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Abstract 

This dissertation investigates the influence of organizational culture on clinician 

workplace wellbeing in outpatient mental health centers (OMHCs). Recognizing the 

increasing rates of burnout and compassion fatigue among mental health professionals, 

this research aims to explore how the workplace environment affects the workplace 

wellbeing of clinicians. Hierarchical regression analysis was utilized to assess the 

relationship between years of experience, perceived organizational support, and decision 

latitude, on clinician wellbeing. Findings indicate that while years of service do not 

significantly predict workplace wellbeing, perceived organizational support and decision 

latitude are significant predictors. These results underscore the necessity for systemic 

changes in organizational practices to cultivate a supportive work environment, which 

will ultimately enhance clinician retention and service delivery. This research contributes 

to the discourse on clinician workplace wellbeing by advocating for a more 

comprehensive approach that encompasses both individual self care and organizational 

accountability. Recommendations for enhancing workplace wellness are presented, 

alongside directions for future research to further investigate the dynamics of 

organizational culture and clinician workplace wellbeing. 
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Chapter One: Introduction 

 This chapter provides an overview of the present study including the framework 

to contextualize the study, a statement of the problem, the purpose of the study with 

research questions, and the significance of this study. This chapter will also contain a 

summary of the theoretical foundation and the methodology utilized. This chapter 

concludes with the limitations and delimitations of the study and definitions of key terms. 

Overview 

The American Counseling Association (ACA) defines professional counseling as 

“a professional relationship that empowers diverse individuals, families, and groups to 

accomplish mental health, wellness, education, and career goals” (ACA, 2024). This 

definition underscores the profound impact that professional counseling can have on a 

wide range of people, from individuals to entire families and communities. Professional 

counselors provide an array of services, including therapeutic services. Therapeutic 

services may be rendered in a number of settings including, but not limited to schools, 

universities, private practice, and outpatient settings. The focus of this project is 

outpatient settings. In outpatient settings, professional counselors may have a range of 

clients and client presentations. It is customary for counselors to provide therapy one to 

two times a week, depending on the needs of the client and the type of therapeutic 

approach (Glueck, 2015). The needs of clients are broad and expansive, which impacts 

the level of support the counselor must provide to ensure the client's wellbeing (Branson, 

2019).  

Because client care is a priority of the counseling field, in 1961, the ACA (ACA, 

2014) established the first set of ethical guidelines, the Code of Ethics, to guide 
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professionals in their work with clients. Over the years, the Code of Ethics has been 

revised to reflect changes in the counseling profession and ethical considerations. As the 

Code of Ethics is centered on guiding professionals in their care of clients, it does not 

directly focus on the wellbeing of the counselor. However, there is an emphasis 

throughout the Code about counselors engaging in self-care, maintaining competence, 

and upholding professional responsibility. Specifically, the introduction of Section C 

calls for counselors to “maintain and promote their own emotional, physical, mental, and 

spiritual wellbeing” (ACA, 2014, p.8), highlighting the importance of counselors’ being 

well, in order to provide quality and ethical services to individuals. 

Over the past two decades, the ACA has been more intentional about including 

provisions and support for the self of the counselor. In 2003, the ACA instituted a task 

force that was aimed to address the concerns of impaired counselors (Lawson & Vernart, 

2005), and through their work, they created a foundation for addressing impaired 

counselors and a larger discussion around wellness and how it is defined within the field. 

In the years following, counseling literature supported and expanded the discussion of 

wellness, and it has become a well discussed and researched topic within the field. Most 

recently, Gibson et al. (2021) expanded the discussion of wellness to categorize wellness 

across three areas: counselor-centered wellness, professional-centered wellness, and 

client-centered wellness. While these discussions and research have been fruitful and 

beneficial, they rely heavily on individual solutions. Therefore, a broader question arises: 

how do our systems support clinicians to be well? Clinicians do not exist in isolation, but 

within the context of their education, training, and work environment. A counselor’s 

choice of graduate program will have its own impact on the quality and rigor of their 
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education and subsequent training. While it is important to consider the contextual 

influence on how individual counselors may show up in the workplace, education and 

training programs are similarly structured, as they have professional guidelines to adhere 

to in order to properly and effectively train incoming professionals. Therefore, the central 

focus of this study is the impact of the work environment, as it is the first place where 

standardized practice might be less uniform. This is due to the variety of license types 

and population needs (Hung et al., 2020) that are present within outpatient settings. The 

aim of this study is to explore the characteristics of the work environment, 

operationalized through the organization’s culture and the counselor’s individual decision 

latitude, that positively contribute to the wellness of counselors in outpatient mental 

health centers. 

Outpatient Mental Health Centers (OMHCs) 

In the United States, managed care is a system of organization where individuals 

prepay for health care, typically through their employer, which connects them to a 

network of providers operating under a fixed budget (CDC, 2022). The managed care 

system began in the late 1800s as physicians began to work together to provide prepaid 

medical care to workers (Mullner & Chung, 2016). Over the next century, this grew due 

to the Industrial Revolution, and by the 1930s, it was common for prepaid contracts to 

exist between employers and employee associations (Mullner & Chung, 2016). By the 

1970s, this process shifted to become federalized as the federal government, along with 

private companies, encouraged workers to join the prepaid healthcare movement 

(Mullner & Chung, 2016). Through the 1980s and 1990s this system became widespread 

(Glied, 2000; Mullner & Chung, 2016), and in 2010, under the Affordable Care Act 
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(ACA), having health insurance was essentially mandatory (Lake & Estevez, 2023). The 

managed care process began as a way for individuals to receive medical care, and 

through the rise of incorporating mental health treatment within healthcare, mental health 

treatment was also covered (Jellinek & Nurcombe, 1993). 

In 1963, the Community Mental Health Act (CMHA) began the movement to 

shift away from inpatient care for individuals with mental health disorders, in order to 

support these individuals in their treatment in a less restrictive environment (Hung et al., 

2020). Outpatient mental health centers or OMHCs are a subsect of Community Mental 

Health Centers (CMHC), and in these outpatient centers, counselors are expected to treat 

a wide range of mental health conditions, providing services such as suicide prevention, 

case management, psychiatric emergency care, and crisis intervention to clients of all 

ages (Hung et al., 2020).  

As of 2020, private nonprofit organizations operated sixty percent of all mental 

health facilities in the United States, and private for-profit organizations operated twenty-

one percent of mental health facilities. As of 2020, OMHCs comprise forty percent of the 

12,275 mental health facilities in the United States. Outpatient treatment remains the 

largest service setting in the United States, accounting for 78% of service offerings 

(SAMHSA N-MHSS Survey, 2020). While OMHCs take all types of insurance, they 

largely provide services for individuals who have Medicaid as their primary insurance at 

91%, followed by self-pay at 86%, then private insurance at 80%, and Medicare at 67%. 

The evidence is clear: OMHCs play a vital role in providing accessible and effective 

mental health care to individuals in need, and the individuals who provide clinical 

services must be adept at meeting a variety of clinical needs. 
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Statement of the Problem 

The Council for Accreditation of Counseling and Related Educational Programs 

(CACREP) is a nationally recognized accrediting body that provides accreditation for 

graduate counseling programs in the United States. The aim of CACREP is to provide a 

process of standardization for the quality and content of a counseling program to ensure 

students who graduate from these programs have received a quality education and are 

able to meet the professional expectations in the workplace. Additionally, these standards 

aim to present a unified counselor identity (CACREP, 2024). Thus, the intention is for 

the counseling profession to have a standard of education and practice. While CACREP 

has been highly effective in unifying the expectations of professional counselors and 

creating a standard of education, training, research, and practice, of the six sections of the 

2024 CACREP standards, there are no direct requirements for wellness practice or 

assessment. However, there are several standards that indirectly point to the importance 

of wellness and understanding of systemic and environmental factors that impact well-

being. The focus of CACREP standards may be on teaching, curriculum, practicum, and 

internships; yet, it can be postulated that if it is important to teach, it must be important to 

practice. This is further supported by the counseling ethics code in its encouragement of 

counselors to maintain awareness of impairment and engage in self-care activities to 

bolster against impairment when needed (ACA, 2014).  

Because a counselor’s role extends beyond the provision of psychotherapy and 

encompasses other duties such as management of administrative tasks, coordination of 

care with other providers, documentation, etc., these additional duties carry the potential 

for additional job stress due to heavy caseloads, financial constraints, lack of resources, 
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and other constraints of the managed care system (Baggs et al., 2012; Fye et al., 2020). 

Previous research indicates that individuals who report high job demands, low job 

control, or inadequate social support experience higher levels of distress (Bardhoshi et 

al., 2021; Caspi et al., 2007). High job demands may look like insufficient time to 

complete tasks, role ambiguity, high productivity requirements, and lack of support 

(Finch et al., 2004). Moreover, the qualities that promote therapeutic alliance and clinical 

effectiveness, such as empathy, compassion, and caring, may paradoxically make 

counselors more vulnerable to the impacts of these stressors (Amatea et al., 2014; Hazler 

et al., 2007). The repercussions of counselors not taking care of themselves have been 

well documented and explored within the field, some of which include increased rates 

and experiences of burnout, compassion fatigue, and vicarious trauma (D. Lee et al., 

2023; M. K. Lee et al., 2019; S. M. Lee et al., 2007). Because it is anticipated or expected 

in the counseling field to experience stressors due to the nature of the work (Evans & 

Villavisanis, 1997; Osborn, 2004), counselors have been encouraged and ethically 

mandated to practice self-care (ACA, 2014; Holman et al., 2019; Lawson & Myers, 

2011). While important and effective, the promotion of self-care is an individualistic 

approach, and it alone is not enough (Holman et al., 2019; D. Lee et al., 2023; Fye et al., 

2020; S.M. Lee et al., 2007). Support for counselors must extend beyond simply what 

they can do on their own, but to include how the workplace can be an environment where 

these factors are limited. Thus, the systems within which counselors work need to be 

explored in their ability to support counselors to be well.  

Counselors in outpatient mental health centers (OMHCs) are part of the managed 

care system that provides clinical services to individuals who do not meet the 
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qualifications for more intense care (Hung et al., 2020). Additionally, the services 

provided by counselors within OMHCS are largely for individuals who hold Medicaid 

and Medicare as their primary insurance (SAMHSA N-MHSS Survey, 2020). Within the 

United States, about 30% of individuals under the age of 65 have public insurance 

coverage, with almost half of those individuals being under the age of 18 (Cha & Cohen, 

2022). Individuals who have Medicaid and Medicare as their primary insurance often are 

part of vulnerable and marginalized populations due to their age, ability status, and/or 

socioeconomic status (D. C. Lee et al., 2021). Therefore, the needs they present with are 

often more acute and chronic (Olfson et al., 2009). Thus, counselors who serve these 

individuals are at heightened risk of developing burnout, compassion fatigue, and 

vicarious trauma through working with this complex population (Branson, 2019; Chang 

et al., 2019). It is important for the organizational systems within which counselors work 

to be concerned about counselor wellbeing, not only to decrease the negative impacts of 

burnout, compassion fatigue, and vicarious trauma (Lawson & Myers, 2011; Stevanovic 

& Rupert, 2004; S. M. Lee et al., 2007), but also to increase their longevity in the field, as 

individuals who have a more positive perception of their workplace and feel more 

connected to their organization stay in their organization longer (Di Fabio, 2017; Wilson 

et al., 2004). 

Purpose of Study and Research Questions 

 The aim of this research is to gain concrete and explicit evidence for factors 

within the organization that affect and positively contribute to counselor wellness. 

Exploring the connection between organizational culture and counselor wellness is 

challenging, as wellness is not a linear or a singularly focused construct. In the 
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counseling field, wellness is understood as “a way of life oriented toward optimal health 

and wellbeing, in which body, mind, and spirit are integrated by the individual to live life 

more fully within the human and natural community” (Myers et al., 2000, p.252). 

Because this research is oriented on the occupational element of wellness, wellness is 

explored and discussed through the workplace. Thus, wellness in this study is being 

operationalized through the burnout subscale of the Professional Quality of Life 

(ProQOL) instrument (Stamm, 2005). This is because the elements of burnout that the 

ProQOL (Stamm, 2005) addresses more closely align with the aspects of wellness that 

this study is exploring. To be clear, while wellness and burnout are related, they are 

distinct constructs. However, the primary focus of this work is to highlight the elements 

of the workplace that impact workplace wellbeing, and wellness instruments broadly 

(Life Assessment Questionnaire (LAQ; DeStefano & Richardson, 1992), Optimal Living 

Profile (OLP; Renger et al., 2000), Perceived Wellness Survey (PWS; Adams et al., 

1998), Wellness Inventory (WI; Hey et al., 2006), Five Factor Wellness Inventory (5F-

Wel; Myers & Sweeney, 2004), or Four Factor Wellness Inventory (4F-Wel; Myers et al., 

2004). ) are looking at overall wellbeing, with limited ability to isolate for the 

occupational factors. Further, this research cites organizational culture as a reflection of 

the workplace’s values and commitment to their consumers, e.g., clients, and their 

employees, e.g., counselors (Bryant, 2013), providing a basis for how it can be explored 

for its impact on wellness. Thus, it is important to keep the operationalization of these 

factors in consideration throughout this document. 

The current study explores these organizational elements within the context of 

OMHCs, providing further information about a lesser explored population within the 
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field. For various reasons, including but not limited to higher needs on caseload, 

increased administrative tasks, and higher caseloads, counselors in outpatient practice are 

a difficult population to study, and thus, there remains a dearth of information about 

clinical practice and experience in the OMHC setting. The vast majority of research 

around clinical wellness, clinical impairment, and their interrelations explores 

populations of school counselors, counselors in training, and/or counselors in university 

clinics. These studies have contributed greatly to the field and are relatively cohesive in 

their results regarding the factors that may affect counselors, no matter the license level 

or location. Therefore, it is not anticipated that counselors in outpatient settings will be 

significantly different from counselors in other settings, but due to the unique 

requirements of their organization, they may be affected in different ways. 

 Organizational culture is rooted in the shared values, beliefs, attitudes, behaviors, 

and norms of the individuals within an organization (Bryant, 2013); thus, what is 

important within a particular organization will be known and felt through both implicit 

and explicit values. Thus, this study aims to explore the ways in which an organization’s 

culture, operationalized through individual counselor perspectives of culture, impacts and 

predicts clinician wellness, operationalized through the burnout subscale of the ProQOL 

instrument (Stamm, 2005). The research questions guiding this work are as follows: 

RQ1: To what extent does organizational culture in an outpatient mental health center 

contribute to wellness in clinicians? 

Clinicians who perceive positive organizational culture will report higher levels of 

wellness (Eisenberger et al., 1986). 
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RQ2: To what extent does organizational culture and individual level behaviors predict 

and explain wellness? 

Clinicians who are independently licensed and have more years of experience will 

have higher rates of wellness as has been shown in the individual clinician literature (Fye 

et al., 2020; Lenz & Smith, 2010). The addition of perceived organizational support and 

decision latitude will lead to a significant increase in the variance of wellness amongst 

clinicians (Eisenberger et al., 1986; Fye et al., 2020). 

Significance of Study 

 The field of professional counseling has largely focused on how individual 

counselors can support themselves, promoting an individualized and isolating foundation 

that can be challenging to disrupt (Gibson et al., 2021). Not only is this perspective 

steeped in a Western ideal, but it also negates the systems within which we live. No 

human operates in true isolation, and we are all affected by the environment of our 

upbringing (Bronfenbrenner, 1979, 1986, 1994, 2001; Bronfenbrenner & Morris, 2006). 

Further, counselors are also affected by their training environment and have to learn to 

integrate their lived experiences and professional training. Therefore, when it comes to 

wellness within the workplace, counselors are uniquely situated as they have to navigate 

many layers of the personal and professional as they hold space for their clients. This 

research serves as a vehicle to expand upon extant literature and practices to uncover if 

there are systemic impacts that can be understood to more effectively support counselors 

in their work.  

Wellness in the workplace is important because employee wellness is connected 

to productivity, performance, and retention, which ultimately has positive benefits for the 
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company fiscally, culturally, and socially (Beauregard & Henry, 2009; Berry et al., 2020; 

Di Fabio, 2017; Wilson et al., 2004). As organizations have to have a sufficient flow of 

income to stay in business, it is important to recognize that improving the wellness of 

counselors is not a unidirectional path. An investment in counselors is an investment not 

only in the longevity of the individual’s career but also in finite returns for the 

organization in terms of employee stability (Beauregard & Henry, 2009; Berry et al., 

2020; Wilson et al., 2004). Prioritizing employee wellness can have large returns for the 

company (Berry et al., 2020), such as optimizing social interactions, heightening cost 

efficiency, enhancing productivity, and decreasing employee turnover (Beauregard & 

Henry, 2009). These benefits may be moderated by the context of the location of the 

company, the level of the employee, the support the employee has from their supervisor 

(Beauregard & Henry, 2009; Di Fabio, 2017), and the level of engagement of employees 

(Perrault et al., 2020). Despite these moderations, organizational promotion of counselor 

wellness has multifaceted benefits that should not be disregarded. 

Beyond the benefits to the organization, exploring the contributions of the 

workplace on counselors will extend previous research that emphasizes the impact of the 

workplace on counselors. Notable wellness and burnout researchers have long discussed 

the negative implications of workplace dynamics and systems on counselors (D. Lee et 

al., 2023; Lawson & Myers, 2011; S. M. Lee et al., 2007), and this research serves as an 

extension of this conversation.  

Theoretical Framework 

This study utilized the framing of the Process-Person-Context-Time (PPCT) 

model (Bronfenbrenner & Morris, 2006). However, Bronfenbrenner’s ecological model 
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will first be discussed, as the nested systems provide structure and further context to the 

PPCT model.  

Bronfenbrenner’s Ecological Systems Theory (EST) 

Developmental psychologist Urie Bronfenbrenner created a bioecological model 

through his Ecological Systems Theory (EST) to build upon existing human 

developmental theories. This expansion included expanding the understanding of 

development from an interaction between the developing person and their environment to 

include the context of their broader community, culture, and society (Bronfenbrenner, 

1979). Thus, the ecological model provided a framework for understanding the 

interactions and impacts between the person and their environment. This model was 

depicted through a set of interconnected and nested systems named the microsystem, 

mesosystem, exosystem, macrosystem, and chronosystem. This interconnected system 

illustrates how development is influenced by an array of factors across multiple levels 

(Bronfenbrenner, 1979).  

Over time, Bronfenbrenner’s EST (1979) has been applied across several contexts 

outside of human development, some of which include exploring wellness from an 

ecological perspective (Price & McCallum, 2012), demonstrating how ecological 

frameworks can be used to understand the opioid epidemic (Rogers et al., 2018),  how 

ecological frameworks can be applied in counseling (Cook, 2012), and EST and higher 

education (Metz & Jarvie, 2022) as some examples.   

The Process-Person-Context-Time Model 

 Bronfenbrenner’s continued work in this area shifted the focus from viewing 

development as a process that occurs in isolation to understanding development as a 
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complex and interactive process influenced by the environment in its varying contexts. 

The process-person-context-time (PPCT) model further expanded the understanding of 

development by examining the continuity and change of individuals across the life span. 

Given that paths of development can result in a variety of outcomes, the PPCT model is 

more robust in its approach toward development, as it recognizes numerous levels of 

influence, offering a more dynamic and comprehensive understanding of the continuous 

interactions between individuals and their environment throughout time (Navarro et al., 

2022).   

 While previous research has demonstrated the applicability of EST across 

multiple contexts in a variety of fields, this study will be novel in its use of applying the 

PPCT model to frame the exploration of how clinicians’ perspective of a positive 

organizational culture impacts wellness. The present study sought to identify how person 

(individual traits such as license level, years of practice), process (interaction between 

perspective of positive organizational culture and levels of wellness), context (working at 

an OMHC), and time (years of practice, years at OMHC) factors impact levels of 

perceived wellness for counselors working within OMHCs. 

Summary of the Methodology 

 This study was a quantitative inquiry utilizing Hierarchical Regression Analysis 

(HRA). HRA is a statistical method used to analyze the relationship between one 

dependent variable and multiple independent variables, while controlling for the effects 

of the other variables. The hierarchical component is due to the independent variables 

being entered into the regression equation in a specific order, i.e., hierarchy, based on 

theoretical considerations. In HRA, the independent variables are grouped into blocks or 
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stages and each block is entered into the equation in sequential order. This order reflects 

the hypothesis about the relationship between variables. HRA is helpful when wanting to 

examine the contribution of a set of variables to predict the dependent variable, while 

controlling for the effects of other variables.  

 The dependent variable is counselor wellness, operationalized by the burnout 

subscale of the Professional Quality of Life instrument (ProQOL, Stamm, 2005). The 

independent variables are years of clinical experience (license level and number of years 

worked), the clinician’s perspective of the organization’s culture operationalized by the 

Perceived Organizational Support Scale (POS, Eisenberger et al., 1986), and the aspects 

that impact clinicians in outpatient workplaces e.g. role overload and ambiguity, which is 

operationalized by the Swedish Demands Controls Supports Questionnaire Decision 

Latitude subscale (DCSQ, Sanne et al., 2005). These instruments were selected due to 

their reliability and validity, participants’ ability to complete them in a reasonable time 

frame, and the items on each instrument's alignment with the underlying constructs of 

this inquiry. All instruments use a Likert scale, with 5-point, 7-point, and 4-point scales, 

respectively.  

 These variables were selected based on extant research of what factors impact 

counselor wellness and their application to the PPCT model. While there are a multitude 

of factors that could be applied to each level of the model, the hypothesized main impacts 

were the focus of this study. Thus, person factors were addressed through the counselors’ 

license level and years of practice which indicated type of training and length in the field. 

Process factors were reflected in the participants' perspective of their organization’s 

culture, which reflected organizational culture around wellness promotion, and job 
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related stressors, explored through the DCSQ Decision Latitude Subscale (Sanne et al., 

2005). Context factors were addressed by specifically looking at counselors who work in 

an OMHC, limiting the scope of exploration. Time factors were also addressed through 

years of practice and the number of years at the OMHC because increased time at a 

particular organization was hypothesized to indicate being more ingrained within the 

organization's culture (Fye et al., 2020).  

Limitations and Delimitations 

Due to the nature of this research, there are several limitations. Primarily, this 

work is centered on the perception of support and uses this as evidence about the 

presence of organizational support within a particular organization. The term 

“organizational leader” was not clearly operationalized and delineated, potentially 

causing participants to have different levels of leadership in mind when responding to the 

questionnaires. The study may have elicited different responses if “organizational leader” 

had been more clearly defined. For example, provisionally licensed individuals have a 

clinical supervisor overseeing their clinical work who may be different from their clinic 

director or OMHC director. Depending upon who the participant considered their most 

direct supervisor, it could skew perception of support more positively or negatively. 

Additionally, workplace wellness is being operationalized through the ProQOL (Stamm, 

2005) instrument’s burnout subscale, potentially highlighting a different underlying 

construct. However, burnout is directly connected to the impacts of the workplace (D. 

Lee et al., 2023), and therefore, it was postulated that individuals who are experiencing 

less burnout will be experiencing increased workplace wellness. 
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Although this research has some application to any counselor working in any 

setting, this study centers on organizational culture and counselors within an OMHC. 

Therefore, the external validity of this study will be limited to similarly structured 

organizations. However, information gleaned from this study can still inform the 

decisions of leadership across all counseling workplace settings by allowing them to 

explore and reflect on their practices in how they currently support counselors and how 

they could be more effective in their support.  

Further, this work stems from the researcher’s professional and academic 

experience, inherently necessitating a need to reflect on bias. As this is a quantitative 

inquiry utilizing Qualtrics as the survey delivery method, these biases can be restricted. 

In any quantitative study using survey methods, there is always a possibility for 

responder differences and social desirability within the response (Paulhus, 1984). As 

counselors who work at OMHCs will be responding about the organization they currently 

work for, there is a heightened risk for social desirability bias. However, due to the 

anonymity of the survey and no connection of their responses to their identifiable 

information, these limitations were manageable. 

Due to the focused nature of this study, some key delimitations are sample 

recruitment and scope. This study utilized purposive sampling (Maxwell, 2013) to ensure 

that individuals participating in this study were either provisionally or fully licensed 

counselors (Licensed Clinical Professional Counselor (LCPC); Licensed Certified Social 

Worker-Clinical (LCSW-C); Licensed Graduate Professional Counselor (LGPC); 

Licensed Mental Health Counselor (LMHC), Licensed Master Social Worker (LMSW), 

or their equivalent) who currently work for an OMHC in their state of practice. Beyond 
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sample recruitment and scope, other delimitations, by default of these two delimitations, 

include working for an OMHC and having a Master’s level clinical license. Additionally, 

due to the nature of this study, the term clinician will be utilized throughout the rest of 

this document because it more accurately encompasses the varying licenses within an 

OMHC beyond the field of professional counseling. This is to support having enough 

participants to engage in the research due to no differences in job duty or responsibility 

by license type (with the exception of differences between provisional and independent 

licenses).  

Organization of the Study 

This dissertation is comprised of five chapters. Chapter 1 introduces the purpose 

and significance of the study. Chapter 2 reviews the literature associated with individual 

and organizational supports and barriers to clinician workplace wellness within the fields 

of professional counseling, human resources, and organizational development in order to 

identify the gap in the literature that the study will address. Chapter 3 reviews the 

methodology and the instruments utilized within the study. Chapter 4 presents the 

findings from the study. Chapter 5 discusses the findings, exploring the utility and 

application of the findings and their implications for the counseling field.  

Operational Definitions of Key Terms 

 This study incorporates the following concepts that emerged from the professional 

counseling, human resources, and organizational development research literature. The 

terms are associated with previous studies on individual and organizational supports and 

barriers to wellness. 
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Outpatient Mental Health Center: Clinics that provide mental health services to 

individuals on an outpatient basis, meaning that individuals (called clients) come to the 

clinic for therapy sessions and/or other mental health services. These services are 

typically one, but no more than three hours in a single visit. Selection of these will be 

operationalized through the sampling procedure. 

Community Treatment: The umbrella term for services that provide treatment for 

individuals (called clients) beyond the hospital and other inpatient or residential settings. 

This treatment allows individuals to receive care while remaining in their homes. These 

encompass outpatient mental health centers, and also include day treatment programs, 

case management, and support groups.  

Clinician: Health care professionals who are trained and licensed at the master’s level to 

provide mental health care to individuals. This term could include all levels of licensure 

and related fields; however, for the purpose of this study, clinician refers to persons who 

have obtained master’s level training and are either provisionally or fully licensed. These 

individuals may hold the following licenses or their equivalent: LGPC, LCPC, LMSW, 

LCSW-C, LMFT.  

Provisional License/Provisionally Licensed: Individuals who have graduated with their 

master’s degree (M.A., M.S., or M.S.W) in Clinical Mental Health, School Counseling, 

Marriage and Family Therapy, or Social Work and have passed their state licensing exam 

but have yet to complete their supervision and direct service hours requirement for 

independent clinical practice. 

Full License/Fully Licensed: Individuals who have graduated with their master’s degree 

(M.A., M.S., or M.S.W.) in Clinical Mental Health, School Counseling, Marriage and 
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Family Therapy, or Social Work and have passed their state licensing exam and 

completed all hour requirements for both supervision and clinical direct service for 

independent clinical practice. 

Organizational culture: The set of shared values, beliefs, attitudes, behaviors, and norms 

of the individuals within an organization that define the organization’s identity. It not 

only has influence on how people interact and work together, but also influences the 

rules, regulations, and guidelines that an organization establishes to manage its operations 

and decision-making. This variable will be operationalized via the Perceived 

Organizational Support Survey (POS, Eisenberger et al., 1986), which surveyed 

participant perceptions of organizational culture by exploring their perception of 

organizational support.  

