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Introduction
The behavioral health ϐield currently faces a severe 

retention crisis fueled by occupational stress. The authors 
observe that high turnover rates directly harm the continuity 
of care for vulnerable populations and individuals with mental 
illness [1,2]. As Vilardaga et al. [3] illustrate in their research 
on addiction counseling workforces, exhaustion is a systemic 
issue requiring immediate organizational intervention. 
Burnout rates among applied psychologists and mental health 
providers have reached concerning levels across the ϐield [4]. 
The authors approach this issue not as a failure of individual 
resilience but as a structural deϐicit within the healthcare 
system  [5,6]. This requires a comprehensive plan designed to 
guide future organizational change and policy development. 

The concept of burnout involves emotional exhaustion and 
a signiϐicantly reduced sense of personal accomplishment. 
These debilitating symptoms manifest daily in clinics and 
hospitals. According to Maslach (1982) [7], this syndrome 
presents a severe threat to clinical efϐicacy and workforce 

stability. Research speciϐically focused on addiction counselors 
conϐirms that emotional intelligence deϐicits accelerate the 
onset of burnout in this population [8]. Acknowledging the 
severity of the issue through empirical data is the ϐirst step 
toward institutional healing. The authors implore clinicians 
and supporters of the ