumers. Among staff who identifiefaasily members, nearly three-quarters
disclosed this status, while just over half of OPHAfstaclosed.

The analysis considered a wide range of possible presliotdooth consumer status and family
member status among responding staff. While many of theszinitially found to be
significantly related to one or both outcome varialfies, remained significant in the logistic
regression models. Staff working in programs serving peoftteswbstance abuse needs or
substance abuse and mental health needs were signyficaorg likely to identify as consumers
than were staff working in programs serving people duallyndisgd with developmental
disabilities and behavioral health needs. Also, thasding in outpatient programs were
significantly more likely to identify as consumersrihaere those working in inpatient programs.
Respondent education level was the only variable remaimgndisant in the family member
representation model, with staff who reported having aéfaslegree or higher being
significantly more likely to identify as family memlsethan were staff with high school
diplomas or GEDs.

Among staff and program managers who identify as eitheswuaers or family members, rates
of disclosure in the workplace are high. A higher proportf program managers reported
disclosing their status. For both consumer and famiiyb®e status, roughly four-fifths of
responding program managers report disclosing on the jole vaughly two-thirds of staff
report having disclosed.

The analysis also considered multiple potential predsobf staff disclosure of consumer or
family member status. As with the previous analysis, naditlgese were related to consumer or
family status in initial analysis, but did not remagtated in the subsequent logistic regression
models. Respondent race and type of service used provedignificantly related to disclosure
of consumer status, with White staff more likely toénahsclosed than Black staff, and with
staff who reported receiving both mental health and substdnse services more likely to
disclose than staff receiving either mental healtbutastance abuse services. It is interesting to
note that while there is no significant relationshipateen staff member consumer status and
race, among those who do identify as consumers anty fam@mbers, White staff members are
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more likely to disclose this status in the workplace @ Black staff members. A similar
pattern was noted for disclosure of family member sta®uegram industry group was also
found to be a significant predictor of disclosure ofifgnmember status, with respondents
working in the Mental Health and Substance Abuse progrgmsisantly more likely to have
disclosed their status on the job than were responffemissthe OPHA programs.
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CHAPTER 9: DISCUSSION AND RECOMMENDATIONS

The results described in the previous sections werellyitistributed to the Workforce Study
Team in the form of a preliminary report in July, 2010 @ede presented and discussed with the
group at a meeting held later that month. At the cammiuof that meeting, Workforce Study
Team members were asked to develop recommendationglreldtgic areas drawn from the
report. These recommendations were submitted to ODMHBdEto a September, 2010
Workforce Study Team meeting at which the recommendatvens reviewed and discussed,
along with a revised version of the draft report. Workfd@tgdy Team members were asked to
make recommendations in reference to five topic acgaspensation, recruitment and retention,
training, best practices, and future planning efforts.

Compensation

The Workforce Study Team recommended the prioritizadfooverall funding for behavioral
healthcare services, pointing to the clear need foelbetimpensation. The Team advised that
current pay rates are inadequate, and that it will berirapofor the public to be more aware of
this inadequacy. The problem is reflected in the studyrfgslthat over half of the direct care
respondents made less than $15.00 an hour, and that progragers cite pay as a primary
reason for turnover and a primary barrier to fillingaacies. Workforce Study Team members
made the following recommendations relating to compensation

- Raise the pay level for professionals and tech stiadf &re newly entering into the publicly
funded (state employees and state contracted ageneles)itwral healthcare system; develop
a mechanism to raise the pay level over time for thosfessionals and direct care staff who
are currently employed in the publicly funded system cpaténtially decrease turnover and
vacancy rates.

- Prepare a legislative request or propose a state questiwimg behavioral health provider
pay to the regional average by 2014, as was attempted withtiedwsharing the 2010
elections. Develop cost estimates based on the nuwhBaiEs required to fill the unmet
need through 2014.

- The above recommendations regarding salary/pay shoufdgbenmnented based on the
findings of this report, insofar as staff satisfactath salary/pay differs significantly by
industry group, region, service type, etc. Adjustmentsidhalso be based on multistate
regional averages for salary to maintain a positivepsiitive environment. As shown in
Exhibit 4.12, this adjustment alone would raise pay for tbstrjommon behavioral
healthcare position categories by 5% to 13%.

Recruitment & Retention

The Workforce Study Team found that the report provided eveddrat there is dissatisfaction
with opportunities for advancement within the behavioealltihcare workforce, with only 41%
of staff reporting satisfaction with their opportunityadvance within their organization. The
Team advised that this suggests a need for more availalitiemofor advancement, and a need
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to eliminate the barriers that currently make advancediéficult. Additionally, given existing
reimbursement strategies, the Team noted a number lgrades in supporting staff working on
achieving licensure. Specifically, the Workforce Studyrieaade the following
recommendations related to recruitment and retention:

- Incentivize work while people are interning, working on h#ag licensure status and are not
in a reimbursable category; take up the issue of reimburgdorerainee staff with the state
insurance commission and the legislature; reimburseseraiat 140% of the Medicaid rate to
cover the cost of training and supervision.

- Provide incentives for students enrolled in the appletthlioral sciences at Oklahoma
colleges and universities to receive a portion of themiaai training in state funded service
systems; focus particularly on soliciting students whibserve in those professional and
tech staff positions where there appears to the greseds. Such incentives might be
stipends, expense reimbursements, scholarships, etc.