Wellness: Wellness itself is a dynamic process of striving for optimal health and well-

being across multiple dimensions of life including physical, social, occupational, 

spiritual, financial, and environmental. It involves actively pursuing behaviors, choices, 

and lifestyles that promote balance, resilience, and fulfillment while also integrating 

body, mind, and spirit within the human and natural community. This variable was 

operationalized via the Professional Quality of Life (ProQOL, Stamm, 2005) instrument’s 

burnout subscale, which will provide insight into the participants’ level of work-related 

burnout in the last thirty days. 

Wellness in the Workplace: The ways in which the organization (through specific 

choices, actions, and decisions) promotes the wellbeing of clinicians. It is a supportive 

environment that fosters the health and well-being of employees, recognizing that the 

workplace plays a significant role in influencing individual wellness. This can include 
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policies and programs that support physical health, psychological health, work-life 

balance, and professional development. 
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Chapter Two: Review of the Literature 

Chapter 1 provided an overview of the rationale and purpose of this quantitative 

study and reviewed the relevant and essential definitions related to the study. This chapter 

will review the relevant and current scholarship associated with the scope of the problem 

of how organizational culture impacts organizational practices that support wellness for 

clinicians in outpatient mental health centers (OMHCs) in the United States. The 

following review of literature highlights related areas of wellness and the supports and 

barriers to wellness within the individual and the organization. This review begins with a 

summary of the definitions of wellness, beginning with a general definition and ending 

with wellness in the context of the workplace. Further, an overview of Bronfenbrenner’s 

Ecological Systems Theory (EST) and a discussion of Process-Person-Context-Time 

(PPCT) model will be explained as it is the theoretical framework through which this 

study is being conceptualized, outlining the individual, process, and contextual factors 

associated with how organizational culture may predict and promote wellness for 

clinicians working in OMHCs in the United States. 

As OMHCs are one of the largest providers of mental health treatment in the 

United States, and clinicians within OMHCs largely see clients who have Medicaid and 

Medicare as their primary insurance, clinicians within an OMHC are a population of 

concern when it comes to protecting their wellness. Individuals who work within 

community mental health settings tend to report higher levels of burnout than their peers 

who work in private practice or hospitals (Lent & Schwartz, 2013), some of which stems 

from the additional responsibilities that arise as part of the managed care system (Finch et 

al., 2004; Kramen-Kahn & Hansen, 1998). To combat these stressors, counselors are 
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greatly encouraged to practice self-care, and while self-care is important, there is a dearth 

of focus on what our institutions and organizations can do to support counselors on a 

systemic level.  

Description and Critique of Scholarly Literature 

Defining Wellness 

Wellness Broadly Defined 

Wellness has taken on many definitions across several disciplines. Notably, the 

fields of psychology, sociology, and economics have contributed to the way wellbeing 

and wellness have been defined (Bodeker et al., 2020). One of these contributions is a 

collaborative effort that produced the Mental Wellness Initiative (MWI), resulting in a 

white paper that conceptualized wellness across six domains: physical, social, 

occupational, spiritual, financial, and environmental (Bodeker et al., 2020). Physical 

wellness is described as the physical aspects pertaining to wellness such as sleep hygiene, 

food and diet, physical activity, and physical condition (Choy, 2017). Social wellness is 

the connectedness individuals feel interpersonally to people within their environment and 

to their larger community (Bodeker & Brepohl, 2018). Occupational wellness is how 

leadership within organizations takes on a culture of compassion through conscious 

business decisions that prioritize the many facets of wellness for employees and, 

ultimately, for their consumers (Friedland, 2018). Spiritual wellness is how individuals 

connect and express their faith and religious traditions and can also be defined as inner 

happiness and connection to the universe (Bodeker & Hernandez, 2018b). Financial 

wellness is connected to the economic factors of the individual, e.g., their income and 

how the economy of the culture the individual resides in impacts their daily life (Bodeker 
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& Hernandez, 2018a). Environmental wellness refers to the aspects of the physical 

environment that contribute to the other aspects of wellness, these aspects include the 

sun, light, nature, pollution, and the impacts of climate change (Bodeker, 2018). The 

MWI focused on wellness across these domains, as it explored the need for increased 

focus on initiatives that support preventative measures to serve as buffers against the 

increases in mental health concerns globally (Bodeker et al., 2020).  

Wellness in Counseling 

In the counseling field, a commonly cited definition of wellness is “a way of life 

oriented toward optimal health and wellbeing, in which body, mind, and spirit are 

integrated by the individual to live life more fully within the human and natural 

community” (Myers et al., 2000, p.252). Similarly to Bodeker et al.’s (2020) definition of 

wellness, there is an understanding that wellness is comprised of several factors, and 

there is not one singular component that defines wellness. However, in the counseling 

field, there has been particular focus on improving the wellness of clinicians through 

personal self-care. The benefits of self-care are expansive and well supported through 

research (Gibson et al., 2021; Posluns & Gall, 2020), which is a reason for the American 

Counseling Association (ACA) including guidelines for self-care in the Code of Ethics 

(American Counseling Association, 2014). The ACA code of ethics requires clinicians 

(and clinicians in training) to stop or limit services when they are impaired, supporting 

the need for clinicians to take care of themselves and be well (ACA, 2014). This code is 

central to our work as clinicians and guides ethical decision-making.  

To further expand on the counseling profession’s understanding and application 

of wellness, Chi Sigma Iota, International (CSI), a professional organization focused on 
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the promotion of academic and professional excellence within professional counseling, 

created a taskforce aimed at creating tangible steps individual professionals can utilize in 

understanding wellness within the field. Gibson et al. (2021) explored wellness for 

counselors specifically through three domains: counselor-centered wellness, professional-

centered wellness, and client-centered wellness, highlighting the different responsibilities 

and roles counselors assume in their work. In counselor-centered wellness, there is a call 

for proactive self-care, inclusion of supportive peer and supervisory relationships, and 

strong boundaries around the balance between personal and professional lives. In 

professional-centered wellness, the focus is maintaining awareness of professional quality 

of life, levels of burnout, compassion fatigue, and vicarious trauma, and use of formal 

and informal means to promote wellness within the workplace through peer support and 

structured practices. In client-centered wellness, clinicians are encouraged to incorporate 

evidence-based research and assessments to explore client wellness and find ways to 

practice interventions within sessions (Gibson et al., 2021). From these three domains, 

nine counselor wellness competencies were created: self-care; personal relationships; 

boundaries; stress, burnout, and impairment; professional support practices; wellness 

promotion; wellness research; wellness assessment; and wellness-based goal setting and 

plans (Gibson et al., 2021). The aim of these counselor wellness competencies stemmed 

from the discussion of wellness in the preamble of the ACA Code of Ethics’ (ACA, 

2014) which states the expectation that clinicians are empowering their clients to be well, 

and as such, necessitates that clinicians have a strong understanding and grounding in 

how to achieve, teach, and practice wellness for themselves (Gibson et al., 2021). Thus, 
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wellness in counseling is more than simply what the individual professional can do on 

their own and is impacted by the other aspects of the profession. 

Wellness and Organizations 

The focus of this study is wellness within the context of OMHCs, and as such, it 

necessitates an understanding of how wellness and the workplace fit together. As 

previously discussed, wellness for clinicians is not a unifacted approach. So, 

understanding how wellness exists within the workplace is key to understanding how the 

workplace can be involved in promoting wellness for clinicians. 

 Sinsky et al. (2020) explores wellbeing and the workplace for clinicians, in their 

work they discuss six domains in which the wellbeing of clinicians can be increased. 

These domains include organizational commitment, workforce assessment, leadership 

changes, policy, efficiency of work environment, and support (Sinsky et al., 2020). 

Organizational commitment necessitates a systems approach to wellness where a program 

for wellbeing, a chief wellness officer, and reporting systems for measuring wellness are 

established. The aim of this domain is for a multifaceted approach across multiple levels 

of the organization to show commitment to wellness. The second domain, workforce 

assessment, is centered around measurement. The aim in this domain is to utilize 

quantitative measures to ascertain how well the organization is maintaining its 

commitment to wellness. The third domain is leadership, which outlines shared 

accountability, distribution of authority, development of a balance between standard 

procedures for workflow and flexibility, and the creation of a chief wellness officer 

position. Each of these components highlights specific areas and methods leadership can 

utilize to restructure and organize leadership functioning to support clinician wellness. 
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The fourth domain is policy. Here, leadership is asked to review how the organization’s 

policies and procedures support the workflow and ethics of the clinician. The idea with 

this domain is to review how policies may be restructured to better support the daily work 

balance of the individual. The fifth domain is efficiency of the work environment, which 

calls for the organization’s systems to be assessed for their efficiency in workflow. The 

sixth and final domain is support, where focus is placed on building organizational and 

peer support for clinicians (Sinsky et al., 2020). Each of these domains can be utilized to 

explore the organization’s culture and its impact on clinician wellness. 

Definition of Workplace Wellness 

While wellness has been defined mostly through its constructs, this study is 

focused on the ways in which the organizational environment supports clinicians in their 

achievement of occupational wellbeing. This is impacted by the organization’s culture 

and is intertwined with the broader concept of wellness as a dynamic and holistic process. 

It acknowledges that the wellbeing of clinicians is not solely the responsibility of the 

individual but is significantly shaped by systemic factors.  

Thus, workplace wellness is defined as the ways in which the organization 

(through specific choices, actions, and decisions) promotes the wellbeing of clinicians. It 

is an ongoing process of fostering wellbeing within the environment that involves 

creating a supportive environment for employees as experienced through the tangible and 

intangible elements of the organization, recognizing that the workplace plays a significant 

role in influencing individual wellness.  

Theoretical Framework 

Bronfenbrenner’s Ecological Systems Theory (EST) 
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Urie Bronfenbrenner created an ecological model through the lens of his 

Ecological Systems Theory (EST) to expand upon extant human developmental theories 

to include how development is not only an interaction between the developing person and 

their environment, but also contains the context of their broader community, culture, and 

society (Bronfenbrenner, 1979). Over time, this model has been utilized across a variety 

of settings (Metz & Jarvie, 2022; Price & McCallum, 2015; Rogers et al., 2018) to help 

explain the influence of the social environment and to take into account the layers of 

variables that impact an individual across several systems identified as the microsystem, 

mesosystem, exosystem, macrosystem, and chronosystem. Each of these systems is not 

only connected but is also nested within each other, starting with the individual and 

working out toward the larger cultural and societal influences. Fundamentally, EST 

provides a path of understanding and exploring the interactions and impacts between the 

person and their environment (Bronfenbrenner, 1979). 

Brief Overview of the Systems 

The innermost layer of the ecological model is the individual; and while not a 

central focus in Bronfenbrenner’s (1979) seminal work, he did reference the work of Kurt 

Lewin in regard to his ideas of how an individual’s behavior is a function of both their 

individual characteristics and their environment (Lewin, 1935). While individual 

characteristics will influence personal wellness, utilizing an ecological perspective 

necessitates an understanding of how the individual’s idiosyncratic behaviors are 

impacted by the context of their ecology as a whole, and that these traits and behaviors 

are reflective of their entire sociocultural makeup (Bronfenbrenner, 1979). Following the 

individual is the microsystem, representing the first system and most immediate 
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environment to the individual. This system comprises all the immediate influencers in the 

individual’s environment, which include, but are not limited to their parents and/or 

caregivers, siblings, peers, doctors, and teachers. This also includes the various patterns 

of activity, roles, and relationships that these influencers may have on the individual. 

Each of these shapes the development of the individual and may serve as the foundation 

of their sociocultural development and define the ways in which the individual’s 

behaviors are normalized or stigmatized, which will either foster healthy development or 

serve as a barrier to it (Bronfenbrenner, 1979). The mesosystem is the second system 

within the ecological model, and it represents the system of interconnections between the 

microsystems. These interconnections and interactions include any two or more settings 

in which the individual is an active participant, which may be their school, workplace, or 

social gatherings. The mesosystem is fluid and is established with every new 

environment an individual encounters (Bronfenbrenner, 1979). The exosystem is the third 

system in this model, and while it does not require active participation, it does reflect the 

interactions within the environment that influence the individual’s behaviors and 

decisions (Bronfenbrenner, 1979). Namely, this system is inclusive of all the 

environmental elements that have an indirect impact on the individual, such as the 

individual’s family members’ work environment, social groups, and policies and 

procedures of work or school (Bronfenbrenner, 1986). The macrosystem is the fourth 

system and reflects the societal, cultural, and subcultural beliefs, values, and norms that 

surround the individual (Bronfenbrenner, 1979). These include items such as ideological 

and political leanings, institutional patterns, or religion that not only shape the way the 

individual develops, but also has impact to how they are expected to engage with others 
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or behave in certain environments (Bronfenbrenner, 1979). The fifth and final system is 

the chronosystem which reflects how the individual is situated in and impacted by events 

across time (Bronfenbrenner, 1986). This system is highly influential as it encompasses 

chronological and historical events that have the power to shape not only the individual 

but also shift entire societal and cultural beliefs and expectations. This model has been 

highly influential in the understanding of how people develop systemically; however, an 

important critique of this model is that it is static and the passivity of the systems do not 

adequately reflect the dynamic nature of how the systems interact not only with each 

other, but across time. Therefore, in his later works, Bronfenbrenner created the Process-

Person-Context-Time (PPCT) model to better reflect this dynamic interaction 

(Bronfenbrenner & Morris, 2006). 

The Process-Person-Context-Time Model 

 The process-person-context-time (PPCT) model was developed as an expansion 

upon Bronfenbrenner’s ecological systems theory and is comprised of four components: 

process, person, context, and time (Bronfenbrenner & Morris, 2006). This model 

provides a social ecological framework for studying the continuity and change of 

individuals and groups across the lifespan, identifying how problems can stem from a 

variety of factors within the individual’s ecosystem. Because different paths of 

development lead to different outcomes, this model highlights the importance of 

understanding human development as a complex interplay between the individual and 

their environment over time (Bronfenbrenner & Morris, 2006). The PPCT model 

emphasizes consideration of multiple levels of influence across the social ecological 

system that impact functioning and interactions, spanning immediate personal factors to 
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cultural and historical factors (Bronfenbrenner & Morris, 2006). Further, there is an 

emphasis on how the components function interdependently and collaboratively (Navarro 

et al., 2022).   

Process 

 The process component, also called proximal processes, are increasingly complex, 

yet reciprocal interactions between an individual and the other individuals in their 

environment (Bronfenbrenner & Morris, 2006). Proximal process further extends 

Lewin’s formula by replacing behavior (B) with development (D) and explains how the 

interaction between person (P) and environment (E) is a joint function. This joint function 

necessitates the current and emerging characteristics of both the person and the 

environment to interact more complexly over time (Bronfenbrenner & Morris, 2006). 

Thus, this component is central to the PPCT model and emphasizes the interactions and 

transactions that occur between the individual and their environment, similar to the 

mesosystem in the EST model (Bronfenbrenner & Morris, 2006). The interactions and 

transactions that occur between the individual and their environment can be between 

family, teachers, peers, and/or any other person(s) of significance in the individual’s life 

(Bronfenbrenner & Morris, 2006; Navarro et al., 2022). Further, processes may include 

the various learnings, socializations, and adaptations to new environments that the 

individual learns over time. Because proximal processes involve interaction with other 

people, these interactions can either lead to dysfunction or competence in outcomes 

(Bronfenbrenner & Morris, 2006). However, with the appropriate utilization of resources, 

an individual can be supported towards more competent outcomes (Siraj & Mayo, 2014). 

For example, within the context of clinicians, this may reflect the interaction between the 
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counselor, their client, and other providers within the workplace as interactions between 

each contribute to the refining of skills and the therapeutic development of the client. 

Additionally, the interactions between the ways in which each clinician has been 

socialized and how they have been trained is an example. While an individual’s 

socialization and training is partially reflective of their person characteristics, it is also 

reflected within their proximal processes as the development of socialization necessitates 

interactions with multiple people within their immediate environment. These interactions 

shape their values, beliefs, and behaviors. Further, an individual’s socialization has an 

impact on how they choose their profession and the type of clinical training they receive. 

Thus, the interactions individuals have throughout their training process reflect proximal 

processes as they develop their specific skills, clinical judgment, and professional 

identity.  

Person 

 The person component is representative of the individual’s biopsychosocial 

characteristics, e.g., age, gender, ethnicity, race, temperament, skills, personal life 

experiences, etc., and is similar to the individual level in the EST model (Bronfenbrenner 

& Morris, 2006). In the PPCT model, these personal characteristics show up both as input 

and output, and these characteristics play an important role in shaping individual 

outcomes (Bronfenbrenner & Morris, 2006). Personal characteristics show up as input, as 

they precede the proximal processes, meaning how the person exerts influence over their 

environment, and they show up as output, as they can be the outcome of the interactions 

within the environment. Essentially, the person component exemplifies what the 

individual brings to their environment and what they become because of their 
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environment, which also includes their position and role in society (Bronfenbrenner & 

Morris, 2006; Navarro et al., 2022). For example, within the context of clinicians, their 

individual personality traits or chosen theoretical orientation will impact the way they 

show up in the workplace and how they interact with others, exerting direct influence on 

the proximal processes. Additionally, leadership within organizations is also impacted by 

their personhood. So, it is important to be clear on the oscillating components of 

personhood within the model as individuals interact with each other.  

Context 

 The context component emphasizes the environment and its various influences on 

the individual and their lived experiences, connecting immediate environmental 

influences to broader influences of culture and society. This component is comprised of 

all the microsystems, activities, relationships, and roles experienced by the individual that 

impacts their development, and it is impacted across all the systems (micro, meso, exo, 

macro) in the EST model. Contextual factors within the environment of development, 

both in early childhood and throughout life, either supportive or restrictive, affect 

proximal processes and ultimately, the developmental outcomes of the individual 

(Bronfenbrenner & Morris, 2006). For example, within the context of clinicians, the 

organization’s culture, including its policies, procedures, and expectations impact the 

clinician’s perception of their role and may impact service delivery. Special focus on 

employee perception of organizational culture may be warranted to ensure that 

organizational intention is adequately perceived. Person characteristics and context 

characteristics cannot be detangled due to the nature of how people are products of the 

context in which they developed and continue to develop. Additionally, consideration for 
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how the structure of the organization shapes the context within which clinicians work is 

important to note. For example, Bardhoshi & Um (2021) discuss the job-demands 

resources model (JD-R), which speaks to the balance between what the workplace 

requires of its clinicians and what resources it extends to support them. Further, 

organizational research suggests that organizations have direct influence over the 

working experience of employees (DiFabio, 2017; Eisenberger et al., 2020; Mauno et al., 

2006) emphasizing the importance of focus on the organizational context. 

Time 

 The time component represents the dynamic and changing impacts of time, 

explaining both changes over the lifespan and historical and cultural influences over time. 

In this model, time is defined as microtime, mesotime, and macrotime. Microtime and 

mesotime are more related to the individual’s personal timeline and the process 

component, while macrotime is reflective of the larger societal and cultural changes and 

impacts across generations (Bronfenbrenner & Morris, 2006; Navarro et al., 2022). 

Within this component, there is understanding of how historical time and place shape life 

experiences and impact the overall life course of the individual. In addition, consideration 

of how various life transitions and events at different stages of life (from the individual or 

their family system) have impacts on subsequent development, and the stability and 

consistency of an individual’s environment affects their developmental outcomes 

(Bronfenbrenner & Morris, 2006). For example, within the context of clinicians, 

consideration for the changing landscape of wellness and organizational practice shifts 

over time may have impacts on their individual perceptions of wellness. This could be 

due to shifts in the way wellness is defined, the introduction of new organizational 
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practices that impact clinicians' work environment, or changes in societal attitudes 

towards wellbeing. For example, as organizations increasingly recognize the importance 

of mental health support, clinicians may perceive wellness differently and seek out new 

resources or strategies to support their wellbeing. Further, changes in mental health 

treatment and expectations of work-life balance, e.g. the post COVID-19 world has had 

lasting impacts that are still being explored (Dewey et al., 2020; Fiorillo & Gorwood, 

2020). Thus, clinicians not only have to balance changes in their personal lives and 

perspectives but also have to balance continual changes to workflow as the regulations 

and guiding policies change and continue to change. Therefore, consideration of the 

larger societal, environmental, and political changes across time may impact individual 

perceptions and what constitutes appropriate workplace culture.  

Ecological Systems Theory and the Process-Person-Context-Time Model 

 To summarize, both EST and the PPCT model are frameworks used in 

understanding human development and behavior. While separate theories, EST provides 

context for the PPCT model in building the foundation of how individuals interact with 

their environment through nested, concentric systems (Bronfenbrenner, 1979, 1994). 

However, EST fails to fully integrate the continuous dynamic interplay of the person in 

their environment throughout time. Therefore, the PPCT model is more robust as it 

reflects the bidirectional, synergistic interdependencies amongst the components and 

highlights the importance of considering how these interdependencies impact 

development (Bronfenbrenner & Morris, 2006).  

The PPCT Model, Organizations, and Wellness for Clinicians 
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Because clinicians in OMHCs are housed within an organizational system, 

exploring organizational approaches to wellness is beneficial. Within organizations, 

human resources are the central support for the human element (Harvey, 2019). In human 

resource management, wellness is defined as the balance of the individual’s needs and the 

organization’s needs, and this is broken down into two scopes: economic performance, 

e.g., the financial returns of the organization, and social legitimacy, e.g., the rules and 

expectations for the way people should be treated within the workplace (Harvey, 2019). 

As clinicians do not operate in isolation from a system of organization, there has to be a 

way to balance the needs of the organization with the needs of the individual. Part of 

improving wellness for clinicians requires motivation on the part of leaders within the 

organization to be concerned about the well-being of their employees. This concern is not 

only connected to moral and social ethics but extends to hard fiscal returns for the 

company (Beauregard & Henry, 2009; Berry et al., 2020). These tangible financial 

benefits exist because having employees who are well leads to increased motivation, 

productivity, and retention (Burlakova et al., 2020). Thus, understanding the complex 

interplay of organizational dynamics and clinician dynamics is important in uncovering 

how the culture within the workplace supports the clinician in being well. 

Further, individuals and the organizational culture are influenced by the societies 

within which they reside (Harvey, 2019); therefore, the various systems within which 

individual clinicians operate can potentially complicate the ways in which the 

organization can support them toward wellness. In thinking about clinicians within an 

OMHC, there has to be consideration for not only the way they operate as clinicians, but 

also the interactions between themselves, other providers in the organization, and their 
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clients. There are numerous touch points of influence which can be supportive towards 

clinician wellbeing or can be factors that serve as stressors. Some of these touch points 

include being part of a managed care system (Kramen-Kahn & Hansen, 1998), the 

population of clients that engage in OMHC services (Hung et al., 2020), high attrition in 

OMHCs (McConnell et al., 2023; Olfson et al., 2009), increased need for training to be 

up to date on evidence-based practices (McConnell et al., 2023), and access to peer and 

supervisor support (Holliman & Muro, 2015). 

As workplace wellness is comprised of a multitude of facets, this study is 

concerned about how the organization’s culture implicitly and explicitly reflects 

organizational commitment to wellness and how it relates to the wellness levels 

experienced by employees. Because counselors exist within the complex system of their 

organization, utilizing the PPCT model will support an understanding of how the 

organizational environment influences the clinician and how the clinician influences the 

environment. Individuals do not develop in isolation, they are impacted by the broader 

environment of their upbringing. This is reflected within the person element of the PPCT 

model, which reflects the aspects of what contributes to the development of the 

individual. This is related to the proximal processes as the different factors of the person 

element interact within the proximal process. Thus, how individual clinicians were raised, 

their education and training, and their experiences within the context of the workplace 

have direct and lasting impacts on how they will perceive the impact of the workplace. 

The time component also plays a major role as both the microtime impacts of personal 

timeline and the macrotime impacts of larger sociocultural impacts play a part in how 

training was conducted, feelings around professionalism, etc interact in the perception of 
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the workplace. Due to this, the PPCT model can be utilized as a framework to understand 

the interplay between the individual and their environment across time (Bronfenbrenner 

& Morris, 2006; Navarro et al., 2022). Accordingly, the various domains of wellness, as 

outlined by Bodeker et al. (2020), Gibson et al. (2021), and Sinsky et al. (2020) can be 

analyzed through the lens of the PPCT model to understand the interactions between 

individual wellness, the requirements of counselors, and organizational support of 

clinician well-being. 

Bodeker et al.’s (2020) domains of wellness (physical, social, occupational, 

spiritual, financial, and environmental) are aligned with the various aspects of the PPCT 

model. Specifically, how a person perceives their connection and/or experience of each of 

these domains is housed in the context of their development. Further, within the context 

of OMHCs, environmental factors can change depending on the state in which the 

OMHC is located. Historical and cultural factors will also be implicated in the 

individual’s comfortability with expressing the parts of themselves that may bring them 

comfort. For example, in counseling, there is the ethical mandate to engage in self-care 

(ACA, 2014), which is supported by Gibson et al. (2021) in their domain of counselor-

centered wellness. However, when considering the context of the clinician’s personhood 

(e.g. age, gender, ethnicity, other visible and non-visible identities), their theoretical 

orientation, and general approach to stress, how they engage with self-care is going to 

look different. Further, when considering the context of their professional training and 

emphasis (or lack thereof) on wellness, the clinician may not be adequately equipped to 

recognize their own limitations and how to properly engage in self-care activities that 

will work for them. This may place pressure on leaders within the organization to instruct 
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or reorient them to what self-care can be, which can be considered a proximal process. 

Within this process, the transaction between what the organization can offer and what the 

clinician needs is a focus of this study. Due to the company’s culture, and the ways in 

which wellness is implicitly and explicitly known, clinicians will be socialized to the 

organization’s commitment to wellness. Because proximal processes create adaptation to 

new environments over time (Bronfenbrenner & Morris, 2006), as clinicians are engaged 

with the organization, they will adapt to the organization’s emphasis on wellness. This 

may mean that the longer clinicians have worked within the company the farther removed 

they are from their original ideas of what wellness in the workplace means. Again, this 

further reiterates the need to understand and consider the interplay between individual 

and organizational factors in promoting clinician wellness. Throughout this review, the 

PPCT model will be applied to explore how the interrelated components of process, 

person, context, and time impact both the individual and the organization. However, 

because there are several aspects that relate to each component, the aspects will be 

broken down into their independent parts, while also weaving in their relationship to the 

components of the PPCT model and the broader context of this study. 

Barriers to Wellness in Clinicians and Organizations 

 Throughout a clinician’s career, there are several levels they wade through. First, 

as students, individuals learn counseling theory and skills. From here, they transition to 

practicum, then internship. After successful completion of their degree and passing the 

licensing exam, clinicians enter the workforce on provisional licenses, working under the 

direct supervision of a fully licensed provider. After meeting the supervision and direct 

service hour requirements, clinicians are then able to be independently licensed and work 
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on their own. Each level the individual goes through carries its own barriers, and each 

level impacts the development of the individual in different ways. Further, within 

OMHCs, the leadership (supervisors and clinic directors) are more experienced clinicians 

who carry with them their own developmental process. Thus, understanding the 

interconnection and intersection not only of the individual but also of their life and 

therapeutic developmental processes is key in understanding the dynamic and reciprocal 

processes of how the individual impacts the organization and how the organization 

impacts the individual. 

Clinician Wellness Barriers 

To fully understand what promotes workplace wellness, there must be an 

understanding of what prevents wellness or the factors that serve as barriers to wellness. 

Within the professional counseling population, the literature suggests that there are a 

variety of challenges that impede clinicians’ ability to achieve optimal wellbeing 

(Lawson et al., 2007; Lawson & Myers, 2011). Additionally, there are decades' worth of 

research exploring counselor wellness and the components that comprise wellness 

(Lawson & Myers, 2011; Myers & Sweeney, 2004; Myers et al., 2000; Stevanovic & 

Rupert, 2004), and within this research, there is an understanding that counselors are 

impacted not only by their external environment but also by their internal environment. 

