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Burnout in the Behavioral Health Field 

Moving Beyond Self-Care to Organizational Solutions 

Burnout is not simply an individual clinician well-being issue. It is also an organizational effectiveness, 
workforce sustainability, ethical practice, and quality-of-care issue. Reducing burnout requires looking 
beyond individual resilience and examining how staffing, caseloads, work design, supervision, 
compensation, benefits, and administrative systems affect the people providing care. 

The Behavioral Health Reality 
Behavioral health professionals work with people experiencing trauma, crisis, grief, substance use, suicidality, 
family instability, and other complex needs. The work can be deeply meaningful, but it also requires sustained 
emotional attention, empathy, judgment, and responsiveness. At the same time, many organizations are 
contending with workforce shortages, rising demand, high client acuity, limited reimbursement, and extensive 
documentation requirements. 

A 2023 national survey of 750 behavioral health workers found that 65% of workers providing care reported 
increased caseloads and 72% reported increased client severity since the COVID-19 pandemic. Ninety-three 
percent said they had experienced burnout, 62% described their burnout as moderate or severe, and 48% said 
workforce shortages had caused them to consider other employment options (National Council for Mental 
Wellbeing, 2023). 

These findings point to a workforce problem, not simply a personal wellness problem. When clinicians are 
expected to absorb staffing vacancies, maintain high productivity, complete documentation outside scheduled 
hours, and continue providing emotionally demanding care without sufficient support, burnout can become 
normalized as an unavoidable part of the profession. 

What Is Burnout? 
The World Health Organization defines burnout as an occupational phenomenon resulting from chronic workplace 
stress that has not been successfully managed. It is characterized by energy depletion or exhaustion, increased 
mental distance or cynicism related to work, and reduced professional effectiveness. Importantly, the World 
Health Organization classifies burnout as a workplace phenomenon rather than a medical condition (World Health 
Organization, 2019). 

In behavioral health settings, burnout may appear as emotional depletion, reduced patience, detachment from 
clients, dread about the workday, difficulty concentrating, growing self-doubt, or a sense that one's work is no 
longer making a difference. A frequently cited review found that estimates of high burnout among mental health 
workers ranged from 21% to 67% across studies. The broad range reflects differences in professional roles, 
service settings, study samples, and measurement approaches (Morse et al., 2012). 

Burnout, Compassion Fatigue, and Secondary Traumatic Stress 
Burnout, compassion fatigue, and secondary traumatic stress are related but distinct. Burnout develops primarily 
in response to chronic occupational stress and the conditions under which work is performed. Compassion fatigue 
refers to the emotional and physical toll associated with sustained exposure to the suffering of others and is 
sometimes described as the negative cost of caring. Secondary traumatic stress involves trauma-related 
symptoms that can emerge through indirect exposure to clients' traumatic experiences (Boyle, 2011; Stamm, 
2010). 

A clinician may experience compassion fatigue or secondary traumatic stress because of the nature of client care 
while also experiencing burnout because of excessive caseloads, inadequate staffing, poor supervision, low 
compensation, or unmanageable administrative demands. The distinction matters because individual coping 
strategies cannot correct organizational conditions. 
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Why Burnout Persists in Behavioral Health 

Unsustainable Caseloads and Clinical Volume 
There is no universal recommended caseload for behavioral health clinicians. For full-time outpatient therapists, 
approximately 20 to 25 scheduled sessions per week is commonly cited as a typical range, although sustainable 
volume depends on client acuity, documentation, crisis needs, care coordination, supervision, and other 
responsibilities. Active caseloads may be larger when clients are seen biweekly or monthly (Headway, 2026). 

In community mental health settings, clinicians may carry 30 to 40 or more active clients because of high service 
demand, funding and productivity requirements, and anticipated cancellations or no-shows. These higher 
numbers should not be interpreted as evidence that the caseloads are sustainable. The 2023 National Council 
survey found that 31% of behavioral health workers providing care reported seeing more than their ideal number 
of clients each week (National Council for Mental Wellbeing, 2023). 