- Establish a loan repayment program for graduating profesisiovho agree to practice within
the state’s mental health system, and in rural settidgstify and facilitate utilization of any
existing such opportunities.

- Collaborate with the Oklahoma State Regents for éfididucation to develop a “career
ladder” system for mental health professionals and $&aff; pursue similar arrangements for
tech staff in high schools and vocational/technicabseth

Training

The Workforce Study Team’s concerns about training inclutle insufficient number of
prescribers in the state; the need to support the dewelttpof basic behavioral healthcare
screening, assessment, treatment, and referral skilag@primary medical care providers; and
the insufficient “real world” training opportunities for somfessions, particularly
psychologists who may be trained in settings vasthegfit from the public behavioral
healthcare system. Related to these concerns, time Meae the following recommendations:

- Provide incentives to encourage faculty members impipded behavioral sciences programs
at Oklahoma colleges and universities to practice witkerstate’s behavioral healthcare
service system, provide clinical supervision of thaidsnts in those settings, and adjust their
curricula to better prepare students for their own radh this environment.

- Ensure that Oklahoma’s medical schools, primary ca®ical residency programs, physician
assistant programs, and advanced practice nursing proggeamstudents in the evidence-
based skills necessary to recognize mental health needistm diagnosis, and successfully
treat and/or refer patients for appropriate services.

- Provide funding to expand the number of medical resideaitsrig in the field of psychiatry
in Oklahoma, and encourage the affiliation of the rewiglgorograms with the state’s
behavioral healthcare system, including not only cliniGahing experiences but also the
direct delivery of services.
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- Encourage academic programs in the applied behavioral esiemtrain students who are
located in geographically remote areas in Oklahoma thrasglof telecommunications and
Internet-based technology, thus addressing both regionatigas in EBP-related training
needs and overall workforce capacity.

- Revise the scope of practice for licensed advanced pratuiises, physician assistants, and
doctoral level psychologists to permit them to presgiechiatric medications and require
any necessary training either through continuing professezhadation or in the student
degree programs that ensure that these disciplines mpetent to prescribe and treat
patients with such medications. Create incentiveprionary care providers to develop
integrated care practices by targeting training in integredesland promoting continuing
education in prescribing psychiatric medications.

- In advocacy efforts, emphasize that resources for stippamplementation of EBPS,
training funds, and funding for consultation to assure miadidity should provide cost
savings because people are being treated with practices that wor

Best Practices

The Workforce Study Team identified the implementatibbest practices as one way to
respond to the study findings related to staff paperwork buaderits relation to job satisfaction
and to program manager perceptions of causes of turnodepoaried to the difficulty in
reducing documentation burden given high levels of vacamdywanover. Additionally, the
Team raised telehealth as an important best practiagmplementation in Oklahoma.
Workforce Study Team members recommended the followingrecimorelation to best
practices:

- Expand access to the most up-to-date information on bediqger models and evidence-based
strategies in mental health services for those priofesis providing direct services in
Oklahoma’s publicly funded behavioral healthcare serwestem; arrange for technical
assistance to those professionals who wish to imgaiésuch strategies.

- Limit the quantity of mandatory paperwork and reporting regliby the state’s behavioral
healthcare agencies to only that which is absolutelyssacg. Provide training to
professionals on the means by which such reporting magdmmplished in the most
efficient, least time-consuming manner; establish anioggoeans to remove unnecessary
paperwork by soliciting feedback from those required to ¢etmphe paperwork. Investigate
opportunities for shifting paperwork burden away from clingtaff, using physical
healthcare staff roles and responsibilities as a model

- Expand the use of telehealth as a means to extend betidngalthcare services to those who
are in need of such services but are geographically esfraoh providers; remove any
regulatory and reimbursement barriers to the evidenceshesseof telehealth services; study
the impact of using telehealth on workforce projections.
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- Encourage the practice of Integrated Behavioral Therapyimary medical care setting
through reimbursement incentives paid under OHCA Medicaid fyusde

Future Planning Efforts

Finally, Workforce Study Team members were asked to makem@endations regarding the
next steps for advancing the work of the Team and tigkenfys of the study. Team members
identified a need to retain the involvement and commitraéwntell-positioned personnel in key
state agencies and within the private sector, and pointibe iomportance of focusing continued
work on a vision for the future of behavioral healthaarthe state. Specifically, the Workforce
Study Team recommended the following activities as rexyiss

- Create a Mental Health Workforce Advisory Council tisatharged with further in-depth
analysis of the state’s workforce, to help Oklahoma logva model for its future in
providing behavioral health services for its citizens, @githe a plan or model for meeting
the prospective workforce needs for Oklahoma'’s futurensicler creating this Council as an
extension of an established board, such as the MentahH8ahning Council or the
Partnership for Children’s Behavioral Health. Considrrding this initiative under the
general healthcare umbrella, and developing it in as8ogiwith healthcare reform activities.

- Continue the investigation of both key issues identifirethe existing workforce study report
and those not covered in the report, including the relship between staffing patterns,
compensation, and barriers to recruitment, as well asrpatof licensed clinicians moving
into private practice.