Considering the Person component in the PPCT model, it is important to explore the 

ways in which the individual exerts influence on their working environment. Further, it is 

also important to consider how contextual and historical factors may influence the way an 

individual clinician will operate within their working environment. Counselors are 

impacted by their personal factors that are carried over into the work, some of which 
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include their trauma, relational patterns, individual stress, tiredness/exhaustion, lack of 

self-care, age, and substance abuse (Cook et al., 2021; Cvenkel, 2021; Fye et al., 2020; 

Mullen et al., 2018; Wilkerson & Bellini, 2006). This section will explore these factors 

and how the individual can serve as a barrier to their own wellness. 

Individual Characteristics 

Stress does not materialize on its own but is often the symptom of a series of 

experiences. For clinicians, stress is expected within the working environment because it 

is considered a high-touch profession or a profession that requires its providers to engage 

in ongoing and intense emotional services (Maslach & Leiter, 2016). While this 

profession has the capacity to be rewarding, it can also carry the risk of being damaging 

(Bardhoshi et al., 2019), and consequently necessitates an understanding of what the 

specific stressors may be for clinicians. While the work itself can be a stressor, stressors 

may also stem from the upbringing and development of the individual.  

Perfectionism, Flexibility, and Rigidity. Within the perfectionism literature, 

there are divided theories about perfectionism being a help or hindrance to the work. 

Generally, perfectionistic concerns or self-criticism is seen as the driving force of 

hindrance (Fye et al., 2018; Moate et al., 2014). Individuals who experience 

perfectionism and rigidity are more likely to experience burnout and vicarious trauma 

(Fye et al., 2018; Holden & Jeanfreau, 2021; Hellman et al., 1987). Specifically, self-

oriented and socially oriented perfectionism are positively correlated to burnout, and 

women demonstrate higher levels of self-oriented perfectionism than men (Holden & 

Jeanfreau, 2021). Perfectionism is tied to an individual’s desire to be perfect or at least be 
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perceived to be perfect and is seen to be detrimental to the work due to its potential to 

disrupt the therapeutic bond in clinical settings (Holden & Jeanfreau, 2021). 

Clinicians' levels of flexibility and rigidity impact their perception of and reaction 

to clients. Clinicians who are more rigid tend to report more stress from clients who 

report negative affect and suicidal ideation. Clinicians’ levels of flexibility and rigidity 

correlate with stress experienced in the work, meaning that the more rigid a person is the 

more stress they will experience through the work (Hellman et al., 1987). 

These factors suggest that clinicians are impacted by their personal 

characteristics, which can increase their vulnerability to the stressors of clinical work. 

Within the PPCT model, the person component considers the individual characteristics 

and how they are established through life experiences and develop over time (Liu et al., 

2020). Further, these characteristics impact the way the individual learns and develops 

coping strategies to mitigate the stressors they face (Fye et al., 2018; Fye et al., 2020).  

Coping Patterns. Coping strategies can be supportive in the management of 

stress or they can negatively contribute to maladaptive reactions to stressors (Cook et al., 

2021; Fye et al., 2020). Maladaptive coping patterns come in the form of avoidance 

emotional coping i.e., avoidance or suppression of emotional responses in stressful 

situations (Folkman & Lazarus, 1985). Individuals who engage with avoidant emotional 

coping tend to experience higher rates of burnout (Fye et al., 2020). In their work, 

Folkman & Lazarus (1985) emphasize that coping is complex and that individuals do not 

necessarily fully utilize one method of coping but tend to use a combination of what is 

available to them to face the task at hand. In consideration of the dynamic nature of how 

humans develop within a system, it is important to explore the potential oscillating nature 
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of how clinicians’ problem solve and cope at different points in their day, week, and over 

the span of their career. Again, this points to the ways in which the personhood of the 

clinician impacts the ways in which they interact with their environment, which will filter 

the way they perceive their environment and the support available to them at any given 

time. 

Experience in the Profession 

When discussing how the individual may serve as a barrier, this cannot be 

construed as isolated from the work but as an interaction within the workplace. 

Therefore, while the factors discussed in this section have an impact on the individual’s 

experience of wellness, they are also a product of the work itself. This beautifully 

exemplifies the PPCT model, as it demonstrates the interplay between the person, 

process, and context of the workplace. 

In clinical work, stressors may include a large caseload, a large percentage of 

clients with trauma or other high-risk behaviors, feelings of exhaustion, and lack of 

fulfillment in the work (Cook et al., 2021; Holman et al., 2019). Karasek & Theorell 

(1990) discussed the growing weight of stressors on employees in their book on Healthy 

Work: Stress, Productivity, and the Reconstruction of Working Life. In their work, they 

discussed the interaction between the demands of the workplace and the stress it places 

on the individual due to the employee’s lack of control over these demands, making 

control a crucial factor in the reduction or increase of workplace stress (Karasek & 

Theorell, 1990). This workplace demand impact has been confirmed by numerous 

researchers in the past few decades (Bardhoshi & Um, 2021; Fye et al., 2020; Lawson & 

Myers, 2011; Lee et al., 2007). Given the construction of an OMHC and the potential 
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lack of control over case assignment and percentage of clients on the caseload 

experiencing trauma or other high risk behaviors, clinicians within an OMHC may 

experience an increase in workplace stress due to lack of control (Baggs et al., 2012; 

Finch et al., 2004). Importantly, it is not solely the demands of the job that contribute to 

negative outcomes, but the lack of decision making power in being able to navigate those 

demands (Bardhoshi & Um, 2021; Karasek & Theorell, 1990). 

As clinicians gain experience and independence in the field, they have more skill 

and knowledge to support their stress regulation (Fye et al., 2020; Lenz & Smith, 2010). 

However, they are further isolated from peer and supervisor support due to no longer 

needing weekly supervision after gaining independent licensure. This isolation can add to 

experienced stress and is related to negative outcomes for clinicians (Holliman & Muro, 

2015). Relatedly, newer clinicians, i.e. counselors in training or provisionally licensed 

clinicians, are more vulnerable to impairment (Smith et al., 2007; Um & Bardhoshi, 

2022) due to limited knowledge, skills, and training (Vernart et al., 2007). These work-

related stressors are also connected to increases in physiological suffering such as high 

blood pressure, use of substances, development of insomnia, and exacerbation of already 

existing health conditions (Falls & Nichter, 2007; Holman & Grubbs, 2018; Holman et 

al., 2019). Therefore, consideration of the differences in clinician experience across time 

is important. Specifically, the ways in which clinicians’ training and the available 

research on wellness and wellness practice differ across the decades. Hence, there can be 

no one set path forward, but recognition of the varying levels and components involved 

within wellness is needed in the discussion of how to support clinicians. 

Sociocultural Expectations 
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In addition to what the individual experiences within themselves, there are also 

broader societal and contextual factors that are implicated in adding to stress. Societal 

expectations and cultural upbringing can influence the way in which an individual will 

show up in the workplace (Bodeker et al., 2020; Burlakova et al., 2020). Namely, the 

individual’s perception of how they are expected to present themselves as professionals, 

which is rooted in the culture of the Western world, may conflict with how a person 

would naturally want to show up in the workplace (Mitchell & Binkley, 2021; Wyatt & 

Ampadu, 2022). Balancing social expectations places added pressure, especially on 

clinicians of color adding to what they have to navigate in the workplace (Basma et al., 

2021; Wyatt & Ampadu, 2022). Burlakova et al. (2020) explore the cultural differences 

of prioritizing wellness and the impacts of these value differences within the workplace. 

While social cultural factors are not the focus of this review, in exploring what impacts 

the individual, the context of their lived experience through the various aspects of their 

identity cannot be ignored. Further, the differences in the lived experiences of clinicians 

may have them at different baselines of stress management and perhaps may require 

more of the organization for workplace wellness to be supported. 

Summary: Clinician Barriers 

While individual characteristics have their role in blocking access to skill use for 

the enhancement of personal wellbeing, it is not in and of itself an answer to the myriad 

of factors that impact clinicians in the workplace. Keeping the PPCT model in focus, 

clinicians are affected by the interaction between themselves and the context of their 

environment. Namely, their individual biopsychosocial characteristics are the foundation 

of who the clinician is, how they respond to increased pressure from their environment, 



 

45 
 

and what may drive their motivation to stay in the field. Notably, these factors may serve 

as barriers that can lead clinicians from wellness to impairment, which typically results in 

experiences of burnout (Maslach & Jackson, 1981), compassion fatigue (Figley, 1995), 

and/or vicarious trauma (Pearlman & Mac Ian, 1995). Thus, it is important to remain 

mindful of how personal characteristics will impact and influence not only how the 

clinician operates in their role, but also their ability to cope, manage stressors, mitigate 

the demands of the workplace, and maintain awareness of their impairment. 

Additionally, the training and mentorship clinicians receive throughout their 

schooling and provisional licensure will affect their clinical judgment and response to 

stress within the working environment. These experiences have an impact on how 

clinicians start in the field and whether they are trained to build awareness of their 

occupational wellness. Mentors, supervisors, and educators serve an important role 

during the training phase to set an example of how the system is to care for the 

developing clinician. If done well, this can bolster the wellness and capacity of new 

clinicians, and if done poorly, it can have new clinicians beginning their careers burnt out 

(Um & Bardhoshi, 2021). Thus, occupational wellness can be viewed as the levels to 

which clinicians experience and perceive burnout in their work, and underscores the 

impact of organizational commitment to clinician wellness.  

Organizational Barriers  

In addition to what the clinician brings independently to their work, the work 

itself can lead to negative repercussions for the clinician, as the nature of the work itself 

increases vulnerability to mental, physical, and emotional stress (Kirk-Brown & Wallace; 

2004; Osborn, 2004; Paton & Goddard, 2003). This accumulation of stress is often 
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identified as burnout. Because exposure to stress may be anticipated or expected in the 

counseling field (Osborn, 2004), some researchers have concluded that burnout, 

compassion fatigue, and vicarious trauma are costs to caring (Figley, 1995; Maslach & 

Jackson, 1981; Lawson & Myers, 2011; Stamm, 2005). Because of these factors, it is 

important for leaders to explore how the organization not only contributes to but may 

exacerbate the stress levels of the clinician. 

Negative Work Environment 

While the cost to caring may be known (Figley, 1995), the mechanisms through 

which it progresses continue to develop. Burnout is defined as emotional exhaustion, 

depersonalization, and reduced feelings of personal accomplishment typically due to 

work environment or job choice (Maslach & Jackson, 1981). Compassion fatigue is the 

result of losing empathy after repeated exposure to client suffering (Figley, 1995). 

Vicarious trauma is the development of PTSD symptoms after hearing clients’ 

experiences with trauma (Jimenez et al., 2021).  

Exhaustion has long been lauded as the direct predecessor to burnout and is often 

cited as the central component of burnout (Harris, 1984; Maslach & Leiter, 2008; Leiter 

& Maslach, 1999). However, in a meta-analysis conducted by M. K. Lee et al. (2019), 

they found support for environmental factors, specifically role overload, being positively 

correlated with exhaustion, suggesting that the external environment is connected to 

exhaustion. Further, D. Lee et al. (2023) conducted a serial process model where they 

found that devaluing a client e.g. cynicism (Maslach & Jackson, 1981) was the final stage 

of burnout and was predicted by a negative work environment (environmental factors) 

that was mediated through deterioration in personal life, exhaustion, and incompetence 
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(decreased of sense of efficacy, Maslach & Jackson, 1981). Importantly, their model also 

found a predictive path of devaluing clients through deterioration in personal life that was 

not mediated by exhaustion (D. Lee et al., 2023). This denotes that while exhaustion is a 

path to burnout, it is not the only one. While there were multiple paths to burnout, they all 

began with a negative work environment, highlighting the need to focus on 

environmental factors that contribute to the path of burnout (D. Lee et al., 2023). 

Negative work environment can be a large barrier, as policies and procedures set 

in place by senior leadership may, albeit unknowingly, negatively impact the clinician. 

For example, factors such as role ambiguity, role conflict, excessive workload, lack of 

perceived control over tasks, and lack of support from peers and supervisors are all 

connected to a negative work environment (D. Lee et al., 2023; Fye et al., 2020; Holman 

et al., 2019; Kirk-Brown & Wallace, 2004; S. M. Lee et al., 2007; Wilkerson & Bellini, 

2006). Not only do all of these factors impact individual clinician wellness outcomes 

(Lent & Schwartz, 2013; Rupert & Morgan, 2005; Sinsky et al., 2020), they are often 

components of the organizational environment. Consequently, this emphasizes the 

importance of focusing on the work environment and other organizational variables that 

may impact counselors and their well-being in the workplace.  

While burnout, compassion fatigue, and vicarious trauma are well-researched, 

quantifiable results of increased stress and decreased wellness, the tendency to focus 

solely on how to troubleshoot to reduce these effects is missing the other, less easily 

quantified components that impact individuals within the workplace, namely workplace 

culture (Anderson et al., 2021).  

Organizational Culture 
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Organizational barriers stem from organizational culture, as culture plays a crucial 

role in shaping the workplace's identity, behavior, performance, and success (Onea, 

2012). Organizational culture has been defined in various ways; however, this review will 

utilize the definition of Bryant (2013), who defines organizational culture as the shared 

values, beliefs, attitudes, behaviors, and norms of the members of an organization. This 

culture is representative of a collective mindset and organizational identity which shapes 

how individuals within the organization perceive, think, and act (Harris, 1984; Koberg & 

Chusmir, 1987; O'Reilly et al., 1991). Organizational culture is also affected by the 

organization’s history, leadership, and the environment in which it is located (Bryant, 

2013; Erkutlu et al., 2011; Onea, 2012). 

 Because a negative work environment stems from the workplace culture, it is 

imperative that workplace habits, procedures, and policies are explored to determine their 

impact on staff (Harris, 1984). Further, the work culture speaks to the context not only of 

the workplace itself, but also the larger sociocultural context of the physical location of 

the organization. Therefore, the demands of the job placed on clinicians, e.g., being in a 

high-touch field, exposure to risk and trauma of clients, amongst the required 

administrative duties, all contribute to the larger contextual culture that is created in the 

workplace. This is reflective of the context component of the PPCT model, as the 

organizational culture sets the tone for how clinicians can expect to be treated by their 

organization. This has a direct impact on clinicians’ perceptions of organizational support 

and their general satisfaction with their working environment. Eisenberger et al. (186) 

explore perceived organizational support as a representation of what is happening within 

the work setting. Their work recognized that the perception of an organization may be a 
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direct reflection of that organization, which allows for perceived organizational support 

to serve as a proxy for organizational culture in this context. Thus, building an 

understanding of the levels to which the organization serves as a barrier to the clinician’s 

wellness warrants continued exploration. 

Implementation Issues 

Even in workplaces where the organizational culture and senior leadership are in 

support of wellness for employees, barriers to promoting wellness still exist (Daniels et 

al., 2021). Without functional learning and appropriate governance structures, 

organizations can struggle to properly implement supports even when it is a desire and 

priority to do so (Daniels et al., 2021). Essentially, functional learning and governance 

structures provide continuity within the workplace through clear and consistent policies 

across all levels of the organization. Without clear policies to support wellness, 

organizational commitment is unclear and therefore ineffective (Daniels et al., 2021). 

Hence, implementation issues may be in the form of disorganized processes or specific 

barriers at levels of implementation, e.g., communication or resources, and/or 

noncontrollable external factors such as funding or employees’ personal challenges 

(Cvenkel, 2021; Daniels et al., 2021). Despite the presence or reasoning of organizational 

barriers, it is imperative for leaders within organizations to build more holistic and 

nuanced understandings of the impact of organizational culture and work environment on 

clinician wellness. This is well reflected within the PPCT framework, as the interaction 

between the person (clinician) and the environment (the workplace) becomes more 

integrated and complex over time due to the reciprocal interactions between each over 

time. Again, when considering the working environment as a whole, contextual factors 
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cannot be separated, and therefore, the working environment, as reflected in the 

organizational culture, is an integral part of what contributes to the wellness of clinicians. 

Summary: Organizational Barriers 

          It is evident how the work environment and organizational culture can have 

negative implications for clinicians (D. Lee et al., 2023; M. K. Lee et al., 2019; S. M. Lee 

et al., 2007). While the nature of the job carries its own demands, the working 

environment itself can contribute to increased stress for clinicians in the form of role 

ambiguity, role conflict, excessive workload, and so forth (D. Lee et al., 2023; Fye et al., 

2020; Holman et al., 2019; Kirk-Brown & Wallace, 2004; S. M. Lee et al., 2007). 

Additionally, organizational structure in the form of the provision of peer and supervisory 

support, opportunities for professional development, bureaucratization, leadership 

communication style, and perceived control all have impacts on the individual’s ability to 

be well (Bardhoshi & Um, 2021; Harris, 1984; Um & Bardhoshi, 2022). Peer and 

supervisory support can take the form of informal and formal processes such as 

relationship building and connection in team activities, consultation, and direct 

supervision (Holliman & Muro, 2015; Wilkerson & Bellini, 2006). Opportunities for 

professional development are items such as providing continuing education, offering to 

supplement the cost of sessions via group sign up discounts, joining professional 

organizations, etc. (Anderson et al., 2021; Holliman & Muro, 2015). Bureaucratization is 

highly utilized when leaders remove autonomy from clinicians and create more rigid and 

overtasking policies to police and restrict employee freedom (Vazirnia et al., 2023), 

which goes in tandem with leadership communication as the way leaders communicate 
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reflects their openness and willingness to be flexible and/or make compromises 

(Odentunde, 2013; Ward & Hanson, 2011). 

          The interactive nature between the individual and the organization is reflective of 

proximal processes, where the person (clinician) interacts with the environment 

(organization) in increasingly complex ways over time. Additionally, as this interaction 

occurs over time, both the organization and the clinician are socializing each other in how 

to interact. Specifically, the organizational culture reflects the organization’s value of 

wellness and will have a continual impact on the clinician and their understanding of 

what to expect from the organization. 

Supports to Wellness in Clinicians and Organizations 

Clinician Wellness Supports 

          Across the counseling and related literature, there are several options for promoting 

clinician wellness, and wellness as a preventative measure continues to be a focus of 

counselor education (Gibson et al., 2021). Studies suggest that impaired clinicians are 

likely to cause harm to clients, while well clinicians are likely to facilitate wellness in 

their clients (Lawson & Myers, 2011). Lawson & Myers (2011) explored strategies to 

help clinicians make healthy decisions and enhance their wellness based on extant 

literature. From their work, they found that clinicians with higher wellness scores (as 

indicated by the 5F-Wel scale (Myers & Sweeney, 2004)) engaged in more career-

sustaining behaviors and reported higher positive professional quality of life (Lawson & 

Myers, 2011). Again, as the clinician is part of a larger system, the factors that support 

their wellness are often related to what the organizational environment contributes. 

Career-Sustaining Behaviors  
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          Importantly, supporting clinician wellness involves implementing strategies that 

promote a positive work-life balance and utilizing career-sustaining behaviors (Brodie, 

1982; Stevanovic & Rupert, 2004; Rupert & Kent, 2007). Career-sustaining behaviors are 

individual behaviors that clinicians may engage in to prevent burnout and promote 

positive coping strategies. These behaviors include engagement in leisure activities, 

seeking case consultation, maintaining self-awareness and professional identity, and 

maintaining a sense of control over their work responsibilities (Stevanovic & Rupert, 

2004). Garcia et al. (2018) explored the use of career sustaining behaviors and their 

utility in supporting ability to cope with job demands. They found a significant positive 

relationship between psychological self-care and career sustaining behaviors, which 

highlighted the importance of maintaining a balance between personal and professional 

life to serves as protective factors against the negative repercussions of the counseling 

field (Garcia et al., 2018).  

          While engagement in career sustaining activities is the responsibility of the 

individual, there are several ways the organization can support engagement. Firstly, by 

encouraging counselors to spend time with their families in promoting a work life-

balance. Organizations can also reduce role ambiguity and conflict by creating clear 

guidelines and procedures on what the specific work tasks are with minimal deviation 

(Holman, 2019; Kirk-Brown & Wallace, 2004), which can also support clinicians’ 

control over work tasks and reduce extraneous work tasks by eliminating redundant or 

unnecessary steps (Fye et al., 2020; Holman, 2019). Additionally, ensuring a manageable 

caseload by incorporating structure around the management of the ratios of case severity 

(Lawson & Myers, 2011) can positively contribute to increased engagement in career 
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sustaining behaviors. Additionally, some studies report that increased professional 

experience and training (Mullen et al., 2018; Wilkerson & Bellini, 2006) and higher 

usage of humor (Kramen-Kahn & Hansen, 1998) are career-sustaining behaviors that 

positively correlate with wellness. Here, it can be seen how the interrelated processes of 

what the individual brings to the workplace via their own motivation to promote and 

sustain themselves is directly connected to the workplace itself. While clinicians benefit 

from decreased role ambiguity and conflict, they, in and of themselves, cannot decrease 

these issues. Therefore, when considering the efforts the clinician brings to the workplace 

to support their wellness, understanding the interconnectedness to the workplace and role 

responsibility is essential. 

Peer and Supervisor Support 

          Because counseling is a profession that requires continual training, supervision, 

and consulting, peer and supervisor support can be an essential feature in promoting 

wellness (Lenz & Smith, 2010). Supervision in particular is a great avenue to promote 

and model wellness, as supervisors can integrate wellness practices and wellness 

psychoeducation within their work (Lenz & Smith, 2010; Moate et al., 2014; Um & 

Bardhoshi, 2021). A positive supervisory relationship can play a major role in the 

development of resilience in clinicians (Kapoulitsas & Corcoran, 2015) and space for 

them to explore professional development (Mullen et al., 2018; Wilkerson & Bellini, 

2006). The presence of positive supervisory support is also connected to lowered risk for 

the development of compassion fatigue (Bride et al., 2007). While supervision can be a 

place of support, as clinicians move into independent licensure, they may become 

isolated from supervisor support due to no longer needing weekly supervision. Further, 
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they may lean less on peers' support and function solitarily in their roles (Holliman & 

Muro, 2015). Therefore, it is imperative for clinicians to find community amongst their 

colleagues and/or within the field (Burns & Cruikshanks, 2018; Dang & 

Sangganjanavanich, 2015; Gibson et al., 2021). Within the context of the socioecological 

environment of the workplace, the availability of positive peer and supervisory support is 

also related to the social location, development, and resilience of peers and supervisors. 

Thus, individual clinicians’ ability to find support in colleagues varies greatly across the 

context of their working environment and is contingent upon an organizational culture 

that not only provides opportunity for this type of support but also facilitates organic 

interactions to promote peer and supervisory support amongst employees. 

Engagement in Professional Development 

           Professional development is an avenue of growth that assists in improving clinical 

skills, increasing perception of competence, and introducing newer best practices in the 

field. Engagement in professional development is part of the continuing training and 

maintenance of professional licensure for clinicians. A study conducted on teachers in 

Pakistan uncovered that wellness decreases and burnout increases when employees feel 

that they are underskilled and undersupported in their organization (Khan et al., 2014). 

This points to the importance of professional development engagement, as it increases the 

skill, knowledge, and competence of the individual. A study conducted in Turkey looking 

at the connection between teacher professional development and burnout discovered that 

teachers’ perception of the importance and utility of professional development was 

moderated by levels of burnout (Ozer & Beycioglu, 2010). This reflects the interaction 

between the individual and the organization as the presence of professional development 
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activities and opportunities alone is not enough. The organization also has to be a place 

where the individual perceives themselves as being supported and contributing to 

meaningful work, so the opportunities that are presented can have the intended benefits. 

This interaction is another example of the proximal processes that impact clinicians in the 

workplace. 

            While it is important for individual clinicians to be mindful of their areas of 

growth and select professional development opportunities that will support them in their 

practice, when organizations provide opportunities for professional development, they 

implicitly promote the well-being of their employees. Again, this reflects the intersection 

between the person components of what each individual clinician brings through their 

own engagement in professional development and recognizes the process components in 

how perspective of support within the organization moderates the effectiveness of the 

individual’s engagement and utility of the professional development opportunities (Ozer 

& Beycioglu, 2010). 

Summary: Clinician Supports 

It is clear that wellness among clinicians is a complex and multidimensional 

construct, and maintaining wellness is a critical factor for strong performance, 

underscoring the need for interventions to help clinicians sustain wellness (Lawson & 

Myers, 2011). Maintaining wellness is an ethical mandate (ACA, 2014) and doing so can 

prevent harm to clients. There are a multitude of avenues clinicians can take in protecting 

their individual wellness, including engaging in career-sustaining behaviors (Brodie, 

1982; Stevanovic & Rupert, 2004; Rupert & Kent, 2007), increasing support through 

peers and supervisors (Bride et al., 2007; Kapoulitsas & Corcoran, 2015; Lenz & Smith, 
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2010; Moate et al., 2014), and engaging in professional development activities (Mullen et 

al., 2018; Wilkerson & Bellini, 2006). However, maintaining workplace wellness is not 

as simple as what individual clinicians can do to support themselves, as it requires buy-in 

and commitment from leaders within the organization. Additionally, supporting clinicians 

in their occupational wellness means integrating the various factors that impact them in 

their ability to support themselves, taking into consideration the proximal processes, 

context, and time components that influence these supports. 

Organizational Supports 

Clinicians are at their best when there is a balance between the demands of the job 

and the resources available to support them in their role (Sinsky et al., 2020; Um & 

Bardhoshi, 2021; Wyatt & Ampadu, 2022). A commitment to workplace wellness is not 

only beneficial for the individual clinician, it also benefits the entire organization, as 

improved wellness is connected to improvements in performance, engagement, and 

reputation (Beauregard & Henry, 2009; Berry et al., 2020). Importantly, many of the 

factors that positively contribute to individual clinician’s supporting their wellness e.g. 

balancing caseload, perceived control over work tasks, supervisor support, professional 

development, and adequate resources (D. Lee et al., 2023; Holman, 2019; Kirk-Brown & 

Wallace, 2004; Lawson & Myer, 2011; Mullen et al., 2018; S. M. Lee et al., 2007; 

Wilkerson & Bellini, 2006) are connected to what the organization itself can provide for 

the clinician.  

There are several avenues leaders in organizations can utilize to promote wellness 

within the workplace. Importantly, the different levels of leadership and their interactions 

with each other can positively reflect organizational culture in their alignment with 
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commitments to employee wellness (Sinsky et al., 2020). With this knowledge, it is 

important to reflect upon the ways in which the organization can support the worker 

rather than to solely focus on how the worker can support themselves (Jiang et al., 2021; 

Posluns & Gall, 2020; Sinsky et al., 2020).  

Balance Between Job Demands and Resources 

          The job demands resources (JD-R) model is a well cited model exploring the 

impact of work stressors on employees (Bardhoshi & Um, 2021). This model, JD-R, is a 

theoretical framework that explains the relationship between job characteristics, 

employee well-being, and job performance. It suggests that every job has certain 

demands and resources that influence employee performance and outcomes. (Bardhoshi 

& Um, 2021). Within this model, job demands are the aspects of the job that require 

physical, cognitive, or emotional effort and are associated with physiological and 

psychological costs e.g. high caseload, time pressure, role conflict. Job resources are the 

aspects of the job that help employees achieve work goals, reduce job demands, and 

stimulate personal growth and development e.g. peer support, autonomy, professional 

development. When the demands and resources are balanced, individuals feel they have 

what they need to meet their work responsibilities. Further, the demands of the job in and 

of itself is not what causes strain, but the lack of adequate resources to manage the 

workload is. Therefore, to adequately support clinicians in their work, it is imperative to 

ensure an appropriate balance between the demands of the job e.g. workload, caseload, 

etc and the resources needed e.g. perceived control, organizational support, peer and 

supervisory support, etc. (Bardhoshi & Um, 2021). In their later work, Um & Bardhoshi 

(2022) found that believing the work to be meaningful mediates the relationship between 
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available resources and job demands. Thus, it may be important to assist clinicians in 

developing (or redeveloping) meaningful connections to their work. Depending upon the 

time in which the clinician began their clinical work and/or when they joined the OMHC, 

their understanding and definition of what is meaningful work may differ and require 

different supports.  