Counting appointments alone can also obscure the actual workload. Six 45-minute sessions, with 15 minutes after 
each session for documentation, consume six hours of the day before supervision, meetings, care coordination, 
breaks, or crises. Six sessions occasionally may be manageable, but six every day creates a 30-session clinical 
week and leaves little capacity for the work surrounding client care. 

New Jersey licensure context. For purposes of documenting supervised counseling experience, New Jersey 
defines one calendar year as no more than 1,500 hours per year, 125 hours per month, or 30 hours per week. 
This is a limit on experience that may be credited toward licensure; it should not be interpreted as a 
professional recommendation that clinicians provide 30 direct therapy sessions each week (New Jersey 
Professional Counselor Examiners Committee, n.d.). 

Staffing Shortages and Coverage Gaps 
When organizations cannot recruit or retain enough clinicians, existing staff absorb new referrals, coverage 
responsibilities, crisis work, and the caseloads of departing colleagues. This can create a reinforcing cycle: 
understaffing increases workload and burnout, and burnout contributes to additional turnover. Long vacancies 
also place supervisors and program leaders in the position of carrying both management and direct-service 
responsibilities. 

Organizations should consider staffing approaches beyond a single model of full-time clinicians carrying full 
caseloads. Depending on the setting and continuity-of-care requirements, options may include part-time 
clinicians, per diem coverage, float clinicians, specialized contract support, dedicated intake staff, peer-support 
specialists, care coordinators, and administrative staff who can assume appropriate nonclinical responsibilities. 
Flexible staffing should supplement, not replace, stable clinical teams and continuity of care. 

Administrative Burden 
Progress notes, treatment plans, insurance authorizations, billing requirements, outcome measures, and 
electronic health record processes are necessary parts of care. However, poorly designed, duplicative, or 
excessively complex systems can consume substantial clinical capacity. In the National Council survey, one-third 
of the behavioral health workforce reported spending most of their time on administrative tasks, and 68% of 
workers who provided care said administrative responsibilities took time away from direct client support (National 
Council for Mental Wellbeing, 2023). 

Inadequate Compensation and Unequal Access to Benefits 
Behavioral health professionals may complete graduate education, accrue thousands of supervised hours, 
maintain licensure, complete continuing education, and assume significant clinical and ethical responsibility. Yet 
compensation in many community-based settings does not reflect the education, responsibility, or emotional 
demands required. Federal workforce analyses identify low wages, high caseloads, and limited advancement 
opportunities as pressures that discourage behavioral health workers from remaining in the field (Health 
Resources and Services Administration, 2025). 

Some organizations rely heavily on part-time, fee-for-service, contract, or per diem arrangements that provide no 
health insurance, retirement contributions, paid leave, paid documentation time, or compensation when clients 
cancel. Clinicians may work across multiple organizations or maintain unusually high clinical volumes to earn a 
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sustainable income. Others may be scheduled below an organization's benefits threshold even while performing 
work that is central to service delivery. 

These arrangements may reduce short-term personnel costs, but they can weaken recruitment, retention, 
continuity of care, and clinicians' ability to take time away when ill or depleted. An organization cannot credibly 
promote clinician wellness while relying on employment structures that routinely leave clinicians without paid time 
off, health coverage, or compensation for essential non-session work. 

Emotional Demands, Trauma Exposure, and Cultural Stress 
Clinicians are expected to remain present, regulated, and responsive while working with trauma, abuse, violence, 
suicide risk, addiction, grief, and other complex experiences. Without adequate recovery time, consultation, and 
trauma-informed support, the emotional demands of care accumulate. Counselors of color may also navigate 
workplace discrimination, cultural isolation, additional expectations to support clients or colleagues around race, 
and the impact of hearing clients' experiences of racism and discrimination (Shell et al., 2022). 

Organizations should strengthen culturally responsive supervision, recruit and develop a more diverse supervisor 
pipeline, and create meaningful opportunities for consultation and support. These strategies should be integrated 
into workload and retention planning rather than treated as optional diversity initiatives. 