- Coordinate current and future recommendations with thossaged by other groups
invested in workforce issues. Along these same linpgpatization process would support
progress on this initiative, by allowing stakeholders tgdaresources to the tasks that are
most feasible and are anticipated to have high payoth@®workforce.

Throughout these and the previous recommendations, thefdite Study Team implicitly
identified the need to distinguish between the workfacé exists and the workforce required
to be fully responsive to the behavioral healthcare nee@&lahoma citizens. Regardless of
which recommendations are carried forward, this distnathay provide direction to the Team
and subsequent Advisory Council, as suggested by one Workfaye Team member’s
statement:

... itis imperative to stress the necessity of being praactith respect to
continuous workforce planning and evaluation. Therefore, it is required that
there be a model of what the future workforce shtnoé like and not base
assumptions of simply maintaining status quo. If we believe that wreatwe

doing now is the right model and sufficient to meet needs, then we &bhmugdbn

a “replacement strategy.” If, on the other hand, we feel thatimg®©klahoma’s
behavioral health needs require a change in our system of care or if \eeoel

that national healthcare reform has and will continue to change our system, then
we need to imagine what that change looks like and plan accordingly.
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APPENDIX A: STAFF SEPARATIONS

APPENDIX Al: Logistic Regression Models for Perceiv  ed Causes of Separations

Factors Influencing Program Manager Perceptions of Staff Dissatisfaction with Salary/Pay as a

Cause of Turnover

Model 1 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry™

Industry Group 13.450*

Substance Abuse -1.153*q 0.382 0.316

DHS -0.585 0.723 0.557

OJA 1.969 1.443 7.162

OPHA -0.851 0.667 0.427

Program Setting® 3.664

Inpatient -0.441 0.534 0.643

Criminal Justice -1.770 1.177 0.170

Residential 0.238 0.488 1.269

N 175

*p< .05

Factors Influencing Program Manager Perceptions of

Cause of Turnover

Staff Dissatisfaction with Paperwork as a

Model 2 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry™ 2.409

Substance Abuse 0.274 0.392 1.315

DHS -1.169 1.028 0.311

OJA -20.764 12196.115 0.000

OPHA 0.063 0.907 1.065

Service Population®®  6.741*

Children Only 1.429* 0.603 4.175

Adults Only 0.068 0.410 1.070

Program Setting™® 13.019*

Inpatient -2.037* 0.705 0.130

Criminal Justice -1.589 1.201 0.204

Residential -1.309% 0.550 0.270

N 182

*p< .05

2 Mental Health industry is the reference category.
>3 Qutpatient programs are the reference category.
>* Mental Health industry is the reference category.
%5 Serves both children and adults is the reference category.
* Qutpatient programs are the reference category.



Factors Influencing Program Manager Perceptions of

Responsibilities as a Cause of Turnover

Staff Dissatisfaction with Job

Model 3 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Service Population®  9.201*

Children Only 2.494** 0.822 12.108

Adults Only 1.963** 0.766 7.119

Organizational Size®® 5.217

Small Organizations -0.340 0.687 0.712

Medium Organizations 0.866* 0.433 2.377

N 188

*p< .05

Factors Influencing Program Manager Perceptions of

as a Cause of Turnover

Staff Dissatisfaction with Shift/Work Hours

Model 4 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry™® 3.244

Substance Abuse -0.246 0.514 0.782

DHS -0.219 0.784 0.803

OJA 0.363 0.876 1.437

OPHA 0.988 0.689 2.686

Program Setting® 5.628

Inpatient 1.040 0.595 2.831

Criminal Justice 1.365 0.931 3.917

Residential 1.099* 0.565 3.002

N 195

*p< .05

>" Serving both children and adults is the referemtegory.

%8 | arge organizations are the reference category.
*9 Mental health industry is the reference category.
0 Qutpatient programs are the reference category.



Factors Influencing Program Manager Perceptions of Staff Dissatisfaction with Salary/Pay as a

Cause of Turnover

Model 5 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry®*

Industry Group 7.085

Substance Abuse -0.454 0.620 0.635

DHS 1.439 1.158 4.217

0OJA 2.526 1.499 12.509

OPHA -0.197 0.924 0.821

Service Population®®  3.172

Children Only -0.757 0.564 0.469

Adults Only 0.180 0.458 1.197

Organizational Type® 2.714

State Operated 0.953 0.578 2.593

Program Setting® 5.108

Inpatient -0.758 0.707 0.469

Criminal Justice -2.826* 1.333 0.059

Residential -0.360 0.593 0.698

Organizational Size®®  2.696

Small Organizations -0.271 0.708 0.762

Medium Organizations -0.854 0.584 0.426

N 175

*p< .05

®1 Mental Health industry is the reference category.