            In this study, the JD-R model is reflective of both the context and proximal 

process components of the PPCT model. As discussed, working within an OMHC carries 

its own unique demands, and the specific organizations within which clinicians work 

have to be able to organize around specific resources that are provided to support 

clinicians within their work.  

Leadership Style and Dynamics 

Organizational support requires the attention and active participation of senior 

leadership; further, it necessitates the need to develop a workplace culture that reflects the 

commitment to wellness for employees (Cvenkel, 2021; Rubim et al., 2020; Sinsky et al., 

2020). Rubim et al. (2020) explore organizational justice or the ways in which policy and 

procedure, leaders’ attitudes, and decision-making reflect healthy wellness practices. 

Because organizational support stems from the individuals who run the organization, it 

necessitates an understanding of the types of leadership that facilitate this process.  

While there are many leadership theories and leadership styles, only two, 

transformational and transactional will be discussed. Transformational leaders focus on 

empowering and motivating their employees to achieve common goals (Odentunde, 

2013; Ward & Hanson, 2011). Transactional leaders focus on negotiating to obtain power 

within a group, using rewards and punishment to do so (Ruggieri, 2013). Due to their 
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openness for exchange rather than a focus on transaction, transformational leaders are 

better situated to motivate and support their employees, which leads to increases in 

performance (Odentunde, 2013; Ward & Hanson, 2011). While transformational 

leadership may be better for organizational morale (Odentunde, 2013; Ward & Hanson, 

2011), it seems that transactional styles of leadership are most often utilized in 

organizations (Wang et al., 2011). This is because having more of a structured, top down 

approach is beneficial to senior leadership (Giltinane, 2013). This hierarchical, task-

centered focus is seen as more beneficial from an efficiency perspective. However, this 

may not have the intended effect in the counseling world as there is often not a direct 

one-to-one outcome in therapy. Therefore, in providing support within the organization, 

even the style of leadership can have a major impact on the clinician’s perception of 

being supported.  

As leaders are people as well, it is important to reflect on the ways in which their 

personhood drives their motivation and markers of importance in the workplace. 

Additionally, within an OMHC system, the direct supervisors and clinic directors may be 

senior clinicians, but the senior leadership within the organization may or may not have 

clinical experience or exposure. Therefore, when supporting the needs of clinicians, 

senior leadership may not have full understanding of what supports are needed and have 

additional considerations of the larger organization to balance. Thus, this further 

accentuates the complex interplay between the various aspects of organizational supports 

towards wellness and the challenges leaders may face in creating a clear structure and 

culture of wellness support.  

Tangible Benefits 
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Organizational supports can extend beyond psychological benefits and also be 

more tangible items such as having a health plan, the presence of employee assistance 

programs, and flexible working arrangements (Beauregard & Henry, 2009; Cvenkel, 

2021; Wyatt & Ampadu, 2022). The presence of a work-life balance, i.e., flexible work 

options, leave, onsite childcare, and flexible scheduling options, has been connected to 

increased cost savings for the organization (Golden, 2001). However, this often comes at 

a cost to the employee in the form of a polarizing schedule, e.g., work too little or too 

much, and concern about the use of benefits as it may impact career advancement 

(Beauregard & Henry, 2009). It seems that when these work-life balance options are 

available, there needs to be strong managerial support and a positive work climate to 

counteract these effects (Behson, 2005; Premeaux et al., 2007), which connects to how 

leadership style can play a supportive role. Supports such as family-friendly outings and 

gym memberships positively contribute to work-life balance and well-being (Cvenkel, 

2021).  

What the organization has to offer in tangible benefits points to the context of the 

environment and the influences the environment has on the individual clinician and their 

work experience. Additionally, the availability of these resources demonstrates the 

organization’s culture in supporting wellness. However, beyond the presence of these 

supports, proper implementation and encouragement of use of these supports and 

resources are imperative (Cvenkel, 2021; Daniels et al., 2021). 

Summary: Organization Supports 

For clinicians in OMHCs, organizational support is crucial for promoting and 

supporting their workplace wellbeing. There is emphasis on the ways in which leaders 
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operate, which have a direct influence on the structure and culture of a workplace. These 

influences include leadership style, tangible work benefits, and a balance between the job 

demands and its resources. For clinicians to be well in the workplace, there has to be 

organizational support, as their wellness is connected to the structure and expectations of 

the work environment. Because the organization serves as both a contextual factor and a 

process factor, it is not immediately apparent where the impact begins or how it 

continues. Contextually, the organization is a subset of the larger culture and society, so 

organizational support will differ depending on the physical location and demographic 

makeup of the agency. From a process standpoint, the continual reciprocal interactions 

between clinicians and other staff members within the organization can serve as 

reinforcers to either continue support toward wellness or to push toward burnout, 

compassion fatigue, and vicarious trauma. Therefore, building explicit organizational 

support for clinicians may be key in mitigating the negative repercussions of the 

profession.  

Organizational Culture and Clinician Perspective 

In professional counseling, clinicians are called to be proactive and preventative 

in their wellness (ACA, 2014; Gibson et al., 2021). However, due to the clinician's 

integrated nature within the working environment, it is imperative to consider the 

process-person-context interaction of the two. Because clinicians do not operate in 

isolation from their organization, and their job responsibilities and perception of job 

demands are rooted in the organization where they work, focusing on the interaction 

between the clinician and the environment is important. 
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Organizational culture is comprised of both implicit and explicit organizational 

values. Therefore, clinicians’ perspective of their organization’s culture is one avenue to 

understand the extent to which the organization’s values are felt and understood. As 

Bodeker et al. (2020) discuss, occupational wellness is fostered through intentional 

choices that prioritize the holistic well-being of employee, so exploring organizational 

culture as perceived by the employees of the organization is a great avenue to see how 

organizational culture within an OMHC contributes to clinician wellness. Because being 

a part of a working environment that commits to improving employee outcomes is 

correlated with a decrease in burnout (Cropanzano et al., 2003), demonstrating a clear 

and explicit commitment to workplace wellness is beneficial. Additionally, healthy 

organizations are not simply ones that turn a good profit and provide good services, but 

ones that also promote the overall wellness of the employees (Di Fabio, 2017).  

Organizational support theory (OST) explores the perception of employees about 

their organizations and the extent to which they feel valued and cared about by their 

organization (Eisenberger et al., 2020). Eisenberger et al. (2020) explore the ways in 

which employee perception of support is connected to their perception of the 

organizational environment. This is important as it underlies the foundation of how 

perception is key. It is not enough for workplaces to have tangible and intangible factors 

to promote workplace wellness, but also that their employees are able to perceive that 

they exist and that the workplace is making attempts to support them. The literature is 

clear on how organizational supports, both through peers and supervisors (Kapoulitsas & 

Corcoran, 2015; Lenz & Smith, 2010), is essential in decreasing levels of burnout and 

helping individuals feel more supported in their working environment. 
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For OMHCs, organizations have to support not only the employees but also the 

clients they serve. Therefore, there are a myriad of values, such as equity and fairness, 

transparency, collaboration, respect, and adaptability, that may or may not come into 

conflict with one another in trying to establish a culture that both reflects the mission and 

vision of the company and supports employees. For example, an OMHCs’ primary 

function is to provide clinical services to individuals, one of which is therapy. So, the 

OMHC’s practices and procedures have to ensure that clients’ wellness and autonomy are 

met.  Thus, when considering how to promote occupational wellness for the clinician, 

there also has to be consideration for what this looks like for the client. A client may need 

services to be provided in the afternoon, late evening, and/or weekend, as they need 

services outside of their typical working hours. While the OMHC wants to ensure that 

individuals have access to care, in considering the clinician, there needs to be 

consideration for how many late afternoon, evening, and/or weekend appointments any 

one clinician can provide per week. Exploring how to balance the varying needs of both 

the client and clinician requires leadership to be transparent about their pressure points in 

service, funding, etc., and may need increased collaboration between all parties. As 

leaders within an OMHC have to navigate the pressures of client wellness and employee 

wellness, there may be an imbalance in who gets more support. Again, this points to the 

complex interplay between the organization (environment) and the clinician (person).  

Consequently, wellness in the workplace is not a solitary action; it is the 

combination and presence of several factors that work together to support clinicians. All 

of which will have a direct impact on the ways in which organizational culture around 

wellness is felt and experienced, which informs the perspective each individual will hold. 
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However, if several members from similar backgrounds and similar working conditions 

report the same experiences, then it can be postulated that their collective experience is 

reflective of the organization’s culture. This is why the PPCT model is a practical 

framework for this study as it inherently involves an understanding of several factors 

working in tandem towards the outcomes of the individual and the environment.  

Organizational Culture and the PPCT Model 

Di Fabio (2017) discusses four factors that contribute to a healthy organization 

including the individual, the group, the organization, and inter-organizational processes. 

These factors align well with the PPCT model and provide additional support for the 

utilization of this model as the framework for this study.  

Process 

 The process component of the PPCT reflects the complex and reciprocal 

interactions between individuals in an environment (Bronfenbrenner & Morris, 2006). 

Further, it emphasizes the continuous development and learning of individuals through 

their various encounters in the environment. When applied to the organization through 

culture, this component reflects the interaction of the company’s values and the 

clinicians’ engagement with them. Because organizational culture derives from people 

(Bryant, 2013), the interplay between the individual and organization is important to 

explore. Additionally, within OMHCs, clinicians interact with other clinicians, their 

clients, psychiatrists, administrative staff, and other personnel, who are all impacted 

differently by the organization. These interactions and transactions may influence stress 

levels, job satisfaction, and general mental wellness (Bardhoshi et al., 2019; Cook et al., 

2021). Each of these layers impacts the implicitly perceived organizational culture and 
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impacts the continued interaction amongst members of the organization. In Di Fabio’s 

(2017) discussion of factors that constitute a healthy organization, process factors are 

reflected across all four factors. At the individual level, the proximal process is displayed 

in the ways individuals interact with other members of the organization on personal 

levels. At the group level, the proximal process is displayed in team building activities, 

group training, and workplace relational interactions. Di Fabio’s (2017) organizational 

and inter-organizational factors also call for greater efficiency, communication, and 

collaboration amongst members so that a healthier, more engaged workplace culture is 

present. Each of these factors reflects a proximal process of interaction as they reflect the 

various interactions amongst the differing layers of the organization. 

Person 

 The person component of the PPCT reflects the biopsychosocial characteristics of 

the individual, and because these characteristics are both input and output, they show up 

in several aspects of the organization (Bronfenbrenner & Morris, 2006; Navarro et al., 

2022). These person characteristics can be reflected through organizational culture. 

Specifically, because the culture makers are individuals, their personhood may also be 

mirrored in their actions and what they believe to be important and reflective of the 

company’s values will show up in both the implicit and explicit aspects of the culture 

(Walker et al., 2001). When discussing how culture can impact clinicians, it is important 

to remember that the influence is not unidirectional, and leaders must reflect on how the 

organization’s culture impacts the employees and how the employees reflect company 

culture. Again, Di Fabio’s (2017) healthy organization factors also include discussion of 

the individual characteristics that contribute to the overall organization. Here, it is 
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important for the organization to provide specific intervention to promote individual 

wellbeing, as there is understanding of how the personal traits, perspectives, and 

wellbeing of individuals have direct and indirect influence on the interactions (proximal 

processes) within the organization.  

Context 

 The context component considers the external factors that influence the system 

(Bronfenbrenner & Morris, 2006). In OMHCs, organizational practices play a significant 

role in shaping the cultural context of the workplace. Specifically, the culture outlines the 

company’s values and where they focus their energy. Di Fabio (2017) writes that 

organizations should foster positivity within the workplace so that creativity, 

empowerment, and community involvement can flourish. Context is also reflective of the 

larger societal and cultural expectations of a working environment, which will show up in 

specific organizational cultures as well. This means the broader culture’s value of work-

life balance, flexible working arrangements, and even the perspective of the workplace 

supporting wellness can be seen as a moralistic take that is unnecessary for a working 

environment. As clinicians in OMHCs spend the majority of their time caring and 

holding space for others, allowing space to be held for them is important (Maslach & 

Leiter, 2016). Naturally, the context of the working environment is also reflective of the 

people and processes that occur at all levels and can be supportive or preventative of 

wellness for clinicians. 

Time 

 This component recognizes that experiences and perspectives change over time 

(Bronfenbrenner & Morris, 2006). Within the PPCT model, time is represented by micro, 
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meso, and macro time; where micro and meso time reflect more immediate, personal 

changes (Bronfenbrenner & Morris, 2006). Changes in micro and meso time may be 

more reflective of the changes one would see in the workplace, as they would better 

represent the organization’s changes and reorganizing around goals and company values. 

Over larger spans of time e.g. macrotime, it may be easier to detect how practices have 

shifted to keep up with larger cultural and societal shifts, namely, policy changes in work 

from home flexibility during and after the COVID-19 pandemic (Moss, 2022). 

Additionally, as wellness has become a larger focus within the field, more value and 

presence of wellness within the workplace has been obtained (Gibson et al., 2021; 

Lawson & Myers, 2011). Further, wellness practices have shifted over time and the 

organization’s commitment to wellness practices may have also changed over time. For 

example, physical workplace wellness programs have greatly increased in the past 20 

years as societal focus on improving physical health has increased (Goetzel et al., 2014). 

The PPCT model highlights the interaction between clinicians, the organizational context, 

and the evolving interactions between the two over time.  

Summary 

This chapter provides a comprehensive review of the relevant literature on 

organizational culture and practices that support workplace wellness for clinicians in 

Outpatient Mental Health Centers (OMHCs) in the United States. This review includes 

definitions of wellness, Ecological Systems Theory (EST), and the Process-Person-

Context-Time (PPCT) model. Additionally, various domains of wellness, such as 

physical, social, occupational, spiritual, financial, and environmental are explored within 

the counseling field. This review emphasizes the importance of understanding the 
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interplay between individual characteristics and the organizational context in shaping 

occupational wellness outcomes for clinicians. Organizational supports and barriers play 

a crucial role in shaping the work environment for clinicians in OMHCs. Supports can 

include policies that promote work-life balance, access to resources for coping with 

stress, and a positive organizational culture that values employee well-being (Cropanzano 

et al., 2003; Cvenkel, 2021; Rubim et al., 2020). However, barriers such as high 

caseloads, role ambiguity, and a lack of support from supervisors or peers can hinder 

counselor wellness and contribute to burnout and job dissatisfaction (D. Lee et al., 2023; 

Fye et al., 2020; Holman et al., 2019; Kirk-Brown & Wallace, 2004; S. M. Lee et al., 

2007; Wilkerson & Bellini, 2006). Individual supports and barriers to wellness also play 

a significant role in the wellbeing of clinicians in OMHCs. Supports can include personal 

resilience factors, such as effective coping strategies, professional experience, and 

training, that help counselors manage stress and thrive in their roles (D. Lee et al., 2023; 

Fye et al., 2020; Holman, 2019; Kirk-Brown & Wallace, 2004; Lawson & Myers, 2011; 

S. M. Lee et al., 2007). On the other hand, barriers such as trauma, relational patterns, 

and individual stress can negatively impact counselor wellness and contribute to burnout 

(Cvenkel, 2021; Fye et al., 2020; Mullen et al., 2018; Wilkerson & Bellini, 2006). 

Addressing these barriers and promoting supports can help create a positive work 

environment that supports the wellbeing of counselors in OMHCs (Sinsky et al., 2020). 

This review underscores the reciprocal interactions between individuals and the 

environment, as well as the dynamic and evolving nature of organizational culture and 

their impact on clinician occupational wellness. The PPCT model is utilized as a 

framework to understand the complex interplay of individual and organizational factors 
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that contribute to clinician wellness within the organizational context. Through this lens, 

organizational culture is explored to discuss how it impacts individual clinician wellness 

through their interaction with the organizational context, as well as how they might 

change over time. The literature suggests that organizational practices play a significant 

role in shaping the cultural context of the workplace and illustrates the importance of 

organizational collaboration in supporting clinician wellness in the workplace.  
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Chapter 3: Methodology 

This chapter explains the methodological framework through which the study’s 

research questions were investigated. This study utilized a quantitative approach through 

hierarchical regression analysis. Due to the contextual and integrated nature of 

organizations and clinicians, the PPCT model was applied to frame and situate the 

variables. Because of this framing, organizational culture was operationalized through the 

Perceived Organizational Support scale (POS) (Eisenberger et al., 1986), clinician 

wellness was operationalized through the burnout subscale of the Professional Quality of 

Life (ProQOL) (Stamm, 2005), and job demands were operationalized through the 

decision latitude subscale of the Swedish Demand-Control-Support Questionnaire 

(DCSQ) (Sanne et al., 2005). Each of these constructs represents a different layer of the 

Person-Process-Context-Time model, which will be discussed more extensively in later 

parts of this chapter. 

Problem 

Clinicians in outpatient mental health centers (OMHCs) are part of the managed 

care system that provides clinical services to individuals who do not meet the 

qualifications for more intense care (Hung et al., 2020). Additionally, the services 

provided by clinicians within OMHCS are largely for individuals who hold Medicare and 

Medicaid as their primary insurance (SAMHSA N-MHSS Survey, 2020). Individuals 

who have Medicare and Medicaid as their primary insurance often are part of vulnerable 

and marginalized populations due to their age, ability status, and/or socioeconomic status 

(D. C. Lee et al., 2021). Therefore, the needs they present with are often more acute and 

chronic (Olfson et al., 2009). Thus, clinicians who serve these individuals are at 
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heightened risk to developing burnout, compassion fatigue, and vicarious trauma 

(Branson, 2019; Chang et al., 2019). The aim of this study is to explore how the working 

environment, operationalized by the organization’s culture, contributes to clinician 

workplace wellbeing. Because clinicians who are well are more likely to stay in their 

careers and less likely to be negatively impacted by burnout, compassion fatigue, and 

vicarious trauma (Lawson & Myers, 2011; Stevanovic & Rupert, 2004), it is important to 

understand what factors support clinicians in being well. 

Research Questions and Hypotheses 

The present study seeks to answer the following research questions related to the 

connection between organizational policies and clinician wellness. 

RQ 1: To what extent does organizational culture in an outpatient mental health 

center contribute to wellness in clinicians?  

H1: The presence of an organizational culture that promotes a positive 

environment will positively predict wellness in clinicians (Eisenberger et al., 

1986). 

RQ 2: To what extent does organizational culture and individual level behaviors 

predict and explain wellness? 

H2: Each predictor variable in hierarchical order will lead to a significant increase 

in the variance of wellness as measured by the ProQOL (individual levels of 

burnout and compassion fatigue), with the hierarchical order being clinical years 

of experience (microsystem, person components), presence of supportive 

organizational culture measured by the POS (macrosystem, process component), 

and the DCSQ decision latitude subscale (individual levels of impact due to 
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structure of workplace) (mesosystem, process and context components).           

H1. Clinicians who are independently licensed and have more years of experience 

will have higher rates of wellness (Eisenberger et al., 1986; Fye et al., 2020). 

Participants 

As the focus of this study is on clinicians within OMHCs, purposive sampling 

was utilized to ensure that individuals who meet the inclusion criteria were able to be 

obtained. Purposive sampling is used when researchers want to ensure that individuals 

involved in the study are aligned in specific ways that have better opportunities to glean 

the information desired (Campbell et al. 2020; Maxwell, 2013).  In this study, the 

individuals who participate need to both be clinicians and employed in an OMHC. A 

G*Power analysis report determined 89 participants will be needed in this study.  

Figure 1 

G*Power Analysis  
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The inclusion criteria for participation were for clinicians who were currently or 

had been previously employed by an OMHC for at least 1 year with at least 50% of their 

caseload having Medicaid or Medicare as their primary insurance. Participants could be 

provisionally or independently licensed Masters’ level clinicians (LGPC, LCMHC, 

LCPC, LMHC, LMSW, LCSW-C, LMFT, or their equivalent).  

The exclusion criteria for participation were individuals who were not currently or 

had never been employed by an OMHC for at least 1year, did not hold a clinical license, 

held a doctoral level license, did not see clients, or whose caseload was not at least 50% 

Medicaid or Medicare primary insurance holders. 

These inclusion/exclusion criteria were determined to ensure that the clinicians 

included in this study were a) part of the managed care system, b) exposed to the risk of 

burnout, compassion fatigue, and vicarious trauma, and c) exposed to role ambiguity and 

conflict which are all factors that have the potential to impact the overall wellness of 

clinicians.  

In total, four overarching variables were examined in this study: three 

independent variables- years of clinical experience, organizational culture, and work 

environment impact (DCSQ, Sanne et al., 2005); and one dependent variable-wellness 

(defined through levels of burnout) (ProQOL, Stamm, 2005).  

Instrumentation 

Instruments were selected to explore two aspects of clinician wellness: promoters 

of wellness and barriers to wellness. The instruments that were used are a demographic 

questionnaire, the Perceived Organizational Support scale (POS) (Eisenberger et al., 
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1986), the Professional Quality of Life (ProQOL) (Stamm, 2005), and the Swedish 

Demand-Control-Support Questionnaire (DCSQ) (Sanne et al., 2005). These instruments 

were selected due to their reliability and validity, participants’ ability to complete them in 

a reasonable time frame, and the items on each instrument are aligned with the underlying 

constructs of this inquiry. All instruments use a Likert scale, with 7-point, 5-point, and 4-

point scales, respectively. Likert scales, as noted by Leung (2011), are one of the most 

widely utilized instruments, necessitating respondents to assess and respond to a series of 

statements, with each response being allocated a numerical value (Croasmun & Ostrom, 

2011). Based on the literature, these constructs were hierarchically input into a 

hierarchical regression model to determine if there is a hierarchical structure to the impact 

of organizational culture on clinician wellness.  

Due to the contextual nature of an organization’s culture, participants were asked 

if they would like to add details to their responses or be contacted for future research. If 

they affirmed the desire to add detail, they were directed to a different link, so their 

responses were not connected to their responses in this study. None of the participants 

added detail to their responses.  

Demographic Questionnaire 

Demographic information was collected for use to further clarify clinician 

characteristics and classification of information collected. The demographic 

questionnaire was created specifically for this study. The questionnaire collected 

information on the clinician’s age, license title, gender, racial/ethnic identity, years of 

practice in OMHC, direct and indirect hours of work, client insurance type, caseload 
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population breakdown, income, if they were fee for service, and use and frequency of 

individual wellness practices such as self-care.  

Perceived Organizational Support Scale 

As organizational culture is inherently nuanced, identifying how it will be 

quantified is important. Eisenberger et al. (1986) discussed looking at perceived 

organizational support as a means to understand the felt and experienced organizational 

motives. They rationalized that employee perception is influenced by the various ways in 

which employees are treated, which results in a social exchange between the employee 

and the organization. This can be mapped onto the discussion in this study of the 

interaction between the individual and the organization. Therefore, this instrument was 

used to quantify, contextualize, and operationalize participants’ knowledge and 

perception of their organization’s culture.  

Participants responded to 36 questions on a 7-point Likert scale, about their 

perception of organizational support, rating each question from strongly disagree to 

strongly agree. It is important to note that because participants responded on their 

perspective, results can be skewed to either extreme of positive or negative. However, the 

POS accounts for responder bias, as half of the questions are positively stated and the 

other half are negatively stated. Due to this, several questions were reverse coded 

(Questions 2, 3, 6, 7, 11, 12, 14, 15, 16, 17, 19, 22, 23, 26, 28, 31, 32, and 34) 

(Eisenberger et al., 1986).  

Questions on the POS encompassed a range of topics from inquiring about 

organization value to concerns about fair pay. An example question is “Help is available 

from the organization when I have a problem”. See full question list in Appendix B. The 
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original study looked at means and standard deviation by organization and employee type 

and only reported the overall mean (.67) and Cronbach’s alpha (.97). The item total 

correlations ranged from .42 to .83. Thus, there is no overall standard deviation reported 

by the researchers. They reported that perceived support accounted for about 94% of the 

variance in scores, suggesting that perceived support is connected to employee attachment 

and overall perception of their organization (Eisenberger et al., 1986). This instrument has 

moderate discriminant validity (Khalique et al., 2018). 

Study Sample Metrics 

Before the Z scores were calculated and imputation was conducted, there were 

N=80 complete responses. For the N=80 population, mean (168.413), median (167.5), 

mode (187), standard deviation (36.004), and standard error (4.03) were calculated. This 

suggests that respondents broadly had a positive perception of organizational support. For 

the imputed Z scores, N=84 responses were assessed. Here, the mean (.000), median 

(.105), mode (.577), and standard deviation (1.000) were calculated. The Cronbach’s 

alpha for this sample was .963, which is consistent with the original validation 

(Eisenberger et al., 1986). Item total correlations ranged from -.018-.736, some of which 

fell within the range of the original instrumentation validation. 

The Professional Quality of Life Instrument 

The Professional Quality of Life survey (ProQOL; Stamm, 2005), is a 30-item 5-

point Likert scale self-report instrument. The ProQOL was utilized to assess clinicians’ 

wellness. The ProQOL is a widely utilized instrument to assess the effects of individuals 

in helping professions who have experienced high stress; this is conducted by assessing 

rates of compassion satisfaction and compassion fatigue (Stamm, 2005). According to 
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Stamm (2005), compassion satisfaction is the satisfaction gained from performing the job 

effectively and compassion fatigue is the combination of effects from secondary 

traumatic stress and burnout. Questions on the ProQOL explore more of what impacts the 

individual’s perception of wellness within their work, especially as it relates to 

individuals within the helping field. Compassion satisfaction and compassion fatigue 

have been well connected as supports and barriers both within the clinician and the 

organization (Lawson & Myer, 2011). Sample question of compassion satisfaction: “I get 

satisfaction from being able to [help] people. Sample question of compassion fatigue: “I 

feel worn out because of my work as a [helper]” (Stamm, 2005). 

The ProQOL is broken into three scales: compassion satisfaction, burnout, and 

secondary traumatic stress, and scores are gathered per section. Higher scores (57+) on 

the compassion satisfaction scale represent higher levels of satisfaction with their role 

and perceived effectiveness. The compassion satisfaction scale has a mean of 50, a 

standard deviation of 10, and a Cronbach’s alpha of .88. Higher scores on the compassion 

fatigue scale represent higher levels of secondary traumatic stress (57+) and burnout 

(57+). The compassion fatigue score is broken into the burnout score and the secondary 

traumatic stress (STS) score. The mean of burnout scores is 50, with a standard deviation 

of 10, and a Cronbach’s alpha of .75. The burnout scale has 5 items to be reverse coded 

for the final score. The mean of STS is 50, with a standard deviation of 10, and a 

Cronbach’s alpha of .81 (Stamm, 2010). While Stamm (2010) reports the shared variance 

within the compassion fatigue scales (r=.58, co‐σ = 34%), there is no report of the 

validity coefficients of the individual scales. Some have critiqued the ProQOL for the 

lack of “publicly available evidence to support its validity” (Geoffrion et al., 2019, 
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p.566). Despite this critique, the ProQOL remains one of the most widely utilized 

instruments to understand both the positive and negative impacts of helping. As indicated 

in the ProQOL manual, scores are to be utilized in their sub categories and not as a whole 

(Stamm, 2010). While three scores will be derived from this instrument: compassion 

satisfaction, burnout, and secondary traumatic stress, this study will utilize the burnout 

subscale score as the dependent variable to capture the levels of impact on personal 

wellbeing due to the nature of the work.  