Inadequate Supervision and Professional Isolation 
Clinical supervision should support ethical decision-making, skill development, case consultation, reflective 
practice, and the processing of difficult work. When supervision is infrequent, inconsistent, overly administrative, 
or focused primarily on productivity and compliance, clinicians may be left to manage complex cases and 
emotional reactions on their own. Prelicensed clinicians are especially dependent on consistent, high-quality 
supervision, but experienced clinicians also need access to consultation and support. 

The Organizational and Ethical Cost 
Burnout contributes to absenteeism, turnover, vacancies, reduced engagement, and the loss of experienced 
clinicians and supervisors. These effects directly influence access, continuity, and organizational capacity. When 
clinicians leave, remaining staff inherit additional clients and responsibilities, which can deepen the same 
conditions that contributed to the departure. 

Burnout is also an ethical issue in psychotherapy. Emotional exhaustion, detachment, and reduced professional 
effectiveness can affect concentration, empathy, boundaries, documentation, clinical judgment, and continuity of 
care (Simionato et al., 2019). This does not mean that burned-out clinicians are inherently unethical or incapable. 
It means organizations have an ethical responsibility to monitor and address working conditions that make 
competent, sustainable practice harder to maintain. 

The Financial Cost of Burnout 
Burnout also carries a measurable financial cost. Organizations absorb the effects through absenteeism, reduced 
productivity, turnover, recruitment, onboarding, training, and the loss of experienced staff. A 2025 economic 
modeling study estimated that employee disengagement and burnout cost employers approximately $3,999 
annually for an hourly nonmanagerial employee, $4,257 for a salaried nonmanagerial employee, $10,824 for a 
manager, and $20,683 for an executive (Martinez et al., 2025). 

In behavioral health organizations, these costs are compounded by lost billable capacity, longer waitlists, 
disrupted therapeutic relationships, and the redistribution of departing clinicians’ caseloads to already stretched 
teams. Turnover also requires organizations to repeatedly invest in recruitment, credentialing, onboarding, 
training, and supervision while new clinicians build their caseloads and become fully productive (Souza, 2026). 
Burnout prevention should therefore be understood not only as a workforce and quality-of-care priority, but also 
as a financial and operational investment. 

 

When the same patterns appear across clinicians, teams, and years, leaders should ask not only, "How 
can our clinicians become more resilient?" but also, "What is it about our systems that keeps 
producing this outcome?" 
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Why Self-Care Is Not Enough 
The behavioral health field has often responded to burnout by encouraging clinicians to practice self-care, 
maintain boundaries, seek counseling, and build resilience. These supports matter, but they have too often 
become the primary response to a problem rooted in how behavioral health work is staffed, structured, 
compensated, and managed. 

When clinicians carry excessive caseloads, complete documentation outside paid hours, work without adequate 
benefits, or lack consistent supervision, the issue is not insufficient self-care. It is an unsustainable employment 
model. Asking clinicians to become more resilient without changing these conditions places responsibility on 
individuals to adapt to systems that may be contributing to their exhaustion. 

Behavioral health organizations and the field more broadly must move beyond treating self-care as the 
primary response to burnout. Individual wellness should support organizational change, not substitute 
for it. 

Leadership Toolkit: Organizational Strategies for Reducing Burnout Risk 
The following toolkit offers practical strategies behavioral health leaders can use to address the organizational 
conditions that contribute to burnout. These approaches shift the focus from individual coping to how work is 
staffed, structured, supported, and compensated. 

Strategy Practical Tool Leadership Question 

Assess clinical 
capacity 

Clinical capacity model that separates direct 
care, documentation, treatment planning, care 
coordination, supervision, meetings, breaks, and 
leave. 

How many sessions can clinicians 
provide without shifting required work 
into lunch periods, evenings, or unpaid 
time? 

Use weighted 
caseloads 

Caseload review that considers acuity, 
frequency, crisis risk, family involvement, travel, 
documentation, and coordination needs. 

Are we treating every client as 
requiring the same amount of clinician 
capacity? 

Set sustainable 
scheduling 
standards 

Standards for consecutive sessions, 
documentation blocks, transition time, high-
acuity cases, and protected breaks. 

Are six-session days occasional, or are 
they the everyday operating model? 