62 Serves both children and adults is the reference category.

% Privately operated organizations are the refereriegogy.
% Qutpatient programs are the reference category.
% Large organizations are the reference category.
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Factors Influencing Program Manager Perceptions of

Cause of Turnover

Staff Dissatisfaction with Paperwork as a

Model 6 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry®® 1.741

Substance Abuse 0.373 0.611 1.452

DHS -0.802 1.117 0.448

0OJA -20.356 13850.448 0.000

OPHA -0.173 1.004 0.841

Service Population®”  5.013

Children Only 1.266* 0.618 3.548

Adults Only 0.050 0.412 1.051

Organizational Type® 0.170

State Operated -0.192 0.466 0.825

Program Setting® 11.103*

Inpatient -1.944* 0.743 0.143

Criminal Justice -1.500 1.206 0.223

Residential -1.389* 0.585 0.249

Organizational Size”®  0.650

Small Organizations -0.115 0.684 0.891

Medium Organizations -0.409 0.563 0.665

N 175

*p< .05

% Mental health industry is the reference category.

67 Serves both children and adults is the reference category.
% Privately operated organizations are the refereriegogy.

% Qutpatient programs are the reference category.
0 Large organizations are the reference category.
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Factors Influencing Program Manager Perceptions of Staff Dissatisfaction with Job
Responsibilities as a Cause of Turnover

Model 7 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry” 2.407

Substance Abuse -0.813 0.752 0.444

DHS -0.533 1.088 0.587

0OJA -19.701 12009.979 0.000

OPHA 0.713 1.062 2.040

Service Population”  5.040

Children Only 1.871* 0.883 6.496

Adults Only 1.718* 0.810 5.575

Organizational Type”  0.455

State Operated -0.433 0.642 0.649

Program Setting”™ 1.749

Inpatient 0.144 0.829 1.155

Criminal Justice -18.658 13143.367 0.000

Residential 0.862 0.657 2.368

Organizational Size”®>  3.606

Small Organizations -0.184 0.946 0.832

Medium Organizations 1.000 0.633 2.717

N 175

*p< .05

" Mental health industry is the reference category.
2 Serving both children and adults is the referemtegory.
3 Privately operated organizations are the refereriegogy.
" Qutpatient programs are the reference category.
'S Large organizations are the reference category.



Factors Influencing Program Manager Perceptions of

as a Cause of Turnover

Staff Dissatisfaction with Shift/Work Hours

Model 8 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry”® 3.023

Substance Abuse -0.613 0.762 0.542

DHS -1.180 1.144 0.307

0OJA 0.244 1.198 1.276

OPHA 0.523 0.948 1.687

Service Population””  0.585

Children Only -0.130 0.639 0.878

Adults Only -0.422 0.574 0.656

Organizational Type”® 1.329

State Operated -0.715 0.620 0.489

Program Setting” 6.744

Inpatient 1.310 0.758 3.707

Criminal Justice 2.079* 1.050 7.996

Residential 1.551* 0.703 4,718

Organizational Size®®  0.816

Small Organizations -0.467 0.868 0.627

Medium Organizations 0.199 0.626 1.221

N 175

*p< .05

8 Mental health industry is the reference category.
" Serving both children and adults is the referemtegory.

'8 Privately operated organizations are the refereriegogy.

9 Qutpatient programs are the reference category.
8 |arge organizations are the reference category.
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APPENDIX A2: Distribution of Separation Rates

Cross-industry Program Level Percent Separated Mean Median Range [Distribution

Separations, all positions (N programs=230) 36% 25% 0%-200% &
APPENDIX A3: Distribution of Position Type Proporti ons
Staff Position Predictors Mean Median Range Dist
Proportion MDs (N=224) (PM) 3% 0% 0%-50% L
Proportion PhDs (N=225) (PM) 1% 0% 0%-71% L
Proportion MSWs (N=230) (PM) 50% 44% 0%-100% I ‘
Proportion RNs (N=225) (PM) 6% 0% 0%-56% |
Proportion LPNs (N=223) (PM) 2% 0% 0%-50%
Proportion Techs (N=227) (PM) 39% 40% 0%-100%

= e}

APPENDIX A4: Variables Discarded from Separation Ra te Analysis
State/private Health Insurance Pri\(/ﬁt:edflé())w Pri\(/ﬁt:esl\l/l)ed Pri\(/ﬁt:esgi)gh (ﬁtj;%) (J:;agl&

Proportion in low turnover group 50%

65%

47%

71%

58%

The above variable was created by dividing private orgamimainto three groups according to
the proportion of health insurance costs covered f@ieyaes, and considering state operated
organizations as a fourth group. If state and private dgltombined, the proportion in the low

turnover group is nearly equal to that for all programs coethiagain leaving a distribution

that’s difficult to interpret.

Similar problems were encountered with combined benefitgyiable representing the number

of the following benefits offered: health, dental, liémd disability. This? was significant, but

the distribution isn’t logical:
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Combined Benefits 0 benefits | 1 benefit | 2 benefits | 3 benefits | 4 benefits Total
(N=4) (N=14) (N=11) (N=49) (N=164) | (N=242)
Proportion in low turnover group 100% 57% 64% 31% 61% 55%

As an alternative, the distribution for state v. pi@aoperated programs (without considering
percentage of health insurance paid) does look as we’d eXpeetprivate program Ns are
higher here because of the high number of programsngipsoportion of health insurance paid.
This variable was retained in the analysis.

State Operated/Privately Operated

Private
(N=188)

State
(N=56)

Total
(N=244)

Proportion in low turnover group

51%

71%

55%

APPENDIX A5: Correlation Between Proportion Counsel  ors and Proportion Techs

Predictor correlation was examined using both the Peasgificient and Spearman’s rho. The

two approaches yielded similar results.