The ProQOL (Stamm, 2005) was selected as it holds the work environment, the 

client environment, and the person environment as contributing factors to either promote 

wellness (e.g. compassion satisfaction) or to be a barrier to wellness (e.g. compassion 

fatigue), which allows for cleaner isolation of the factors that impact workplace 

wellbeing. This interaction of factors works well with the theoretical framing of this 

study, as the PPCT model (Bronfenbrenner & Morris, 2006) understands the dynamic 

interaction between the person and their environment over time.  

Study Sample Metrics 

Before the Z scores were calculated and imputation was conducted, there were 

N=81 complete responses. For the N=81 population, mean (23.593), median (23), mode 

(31), standard deviation (5.88), and standard error (.653) were calculated. This suggests 

that the sample was not experiencing burnout and were generally well. For the imputed Z 

scores, there were N=84 responses assessed. Here, the mean (.000), median (.072), mode 

(1.195), and standard deviation (1.000) were calculated. The Cronbach’s alpha for this 

sample was .824, which was higher than what was reported by Stamm (2010). Item total 
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correlations were not reported from Stamm (2010); however, for this sample they ranged 

from -.033 to .696. 

Figure 2 

Diagram of Professional Quality of Life from ProQOL Manual, Stamm (2010) 

  

It is important to note that the ProQOL is not a diagnostic tool, but rather an 

informative guide to indicate general levels of satisfaction and fatigue that can be 

conversation starters in regards to clinician wellness.  

Swedish Demand-Control-Support Questionnaire  

The Swedish Demand-Control-Support Questionnaire (DCSQ) (Sanne et al., 

2005) is a 17-item 4-point Likert scale self-report instrument. This was utilized to explore 

the organizational factors that impact wellness. The DCSQ categorizes questions into 

three main areas: psychological demand (D) “Does your job require too great a work 

effort?”, decision latitude (DL) “Does your job require doing the same tasks over and 

over again?”, and social support (S) “There is good collegiality at work”. The DCSQ has 

not been widely utilized in the United States; however, its factor structure has been 

analyzed by Sanne et al. (2005). According to Sanne et al. (2005), the Cronbach’s alpha 

for each of the scales is as follows: psychological demand (D) .73, decision latitude (DL) 
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.74, and social support (S) .83. The DCSQ has been validated by Mauss et al. (2018) to 

explore the differences between white-collar employees in Switzerland and the United 

States. In Mauss et al.’s (2018) validation, all scales had a Cronbach’s alpha greater than 

or equal to .72 and item correlations greater than or equal to .33, with the associations 

being stronger in the United States sample. For the United States sample, the 

psychological demands scale had a mean of 13.27 with a standard deviation of 2.43. The 

Cronbach alpha was .78. Item total correlations ranged from .54-.58. The decision 

latitude scale had a mean of 17.31 with a standard deviation of 2.84. The Cronbach alpha 

was .78. Item total correlations ranged from .38-.62. The social support scale had a mean 

of 18.34, with a standard deviation of 2.68. The Cronbach alpha was .84. Item total 

correlations ranged from .52-.73. Validity coefficients ranged from .38-.77 across the 

instrument (Mauss et al., 2018). 

The DCSQ is similar to the Job Content Questionnaire (JCQ), which is more 

widely utilized internationally; however, the JCQ is more generalized while the DCSQ is 

more considerate of the workplace environment (Sanne et al., 2005) which better aligned 

with the purpose of this study. For the purposes of isolating specific factors, the decision 

latitude subscale was utilized. This is due to literature reflecting on role ambiguity and 

role overload as factors that contribute to burnout and impede clinician wellness (Fye et 

al., 2020). 

Mauss et al. (2018) recorded the decision latitude scale mean (17.31), standard 

deviation (2.84) and Cronbach alpha (.78). Sanne et al. (2005) recorded only an overall 

Cronbach’s alpha (.74). Mauss et al. (2018) also reported the item total correlations for 

the decision latitude subscale ranged from .38-.62.  
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Study Sample Metrics 

Before the Z scores were calculated and imputation was conducted, there were 

N=81 complete responses. For the N=81 population, mean (10.457), median (11), mode 

(12), standard deviation (2.203), and standard error (.245) were calculated. This means 

that participants felt they had some control over the choices they made within their 

workplace, indicating lower job demands. For the imputed Z scores, N=84 responses 

were assessed. Here, the mean (.000), median (.104), mode (.733), and standard deviation 

(1.000) were calculated. The Cronbach’s alpha for this sample was .504, which indicates 

low internal consistency, potentially due to the low sample size. Item total correlations 

ranged from -.106 to .624, some of which fall within the same range as Mauss et al.’s 

(2018) report.  

Procedures 

Data Collection 

In this study, the individuals who participate needed to both be clinicians and 

either currently employed or previously employed in an OMHC. Thus, this study 

necessitated the use of purposive sampling to initiate the recruitment process. IRB 

approval was obtained on October 1, 2024. Data collection began on October 2, 2024 

through purposive sampling. Recruitment materials were sent to 6 major OMHCs in the 

Washington, D.C., Maryland, and Virgina (DMV) area to start. The recruitment flyer was 

also uploaded to private clinician Facebook groups, Instagram, and LinkedIn. From 

October 2, 2024-January 17, 2025 there were a total of 26 responses to the survey. On 

January 17, 2025 a second wave of purposive sampling was initiated. From January 17, 

2025-February 25, 2025, 507 community mental health organizations across the United 
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States were outreached. Recruitment occurred through several channels to optimize the 

diversity of the sample. In total, there were 114 individuals who started the study, with a 

total of 81 individuals who responded to all components of the study. On March 20, 

2025, data collection closed.  

Sampling was conducted via purposive sampling to generate the data needed for 

this study. Individuals who started the survey were asked to respond to a set of questions 

assessing their fit of the inclusion criteria as well as other demographic questions. The 

demographic questionnaire asked respondents about their age, license type, gender, 

racial/ethnic identity, years of practice in an OMHC, direct and indirect hours of work, 

client insurance type, caseload population breakdowns, income, fee for service, and 

wellness practice use. Across all respondents who answered the demographic 

questionnaire, 93% were cisgender female and 7% were cisgender male. 64% of 

respondents were fully licensed clinicians, and the average salary was about $70, 000 

annually. About 57% of respondents were fee-for-service, and 56% of respondents 

utilized wellness practices at least weekly.  

Descriptive statistics were assessed for the sample and variables in the study. Data 

was exported from Qualtrics to Excel to clean the data. A total of 114 individuals began 

this study. All respondents who opened the survey but did not respond (N=2), 

respondents who only answered the informed consent (N=21), respondents who only 

answered the demographics questionnaire (N=6), or respondents who did not meet the 

inclusion criteria (N=1) were removed. This resulted in 84 responses (N=3, partial 

responses) being uploaded from Excel to SPSS, which was less than the a priori of 89. 
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From here, the mean, median, standard deviation, and standard error for the variables in 

the study were assessed. All analyses were conducted in SPSS. 

This study contained a demographic questionnaire and three instruments (POS, 

Eisenberger et al., 1986; ProQOL, Stamm, 2005; and DCSQ, Sanne et al., 2005). All 

materials, including the informed consent and surveys, were converted into an online data 

collection form (Qualtrics), which was accessible via an anonymous link or QR code 

within the invitation to participate materials. Individuals were able to click the link or 

scan the QR code, which directed them to the survey on Qualtrics. After providing 

consent to participate, they were able to continue to the demographic questionnaire, the 

POS, the ProQOL, and the DCSQ, respectively. If participants did not provide consent, 

they were directed to the end of the survey and were unable to access any of the 

instruments. It was anticipated that participants would take about 30 minutes to complete 

all instruments, the average completion time was 20 minutes. The G*Power analysis 

necessitated 89 responses, but to accommodate for partially completed surveys, the aim 

was to have 100 responses before stopping survey collection. However, despite persistent 

and rigorous efforts in distributing research participation flyers, emails, and other 

recruitment materials across the six-month data collection period to hundreds of 

organizations across the United States, the researcher was unable to attain the hoped 

sample size (N = 100) nor the a priori sample size (N=89) for the study. Unfortunately, 

continued outreach attempts to expand engagement did not yield the anticipated number 

of respondents. It is important to note that this population is challenging to study as 

clinicians working within OMHCs are primarily providing services to individuals with 

Medicaid as their primary insurance (SAMSHA, 2021) and have multiple administrative 
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duties to conduct in addition to clinical services. Individuals in this study were working a 

full 40 hour work week and were provided no financial compensation for their 

participation. Thus, while the sample size is smaller for a regression, given the constraints 

of the field and the lack of compensation, this was a robust sample size. The inability to 

reach the intended sample size introduces constraints that were considered in the final 

analysis and interpretation of the results in Chapters 4 and 5. The total number of 

participants included in statistical analyses was N = 84. 

Study Type 

This quantitative inquiry utilized a series of questionnaires to build the variables 

of organizational culture and then used hierarchical regression to explore the 

contributions of organizational culture on clinician wellness and the levels of impact on 

clinician wellness.  

Human Participants and Ethics Precautions  

 Because of the involvement of human subjects, there is always the possibility of 

some risk. In an effort to mitigate the risk posed to participants, several precautions were 

taken. First, data was collected through Qualtrics, which does not collect email addresses 

or other identifying information unless provided by the participant. This is especially 

important as participants were responding about their workplace and may have been 

hesitant to disclose information that may not be perceived as positive. In the informed 

consent, participants were recommended to use non-work related devices as additional 

support to confidentiality. Further, no identifying information such as name, contact 

information, or any other personal information was required to complete the survey. To 

provide further protection and mitigate potential influence from the investigator, no 
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tangible benefits were offered to participants. After the completion of data collection on 

March 20, 2025, the data was downloaded from Qualtrics to Excel for data cleaning only, 

and then the cleaned data was uploaded to SPSS directly. Throughout the duration of the 

study, all data were stored on a password protected computer and held within a secure 

location. Further, only the primary investigator had access to the raw data.  All other 

members of the committee and external readers received information in aggregate in the 

review of the dissertation materials.  

Hierarchical Regression Analysis  

 Hierarchical regression analysis (HRA) is a method utilized to determine whether 

certain variables can account for a significant portion of the variance in the dependent 

variable, even after considering the effects of other variables. HRA is especially useful as 

a model of comparison. HRA is built on creating multiple regression models by adding in 

new variables to the previous model at each step to see if the added variables create a 

change in R2. The aim is to build upon previously known predictors to see if the addition 

of the hypothesized variables elicits statistically significant changes in R2. R2 measures 

the proportion of variance in the dependent variable, from 0-1, and explains how much of 

the dependent variable can be predicted from the independent variables. Generally, the 

higher R2, the better the model fits the data. Due to the theoretical framing of this study, 

hierarchical regression is most appropriate, as it allows stepwise entry of each level in the 

hypothesized structure, which supports the ability to gauge if the hypothesized variables 

impact the dependent variable differently.  

Data Analysis 

Descriptive Statistics 
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First, demographic data was analyzed by descriptive statistics such as mean, 

median, mode, distribution, and standard deviation. These descriptive statistics were also 

utilized to analyze responses to the POS, the ProQOL, and the DCSQ to explore initial 

patterns in data. Pearson’s product-moment correlation coefficient was also utilized to 

measure the strength and direction of associations. Before the HRA was conducted, the 

assumptions and model fit were assessed. Then, the HRA was conducted and the model 

changes were explored, specifically examining changes in R2 and the contributions of 

each step to the explanatory power of the model. The results of the analysis are present in 

Chapter 4. 

Hierarchical Regression Theoretical Assumptions 

 HRA requires a theoretical rationale for why variables are input into the 

regression in the set order. Because the present study is exploring the various levels of 

person, process, context, and time, different instruments were used to assess each level 

and were input accordingly, based on the literature.  

Research supports that length of time as a clinician is an important factor in how 

well a clinician will be over time (Mullen et al., 2018; Wilkerson & Bellini, 2006), so 

years of service was the first block in the regression. Clinically, individuals who are fully 

licensed have more clinical experience in years than provisionally licensed individuals 

due to the requirement of supervision and direct service hour accumulation. License level 

and years of clinical service also serve as person factors because they reflect the 

individual aspects of work and experience. Because all clinical license types can work 

within the same OMHC, their license reflects their educational background and 
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theoretical framing which has an impact on the way individual clinicians approach their 

clinical work.  

The second block represented the process component of the PPCT model, 

participants’ perception of organizational support which was reflected in their scores 

from the POS instrument. It was hypothesized that perception of organizational support is 

a reflection of the interaction between the organization’s expressed values and what is 

felt or received by clinicians. Essentially, an organization could promote a culture of 

wellness and purport ideas and values of wellbeing for their clinicians; however, this does 

not mean that the clinicians experience and perceive these values as they are purported. 

Additionally, clinicians’ perception of their organization’s support may influence their 

perception of the demands of the workplace. Therefore, workplace demands (role 

overload), operationalized through the decision latitude subscale on the DCSQ 

instrument, was placed as the third block. 

The third block represented the context component of the PPCT model through 

the DCSQ, reflecting the impacts of the work environment through job demands. As 

mentioned earlier, this was placed as the last block due to the potential impact of 

perception on job demands. Fye et al. (2020) explore the impacts of organizational 

factors that play into levels of burnout, noting how job demands and role related issues 

have direct influence to the stressors counselors face in the workplace. This highlights the 

importance of having a block that considers the impacts of the individual’s ability to 

navigate these work demands, e.g. decision latitude. 
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 Each block was examined for its successive impact to clinician wellbeing as 

defined by the burnout subscale on the ProQOL instrument (Stamm, 2005). See Chapter 

4 for results. 

Hierarchical Regression Quantitative Assumptions 

 HRA holds several assumptions that were tested, including linearity, 

independence of errors/autocorrelation, normality, homoscedasticity, and 

multicollinearity. Because the original data did not have enough clean results to run the 

initial analysis, imputation was conducted to get to the final sample size of 

N=84. Linearity is needed to ensure that the relationships between variables are linear. 

This was assessed by examining scatterplots of the variables and checking for linear 

patterns. See Figure 1. Independence of errors is needed to ascertain that the errors or 

residuals are independent of each other and not predictive of each other. This was tested 

with a Durbin-Watson test, which detects the presence of autocorrelation in the residuals, 

with a value of 1.954, this study sample indicates no autocorrelation. A residual plot was 

also examined to ensure there were no clear patterns in the plot, which suggested that the 

errors were independent. See Figure 2. Meeting the normality assumption means that the 

variables are normally distributed. Normality was confirmed through the examination of 

Q-Q scatterplots, where the solid line represents the theoretical quantiles of a normal 

distribution. Normality was deemed to be met if the points formed a relatively straight 

line. Normality was also assessed by looking at histograms and through the Shapiro-Wilk 

test. The Q-Q scatterplots are depicted in Figure 3. Homoscedasticity is the assumption 

that the variance of errors is consistent across all levels of the independent variables. 

Homoscedasticity is assumed to be met if the points exhibit a random distribution with a 
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mean of zero and no noticeable curvature. This was checked through scatterplots of 

predicted values and model residuals which are depicted in Figure 4. HRA cannot have 

multicollinearity, which would mean that the independent variables are highly correlated 

with each other. Multicollinearity can lead to a reduction in the statistical power of the 

regression model (Yoo et al., 2014). VIF values exceeding 5 are a cause for concern, 

while values surpassing 10 should be considered as the upper limit (Menard, 2009). High 

variance inflation factors (VIF) indicate increased levels of multicollinearity within the 

model. In all blocks, predictors in the regression model had VIF values below 2. VIF 

values ranged from 1-1.451 and are presented in Table 1. The data also was checked for 

outliers, and for whether the sample size was adequate to run the analysis (Land, 1969). 

Test of Assumptions Figures  

Figure 3 

Q-Q Scatterplot for Normality 
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Figure 4 

Residuals Scatterplot for Homoscedasticity 
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Table 1 

Variance Inflation Factors for Each Block 
 

Variable VIF 

Step 1 
  

 
Years 1.00 

Step 2 
  

 
Years 1.00  

Perceived Organizational Support 1.00 

Step 3 
  

 
Years 1.04  

Perceived Organizational Support 1.41  
Decision Latitude 1.45 

 

Data Analysis 

 HRA was the most appropriate statistical method for this study as it aligned with 

the theoretical framing and research objectives. HRA allows for exploration of the 

hierarchy of factors influencing clinician wellbeing after controlling for years of service, 

perceived organizational support, and decision latitude, as it provides a systematic and 

comprehensive mechanism for analysis.  

 The analysis was conducted in three blocks. The first block, years of service, was 

included as a control variable, as it is a baseline predictor variable based on extant 

literature (Mullen et al., 2018; Wilkerson & Bellini, 2006). This block assessed how 

much variance in clinician wellbeing scores (operationalized by the burnout subscale 

score on the ProQOL) was explained by years of service; this effect was not found to be 

significant. In the second block, perceived organizational support was added to the 

analysis to assess for organizational contributions to clinician wellbeing. This was added 

second, as extant literature suggests that organizational culture and peer and supervisory 

support are connected to clinician wellbeing (Cropanzano et al., 2003; Kapoulitsas & 

Corcoran, 2015; Lenz & Smith, 2010). The results indicated that perceived organizational 
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support (operationalized by POS instrument) is significant, after controlling for years of 

service. The third and final block, decision latitude (operationalized by the decision 

latitude DCSQ subscale), was included to assess for role overload, a known component 

of burnout (M. K. Lee et al., 2019). This block was also significant.   

Validity and Fairness Concerns 

Prediction-based models, like hierarchical regression analysis, make implicit 

assumptions that being able to predict a smaller number of outcomes will support the 

overarching research goal. This means that assumptions made based on determinations 

made under one condition have direct implications for other conditions (Mitchell et al., 

2021). In the case of this study, the parameters of looking at OMHCs mean that 

assumptions are made that what is predictive in this study will have implications for what 

happens within other OMHCs. Thus, it is important to consider both sampling and 

societal bias, as each have the potential for creating confounding variables. Purposive 

sampling was utilized due to the parameters of the types of clinicians whose participation 

was requested. However, due to this study not utilizing random sampling or a true 

experimental study, there are limitations due to the sampling procedure. Further, this 

study operates under the perspective that the workplace impacts the clinician and that the 

workplace has a responsibility to support the clinicians. Inherently, this places a 

moralistic expectation on the work environment. Additionally, even within the sample, 

sociodemographic factors such as gender, race/ethnicity, and socioeconomic differences 

may also impact the results. Thus, validity measures are vitally important as they help 

mitigate the impacts of these biases. Primarily, this study has been careful in how the 

operationalization of workplace wellness has been defined to help narrow the framing of 
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what is being studied. The instruments were selected as they are reliable and valid, but 

also align with the intended focus of this study. The use of hierarchical regression 

analysis and its stepwise approach also supports validity, as it will be easier to isolate 

changes in the model and fit with the addition of each variable. Further, when the 

implications and recommendations are discussed in Chapter 5, these validity concerns 

were considered and factored into the suggestions. 

Limitations 

As is true of all methodologies and studies, limitations apply.  Because this study 

focuses solely on Masters’ level clinicians within OMHCs, the external validity of the 

study is limited to similarly structured agencies and individuals who work within these 

settings. Without engaging in case study research to utilize specific OMHC locations as 

evidence, it is difficult to ascertain whether the aggregate clinician experiences speak to 

something these individuals are doing or if it is reflective of the culture of OMHCs. As 

Chapter 2 outlined, there are a multitude of factors that interact, both positively and 

negatively, that have impacts on clinician workplace wellbeing, further complicating how 

results from this study are interpreted and utilized. Because this study postulates that 

clinicians' perception of their experience is reflective, at least to some degree, of their 

experience within the workplace, responses to these instruments are used as proof of what 

is happening within their organization, which is a limitation in how these results can be 

interpreted. Further, this study does not include an objective measure to concretely 

operationalize what a positive organizational culture is or would look like. As this was a 

preliminary study and self-report, there was an emphasis on perception. This has the 

potential to complicate each individual’s interpretation of what the terms “organizational 
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leader”, “organizational support”, and “organization” were referring to as they responded. 

Thus, some individuals might have considered their direct supervisors, while others 

thought of their most senior leadership. This study also utilized burnout as a measure of 

wellness. While this was done to isolate and highlight the specific impacts of clinical 

work, the operationalization of wellness through the lens of burnout can potentially 

conflate two similar but distinct constructs. 

Additionally, this study did not distinguish between professional counselors and 

other mental health providers. The rationale for this was due to the limited research and 

literature on the experiences of clinicians within OMHCs, so while this study provides 

preliminary information, it also highlights the challenges in studying this population. It is 

also important to reiterate that the limits in sample size limit the generalizability of these 

results. The challenges of studying this population can also be seen in the data collection 

process, as it took several months and several iterations of outreach across the United 

States to collect the needed information. Because this study relied on self-report, social 

desirability, responder bias (Paulhus, 1984, 2001), and reactivity bias (Atkin et al., 2012; 

Jimenez-Buedo, 2021) are consistent limitations that were further exacerbated by 

individuals reporting on their workplace. Due to the subject of focus, this has the 

opportunity to alter results. One method to reduce such bias was the inclusion of reverse-

scored instruments. Additionally, there were no tangible incentives to participate in this 

research. While the aim of this was to limit external incentive, folks who responded were 

more likely to have some personal motivation to respond, be that a desire to help the 

research or speak positively/negatively to their organization. While knowledge of 

individual motivation cannot be ascertained through quantitative methods, these factors 
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of self-selection, responder bias, reactivity bias, and social desirability were accounted 

for within the interpretations outlined in Chapter 5. 

While useful to streamline information and support more objective conclusions, 

Likert scales provide interval data, and the distance between scores cannot be assumed to 

be the same (Robertson, 2012). Additionally, this study is based in the United States, and 

thus, a Western individualistic value is inherent within the conceptualization and 

interpretation of this study. It is also important to consider that extant literature already 

demonstrates that the very nature of the work clinicians do places them at higher risk for 

burnout and compassion fatigue (Amatea et al., 2014; Evans & Villavisanis, 1997; Hazler 

et al., 2007; Osborn, 2004). 

 It may be that it is already known what an organization and its leadership can do 

to mitigate these risks (balancing case load, managing levels of risk within the caseload, 

role clarity, etc) and that there is something more intangible that contributes to the 

workplace wellness of clinicians. Some research points to leadership style (Odentunde, 

2013; Ward & Hanson, 2011), organizational culture (Bryant, 2013), and a balance 

between job demand and resources (Bardhoshi & Um, 2021) as reasons why there is a 

positive organizational culture that promotes wellness. Bagges et al. (2012) and Fye et al. 

(2020) highlight the challenges of clinicians who work within the managed care system 

and the additional constraints due to systemic requirements that are due to federal and 

state regulations that an individual organization cannot change if it wants to continue to 

accept Medicaid and Medicare or any other government funding and resources. Thus, 

some of what contributes to the overload of clinicians extends beyond the individual 
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organization and is more a reflection of our system of managed care which would require 

a different type of intervention. 

The final limitation was the timeline of this study and the scope of outreach. 

There is no national list of all of the OMHCs that exist within the United States and 

recruitment was driven by agencies that had an online presence and a listed phone 

number or email address.  
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Chapter 4: Results and Data Analysis 

 This chapter shows the results of the current study. This study sought to 

understand the impact of organizational culture on the workplace wellbeing of clinicians. 

Workplace wellbeing was operationalized by the Professional Quality of Life (ProQOL, 

Stamm, 2005) Burnout subscale. This chapter will report on the use of hierarchical 

regression analysis to discuss the research findings. 

Problem Restated 

 Outpatient mental health clinicians provide services for individuals who fall 

outside of the eligibility criteria for higher levels of care, and yet still present with 

significant and ongoing mental health needs (Hung et al., 2020). Many of these clients 

rely on public insurance, such as Medicare and Medicaid, which frequently indicates 

membership in marginalized groups due to factors like age, disability, or socioeconomic 

disadvantage (SAMHSA N-MHSS Survey, 2020; D. C. Lee et al., 2021). These 

intersecting vulnerabilities often correlate with more severe and persistent mental health 

concerns (Olfson et al., 2009). As a result, clinicians in these settings are regularly 

exposed to emotionally taxing work, placing them at increased risk for burnout, vicarious 

trauma, and compassion fatigue (Branson, 2019; Change et al., 2019). While extant 

literature has uncovered the importance of how individuals can manage these stressors 

(Brodie, 1982; Garcia et al., 2018; Lawson & Myers, 2011; Stevanovic & Rupert, 2004; 

Rupert & Kent, 2007), there has been less focus on the external environmental factors 

that may serve as a prevention to these effects. This study focuses on how the 

organizational culture within these environments shapes clinician workplace wellbeing, 

recognizing that a supportive work environment is essential for retaining clinicians and 
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protecting them from the detrimental effects of chronic workplace stress (Lawson & 

Myers, 2011; Stevanovic & Rupert, 2004).  

Research Questions and Hypotheses 

 The purpose of this quantitative study was to determine if and to what extent did 

years of service, perceived organizational support, and perceived decision latitude predict 

differences in clinician wellbeing. In this study, hierarchical regression analysis was used 

to address the gap in the literature regarding organizational factors that contribute to 

clinician workplace wellbeing, allowing for an examination of the specific impact of each 

set of variables entered in sequential blocks.  

The following research questions and hypotheses were developed on the problem, 

and the theoretical foundation guided the analysis.  

RQ 1: To what extent does organizational culture in an outpatient mental health 

center contribute to wellness in clinicians?  

H1: The presence of an organizational culture that promotes a positive 

environment will positively predict wellness in clinicians (Eisenberger et al., 

1986). 

RQ 2: To what extent does organizational culture and individual level behaviors 

predict and explain wellness? 

H2: Each predictor variable in hierarchical order will lead to a significant increase 

in the variance of wellness as measured by the ProQOL (individual levels of 

burnout and compassion fatigue), with the hierarchical order being clinical years 

of experience (microsystem, person components), presence of supportive 

organizational culture measured by the POS (macrosystem, process component), 
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and the DCSQ decision latitude subscale (individual levels of impact due to 

structure of workplace) (mesosystem, process and context components) 

(Bardhoshi & Um, 2021; Eisenberger et al., 1986; Karasek & Theorell, 1990).  

H1. Clinicians who are independently licensed and have more years of experience 

will have higher rates of wellness (Fye et al., 2020; Lenz & Smith, 2010). 

These questions were addressed through analyzing each subsystem. 

Study Descriptives 

Table 2 

Demographics of Sample Participants 

Variable Number/Mean(SD) % 

Age 35.89(8.607)  

Race 

    Black or African    

    American 

    White 

    American Indian or  

    Alaska Native 

    Asian 

    White, Black or  

    African American 

    White, Hispanic or  

     Latino 

 

18 

 

48 

1 

 

2 

3 

 

5 

 

21% 

 

57% 

1% 

 

2% 

4% 

 

6% 

Ethnicity   
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    Hispanic or Latino 

    Non-Hispanic or    

    Latino 

7 

72 

8% 

86% 

Marital Status 

    Single 

    Living  

    Together/Cohabitating 

    Engaged 

    Married 

    Divorced 

 

17 

8 

 

4 

54 

1 

 

20% 

10% 

 

5% 

64% 

1% 

Gender 

   Cisgender Male 

   Cisgender Female 

 

5 

79 

 

6% 

94% 

Practice Setting 

   Fee for Service Y 

   Fee for Service N 

 

46 

38 

 

55% 

45% 

Licenses 

   LCPC/LCP 

   LCSW-C/LCSW 

   LGPC/LGP 

   LMFT 

   LMHC 

   LMSW 

 

28 

26 

1 

3 

7 

13 

 

33% 

31% 

1% 

4% 

8% 

15% 
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  Other 6 7% 

Years of Practice 7.04(5.486)  

Hours 

   Direct 

   Indirect 

 

19.57(11.715) 

13.95(9.845) 

 

Income 71, 549.73(20, 893.45)  

Note. Percentages were rounded to nearest whole number. 