Build flexible 
staffing models 

A mix of full-time, part-time, per diem, float, 
intake, specialty, peer-support, care-
coordination, and administrative roles. 

Which responsibilities require a 
licensed clinician, and where could 
other qualified roles expand capacity? 

Plan for vacancies 
and leave 

Coverage plan, referral thresholds, waitlist 
protocols, and temporary workload adjustments. 

What work will stop, slow, or be 
reassigned when positions are vacant? 

Reduce 
administrative 
burden 

Documentation and workflow review; EHR 
process mapping; removal of duplicate data 
entry and unnecessary approvals. 

Which requirements are clinically or 
legally necessary, and which persist 
because they have always been done? 

Strengthen clinical 
supervision 

Protected supervision time, supervisor 
standards, training, and access to consultation 
and case review. 

Does supervision include reflection and 
clinical support, or is it primarily a 
productivity meeting? 

Review 
compensation and 
benefits 

Market analysis, pay-equity review, total-rewards 
analysis, benefit-threshold review, and turnover-
cost analysis. 

Does compensation reflect the 
education, licensure, responsibility, and 
emotional demands of the role? 

Pay for the full job Review of paid documentation, meetings, 
supervision, cancellations, training, care 
coordination, and after-hours duties. 

Are clinicians paid only for sessions 
even though the organization depends 
on substantial work outside sessions? 
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Support retention 
and advancement 

Stay conversations, career pathways, supervisor 
development, licensure support, tuition 
assistance, and loan-repayment support. 

Are we repeatedly filling vacancies 
without changing the conditions 
causing people to leave? 

Support culturally 
responsive practice 

Diverse supervisor pipelines, culturally 
responsive supervision training, affinity-based 
consultation where appropriate, and workload 
recognition. 

Are clinicians of color receiving support 
for cultural dynamics, racism-related 
stress, and additional emotional labor? 

Measure burnout 
and workforce 
conditions 

Validated burnout or professional quality-of-life 
measures, pulse surveys, turnover, vacancy 
duration, overtime, sick leave, and exit themes. 

Are we measuring the conditions 
behind burnout, or only reacting after 
clinicians leave? 

Support individual 
well-being 

EAP access, personal counseling, boundary 
support, wellness resources, and paid time off. 

Are individual supports part of a 
broader organizational strategy—or a 
substitute for fixing working conditions? 

A Practical Clinical Capacity Review 

Organizations should avoid using a single numerical caseload target across programs. Instead, leaders can 
review capacity at the clinician, team, and program levels using the following factors: 

Factor Questions to Examine 

Weekly sessions How many sessions are scheduled and completed, and how 
many are intakes, family sessions, groups, or crisis encounters? 

Active caseload How many clients is the clinician responsible for, including clients 
seen less than weekly? 

Acuity and complexity How many clients have elevated safety, trauma, substance use, 
housing, legal, medical, or family-system needs? 

Documentation How much time is realistically required for progress notes, 
assessments, treatment plans, authorizations, and discharge 
work? 

Care coordination How much contact is required with families, schools, prescribers, 
hospitals, courts, and other providers? 

Nonclinical responsibilities What time is needed for supervision, meetings, training, 
outreach, program tasks, and coverage? 

Schedule intensity How many sessions occur consecutively, and are breaks and 
transition time protected? 

After-hours work Are clinicians regularly completing notes, contacting clients, or 
responding to crises outside paid hours? 

Experience and licensure Are new or provisionally licensed clinicians carrying the same 
volume and complexity as experienced clinicians? 
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Where Leaders Can Begin 

• Review clinical volume and active caseloads alongside acuity, documentation, coordination, and supervision 
requirements. 

• Identify whether essential work is routinely being completed during lunch, after hours, or without 
compensation. 

• Examine vacancy patterns, turnover, benefit eligibility, and compensation relative to comparable roles and 
required credentials. 

• Set clear referral, waitlist, and coverage protocols for periods when staffing falls below safe operating 
capacity. 

• Protect clinical supervision and consultation from being displaced by productivity and administrative demands. 
• Use validated measures and workforce data to identify patterns before they result in departures or disruptions 

in care. 
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