Proportion of
professionally
trained staff

Proportion of
professionally
trained staff

Proportion Masters-level counselors

°
_cg
®
®

*

Proportion Techs

r=-0.88*

* p<.05
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APPENDIX A6: Logistic Regression Model for Separati  on Rate
Wald Metric Standard Odds
Statistic Coefficient Error Ratio
Industry® ! 4.26
ChildG -.44 .87 .64
SA -.28 .36 .75
OJA -.01 .73 .99
DHS .33 .60 1.38
OPHA -.94 .54 .39
Proportion Techs 1.05* A7 2.86
State operated -.93* .39 .40
N 217

*p< .05

APPENDIX A7: Staff Position Type Breakdown in Low a

nd High Separation Programs

Mean prop | Mean prop . .

Staff position type predictors low sep high sep t AT utlizaren Z
Whitney U W

programs | programs
Proportion MDs (PM) 3% 2% 43 6167.00 11945.00 -.108
Proportion PhDs (PM) 2% 0% 2.27%% | 5999.00 | 11777.00 -1.17
Proportion Master’s level (PM) 57% 44% 2.65* 5752.50 11158.50 -2.54*
Proportion RNs (PM) 6% 5% .73 6171.00 11949.00 =22
Proportion LPNs (PM) 2% 2% -.43 6101.50 11879.50 -.34
Proportion Techs (PM) 31% 48% -3.74* 4730.50 11990.50 -3.48*

*p< .05

81 Mental health industry is reference group
82 Equal variances not assumed due to significant Levéest statistic
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APPENDIX A8: Additional Variables Investigated as P

redictors of Separation Rate

X2
Industry 10.95*
Region 8.09
Service Type 3.07
Program Setting 2.25
Population Age 4.56
Benefits: State/private health insurance proportion paid 8.49*
Alt: State v. private 7.62*
Benefits: Health, dental, disability and life combined 17.79*
Alt: Disability only 5.75*
Organization size 1.14
* p<.05
APPENDIX A9: Distribution of Intention to Leave Pre  dictors
Predictor Mean Median Range Dist
Staff overall job satisfaction (1: very satisfied - 5: very 1.89 _ _
dissatisfied) (N=1264) ’
Staff pay (N=1065) $17.01 $12.50 -- J\I.Ih
Staff experience (years in field) (N=1171) 10.13 8.00 1.00 - 43.00 i
Staff age (N=1200) 42.59 39.50 - J(‘LL
L

APPENDIX A10: Intention to Leave and Composite Cons

umer Identity Variable (rejected)

Consumer/familv Status Neither Consumer Family Both Total
y (N=685) (N=98) (N=226) (N=172) (N=1181)
Proportion intending to leave 19% 13% 20% 27% 20%
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APPENDIX Al1l: Intention to Leave Predictor Correlat

Predictor correlation was examined using both the Peasgificient and Spearman’s rho.

two approaches yielded similar results.

ion

The

I S [}

g 3 2 g o

3 8 S 2 ®

E o) '% E E :‘J' E

n .o n n n o N
Staff overall job satisfaction p=-0.02 p=-0.01 p=-0.02
Staff pay r=-0.05 p=0.49* p=0.35*
Staff experience r=-0.03 r=0.37* p=0.58*
Staff age r=-0.01 r=0.29* r=0.58*
*p< .05

APPENDIX A12: Logistic Regression Model for Staff |

ntention to Leave

Wald Metric Standard Odds

Statistic Coefficient Error Ratio
Job satisfaction 1.04* 12 2.82
Pay .003 .01 1.00
Years in field .00 .02 1.00
Service type® 3.85
Co-occur Dev & MH/SA -.15 .46 .86
SA -1.02 .56 .36
Co-occur MH/SA -.07 .24 1.07
Region® 10.43
NW .01 .46 1.00
SW -17 43 .84
SE -.08 .37 .92
NE -31 .30 74
Tulsa .83 .36 2.30
Age -.03* .01 .97
Family member -.15 A2 .86
N 217

*p< .05

8 Mental health industry is reference group
84 OKC region is reference group
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APPENDIX A13: Job and Staff Predictors for Staff Intending to Lea

ve and Intending to Stay

Mean for Mean for Mann- Wilcoxon
staff staff t . Z
. . Whitney U W

staying leaving
(Sst;ffff)o"era” job satisfaction (N=1241) 4 7, 259 | -11.57+® | 67861.00 | 563371.00 | -11.85*
Staff pay (N=1047) (staff) $17.29 $16.08 1.83 78270.50 | 99798.50 | -2.30*
Staff experience (N=1151) (staff) 10.49 8.77 2.75*°" | 94121.50 |119999.50 | -2.40*
Staff age (N=1180) (staff) 43.30 39.67 3.95¢+°" | 89428.50 | 11462850 | -3.95*

*p< .05

While all of the above were significant in bivariatelysis, only job satisfaction and staff age

remained significant in the regression model.