 

 Across all respondents who answered the demographic questionnaire, 93% were 

cisgender female and 7% were cisgender male. 64% of respondents were fully licensed 

clinicians, and the average salary was about $70,000 annually. About 57% of respondents 

were fee-for-service, and 66% of respondents utilized wellness practices at least weekly. 

These results were determined as part of open ended questions responded to within the 

demographics questionnaire. This final sample was comprised of individuals who were 

primarily fully licensed, above average salary, and consistent in their use of wellness 

practices, all of which inform the interpretations that can be drawn from their responses. 

 This study included three predictor variables (years of service, perceived 

organizational support, and decision latitude) and one criterion variable (clinician 

wellbeing). The average age (N=82) of study participants was 35.9, the youngest being 

25 and the oldest being 55, with a standard deviation of 8.6. The gender distribution was 

94.1% cisgender female and 6% cisgender male. The average years of clinical service 

(N=82) were 7.04, with a standard deviation of 5.49. The least amount of years worked 

was 1 year (N=1) and the most being 30 years (N=1). On average, clinicians work 19.6 
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direct hours (N=77) and 14 indirect hours (N=79).  N=1 did not respond about their 

racial/ethnic identity. See Table 1 for full descriptive statistics of all respondents and final 

sample. 

Table 3 

Means, Standard Deviations, Ranges, and Correlations for Study Variables 

Variable 1 2 3 4 

1. PQ_B _ -.192 -.542** .529** 

2. Years  _ .047 -.180 

3. POS   _ -.536** 

4. DCSQ_DL    _ 

M 23.59 7.04 168.41 10.46 

SD 5.88 5.486 36 2.20 

Range 12-35 1-30 92-242 6-16 

Note. Years=Years of Service; POS=Perceived Organizational Support Scale; 

PQ_B=Professional Quality of Life, Burnout Subscale; DCSQ_DL=Demands, Controls, 

Supports Questionnaire, Decision Latitude Subscale 

*p <.05, two-tailed **p <.01, two-tailed 

 

Hierarchical Regression Analysis Results 

SPSS was utilized to conduct the data analysis for this study. The aim of this 

research was to ascertain whether organizational culture had an impact on clinician 

wellbeing while holding for what the literature already reports is predictive of wellbeing. 

Thus, years of clinical work were put into the model first, followed by perceived 

organizational support, and then decision latitude as the last step. 
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HRA was employed to determine both the impact of organizational culture on 

clinician workplace wellness and if years of service, perceived organizational support, 

and decision latitude would explain more of the variance in clinician wellbeing after 

controlling for each level. The full model of years of service, perceived organizational 

support, and decision latitude was statistically significant and explained 40.6% of the 

variance in clinician wellbeing. This section will summarize the results of the analysis. 

Tables 4 and 5 are shown to more fully explain the outcome of the analysis.  

Research Question 1 

 The first research question sought to understand the impact of organizational 

culture in outpatient mental health centers on clinician wellbeing. This was reflected in 

the correlations seen in Table 3. Organizational culture was operationalized through 

perceived organizational support (POS) as aggregate experiences within an organization 

reflect, at least to some degree, the realities of the working environment (Eisenberger et 

al., 1986). In this study, wellness, operationalized through the ProQOL Burnout subscale, 

was negatively correlated with POS, which is consistent-as people feel more supported 

by their working environment they report lower levels of burnout. Interestingly, burnout 

was positively correlated with decision latitude, which may seem counterintuitive 

because decision latitude, or clinicians’ autonomy in their work, is typically associated 

with lower stress. In the context of this study, this may be due to clinicians who have 

more autonomy also have more responsibility and/or face higher expectations of carrying 

out their work without sufficient support or resources from their organization. This is 

supported by the significant negative correlation between perceived organizational 

support and decision latitude, which suggests that those who have greater decision 
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making power/ability feel less supported by their organization. So, looking at the two 

elements in conjunction, this highlights a potential mismatch: while clinicians may have 

greater decision latitude or autonomy, without adequate organizational support, this 

autonomy becomes a source of stress rather than support. Thus, it highlights the need for 

leadership within OMHCs to not simply grant their clinicians greater decision-making 

power, but to ensure that it is paired with appropriate support and resources in 

infrastructure and implementation. This was reinforced through the second block of the 

HRA, where perceived organizational support, which was the operationalization of 

organizational culture, significantly predicted clinician workplace wellness. This block 

demonstrated that 30.8% of the variance in wellness scores was explained by their 

perception of their workplace. This suggests that factors such as supervisor support, 

workplace culture, peer collaboration, and value alignment in the workplace are critical to 

workplace wellness in OMHCs (Cropanzano et al., 2003; Kapoulitsas & Corcoran, 2015; 

Lenz & Smith, 2010). 

Table 4 

Model Comparisons for Variables Predicting Clinician Wellbeing 

Model R2 dfmod dfres F p ΔR2 

Block 1 .032 1 82 2.672 .106 .032 

Block 2 .339 2 81 20.783 <.001 .308 

Block 3 .406 3 80 18.204 <.001 .067 

Research Question 2 

 The second research question sought to understand the hierarchical structure of 

the impact of different factors on clinician wellbeing. 
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The first block, years of service, had a R2 of .032 which accounted for 3.2% of the 

variation in wellbeing. This step was not significant, F (1, 82)= 2.672, p=.106, R2=.032. 

This finding suggests that, within this sample, years of service do not explain a 

significant amount of additional variation in clinical wellbeing. This may be due to the 

similarity in years worked and the majority of respondents being independently licensed, 

with research (Mullen et al., 2018; Wilkerson & Bellini, 2006) supporting that having 

more field experience is predictive of increased wellbeing, and the average years worked 

for this sample was 7 years, indicating about 5 years post-provisional licensure. Thus, the 

lack of significance could be due to the similarity in years worked of the sample. 

In the second block, perceived organizational support was added to the analysis to 

assess for organizational contributions to clinician wellbeing. This was added second, as 

extant literature suggests that organizational culture and peer and supervisory support are 

connected to clinician wellbeing (Cropanzano et al., 2003; Kapoulitsas & Corcoran, 

2015; Lenz & Smith, 2010). The results indicated that perceived organizational support 

(operationalized by POS instrument) is significant, and it explained 31% of the variance 

in clinician wellbeing scores, after controlling for years of service, F (2,81)= 20.783, 

p=<.001, R2=.339. This model suggests that perceived organizational support does 

explain a significant amount of additional variation in clinical wellbeing, which means 

that after accounting for how much of the outcome could be predicted by years of service, 

adding in perceived organizational support significantly improved the model. This 

confirms both hypotheses that organizational culture has an impact on clinician 

workplace wellbeing and is predictive of workplace wellness for clinicians.   
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The third and final block, job demands (operationalized by the decision latitude 

DCSQ subscale), was included to assess for job stressors and role related issues such as 

ambiguity, a known component of burnout (Fye et al, 2020; M. K. Lee et al., 2019). This 

block was also significant and explained 6.7% of the variance alone, and 41% of the 

variance in scores above perceived organizational support, F (3,80)= 18.204, p=<.001, 

R2=.406. This model suggests that decision latitude does explain a significant amount of 

additional variation in clinical wellbeing, which means that after accounting for how 

much of the outcome could be predicted by perceived organizational supports, decision 

latitude significantly improved the model. This confirms the extant literature that job 

demands do play a role in stress levels of clinicians. 

 

Table 5 

Summary of Hierarchical Regression Analysis for Variables Predicting Clinician Wellbeing 

Variable B SE 95.00% CI β t p 

Block 1 

(Constant) 8.59 .108 [-.215, .215] 
 

.000 1.000 

Years -.178 .109 [-.394, .039] -.178 -1.635 .106 

Block 2 

(Constant) 1.11 .090 [-.179, .179] 
 

.000 1.000 

Years -.113 .091 [-.294, .068] -.113 -1.245 .217 

POS -.558 .091 [-.739, -.377] -.558 -6.140 <.001 

Block 3 

(Constant) 1.22 .086 [-.170, .170] 
 

.000 1.000 

Years -.053 .089 [-.230, .125] -.053 -.592 .555 
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POS -.384 .105 [-.592, -.176] -.384 -3.673 <.001 

Decision Latitude .321 .107 [.108, .535] .321 2.994 .004 

Note. POS=Perceived Organizational Support. 

Figure 5 

Graphic Depiction of Predictor Blocks  

 

Note. Displays the variance in clinician wellbeing explained by each predictor block 

entered in the hierarchical regression analysis. The predictors-years of experience, 

perceived organizational support, and decision latitude-were added sequentially. The 

model shows a significant increase in explained variance at each step, with the full model 

accounting for 40.6% of the total variance in wellbeing. 

 

Limitations 

There are inherent limitations due to the scope and type of study run. In this 

quantitative research study, the exclusion criteria disqualified individuals who worked at 

University clinics, worked in private practice, were school counselors, and/or were 

psychologists and psychiatrists. This delimitation made the study feasible. Additionally, 

the inclusion criteria necessitated participation from individuals who worked in outpatient 

mental health for at least a year and carried a caseload of at least 50% of their clients who 
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have Medicaid or Medicare as their primary insurance. While the purpose of these criteria 

was to control for the type of clinician who would respond to this survey, by default, it 

limits the external validity of the research to similar clinicians working in similar 

settings.  

Another limitation resides in each individual’s interpretation of what 

“organizational leaders” meant when responding to the survey. It’s possible that some 

individuals thought of their direct supervisor while others may have thought of their 

directors or C-Suite leaders. Because there was no centralized discussion of what 

“organizational leaders” meant, it’s possible that responses are mixed.  

As mentioned previously, there are limits to the boundaries of generalizability. 

However, what was learned can still be extrapolated for other clinicians who work in 

different settings. In this study, organizational culture was defined through each 

individual’s perception of support within their organization, as organizational culture was 

operationalized as a reflection of the workplace’s values and commitment to their 

consumers, e.g., clients, and their employees, e.g., clinicians (Bryant, 2013). The impact 

of limitations outlined here and in Chapter 3 will be explored more fully in Chapter 5. 

Conclusion 

This chapter outlined the results from the analysis and provided responses to the 

two research questions and hypotheses. The findings from this research confirmed that 

organizational culture and workplace demands are predictive of levels of wellness for 

clinicians above and beyond the use of their personal wellness practices. The findings 

from this research were inconsistent with previous research on the impact of years of 

service on levels of wellness, but that may be due to the similarity of the sample. This 
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may also be reflective of how participants were on average being adequately 

compensated for their work, engaging in personal wellness practices, and independently 

licensed, thus the impact of years of service may not have been accurately reflected in 

this work. The next and final chapter will discuss the implications of these results as well 

as recommendations for future research and how these results can be utilized.  
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Chapter 5: Implications and Recommendations 

Introduction 

Chapter 5 serves not only as a synthesis of the findings but also as a critical 

examination of their implications. This research sought to illuminate the multifaceted 

factors influencing clinician workplace wellness in outpatient mental health centers, 

relying on a theory of the various layers within which individuals interact with their 

environment. This chapter will provide a synthesis of the core problem addressed, 

summarize the salient findings, and explore the relationship between workplace factors 

and clinician occupational wellness. 

Extant research has shown the complexity of clinician roles, which encompass not 

merely the delivery of therapeutic services but also an array of administrative and indirect 

responsibilities (Finch et al., 2004; Nassar et al., 2019). As a result, clinicians face an 

elevated risk of burnout, with the empathetic qualities that often drive them to the 

profession paradoxically contributing to their occupational stress (Amatea et al., 2014; 

Hazler et al., 2007). While self-care has traditionally been promoted as a necessary buffer 

against burnout (Gibson et al., 2021; Lawson et al., 2007; Lawson & Myers, 2011; 

Posluns & Gall, 2020), this study advocates for a more systemic approach, recognizing 

that the burden of managing work-related stress cannot rest solely on the individual 

clinician (D. Lee et al., 2023; Fye et al., 2020; Garcia et al., 2018; Holman et al., 2019; 

S.M. Lee et al., 2007). Thus it is important for individuals in positions of power to 

leverage their status to utilize the information discovered in this research to begin a 

systematic exploration of their working practices to find avenues to better support 

clinicians. 
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The primary focus of this study was to gain concrete and explicit evidence for 

factors within organizations that affect and positively contribute to counselor workplace 

wellness. Further, this study’s recruitment focused on clinicians who provide services in 

outpatient mental health centers, as the majority of research around clinical wellness, 

clinical impairment, and their interrelations explores populations of school counselors, 

counselors in training, and/or counselors in university clinics. Because wellness is not a 

linear construct and this study focused on the occupational element of wellness 

operationalized through the Professional Quality of Life (ProQOL) burnout subscale, the 

interpretations of these findings are limited. However, this study did find a connection 

between workplace factors and their associations with clinician workplace wellness. 

Through the use of a hierarchical regression analysis, this study highlighted the 

critical importance of organizational culture and support in enhancing clinician 

occupational wellness, and it underscored the necessity for a collaborative effort between 

organizations and clinician. The imperative for systemic change is clear: organizations 

must take proactive steps to address the unique challenges clinicians face in these 

environments. 

Summary of Key Findings and Research Conclusions 

The purpose of this study was to explore factors within the working environment 

that contribute to clinician workplace wellbeing. The research questions to support this 

exploration were: To what extent does organizational culture in an outpatient mental 

health center contribute to wellness in clinicians? And to what extent does organizational 

culture and individual level behaviors predict and explain wellness? 
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This research is grounded in a stepwise theory, thus, any interpretation derived 

from this research must keep this context in mind. Further, the sample was mostly White 

and cisgendered female, so considerations for other racial/ethnic groups and genders may 

not be adequately conveyed through this research. In the mental health field, clinicians 

are overwhelmingly white (Kim, 2022). The sample in this study was White (57%), 

Black (21%), American Indian or Alaska Native (1%), Asian (2%), and Hispanic or 

Latino (8%). While there was an adequate amount of diversity amongst the sample, it 

serves as a reminder that the perspectives that are highlighted in this study are primarily 

those of cisgendered White women. 

Limitations 

The limitations of this study have been outlined throughout, and while there were 

purposeful delimitations, the limitations and delimitations do limit the full interpretation 

of the results. As previous chapters outlined, there are a multitude of factors that interact 

and have impacts on clinician workplace wellbeing. Because of this, the results from this 

study are complicated in their interpretation and utility. This study postulates that 

clinicians' perception of their experience is reflective, at least to some degree, of their 

experience within the workplace, and their responses to the instruments were used as 

evidence of what is happening within their organization. Further, this study did not 

include a measure to concretely operationalize what a positive organizational culture is. 

Therefore, this reliance on perception left room for varying interpretations of the 

questions in addition to the bias that is already inherent in self-report measures. 

Throughout this study, there were opportunities for individuated perception of various 

words and phrases, specifically in who the “organizational leader”, “organizational 
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support,” and “organization” were referring to as they responded. It’s possible that some 

individuals thought of their direct supervisor, while others may have thought of their 

directors or C-Suite leaders. Because there was no centralized discussion of what 

“organizational leaders”, “organizational support,” or “organization” meant, it’s possible 

that responses were impacted due to this. While the interpretations and recommendations 

will emphasize this root in perception, it does not detract from the limitations inherent in 

the structure of this research, especially because perceptions can constitute the reality 

under which clinicians operate. This is rooted in organizational support theory that 

postulates organizations become personified because employees see the organization as a 

living organism, with intention and purpose. Therefore, perception is formed as a result 

of previous treatment from the organization and helps predict potential future treatment 

from the organization (Eisenberger et al., 2020). 

Beyond the structural limitations of this research, there is also the continued focus 

on Western ideals and ideologies. There is a foundational value of pushing workplace 

leaders to consider supporting and valuing their employees. While there is a sufficient 

amount of research to support the importance of this (Bryant, 2013; Di Fabio, 2017; 

Sinsky et al., 2020; Wilson et al., 2004), it does not detract from the underlying Western 

perception of what is right and just. Further, this study operates from the perspective that 

the workplace impacts the clinician and that the workplace has a responsibility to support 

the clinician. Inherently, this places a moralistic expectation on the work environment. 

The limitations of this study have been discussed in each chapter, and it remains 

important to keep these limitations in mind as the implications, interpretations, and 

recommendations are discussed.  



 

117 
 

Key Findings 

Despite the limitations of this work, there are still key takeaways from this 

research. The results of the hierarchical regression analysis concluded that years of 

service did not have a significant impact on clinician workplace wellbeing; however, 

perceived organizational support and decision latitude did have a significant impact on 

clinician workplace wellbeing. This supports the first hypothesis that organizational 

culture, operationalized by perceived organizational support, does contribute to 

workplace wellness in clinicians. The second research hypothesis was supported in part, 

as the first block was not significant, but the second two blocks were. As discussed in 

Chapter 4, the lack of significance of the first block is inconsistent with the literature; 

however, it may be due to the similarity of years of practice within this sample. Future 

research would benefit from a wider range of years of practice to see if this variable 

elicits a change in significance.  

In this study, participants averaged just under 20 hours of direct service with 

about 14 hours of indirect service, which means clinicians are engaging in an almost even 

split of time between face to face clinical psychotherapy and other tasks. From what is 

known in the literature, this is consistent (Bagges et al., 2012; Hung et al., 2020). 

Broadly, clinicians in this sample had lower rates of burnout, which suggests that they 

were engaging in practices to mitigate the challenges of role overload. This was 

supported as 56% of the sample reported utilizing wellness practices, such as exercising, 

spending time with family and friends, eating well, engaging in activities they enjoy, etc., 

at least weekly. This engagement in self-care practices that supported their wellness 

scores, highlights the framing of this study: while helpful, self-care in and of itself is 
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insufficient to serve as a barrier against the negative implications of  workplace related 

stressors that impact wellbeing (D. Lee et al., 2023; Fye et al., 2020; Garcia et al., 2018; 

Holman et al., 2019; S.M. Lee et al., 2007).  

Overall, individual perception of organizational support and demands of the 

workplace do have implications for the wellness of clinicians, as evidenced by the 40.6% 

increase in score variance after the addition of perceived organizational support and 

decision latitude from this study’s findings. This means that organizations do need to be 

concerned about the structure and organization of the workplace as there are real impacts 

to clinicians based on the perception of support and the level of demand the work 

requires. This is supported by extant literature which suggests that a balance between 

what the workplace requires and the resources it offers to support clinicians is important 

(Bardhoshi & Um, 2021) and that organizations do have direct influence on the working 

experience of their employees (DiFabio, 2017; Eisenberger et al., 2020; Mauno et al., 

2006). However, it is possible that these perceptions are shaped by personal factors, such 

as coping styles, rather than organizational conditions. Thus, the impact on wellness may 

be less about the workplace and more about how individual clinicians interpret and 

respond to their environment. If true, this would suggest that interventions be focused on 

building individual psychological resources, such as stress management or emotional 

regulation, rather than structural changes within the organization. The research conducted 

by Fye et al. (2018), Lazarus & Folkman (1984), and Moate et al. (2014) amongst others 

supports the impact of the individual on their own wellbeing. 

Interpretations 

Workplace Wellness and the PPCT Model 
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 This study explored the ways in which the organizational environment contributed 

to clinicians’ wellness in the workplace. Workplace wellness was defined as the ways in 

which the organization (through specific choices, actions, and decisions) promotes the 

wellbeing of clinicians. This was grounded in the extant literature on overall wellness 

(Lawson & Myers, 2011) and occupational wellness (Sinsky et al., 2020). 

PPCT Model 

 As this study was rooted in the process-person-context-time (PPCT) model 

(Bronfenbrenner & Morris, 2006), it is important to consider the interpretations of the 

results through this lens. The PPCT model is grounded in a social ecological framework 

that understands the interdependence of multiple systems on individuals and groups. 

Because workplace wellness is comprised of both the workplace and the individuals who 

make up the workplace, having a theoretical foundation that is fluid to capture all 

components is helpful. The PPCT model recognizes that individual challenges are 

contextually situated and this is beautifully captured within the workplace wellness 

discussion. Individual clinicians comprise the larger organizations within which they 

work causing a bidirectional influence which increases in complexity over time. This is 

captured in the results of this study, which suggests that organizational culture has an 

influence on clinician workplace wellbeing, demonstrating the impact of these reciprocal 

relationships. 

Process 

 This is the central component to the PPCT model and refers to the complex and 

reciprocal interactions between an individual and other individuals within their 

environment (Bronfenbrenner & Morris, 2006). As this study highlights, the perceptions 
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of organizational support are predictive of the levels of workplace wellness clinicians 

experience. Within the POS instrument (Eisenberger et al., 1986), there are a few 

examples of questions exploring perception of the organization’s care of the individual, 

e.g. Question 9: The organization really cares about my wellbeing, Question 18: The 

organization would grant a reasonable request for a change in my working conditions, 

Question 20: The organization is willing to help me when I need a special favor, and 

Question 23: The organization shows very little concern for me, and the availability of 

help e.g. Question 8: Help is available from the organization when I have a problem, and 

Question 10: The organization is willing to extend itself in order to help me perform my 

job to the best of my ability which speak to the interactions and transactions between the 

individual and their environment (Bronfenbrenner & Morris, 2006). Within the sample of 

this study, these interactions and transactions had direct relationships to the levels of 

wellness individual clinicians experienced within their workplace. This suggests that 

consideration needs to be made for how individual clinicians interact with each other, 

their organizational leaders, clients, and the organizational system as a whole. 

Person 

 The person component is highly individualized as it is comprised of the 

individual’s biopsychosocial characteristics that play a role in shaping the outcomes 

individuals experience (Bronfenbrenner & Morris, 2006). Person characteristics play a 

large role within this model, not only because of the impact of how a person is because of 

their upbringing and prior experiences, but because of how these elements will show up 

within the workplace, shaping their perception and perspectives and ultimately how they 

will respond to stressors within the environment. Because this study used self report, the 
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person element plays a large role in understanding the impacts and interpretations of 

people’s experiences. As mentioned in the limitations section, when participants 

responded to “organizational leaders” their personal perception and experience will drive 

their perception of the workplace. For example, question 1 on the POS asks “the 

organization values my contribution to its wellbeing”. Depending on the individual and 

their personal experiences within the environment, this question can bring about a range 

of responses. Positive responses ranged from somewhat agree to strongly agree and were 

likely influenced by receiving regular praise from leadership, being included in decision 

making, being recognized for their contributions, and a general positive perception of the 

working environment. Negative responses ranged from somewhat disagree to strongly 

disagree and were likely influenced by high turnover, feeling unsupported by peers 

and/or leadership, lack of autonomy in decision making, and high demands with little 

organization support leading to an overall negative perception of the workplace. Further, 

when considering the person elements are both what the individual brings to their 

environment and what they become because of their environment, this can become even 

more complex (Bronfenbrenner & Morris, 2006). So, responses to these questions are 

filtered through the positive and negative perceptions of each individual, and what leads 

to these positive and negative perceptions is reciprocally influenced at the individual 

level. Specifically, individuals whose personal characteristics lead them to being more 

accepted and appreciated within the environment are more likely to experience praise for 

their accomplishments and workplace activities, which leads them to wanting to engage 

in these behaviors more. Thus, individuals will perceive their contributions as valuable, 

but part of what leads to this is the individual ways in which these people show up in the 
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workplace and how they choose to engage with the work and their colleagues. Individuals 

with different person characteristics, specifically individuals who are more rigid have a 

more challenging time with the counseling work environment (Fye et al., 2018; Holden & 

Jeanfreau, 2021; Hellman et al., 1987), and it’s possible that it could also cause friction 

within their interactions with peers and supervisors causing challenges with how they are 

perceived and if they get recognition for their work. Again, these factors illustrate the 

differing impacts individuals may have depending upon their perception, and from this 

study, it’s clear that there is a direct influence of how someone perceives organizational 

support and their level of wellness within the workplace. 

Further, person factors are at play when considering participants’ motivation to 

participate in the study, as well as responder bias, reactivity bias, and social desirability 

influences. It is important to note these as potentially confounding or moderating 

variables to the interpretations of this study, because it’s possible that the relationship 

between perception and wellness is obscured by a not yet known variable or that person 

factors are what changes the impact and influence of perception and wellness. Extant 

research has already pointed to personal characteristics such as perfectionism (Fye et al., 

2018; Moate et al., 2014), coping skills (Cook et al., 2021; Folkman & Lazarus, 1985), 

and rigidity (Hellman et al., 1987) as influences to individual wellbeing. Within the 

workplace, it may be important to consider the physical environment, such as individual 

vs shared working spaces, which could impact clinicians individually, as people have 

differing levels of tolerance for interpersonal interaction that impact their decision-

making abilities (Khalil, 2016). This could impact individuals’ ability to utilize coping 

strategies and may place them at an elevated baseline. Nevertheless, this is why the 
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framing of the PPCT model is helpful because it considers the layering and dynamic 

impacts of the various factors of influence, recognizing that they cannot be easily 

extrapolated from each other, but work in tandem to build a broader understanding of the 

layers of impact of individuals in the workplace. 

Context  

 Context is the component that considers the impact of the environment on the 

individual (Bronfenbrenner & Morris, 2006). This is also impacted by the individuals’ 

experiences within the workplace, specifically factors such as workplace dynamics, 

caseload variables, and decision latitude that impact clinicians. Context factors and 

person factors cannot be disentangled due to the interplay of how context influences the 

development of person characteristics. Specifically, the context of OMHCs has varying 

layers of complexity that impact the nature and toll of the work, which contribute to role 

overload, role ambiguity, and lack of autonomy in decision making. Extant research has 

shown that decision latitude, or the ability to make your own choices in how your work is 

carried out, plays a large role in the impact of the job demands (Bardhoshi & Um, 2021; 

Karasek & Theorell, 1990). Decision latitude was explored through the decision latitude 

subscale of the DCSQ (Sanne et al., 2005) and in this sample it also demonstrated a 

statistically significant impact on workplace wellbeing. This study confirmed extant 

research that choice in the workplace goes a long way in mitigating the impacts of the 

work. This suggests that organizations can support their clinicians by offering more 

insight into the “why” of the choices that are made and giving clinicians a greater ability 

to choose how they go about implementing these tasks.  
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 However, decision latitude accounted for another 7% of the variance in wellbeing 

scores; thus, it’s possible that decision latitude, while significant, is affected by other 

factors. The nature of perception means that even if the workplace is providing 

flexibility, a clinician experiencing higher levels of burnout or compassion fatigue may 

perceive less control and all tasks as rigid and imposed. Further, misalignment in values 

between the individual and the organization can also drive a negative perception of 

limited choice and autonomy within the workplace. Thus, increased perception of 

decision latitude may be a symptom of a healthy workplace culture, not necessarily the 

cause. As stated earlier, OMHCs in and of themselves are a complicated health system, 

and it may not be possible for leaders to provide more role clarity or increase choice in 

how tasks are carried out. Further, having autonomy in decision making does not detract 

from the emotional toll of the work nor the perception of emotional autonomy which 

could also be connected to loyalty and connection to the organization, peers, and leaders. 

Thus, the very nature of the working environment might lend clinicians to working in 

continually changing and ambiguous conditions. 