APPENDIX A14: Additional Variables Investigated as

Predictors of Intention to Leave

Region (assigned) OKC Tulsa NE SE SW NW Total
9 9 (N=456) | (N=90) | (N=326) | (N=147) | (N=88) | (N=55) |(N=1162)
Proportion intending to leave (staff) 19% 31% 15% 23% 23% 74% 20%
Co-oceur Co-occur
. MH SA Dev Dis & Total
Senvice Type! (BM) (N=411) (N=74) ('\Idﬁégé) MH/ SA (N=890)
~ (N=75)
Proportion intending to leave (staff) 23% 5% 20% 15% 20%
Adult & Child Adult Only Child Only Total
Cen=mzr g (FN) (N=223) (N=401) (N=173) (N=797)
Proportion intending to leave (staff) 20% 21% 10% 18%
. Family Members Non-Family Members Total
Family Status (staff) (N=398) (N=7609) (N=1167)
Proportion intending to leave (staff) 23% 18% 20%

The above were significantly related to intention tovéein bivariate analysis but not in the

regression model.

8 Equal variances not assumed due to significant Levene’s test statistic
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APPENDIX A15: U.S. Bureau of Labor Statistics Stan  dard Occupational Classification System
Positions Categorized According to Six-Position Stru cture

Aides/Techs

Psychiatric technicians

Psychiatric aides

Social and human service assistants
Home health aides

Nursing aides, orderlies and attendants
Occupational therapist assistants
Occupational therapist aides

Medical assistants

Dietetic technicians

Masters-Level Professionals

Substance abuse counselors

Behavioral disorder counselors

Marriage and family therapists

Mental health counselors

All other counselors

Child, family and school social workers

Mental health and substance abuse social workers
All other social workers

All other community and social service specialists

LPNs
Licensed practical and licensed vocational nurses

Psychologists
Clinical, counseling and school psychologists
All other psychologists

Psychiatrists/Other Physicians
Psychiatrists

Family and General Practitioners
General Internists

General Pediatricians

All other physicians and surgeons

RNs
Registered nurses



APPENDIX B: VACANCIES AND RECRUITMENT BARRIERS

APPENDIX B1: Logistic Regression Model for Salary a

s a Perceived Recruitment Barrier

Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Industry® 16.43*
DHS .23 .59 1.53
OJA -1.90 1.20 .15
OPHA 2.07* .58 7.88
SA .04 .54 1.04
Organization size®’ 5.45
Small 1.31 .60 3.71
Medium .98 .50 2.65
State operated -1.12* .54 .33
N 198
*p< .05
APPENDIX B2: Distribution of Vacancy Rates
Cross-industry Percent Vacant Mean Median Range |Distribution
Vacancies, all positions (N programs=215) 12% 4% 0%-100% ‘
APPENDIX B3: Bivariate Relationships Between Vacanc y Rate and Program Variables
Study Dimensions x?
Industry 8.57
Region 3.18
Service Type 1.48
Program Setting .834
Population Age 2.64
Benefits: State/private health insurance proportion paid 43

Alt: State v. private .27
Benefits: Health, dental, disability and life combined 6.00
Organization size .45

8 Mental health industry is reference group
87 Large organization size is reference group
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APPENDIX B3 continued

Perceived causes of turnover (N=218) X2
Salary not attractive 1.39
No candidates with desired credentials .06
No candidates with desired work experience .05
Small applicant pool due to geographic location 2.33
Competition from other fields 31
Funding/not allowed to fill position .62
No candidates with desired skills 1.73
Shift/work hours not attractive .01
Geographic location of agency not attractive .28
Staff position type predictors Mlisvnvrg(? P Mheigr? \F/)arlgp t Wfl:/il t?]r:er;/-u W“C\(/)\;( on Z
programs | programs

Proportion MDs 2% 2% -.12 5188.50 11183.50 -1.73
Proportion PhDs 2% 1% .98 5676.00 11347.00 -0.49
Proportion MSWs 55% 46% 1.71 5050.00 10721.00 -1.61
Proportion RNs 4% 7% -2.14*% | 4865.00 | 10860.00 -2.47*
Proportion LPNs 2% 3% -1.25% | 5257.50 | 11252.50 -1.77
Proportion Techs 36% 41% -1.62> 5124.00 | 11119.00 -1.46

*p< .05

8 Equal variances not assumed due to significant Levéest statistic

99




APPENDIX C: BENEFITS AND COMPENSATION

APPENDIX C1: Linear Regression Model for Staff Pay

Most of the predictor variables in the model were aategl variables with more than
two categories. Each of these was recalculatedyasup of dummy variables with one
category selected as a reference group. Each group ofyluariables was entered as a
block. The initial model tested included service type, sers#tting, population age,
organizational size, staff race, staff ethnicity, stafe, organizational tenure and position
type. The change statistics for each block in thismaltlel were examined; the
variables’t statistics and significance were also reviewed to cortfiahthey were
consistent with the change statistics. The firstlol@ith an insignificant change statistic
was removed and the model was rerun. The new changtictavere examined, and
the same procedure was employed until the model cont@minetlocks, all with
significant changes statistics, and all containingagtlene significant dummy variable.

Block Unstandardized Coefficients

F Change B SE t
Constant 19.93 .68
Position Type® 94.80*
PhD 14.66 3.00 4.89*
RN 8.38 .83 10.02*
LPN -1.40 1.33 -1.05
Tech -6.17 .58 -10.69*
Service Type® 4.28*
Dev Dis & MH/SA -2.78 1.04 -2.67*
SA -2.29 .98 -2.34*
MH & SA -.87 .57 -1.53
Population Age®* 12.93*
Adults -3.03 .62 -4.90*
Children -2.08 .83 -2.86*
Organization Size®*  5.47*
Small .79 .97 .82
Medium 2.04 .62 3.31*

Adjusted R Square .37
*p< .05

89 Masters-level professional is reference group
% Mental health service is reference group

1 Adults & children is reference group

%2 |arge organization size is reference group
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APPENDIX C2: Logistic Regression Model for Tech Pos

ition Category

Wald Metric Standard Odds
Statistic Coefficient Error Ratio
Race® 7.84*
Al/AN -.07 .33 .93
Black .96* .35 2.61
Two or more races .04 .39 1.04
Gender female -.80* .22 .45
Ethnicity Hispanic -.56 .65 .57
Highest Degree ** 167.48*
Graduate -4.65* .36 .01
4 year -2.42% .28 .09
2 year -2.14* 31 12
Organizational tenure -.03 .02 972
Staff age -.04* .009 .96
N =872
* p<.05

3 White/Caucasian is reference group

% HS/GED is reference group
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APPENDIX D: WORK EXPERIENCE AND JOB SATISFACTION

APPENDIX D1: Final Logistic Regression Model for Wo  rk Experience

Model 1 Wald Metric Standard Odds
Statistic Coefficient Error Ratio

Population® 20.95*

Children Only 0.36 0.35 2.11

Adults Only -0.71* 0.23 0.49

Industry®® 52.75*

OPHA -0.39% 0.25 0.68

OJA -0.51 0.40 0.60

DOC -1.41* 0.47 0.24

SA 1.51* 0.28 4.55

FQHC -0.80 0.69 0.45

ChildG 0.47 0.59 1.60

N 822

ps .05

% Adults & children is reference group
% Mental health industry is reference group
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APPENDIX D2: Logistic Regression Model for Staff Sa  tisfaction with Salary/Pay

Model 1 Wald Metric Standard Odds
Statistic Coefficient Error Ratio
Industry®’ 25.098*
SA 0.676* 0.241 1.965
DOC 2.664* 0.838 14.357
FQHC 2.859* 1.087 17.447
OJA -0.056 0.560 0.945
OPHA -0.038 0.356 0.962
Service Type® 14.691*
Mental Health 0.094 0.556 1.099
Substance Abuse 1.328* 0.614 3.774
Co-occur MH/SA 0.591 0.557 1.806
Service Setting® 6.361
Inpatient 0.519 0.292 1.680
Criminal Justice 0.116 0.506 1.123
Residential 0.673* 0.324 1.960
Population'® 13.289*
Children Only -0.083 0.312 0.920
Adults Only -0.831* 0.244 0.436
Years in the Field 0.032* 0.010 1.032
N 693
*p< .05

7 Mental health industry is reference group; Child Guidanténetuded due to challenges associated with sorting
programs by service type.

8 Co-occurring mental health or substance abuse and gevetal disability is reference group

% Qutpatient is reference group

190 Adults & children is reference group
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APPENDIX D3: Linear Regression Model for Job Satisf  action (Scale)

Significant variables from the bivariate and regressimalyses include: service type, service
population, organizational size, race and education. Howgw@rmportant to note that the
model only explained about 7% of the variation in staépionses to the job satisfaction scale
items. In other words, most of the variation infste§ponses should be attributed to factors not
included in this model.

Analysis and Results

The job satisfaction scale score was tested in bieaaiaalysis with both program/organization
variables and staff variables. As with related analgsssribed earlier, program and
organizational variables tested included industry group, regémice type, program setting,
consumer population age, state operated status and organgiaé. All of these variables were
related to the job satisfaction scale score in bita@aalysis, and were retained for the initial
regression analysis. Staff variable examined includétinseanber race, ethnicity, gender,
highest degree obtained, age, years in position, yeargamization, years in behavioral
healthcare field, position category, and consumer status.

Program service type remained a significant predictorlo$aisfaction in both bivariate and
regression analyses. Staff in mental health prograpwted satisfaction with significantly
fewer aspects of their jobs (58%) than those in substaibgse programs (74%). The difference
between mental health job satisfaction rates ansfaetion rates of staff in co-occurring mental
health and substance abuse programs (63%) also remajndatant in the regression models,
but the difference between mental health and co-aogudevelopmental disability and mental
health or substance abuse service programs was ndicsighi Staff in programs that were
difficult to categorize according to this program tygplare not included in Exhibit D1 (i.e.,
Child Guidance programs).

Exhibit D1: Job Satisfaction (Scale) by Program Ser  vice Type

Co-occur
MH SA C&'ﬁ/cscxr Dev Dis & | Overall
MH/SA
Mean job satisfaction (N=908) 58% 74% 63% 62% 62%

Data from the program manager and staff surveys.

Staff in programs serving both children and adults reportéfazdton with more aspects of
their jobs (66%) than did staff in programs serving onhjtadar only children (61% and 60%,
respectively). While the difference between satigfadn adult/child and adult-only programs
remained significant in the regression model, the diffeeebetween satisfaction in adult/child
and child-only programs did not. This finding is consisteith the pattern of responses
observed for work experience and satisfaction with payc(desl earlier in this section).
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Exhibit D2: Job Satisfaction (Scale) by Service Pop  ulation
Children Adults Only Children & overall
Only N=411 Adults N=945
N=311 - N=223 -

Mean job satisfaction

61%

60%

66%

62%

Data from the program manager and staff surveys.