Time  

 The time component considers the impact of lifespan, historical, and cultural 

changes over time. The PPCT model breaks this into micro-, meso-, and macro-time to 

explain the differences between individual timeline impacts and the broader societal and 

cultural timeline impacts (Bronfenbrenner & Morris, 2006). In this study, time was 

explored primarily through microtime and mesotime by years worked, which was not 

shown to be statistically significant. The number of years worked was anticipated to 

reflect microtime influences of educational timelines, age related differences, and levels 
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of competence, as individuals who have worked longer have shown increased levels of 

skill and knowledge to support their ability to regulate the work-related stressors (Fye et 

al., 202; Lenz & Smith, 2010). Mesotime influences were also expected to be reflected in 

time worked as longer years within an OMHC organization was hypothesized that the 

individual would be more ingrained to the practices and systems of the OMHC system. 

While this was not found to be significant in this sample, there remains a large amount of 

research that continues to point to longevity in the field as being connected to increased 

resilience in the workplace and that newer clinicians are more vulnerable to impairment 

because of work related stress (Smith et al., 2007; Um & Bardhoshi, 2022). 

However, when considering the impacts of time as contextual and informing the 

broader organizational decisions that are impacted by the changing landscape of the 

political environment, the impact of organizational support becomes more important. For 

example, currently, OMHCs, which rely primarily on federal funding (because of the use 

of Medicaid and Medicare), are being impacted by the changes in federal funding 

(Chronic Disease Coalition, 2025). These changes have direct impact to the working 

environments of individuals and may impact the number of employees at locations, 

potentially impacting productivity needs and the ability of the organization to provide or 

maintain the previous tangible and intangible benefits. All of which will have an 

influence on clinicians’ propensity to stay or leave which has organizational costs in 

addition to personal costs. 

The next section will explore the practical options organizations and 

organizational leaders, at every level, can conduct to improve and enhance the workplace 

wellbeing of clinicians.  
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Practice and Theory Implications 

It is important for the organizational systems within which clinicians work to be 

concerned about clinician occupational wellbeing, not only to decrease the negative 

impacts of burnout, compassion fatigue, and vicarious trauma (D. Lee et al., 2023; 

Lawson & Myers, 2011; Stevanovic & Rupert, 2004; S. M. Lee et al., 2007), but also to 

increase their longevity in the field, as individuals who have a more positive perception 

of their workplace and feel more connected to their organization stay in their organization 

longer (Di Fabio, 2017; Wilson et al., 2004). To effectively communicate organizational 

commitment towards wellness, the organization’s mission, vision, values, leadership 

behavior, policies and procedures, recognition and rewards, training and development, 

physical environment, communication, and socialization all have to express this 

commitment. This study found evidence to support the relationship between and among 

perceived organizational support on workplace wellbeing, and underscores the 

importance of creating organizational environments that are conducive to clinician 

wellbeing. So, the organization’s mission, vision, and values should include a statement 

or an indication of commitment to staff wellbeing.  It is common in clinical settings for 

there to be clear statements of client wellbeing, but less focused on the employee. 

Leadership behaviors typically are the tangible choices that individuals feel within an 

organization (Beauregard & Henry, 2009; Cvenkel, 2021; Wyatt & Ampadu, 2022) and 

are drivers of larger decision making. Higher perception of leader support and care is 

connected to higher perception scores. Policies that encourage and provide space for self-

care, flexible scheduling, manageable caseloads, and decision latitude can have positive 

implications on wellbeing, as evidenced by the significant impacts of perceived 
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organizational support and decision latitude. Although recognition and rewards were not 

directly measured, the relationship between the other variables suggests that clinicians 

who perceive value alignment and acknowledgment feel more supported. Literature 

supports increases in training and development, despite the fact that this sample was not 

found significant. However, an organization that invests in training opportunities can 

signal care and long-term interest in their clinicians, which can help foster positive 

perception of the organization helping with retention and morale. A comfortable, safe, 

and functional working environment is also a way to demonstrate care for employees. 

Communication and socialization are also important elements, as communication 

comprises transparent and timely communication, which can at best reduce role 

ambiguity and at least increase trust in leadership. The significance of decision latitude 

supports an environment that increases autonomy and clarity in the workplace. 

Socialization can be impacted through onboarding, mentorship, and continued relational 

engagement throughout a clinician’s tenure. This work shows that organizational culture 

does matter and for organizational commitment to wellness to be effective, it must be 

experienced by clinicians through multiple avenues. The significance of perceived 

organizational support and decision latitude confirms that these elements are not abstract 

ideas, but measurable contributors to clinical outcomes. 

Because perception of organizational support elicited an almost 34% increase in 

variance in wellness scores, the impact of perception cannot be overlooked. There are a 

variety of areas and ways in which organizations and organizational leaders can make 

changes to support the workplace wellness of clinicians. These will be explored in the 

following sections. 
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Systemic Change 

One of the largest impacts organizations and organizational leaders can have on 

workplace wellness is cultivating an environment where employees perceive support and 

a positive working environment. Understanding employee perception requires 

conversation and evaluation with employees about what is working and what is not 

working within the organizational environment. In some organizations, this will result in 

an organizational shift. This may require changes or reorientation to the mission and 

values of the organization, a program evaluation of where perception of organizational 

support lies, and even changes in the work flow and expectations of how the work is 

carried out. Fundamentally, organizations and organizational leaders who are invested in 

improving the wellbeing of their clinicians will need to shift away from an individualistic 

mindset of improvement to a systemic mindset.  

Change in organizations is not a new concept, in fact, there is a rich history and 

literature base on how to institute and conduct change within organizations. OMHC 

leadership can pull from this vast knowledge to support the shifts that are needed to 

support the workplace wellness of clinicians. Organizational change starts with the 

recognition that current operations are no longer effective in meeting the goals, needs, 

mission, or values of the organization. It incorporates a number of different strategies that 

involve a systemic, concerted effort to restructure systems in order to improve the 

functioning and/or output of an organization. This can be as simple as rearranging the 

front desk experience to a large as restructuring the org chart and redistributing roles 

(Cummings & Worley, 2014; Hatch & Cunliffe, 2006; Reed, 2006). Thus, organizational 

change necessitates a realistic and objective understanding of the operations and culture 
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of the working environment. This research provides support for the specific impact of the 

working environment, and the perception of organizational support, on the workplace 

wellbeing of clinicians (D. Lee et al., 2023; Eisenberger et al., 1986). Thus, 

organizational leaders should feel compelled to engage in reflection of their workplace 

and how to support their clinicians in increasing or maintaining wellbeing. 

 Organizational change is not done haphazardly or without planning, it is a 

planned change that is thoughtful and considers the specific needs, challenges, strengths, 

and resources of the organization (Cummings & Worley, 2014). Organizational change 

research suggests that there are multiple methods to conduct change and how leaders 

decide to make changes necessitates a contextual understanding and perspective 

(Cummings & Worley, 2014). This pairs well with the PPCT model and the consideration 

of the unique contextual impacts of clinicians within OMHCs.  However, before change 

can be initiated, a thorough understanding of the problem must be conducted, which is 

conducted through diagnostics (Beer & Spector, 1993; Burke, 1994; Cummings & 

Worley, 2014; Yoon, 2017). It is important for organizations and their leaders to 

investigate what the specific barriers are to positive perceptions of the organization and 

barriers to organizational support; this will help isolate what the specific factors are that 

impede clinician workplace wellbeing. Diagnosing in an organization requires a 

comprehensive process in which the various states of the organization are assessed, such 

that strengths, weaknesses, supports, barriers, etc., are illuminated, and it can be 

ascertained where the consulting team needs to highlight intervention needs. Diagnosis is 

a highly important aspect of organizational change, and if adequate time, focus, and 
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attention is placed here, it will make the process of exploring and implementing change 

easier (Beer & Spector, 1993; Burke, 1994; Cummings & Worley, 2014; Yoon, 2017). 

Typically, these diagnostics are conducted through the use of consultants 

(Cummings & Worley, 2014). Consultants may be internal or external and both can 

explore the underlying challenges the organization may face. Functionally, internal 

consultants have the benefit of personal knowledge and experience of the contextual 

impacts of the organization and may be better equipped to capture the nuances of implicit 

expectations. External consultants have the benefit of an outside perspective and may be 

seen as a more objective purveyor. Either way, the use of consultants is an important step 

in understanding what serves as the root of the issue within the organization (Cummings 

& Worley, 2014).  

Given the findings of this study, which demonstrated that perceived organization 

support and decision latitude significantly predict clinician wellbeing, there are strong 

implications for how organizations can be supported in operationalizing wellness through 

systemic change. Consultants, especially external ones, bring an outside perspective, 

specialized expertise, and facilitation skills that can help translate insights from research 

into actionable practices aligned with organizational goals. Consultants can assist 

organizations in diagnosing gaps in perceived organizational support through the use of 

surveys, interviews, and focus groups to identify how support is experienced and 

perceived to identify discrepancies between leadership’s intent and the lived experience 

of clinicians. Additionally, consultants can evaluate job design and decision-making 

structures to increase clinical autonomy. This study reinforced the idea that clinicians 

benefit from autonomy and flexibility in how they carry out their responsibilities. 
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Consultants can help leaders examine workflows, role expectations, and levels of 

decision-making authority. Consultants may be able to support participatory redesign, so 

that clinicians are involved in the reshaping the structure of their work. Further, 

consultants can help organizational leaders in aligning structure elements such as 

policies, procedures, communication practices, etc. with a culture that promotes wellness. 

Diagnostics support the assessment and exploration of where the discrepancies and 

misalignment lies, to support organization leadership in connecting their expressed values 

with the felt values. Consultants are also equipped to provided leadership training and 

coaching, so that leaders can embody supportive practices in tone and action (Cummings 

& Worley, 2014). Research supports leadership styles that are transformative as 

connected to organizational wellbeing (Odentunde, 2013; Ward & Hanson, 2011), and 

consultants can support in professional development for leadership. Consultants can play 

a vital role in helping organizational leaders bridge the gap between intention and 

perception by identifying where structures, behaviors, and cultures fall short of 

expressing genuine support for clinical workplace wellbeing (Cummings & Worley, 

2014). 

Should organizations not have the financial means to hire an external consultant 

or support an internal consultant, the principles of organizational change can still be 

applied. First, an understanding of the barriers needs to be explored. Leadership must 

engage in collaborative dialogue with clinicians to better understand their challenges and 

unique needs. This can be done through structured feedback mechanisms where clinicians 

are allowed to speak freely to the strengths and growth edges of the organization and 

organizational leaders. This can be conducted in team meetings (separate from case 



 

132 
 

conceptualization or other administrative discussions), in one-to-one meetings with direct 

supervisors, in anonymous surveys, and gleaned through informal methods such as 

clinician engagement and presence in meetings, documentation timeliness, email 

responsiveness, and general demeanor. It is imperative that organizational leaders do not 

assume that perceived resistance or disengagement is solely the problem of the clinician, 

but that it may be a symptom of a larger systemic concern (Cummings & Worley, 2014). 

Again, when considering the PPCT model, how the person interacts with other members 

of the system e.g. the process, is informative to some degree of what is happening within 

the broader organization. Organizations and their leaders must be ready to recognize that 

leadership style and dynamics do play a role in the experiences of employees, as leaders 

play a critical role in shaping and reinforcing workplace culture through their actions and 

behaviors. This is conducted through the ways in which they communicate and what is 

reinforced verbally and nonverbally, and it sets the tone for the perception of the 

importance of communicated values (Daniels et al., 2021; Odentunde, 2013; Ward & 

Hanson, 2011). Implementing systemic change is the responsibility of the leaders within 

the organization.  

To reiterate, in the helping fields, we often rely on individuated solutions to larger 

systemic issues. This study found continued support for the idea that the workplace has 

an impact on the wellbeing of the clinician, and while this might not seem revolutionary, 

it is important to continually consider how our systems reflect the ideals and values we 

purport. This may seem like a moralistic and unrealistic expectation of the working 

environment; however, the ethical guidelines of clinicians in this study, both the ACA 

Code of Ethics (ACA, 2014) and the NASW Code of Ethics (NASW, 2021), have several 
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ethical codes that reinforce the importance of focusing on the working environment. 

Additionally, organizational leaders of OMHCs can look to the organizational 

development and human resources fields’ ethical codes to support organizational 

changes. 

ACA Code of Ethics 

Code D.1.g. Employer Policies states that clinicians are in agreement with their 

employer’s policies (ACA, 2014). Inherently, there is the possibility for dissonance as 

organizations focused on client care may have more policies on clients and client care 

than for employees. Leaders should consider the extant literature on the need for a 

balanced caseload and role clarity versus job descriptions and actual work conducted. 

Also, having fee for service operations may mean that clinicians are incentivized to work 

more and carry larger caseloads to ensure they meet their financial needs. While 

clinicians may be ethically held to an agreement with their employer’s policies, they are 

not necessarily in a position to have a say in what the policies are or have knowledge of 

how to advocate for policies to be changed. This may be further complicated by the 

various intersections of identity, power, and privilege, which further isolates people of 

color and other marginalized identities (Mitchell & Brinkley, 2021). 

Code D.1.h. Negative Conditions speaks to the need to alert employers of 

inappropriate policies and practices; however, there is no code of ethics for the employer 

to follow (ACA, 2014). Again, the weight and responsibility fall to the clinician with 

minimal repercussions to the organization for failure to comply, but there are heavy 

ramifications for the clinician if they are found to be unethical or in compliance with an 

unethical organization. Further, research shows that a negative working environment is 
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the foundation of burnout in clinicians (D. Lee et al., 2023) and burnout is an indication 

that clinicians are not well; thus, systemic change is not simply a nice consideration, but a 

necessary one. 

NASW Code of Ethics 

 Code 3.09 Commitments to Employers speaks to the vary responsibilities the 

clinician has in ensuring they are aligned with an agency that is ethical, efficient, and 

effective. Code 3.10 Labor-Management Disputes speaks to how social workers can 

engage in organized action in an effort to improve their working conditions (NASW, 

2021). Similarly, to Code D.1.h in the ACA code of ethics, the responsibility falls to the 

employee rather than the employer. 

 While both sets of ethical codes (ACA and NASW) are founded in the support of 

clients and ethical practice, to guide the behaviors of individual clinicians, they both have 

elements that speak to the working environment. While individual participation and 

responsibility is important, it removes accountability and obligation to change from the 

larger organization. The evidence is clear, systems do have an impact on the individual, 

and it requires the system to make changes and not solely rely on the individual clinician 

to change or be flexible to the needs of the organization.  

International Society for Organization Development and Change Code of Ethics 

The International Society for Organization Development and Change (ISODC) 

has a code of ethics for organization development to support professionals in how to 

guide their behavior. The code of ethics has core values of freedom, responsibility, 

dignity, and fairness. For OMHC leaders, the ethics of freedom and responsibility states 

that “people are free and responsible in choosing how they will live their lives,” which 
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pairs well with the findings of decision latitude, which shows that increased autonomy is 

significantly associated with wellbeing. The ISODC’s code of ethics also speaks to 

cooperation and collaboration with the all-win attitudes and cooperation standard that 

states “people care about one another and about working together to achieve results that 

work for everyone, individually and collectively” which supports the importance of peer 

and supervisory support. Additionally, there is a standard about the impact of the whole 

system that states “recognizing the interests that different people have in the system’s 

results and valuing those interests fairly and justly” (isodc.org/ethics, 2025) which is 

aligned with the PPCT model that acknowledges the complex interplay of multiple 

person, process, context, and time factors that impact how clinicians show up at work and 

how they are impacted by the workplace (Bronfenbrenner & Morris, 2006). While these 

standards are not set to guide the ethical behaviors of clinicians, they can serve as a point 

of reflection on how to incorporate organizational ethics to support the potentially 

necessary structural changes in the organization. 

Academy of Human Resource Development Standards on Ethics and Integrity 

The Academy of Human Resource Development (AHRD) has a set of ethical 

standards that guide human resource professionals in their support of the organization and 

the individual in addition to the community and society (AHRD, 2025). These standards 

are guided by a set of principles including: competence, integrity, professional 

responsibility, respect for people’s rights and dignity, concern for other’s welfare, and 

social responsibility. The principle of concern for others’ welfare discusses the 

importance of professionals’ concern with individuals with whom they have professional 

interaction (AHRD, 2025). This means that organizational leaders do have ethical 
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responsibilities to be concerned about the wellbeing of their employees.  The principles 

of professional responsibility and social responsibility speak to the importance of 

personal responsibility of behavior and broader responsibility to minimize adverse 

impacts to the people they work with and healthy systems do not happen in isolation 

(AHRD, 2025). This is important because it means that all members of the system 

acknowledge and accept their level of responsibility and work together for the greater 

good of all.  

 While these ethical guidelines are not intended for mental health professionals, 

ethical behavior means consistently acting in ways that are aligned with moral principles 

and professional standards to do what is right, even when it is not easy or individually 

beneficial. It requires accountability and transparency, engaging in behavior that leads 

with integrity and is grounded in service to others (Corey et al., 2019). This is all aligned 

with the PPCT framework of this study, the findings from this research, and reinforce the 

importance of shared responsibility. 

Equity and Inclusion 

 In an evolving society where equity and inclusion are increasingly challenged 

(Follmer, et al., 2024), helping fields must serve as barriers to this evolution. Inherent in 

any organization are systems of power. Where power exists, so does oppression. This 

work is grounded in the notion that the change needed in the organization is the 

responsibility of the organization and its leaders, not the individual clinicians. Thus, 

organizational leaders must also carry an understanding of the power dynamics and 

differentials that are at play. While organizational change is rooted in understanding the 
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problem that is propelling the change, to isolate the problem as disconnected from other 

systemic factors is negligent.  

 Organizations are systems, but they are systems comprised of people. 

Organizational leaders have power, and they’re also people. Therefore, when talking 

about how to incorporate changes that will enhance the working environment of 

clinicians, we are talking about people. In this study, participants were mostly 

professional counselors or social workers. This study had an overwhelming 

representation of cisgender heterosexual women, which is proportional to the 

demographic differences in clinicians (Kim, 2022). Unfortunately, this continues to 

highlight the experiences of the majority and, while useful, it may not give appropriate 

attention to the experiences of the minority. This emphasizes the difference in the 

experience of individuals and suggests that there is not a one size fits all approach. While 

the profession of social work is more racially diverse than professional counseling, both 

professions are largely comprised of White women (Salsberg et al., 2020). So, when 

speaking about including the voices of clinicians in understanding change, it must also be 

considered whose voices are being elevated. In a system, parts of the system may be able 

to be analyzed, but they cannot be completely disentangled from each other; the same is 

applicable for identity. While all clinicians in any given OMHC may be experiencing 

similar rates of role overload, role ambiguity, and limited decision latitude, all clinicians 

do not experience these stressors to the same extent (Anderson et al., 2021, Mitchell & 

Brinkley, 2021; Wyatt & Ampadu, 2022). 

Marginalized voices and experiences need to be included, especially to deepen the 

understanding of how various identities interact within the workplace. This inclusion of 
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voices and experiences address disparities in the workplace. Marginalization can occur in 

a variety of identities including, but not limited to race, gender, sexual affectional 

orientation, age, and ability status. Clinicians who have visible marginalized identities, 

specifically race, gender, and sexual affectional orientation related tend to experience 

additional non work-related stressors such as microaggressions (Ayari, 2023). Equity and 

inclusion mean that these systemic barriers are not simply known, but actively worked to 

be dismantled, and this is connected to a reduction in clinician attrition (Chrobot-Mason 

& Aramovich, 2013; Wolbring & Lillywhite, 2023).  

Black women, for example, experience higher levels of scrutiny in the workplace 

which has negative implications for their physical and mental health (Spates et al., 2020). 

A study conducted by Martinez et al. (2024) on women of color in academia also 

emphasized the intersectionality of multiple marginalized identities and how that impacts 

women both physically and mentally. This study also discussed the importance of self 

care and connection to colleagues (Martinez et al., 2024). Chinn et al. (2021) also 

discussed the disparities that Black women face within the United States, exploring both 

social and economic conditions that facilitate these disparities. These authors all discuss 

the differing stressors that Black women, and other women of color, experience within 

the workplace, pointing to the need for further research exploring the experience of 

women of color separately. 

Equity and inclusion goes beyond the salient identities of race and gender, it 

includes consideration for neurodivergence, non-Western ideas of professionalism, 

differing levels of ability, and the varying impacts of socioeconomic status and class. It is 

easy to focus on isolating the visibly different in trying to include voices, but true equity 
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and inclusion comes from thinking more broadly into how flexibility and accommodation 

may be infused within the workplace. One example is related to professionalism and 

dress code, different cultures and socioeconomic backgrounds have varying perspectives 

and understandings on what is considered business class. Further, when working with 

clients who may be of lower socioeconomic status, it may be important for clinicians to 

dress differently to lower the visible power and status difference for a better chance to 

build rapport and trust in the working relationship. This requires organizational leaders to 

be open to the idea of what is considered professional in different settings.  

Relationship Building  

 Extant research has shown that clinicians who perceive themselves as having 

stronger peer and supervisory relationships have a more positive perspective of their 

workplace (Bride et al., 2007; Kapoulitsas & Corcoran, 2015). Additionally, clinicians 

with strong peer and supervisory relationships and increased professional development 

opportunities report higher rates of wellness (Fye et al., 2020; Lenz & Smith, 2010). In 

the ACA Code of Ethics (ACA, 2014), Code D.1.b. Forming Relationships highlights the 

ethical mandate to have relationships with colleagues, which supports previous 

discussions around how connection and collaboration with colleagues are essential as a 

preventative measure against burnout and support clinicians in being well. Thus, it is 

imperative for organizations to prioritize creating spaces where clinicians are able to form 

connections with their colleagues. Many organizations hold holiday parties, where they 

provide opportunities to celebrate and build connection amongst peers, and while 

important for morale and connection, this is not enough to facilitate connection amongst 

colleagues. Organizations cannot guarantee collaboration and camaraderie when they hire 
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and onboard new clinicians; however, there are steps that can be taken to ensure that 

employees have the opportunity to engage with one another. For example, during team 

meetings, consider how much time is spent on getting to know each other versus solely 

focused on client care. When new clinicians are hired, how are they oriented to the team? 

How are new clinicians connected with more senior clinicians? In the post COVID-19 

pandemic world, where Zoom, Microsoft Teams, and other virtual modalities are utilized, 

how is connection being nurtured? What methods are being taken to assess for clinician 

morale, satisfaction, and connection? How is informal information gleaned, utilized, and 

worked upon? These are several questions that could be asked to ascertain different levels 

of what is working well or not working well within the organization. Of course, there are 

unique circumstances for different organizations, and depending on funding, there may 

be different limitations that leaders have to contend with that impact their own bandwidth 

and available resources to support clinicians (Odentunde, 2013; Rubim et al., 2020; Ward 

& Hanson, 2011). 

Beyond personal and supervisory relational support, organizational change is also 

rooted in relationships (Block, 2013). In Block’s (2013; 2018) work, he cites relationship 

as the heart of change and the conduit to meaningful organizational change. His work 

emphasizes that change is a social process, driven by relationship, and that change fails 

when emphasis on connection, communication, and trust is ignored (Block, 2011; 2013). 

Relational change means that organizational leaders cannot simply speak and mandate 

what they want changed, but that there is an intentional effort made to build an authentic 

relationship and desire to know what would make an impact in the working experience of 

the individual. Block’s (2013) work is a reminder that organizations are human systems, 
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and meaningful change begins with an investment in the quality of relationships, a strong 

foundation of trust, and open, constructive dialogue.   

Importantly, organizational culture is reflective of the relationships that 

organizations have fostered at different levels (Bryant, 2013; Erkutlu et al., 2011; Onea, 

2012). This study has demonstrated that organizational culture is an area about which 

leaders should be concerned. OMHCs seek to serve individuals in the community and 

having clinicians that are representative of the diverse populations served is necessary 

(Zane & Ku, 2014). In order to ensure diversity of various identities remains in the 

workplace, organizational leaders, at all levels, must participate in the facilitation of 

practices that encourage equity and inclusion (Muirhead et al., 2025; Wong, 2019). 

What Can be Done?  

As a clinician, one is burdened with a heavy caseload, multiple administrative 

tasks, and various levels of risk on the caseload, all while trying to maintain a balanced 

life. As a leader, one is burdened with balancing the needs of the organization with the 

needs of the employee while also trying to meet the needs of the consumers. In OMHCs, 

the managers of clinicians are often clinicians as well and may be sandwiched between 

supporting their clinicians and meeting the demands of more senior leadership. Within 

this system of organization, it may be easy to get caught up in one side vs the other. This 

study is not meant to further this divide but to highlight specific and tangible ways 

leaders can more effectively create spaces for their clinicians to thrive. There is no 

perfect solution within our current healthcare system; however, we are tasked with 

continuously checking the systems with which we do have control and managing those 

more effectively. An inability to have a singular approach or method to support clinicians 
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is not defeating but empowering. It means that there are a variety of methods and 

approaches that can positively contribute to the health and wellbeing of clinicians, which, 

in turn, will positively contribute to the health and wellbeing of the organization and its 

functioning (Brodie, 1982; Karasek & Theorell, 1990). This section will highlight 

specific, tangible steps that leaders at all levels can utilize to support the workplace 

wellness of clinicians within OMHCs. 

For Clinical Supervisors 

 Clinical supervisors are fully licensed clinicians who provide oversight of the 

clinical work of provisionally licensed individuals. This means that more senior 

clinicians, due to experience, not necessarily age, oversee junior clinicians (Bernard & 

Goodyear, 2019). Clinical supervisors operate in a unique position as they serve as 

gatekeepers to the profession and may also hold an evaluative function within their role 

(Bernard & Goodyear, 2019). This may create challenges in their ability to foster positive 

relationships with their supervisees. Yet, positive supervisory relationships are known 

protective factors for clinician workplace wellbeing (Kapoulitsas & Corcoran, 2015; 

Mullen et al., 2018; Wilkerson & Bellini, 2006). So, how do clinical supervisors support 

their supervisees in being well? 

 Clinical supervisors have the privilege of being able to serve as a strong 

foundation for provisionally licensed clinicians. Supervisors are able to demonstrate how 

to navigate the demands of the workplace and can model effective boundaries and 

clinical competence. Within supervision sessions, supervisors may want to take time 

either at the opening or closing of sessions to explore the general wellness of the 

clinician. This may take the form of small inquiries about the personhood of the 
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supervisee; it can look like noticing changes and remembering tidbits that were shared. 

This is well within the scope of supervisory practice (Bernard & Goodyear, 2019) and 

can facilitate the presence of supervisory support which is a known factor to promote 

workplace wellness (Sinsky et al., 2020). Supervisors are also able to help the supervisee 

manage their caseload and serve as both a bridge and advocate to more senior 

management. Supervision provides a space for supervisees to learn, not just how to be a 

competent clinician, but also how to develop resilience (Gibson et al., 2021; Kapoulitsas 

& Corcoran, 2015). 

For Clinical Directors 

 Clinical directors provide clinical oversight for the entire agency, program, or 

department and are often the individuals in charge of the procedural dynamics of the 

workplace. Thus, clinical directors are in a unique position to foster positive working 

relationships by creating spaces for clinicians to connect and working to reduce 

caseloads, decrease role ambiguity, and increase individual decision latitude. Clinical 

directors are positioned to change the structural elements of the working environment and 

can make a large impact on the working experience of their clinicians. They may also be 

the individuals in charge of supervisory assignments and can facilitate the match of 

provisionally licensed clinicians to supervisors who can support their development and 

growth. Clinical directors are also in charge of enforcing the policies and expectations of 

the organization; they may also be involved in the creation of the policies and 

expectations. Of course, this requires clinical directors to be mindful of their leadership 

style and personal expectations of individual clinicians (Bryant, 2013; Daniels et al, 

2021; Sinsky et al., 2020). However, the major aspects that impact clinician workplace 
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wellbeing such as insufficient time to complete tasks, role ambiguity, role overload, high 

productivity requirements, lack of organizational support, etc. (Bardhoshi & Um, 2021; 

Finch et al., 2004; Karasek & Theorell, 1990) are all within the control of the clinical 

director to support. Thus, clinical directors are uniquely situated to create a strong impact 

to the working environment.  