Staff from both small (77%) and medium-sized (64%) orgaiozatreported satisfaction with
more aspects of their jobs than did staff from largmoizations (60%). These relationships
remained significant in the regression model. We belibis may be at least in part a result of
other relationships that did not remain significant eégression model. In particular, while
industry group was not a significant predictor in the regyagsodel, staff from the Substance
Abuse industry reported the satisfaction with the higpesportion of aspects of their jobs, and
the Substance Abuse organizations fall primarily intosthall and medium size categories.

Exhibit D3: Job Satisfaction (Scale) by Organization Size
Small Org Med Org Large Org Overall
N=95 N=244 N=859 N=1198

Mean job satisfaction

77%

64%

60%

62%

Data from the organizational and staff surveys.

Years in position was significant in a preliminary resgien model, but it explained very little
variation in scale responses and was not included ifindderegression model. Two staff
demographic characteristics remained significant through@lysis, and neither had precedent
in the earlier analysis of work experience. Whileniean job satisfaction for staff from most
racial categories is just over 60%, staff who iderdgyBlack/African American (and no other
race) report satisfaction with a greater proportibaspects of their jobs (71%). Highest degree
obtained also remained significant in the regression hade this can be attributed to the
difference between the mean job satisfaction df atigh high school diplomas (67%) and that

of staff with two-year degrees (58%). We were unable tatiiyeother variables (e.g., industry

or service type) that might be contributing to thesdifigs. We looked more closely at the
patterns of responses for individual job satisfactiemg, and noted that, when compared to staff
of all other races, while Black/African American stdidl report a significantly higher rate of
satisfaction with their job overall, they did nopoet higher satisfaction with their organization
overall, or with their pay. When compared with aliert staff, those whose highest degrees were
high school diplomas or GEDs did not report higher ratsatisfaction with their jobs or
organizations overall, and actually reported significalatlyer rates of satisfaction with their

pay. Given these patterns of responses on the skaleitems, the results shown below should
be interpreted with caution.

Exhibit D4: Job Satisfaction (Scale) by Race

Al/AN
N=109

Black
N=134

White
N=850

22 races
N=74

Overall
N=1167

Mean job satisfaction

63%

71%

62%

63%

63%

Data from the staff surveys.
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Exhibit D5: Job Satisfaction (Scale) by Education

HS/GED| 2 YR 4 YR |Masters |PhD/MD [ Overall
N=256 [ N=192 | N=334 | N=382 N=47 [N=1211
Mean job satisfaction 67% 58% 62% 63% 58% 63%

Data from the staff surveys.

Linear Regression Model for Job Satisfaction (Scale

)

Block Unstandardized Coefficients

F Change B SE t
Constant 0.634 0.033
Service Type'®™ 6.305*
Co-occur Dev Dis & MH/SA 0.028 0.039 0.722
Substance Abuse 0.088 0.040 2.178*
Co-occur MH & SA 0.046 0.023 1.988*
Service Population'®  5.978*
Adults Only -0.076 0.025 -3.105*%
Children Only -0.024 0.029 -0.822
Organization Size'®  11.505*
Small 0.173 0.038 4.545*
Medium 0.077 0.025 3.095*
Race'” 3.137*
American Indian 0.015 0.034 0.432
Black 0.085 0.032 2.655*
Biracial -0.034 0.042 -0.817
Education'® 3.238*
Associates Degree -0.114 0.034 -3.390*
Bachelors Degree -0.032 0.030 -1.061
Masters Degree -0.043 0.030 -1.445
Doctorate -0.099 0.061 -1.632

Adjusted R Square 0.074

*p< .05

191 Mental health service is reference group
192 Adults & children is reference group

193 | arge organization size is reference group
194 \White is reference group

195 HS/GED is reference group
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APPENDIX E: WORKFORCE CAPACITY

APPENDIX E1: Logistic Regression Model for Staff Ag  reement with Recruit Diversity

Model 1 Wald Metric Standard Odds
Statistic Coefficient Error Ratio
Industry*%° 13.21*
SA 0.62* 0.23 1.86
ChildG 0.14 0.39 1.15
DOC -1.05 0.66 0.35
FQHC -0.80 0.81 0.45
OJA -0.01 0.47 0.99
OPHA 0.10 0.20 1.11
Region™’ 26.58*
NE -0.16 0.30 0.85
NW 0.34 0.45 1.40
OKC 0.81* 0.29 2.25
SE 0.54 0.34 1.71
sSwW 0.41 0.45 1.50
Family of youth consumer -0.40 0.23 0.67
Hispanic 1.19* 0.54 3.29
Degree™® 12.09*
Associates -0.88* 0.29 0.41
BA -0.34 0.26 0.71
MA -0.58* 0.26 0.56
Ph.D/MD -1.07* 0.52 0.34
N 791
*p=.05

196 Mental health industry is reference group
97 Tulsa metro area is reference group
198 HS/GED is reference group
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