Another specific area of focus in improving the work environment for clinicians is 

in professional development opportunities. Professional development improves clinicians' 

competence, and increased competence improves skills (Shiri et al., 2023) and the 

increase in competence serves as a buffer against burnout (Van Vliet, 2023). Clinical 

directors can point clinicians to professional development opportunities, and, depending 

on funding, may be able to facilitate training and development opportunities during team 

meetings or at a reduced cost to clinicians. Again, the idea is to help create an 

environment where clinicians perceive that they are supported both through tangible 

(professional training, benefits, technology) and intangible (feeling supported and 

connected to colleagues and organization) benefits, this will increase wellbeing, which 

decreases attrition and increased outcomes for the company (Beauregard & Henry, 2009; 

Berry et al., 2020; Di Fabio, 2017; Wilson et al., 2004). 

For Organizational Leaders 

 Higher level leaders, such as C-suite individuals, are tasked with creating a 

broader organizational system and structure. These leaders tend to be less involved with 

the day-to-day practice of clinicians, so recommendations here are for broader policy, 

positional, and structural changes.  
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 Organizational leaders can ensure that policies and procedures explicitly convey 

the organization’s commitment to wellness, and policies serve as a contract between the 

organization and the employee. Both the ACA and NASW’s Codes of Ethics refer to the 

importance of clinicians’ following organizational policy; so, organizational C- suite 

leaders can ensure that their policies are reflective of ethical practice. Additionally, this 

level of leadership may utilize the ethical guidelines of the ISODC and AHRD, as C-suite 

leaders are looking at more organizational level functioning rather than being involved in 

the daily tasks and working environment of clinicians. Thus, C-suite leaders are in a great 

position to effect positive change, as they may have the most power to make the needed 

structural changes, including but not limited to the physical environment, policies, 

budgeting, and job responsibilities. Because the physical environment and structure of 

offices e.g. layout of office space, open door policy, etc. communicate aspects of the 

organization’s culture and socialization expectations, organizational leaders should 

consider how to make changes to the physical environment or create more flexible work 

spaces and working environments. One example of this is with a hybrid or work from 

home policy. Eisenberger et al. (2020) outlined fairness, human resources practices and 

work conditions, and leadership as antecedents to perceived organizational support. They 

discussed the outcomes of perceived organizational support as the individual’s orientation 

to the organization, behavioral outcomes, and employee wellbeing, all of which are 

mediated by gratitude, felt obligation, fulfillment of socioemotional needs, and 

performance-reward expectations (Eisenberger et al., 2020). All of which C-suite leaders 

are well positioned to create and/or more clearly emphasize these elements to employees. 
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Organizational leaders may also consider creating a chief wellness officer role to 

oversee the health and wellbeing of employees at every level (Ripp & Shanafelt, 2020). It 

would behoove leaders to make conscious choices about the need to add an additional 

layer of support at this level. Depending on the needs and structure of the OMHC, there 

may not be a need for this position, and/or the job duties of this position may be able to 

be conducted by current staff. Leaders are advised not to overload someone but consider 

how an individual’s current role may be able to absorb these responsibilities or other 

roles can be redefined to provide adequate time to address these needs. At this level, there 

is a greater understanding of the financial impacts of decisions made, so it is important to 

reiterate that improvements for clinicians mean improvements for the financial returns of 

the company (Beauregard & Henry, 2009; Berry et al., 2020; Di Fabio, 2017; Wilson et 

al., 2004).  

Martinez et al. (2024) highlighted the importance of the systemic changes that 

need to be included as the nature of the organization has impact on the wellbeing of the 

employees. This further accentuates the need for systemic and higher level change and 

not solely placing the responsibility of wellness on the individual. From this research, it is 

recommended that all levels of leadership reflect on the practices they uphold and how 

well their practices support the workplace wellbeing of clinicians. Overall, organizational 

change is needed at all levels of leadership, as the change clinicians need to experience a 

positive working environment is not found in one layer of the organization but at all 

levels.  

For Faculty 
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 As faculty members are providing preliminary training for aspiring clinicians, 

they too serve an important role in bridging the gap between academia and the 

workplace. Faculty members have a unique role in setting the pace and expectation for 

what students can hope to experience in the workplace. As instructors, faculty members 

also serve as the foundation of organizational culture. They help set the pace of what 

students can expect in the workplace and can provide the foundation for how to advocate 

for themselves. Thus, it is vitally important for faculty to help students not only 

understand themselves but also understand how to navigate within the workplace. These 

conversations would pair well with practicum and internship courses, but these 

conversations could also occur within multicultural classes, in ethics, and in foundations 

of clinical mental health. It could also be incorporated as part of reflexive practice within 

several courses, as we ask students to consider the varying elements of their identity and 

how it may impact their clinical work, we can also ask them to consider how this may 

impact them within the workplace. Given that we know perfectionism plays a role in how 

individuals may show up in the workplace (Fye et al., 2018; Holden & Jeanfreau, 2021; 

Hellman et al., 1987), we can extrapolate that these same conditions will be applied by 

students in the field. This is supported by extant research that shows students are starting 

their careers already burnt out (Smith et al., 2007; Um & Bardhoshi, 2022). This means 

that there is something happening within their education that is already pushing them 

towards exhaustion before they even begin clinical practice outside of school 

requirements. While there may be limitations to how much focus can be placed on 

perfectionism and other ineffective coping strategies, it may be helpful for faculty to 

consider how they conduct grading, how they set expectations for the classroom, to 
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consider how students are financially taxed and having to work and go to school is 

exhausting. Yes, some of these barriers are beyond an individual institution; however, it 

is our responsibility as educators and trainers to thoughtfully consider the ways in which 

we contribute to the challenges our students face. If we do not prepare them well for the 

workplace, then we are partly responsible. So, educators should reflect on their classroom 

policies, e.g., attendance, participation, assignment due dates, grading, etc, and consider 

the ways in which changes can be made. If, in review, there is nothing that can be 

changed, consider adding reflective practices to the structure of your teaching. For 

example, maybe beginning the lecture with a check-in, mindfully closing out the lecture, 

ensuring a consistent start/stop time, having in-person office hours, or even pausing in the 

middle of the lecture to check in with students if you can see they are being activated or 

dissociating. Again, it is in the way these interventions are conducted that students will 

feel that they are being cared for as individuals and not commodities. It also reinforces 

clinical practice, as we can model what we expect clinically in the classroom.  

 It may also be important to consider the generational differences that impact 

perception of what is considered “typical” practice. In considering the time and person 

factors within the PPCT framework (Bronfenbrenner & Morris, 2006), the time during 

which faculty members received their education and training may mean that they were 

trained during a time that is fundamentally and distinctly different than the present time. 

This is not to detract from the education and training of more senior members in the field, 

but to help provide added context as to why some of the challenges of today may seem so 

counter to the challenges of the past. As the world changed, so did our training practices 

and expectations. Many of these changes were for the improvement of practice and for 
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better client outcomes, yet we have to contend with the impacts on the students. There 

may just be generational differences that exist because culture has shifted over the past 

few decades, and it's up to us, as educators, to navigate these differences and find the 

strengths rather than focus solely on the challenges. 

While generational differences may exist and newer clinicians may be differently 

motivated to do this work than was true for their more senior colleagues, it may also be 

important to explore how working within OMHCs provides a sense of community and 

greater support. While working in an OMHC comes with its own challenges, it can also 

be a great source of clinical support for new clinicians. In community treatment, there are 

multiple people to reach out for support, whether that be peer clinicians, clinical 

supervisors, or clinic directors. Additionally, community treatment means providing 

support to individuals with more marginalized identities, meaning that they get the 

opportunity to provide treatment to individuals who otherwise would not be able to afford 

to receive it. As stated above, faculty members are uniquely situated to bridge the gap 

between what is and what can be, and this can be done by making small adjustments to 

course structure and/or expectations without adding too much additional burden on 

faculty.  

Recommendations for Future Research 

As stated throughout this document, this research contained some key limitations. 

Future research should attempt to remedy and further control for these limitations. This 

may include utilizing a different type of research methodology to more effectively 

understand some of the nuances and complexities that were highlighted in this study. One 

of the primary limitations in this study was the inability to distinguish what leader 
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participants were discussing or considering in their responses. Thus, an exploration of 

clinicians’ perceptions of support from leadership within their organization by delving 

into specific levels of leadership may be an important starting point. 

Mixed Methods 

As a researcher, I see qualitative and quantitative research as informing each 

other, and in order to gain a true understanding of a particular event, there must be 

inclusion of the direct perspective of those involved. Mixed method research would be 

highly beneficial as understanding the complex interaction between the felt experiences 

of clinicians and the practical, structured elements of the work environment will require 

both qualitative and quantitative methods, which highlights the benefits of having both 

forms of information to better understand the dynamics and interactions of objective and 

subjective evidence. Because workplace wellness extends beyond what individuals can 

do, utilizing a mixed methodology may be the most effective approach to understanding 

the nuanced impacts and influences of the workplace on clinician wellbeing. This may 

also help with exploring the impacts of specific demographic groups and building a 

broader understanding of the implications for marginalized populations. Qualitative 

methodology allows for greater introspection into the why and can provide a clearer 

explanation of the interaction of various factors. This offers the opportunity to capture a 

more complex picture of this nuance, and provides the opportunity to dig deeper into 

individual clinician experiences, which can further contribute to the nuance of 

experiences and potentially provide more tangible next steps for leadership. For example, 

exploring clinicians’ perceptions of support from leadership within their organization 
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through the use of semi-structured interviews, focus groups, and observations (Maxwell, 

2013).  

I recommend starting with an instrumental collective case study because working 

with individual organizations can facilitate greater insight into what works well and can 

make it easier to isolate the specifics of what contributes to wellbeing in the workplace. 

Instrumental case studies generally serve as a pathway to broaden and advance 

understanding of particular events (Stake, 2000). However, with an understanding of the 

constraints of the use of a singular location in a case study, the use of collective case 

study provides a more structured foundation for theorizing and increases generalizability 

(Stake, 2000). In the instance of this work, using case study methodology would allow 

for the researcher to be embedded within multiple sites to gain a fuller understanding of 

what is contributing to wellness and to further understand the challenges and constraints 

of this research. By being within an organization, the researcher would be better able to 

explore and understand the expectations and organizational structures at all levels of the 

organization. This is especially important as organizational policies and practices are not 

set at the clinical level but at the director or C-suite level. Thus, it would be important to 

understand the perspective of those levels of leadership and how these have impact to the 

lower levels of the organization. The aim of this would be to better understand the 

different levels of leadership, their perspectives, what guides their decision making, and 

how to work in tandem to find a better fit in expectation from the clinical and 

organizational world. 

While there remains critique of the use of case studies due to challenges with 

generalizability, potential lack of rigor, and less empiricism (Idowu, 2016), there has 
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been a significant shift in perspective of the rigor and empirical quality of qualitative 

methods within the field. We now have a greater appreciation for the vastness of 

information we receive from sitting in the subjective experiences of individuals. 

Ultimately, case studies build awareness and understanding of a particular 

situation from the experience and perspective of those involved and engaged with it 

(Creswell, 2013; Stake, 2000). Case studies also provide an ability for broader 

generalizability, richer contextual understanding, enhanced theoretical development, and 

may have more practical relevance for leadership at all levels.  

While an instrumental collective case study is where I would begin, there is also a 

strong reason to conduct a phenomenological inquiry study. Phenomenological inquiry 

provides the opportunity to dig deeper into individual clinician experiences, which can 

further contribute to the nuance of understanding what organizational culture and 

organizational leadership mean within these settings. This method could potentially 

provide more tangible next steps for leadership, especially if it is integrated with the 

information gleaned from the case study. These qualitative approaches could provide 

information on where individuals feel supported and where the potential gaps may lie, 

which will supplement what has been learned quantitatively.  

Quantitative Inquiry 

Additional quantitative studies are essential to deepening the understanding of 

how organizational culture and structural dynamics impact clinician workplace wellbeing 

in OMHCs. This study provided evidence that perceived organizational support and 

decision latitude significantly predict clinician wellbeing, support the theoretical framing 

of this study, and confirm the importance of workplace factors. Building on this 
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foundation, future quantitative research can serve two key roles: replication to confirm 

reliability and expansion to understand the nuances of the variables in more depth and to 

explore potential new dimensions of occupational wellness. 

Replication 

Replicating this research study with a larger and more diverse sample size would 

also be helpful to see if there are any substantial changes when the a priori sample size is 

met and if a more diverse sample across years of practice made a significant difference. 

This sample was too homogenous to pick up any significance in years of practice that 

previous research has substantiated (Mullen et al., 2018; Wilkerson & Bellini, 2006). 

This change may allow for a deeper analysis of how experience level (person factor) 

interacts with organizational culture and decision latitude. Including a broader range of 

clinician years could uncover if perception of organizational support and professional 

autonomy differ by professional stage which would provide further clarification and 

generalizability of the current findings.  

Measurement Refinement 

 It may also be helpful to utilize different instruments to better capture and isolate 

the occupational wellness element. This study utilized a burnout subscale as an indication 

of wellness, and while the subscale was a useful proxy for wellness in this study, 

wellness and burnout are related, but distinct constructs. Thus, future research may 

benefit from using a validated instrument or subscale exploring the specifics of 

occupational wellness, this may include the use of known wellness instruments such as 

the Life Assessment Questionnaire (LAQ; DeStefano & Richardson, 1992), Optimal 

Living Profile (OLP; Renger et al., 2000), Perceived Wellness Survey (PWS; Adams et 
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al., 1998), Wellness Inventory (WI; Hey et al., 2006), Five Factor Wellness Inventory 

(5F-Wel; Myers & Sweeney, 2004), or Four Factor Wellness Inventory (4F-Wel; Myers 

et al., 2004). These instruments were not utilized in this study due to one or more of the 

following factors: length of instrument, cost of instrument, lack of a validated subscale to 

isolate the occupational element of wellbeing, or focus on physical health alone. The 

focus of this research was to utilize cost-effective instruments that isolated the 

occupational element of wellbeing and had a reasonable number of items, as there were 

two other instruments being utilized in the study.  

Increased Recruitment Efforts and Incentives 

Due to the challenges in data collection, future research should consider offering a 

monetary reward to increase participant engagement. While a robust number of outreach 

avenues were utilized, outreaching these organizations more than once is recommended. 

It may also be helpful to utilize stakeholders to boost engagement and add 

trustworthiness to the outreach.  

General Recommendations 

 Future research should also clarify what is meant by “organizational leaders” and 

further narrow the scope of who is being reviewed from a leadership perspective. This 

could be done readily in qualitative work, where the same questions from the surveys are 

asked, but in an interview format. This could help identify differing or perhaps 

overlapping perspectives depending on which level/layer of leadership was deemed as 

supportive or unsupportive. Future research should include an objective measure of what 

positive organizational culture is, which would allow for further specification of the 

perspective on organizational culture. Future research could also be inclusive of all 
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license types (include psychologists and psychiatrists), compare different settings (private 

practice, school counseling, university clinics), and explore the impacts of the managed 

care system broadly. All in all, there are several avenues future research could take to 

better understand and extrapolate the specific factors that impact perception of 

organizational support and decision latitude on clinician wellbeing.  

Conclusion 

This exploration and the accompanying recommendations stand as a call to action 

for organizational leaders: it is time to envision a workplace that honors the contributions 

of clinicians while actively working to support their health and vitality. By doing so, we 

can create an environment that not only retains dedicated professionals but ultimately 

promotes better outcomes for the individuals and communities they serve. 

This study underscores the critical relationship between organizational culture and 

the workplace wellness of clinicians, particularly those within outpatient mental health 

centers. While individual self-care strategies remain important, they are insufficient on 

their own to mitigate the complexities of work related stressors. This research highlights 

the necessity for systemic change in organizational practices, emphasizing that a positive 

organizational culture, characterized by perceived organizational support and decision 

latitude, plays a significant role in fostering clinician workplace wellness. 

The findings reveal that clinicians, especially those dealing with vulnerable 

populations, are often caught in a web of systemic challenges that compromise their 

ability to thrive professionally and personally. This dynamic demonstrates that 

organizational leaders must not only be aware of the stressors faced by their staff but also 

take an active role in creating supportive environments that support clinicians rather than 
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burden them. Such environments can lead to improved job satisfaction, reduced attrition 

rates, and ultimately, enhanced care for clients (Beauregard & Henry, 2009; Berry et al., 

2020; Di Fabio, 2017; Wilson et al., 2004). 

Further, the limitations of this study point to the necessity for more nuanced and 

diverse research methodologies, including qualitative studies that can capture the 

personal experiences and perceptions of clinicians across various demographics. 

Understanding these nuanced experiences will enable leaders to tailor their approaches 

more effectively to create a workplace that is genuinely supportive of clinician workplace 

wellness. As we move forward, it is imperative that organizations in the mental health 

field proactively prioritize the wellbeing of their clinicians as an ethical responsibility and 

a strategic necessity. By fostering environments that recognize and support the 

complexity of clinicians' work, organizations not only benefit their employees but also 

enhance the overall efficacy of their service delivery, ultimately promoting a healthier 

community. Thus, the journey towards a more supportive and resilient mental health 

workforce begins with a commitment to workplace wellness at all levels of organizational 

leadership. 

This work is of the utmost importance to me. I have spent the majority of my 

clinical career working in outpatient treatment. I have worked alongside great clinicians 

and have had the fortune of working with clinical supervisors and organizational 

leadership that saw me as more than a worker. I have first hand experience of the 

difference it makes when your direct supervisor and senior leadership exhibit genuine 

concern for your wellbeing and the quality of your whole life, not just your working life. 

However, I am one of the fortunate ones. My clinical experience and working 
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environment is not the norm. Working in an outpatient clinic means that the individuals 

we work with are often experiencing multiple systemic issues all at once. At the very 

least, due to their insurance, we know they are experiencing poverty. The experience of 

poverty can be a shameful one, but it’s also connected to several other negative life 

outcomes such as homelessness, increased child abuse, increased substance abuse, food 

insecurity, gang violence, and so forth (Lever et al., 2005; McGillivray, 2006). Poverty 

does not cause these issues, but it does place people in environments where these issues 

can thrive. It puts people in situations that elicit further problems and isolation.  As 

clinicians, we get shackled with the weight of clients not meeting their goals, often 

internalizing their challenge as personal and a failure of our clinical skills. While the skill 

and competence of the clinician can be an issue, it alone does not explain the challenges 

of meeting the clinical needs of this population.  

Supporting the wellbeing of clinicians is more than a moralistic, “nice” effort on 

the part of leadership, it serves as a daily reminder that we see clinicians as whole 

humans and not just cogs in a machine that can provide financial return for the agency. 

Additionally, people who perceive their work environment as positive, are more 

connected to their organization, and tend to maintain loyalty to the organization which 

lowers attrition (Beauregard & Henry, 2009; Berry et al., 2020; Di Fabio, 2017; Wilson et 

al., 2004). 

As we continue to tell clients that we want them to be well and advocate for 

clients in their own wellbeing, we do ourselves and our clinicians a disservice by placing 

primary focus on clients. This is not to negate the importance of quality care for clients, 

but it is to remind us, as a community, that quality clinical treatment requires quality 
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clinicians. Clinicians cannot provide great service if they are unwell, and they cannot 

continue to survive long term in the field if they feel unsupported by their organization. 

Thus, it remains vitally important for leadership, at all levels, to take the initiative and 

create organizational environments that foster the wellbeing of the clinician, and in turn, 

this will foster the wellbeing of clients and the broader community. 
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Appendix A: Recruitment Letter 

Study Title: Workplace Wellness: How Does Organizational Culture Contribute to 

Clinician Wellness? 

Dear Participant, 

I would like to invite you to participate in a research study which aims to understand the 

contributions of the organization on clinician wellbeing. My name is Kelly Farrish, and I 

am currently enrolled in the Counseling and Supervision Doctoral Program at The 

George Washington University (GWU) in Washington, D.C. This study is for my 

dissertation which is part of the process of the fulfillment of the requirements for a PhD 

at GWU.  

Your participation in this research study is entirely voluntary. Your responses will remain 

anonymous and confidential, as your name and other identifying information will not be 

asked of you to consent to this study or to participate in this study. Data from this 

research will be kept under password protection and will only be presented in aggregate 

form. There are no known risks to participation beyond those encountered in everyday 

life. 

Should you agree to participate, please use this link or use the QR code below. The 

survey should take approximately 30 minutes to complete from start to finish in one 

sitting. If you have any questions, feel free to contact either myself, Kelly Farrish 

(kfarrish44@gwu.edu) or my dissertation chair, Dr. Sylvia Marotta-Walters 

(syl@gwu.edu).  

 

GWU IRB Number: NCR246066 

Thank you for your consideration to participate in this research! 

Best, 

 Kelly Farrish, MSW, LCSW-C 

 

 

 

 

https://qualtricsxmngzy6blr2.qualtrics.com/jfe/form/SV_25fav26iGTEuSdU
mailto:kfarrish44@gwu.edu
mailto:syl@gwu.edu
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Appendix B: Informed Consent 

Workplace Wellness: How Does Organizational Culture Contribute to Clinician 

Wellness? 

Statement of Consent: 

This consent form is designed to give you all of the information you may need to decide 

if you want to participate in this research study. Participation in this research study is 

completely voluntary. This document explores the purpose of the research study, 

provides an explanation of procedures, and discusses the risks and benefits of 

participating in this research study. This form also explains how your responses and 

information will be used and kept confidential. Once you have finished reading this form, 

if you elect to participate in this research study, your consent will be assumed if you 

complete the survey. Should you elect to not consent, then this will be conducted by not 

participating (not responding) with the survey questions in any way. It is anticipated that 

your participation in the study will take approximately 30 minutes, in one sitting, from 

start to finish.  

Purpose of the Study: 

Clinicians have many responsibilities beyond therapy, such as paperwork, coordinating 

care, and managing heavy workloads. These tasks can add stress, especially when there 

are financial or resource constraints. Research shows that when people face high job 

demands, low control over their work, and/or lack support, they experience more distress. 

Clinicians, because of their empathetic nature, are particularly vulnerable to this stress, 

leading to issues like burnout, compassion fatigue, and secondary traumatic stress. 

While self-care is often encouraged to address these challenges, it alone is not enough. 

The workplace also needs to play a role in supporting clinicians' well-being. This is 

especially important for clinicians working in outpatient mental health centers (OMHCs), 

which largely serve individuals who rely on public insurance like Medicaid or Medicare. 

These clients often have more complex, long-term needs, which increases the risk of 

burnout and related conditions for clinicians. 

Thus, this study aims to understand how the work environment in outpatient mental 

health centers (OMHCs) contributes to clinician well-being. It will look at how an 

organization’s culture, operationalized through the perception of organizational support, 

contributes to clinician wellness. 

Explanation of Procedures: 

You will be asked to complete a short demographic questionnaire, followed by three 

measures: Perception of Organizational Support Scale, Professional Quality of Life Scale, 

and the Demands Controls Supports Scale. The total survey should take about 30 minutes 

from start to finish to complete. 
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Risks and Benefits: 

While risks to this study are limited, you may experience discomfort when answering 

questions regarding your perspective of your workplace or your experiences as a clinician 

in a helping role. You are free to stop the survey at any time. Other potential risks include 

the loss of information and confidentiality due to the use of technology. Because you will 

be responding to questions about your work environment, it is recommended that you use 

your personal device to respond to the survey rather than a work device.  

 The benefits of participating in this study include the knowledge that you are assisting in 

expanding the knowledge and understanding of what contributes to wellness in the 

workplace, specifically for clinicians. Further, this information will support advocacy 

efforts towards increasing the systemic supports clinicians have in their workplace. There 

are no specific immediate individual benefits to participants. 

Confidentiality and Record Keeping: 

All data gathered for this study will be collected using Qualtrics, a web-based data 

gathering system. The information you report in the study will be kept confidential and 

stored in a secure location on secure, password-protected devices, with limited access to 

only the two researchers on the research team. The information in this study will be kept 

anonymous, so we are not asking for any identifying information in your consent to 

participate as an additional layer of protection for your privacy. Thus, your name and 

other identifiable information will not be asked of you, so there will be no way to link 

your responses to you.  

Please note, the information obtained in this study may be used in future research.  

At the end of the study, you will be asked if you would be willing to be contacted for 

participation in future research regarding clinician wellness. This is completely optional 

and has no bearing on your response or participation in this study. Should you choose to 

provide your information, you will be directed to a separate link, so your personal 

information is not connected in any way to your responses. Your personal information 

(name and email address) will be stored on a password protected device, in a password 

protected account on Google Forms. Information will only be held for 2 years after the 

completion of the study, at which point all information will be deleted. 

Who can I talk to if I have any questions? 

If you have any questions or concerns, please reach out to Kelly Farrish 

(kfarrish44@gwu.edu) or Dr. Sylvia Marotta-Walters (syl@gwu.edu). 

GW University IRB Number: NCR246066 

Your participation in this study is entirely voluntary, and you may exit the survey at any 

time. Should you decide to stop participating in the stud 

y, there will be no penalty. 
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Appendix C: Demographic Questionnaire 

1) In the text box below, please write your age. 

2) Please select from the following that best describes your gender identity. 

Cisgender Male 

Cisgender Female 

Trans Male (FM) 

Trans Female (MF) 

Nonbinary 

Other, please specify 

3) Please select from the following that best describes your racial and/or ethnic identity. 

White 

Black or African American 

American Indian or Alaska Native 

Asian 

Native Hawaiian or Other Pacific Islander 

Hispanic or Latino 

Not Hispanic or Latino 

4) Please select from the following that best describes your marital status. 

 Single 

 Living together/cohabitating 

 Engaged 

 Married 

 Separated 

 Divorced 

 Widowed 

5) Please select from the following that best describes your license level during the time 

you worked (or currently work) in an OMHC. 

LCPC/LCP 
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LCSW-C/LCSW 

LGPC/LGP 

LMFT 

LMHC 

LMSW 

Other, please specify 

6) In the text box, please write the number of years of practice within an OMHC 

7) In the text box below, please indicate the total number of hours in your work week 

providing direct clinical services in an OMHC? E.g. face to face counseling services via 

in person sessions or audio/visual telehealth session. Include all service types: individual, 

family, couples, group, etc. 

8) In the text box below, please indicate the number of indirect hours you work for an 

OMHC? E.g. documentation, consultation, phone calls, team meetings, etc 

9) In the text box below, please indicate your caseload payment type while working in an 

OMHC. Ensure that your percentage totals equal 100% E.g. Private insurance 20%, self-

pay 10%, Medicaid 60%, Medicare 10% 

10) Please select from the following that best describes or described your caseload 

demographics while working in an OMHC. Select all that apply. 

Children (Under 13) 

Adolescents (13-18) 

Early Adulthood (19-25) 

Adults (18+) 

Elder Adults (65+) 

11) In the text box below, please indicate your gross annual salary from your clinical 

work in an OMHC. 

12) In the text box below, please indicate your zip code.  

13) Are you and/or were you a fee for service employee in the OMHC? 

Yes 

No 
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14) Please select from the following that best describes your use of wellness practices 

individually, socially, and/or occupationally e.g. work-life balance, use of PTO, time with 

friends and family, self care, meditation, mindfulness, and/or other coping strategies 

Daily 

Weekly 

Biweekly 

Monthly 

Rarely 

15) If you regularly utilize self-care (at least monthly), what types of activities do you 

engage in? Please include any and all activities that you feel contribute to your wellbeing. 
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Appendix D: Perceived Organizational Support Scale 

(Eisenberger et al., 1986) 
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Appendix E: Professional Quality of Life 

(Stamm, 2005) 
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Appendix F: Swedish Demand-Control-Support Questionnaire 

(Sanne et al., 2005) 

 


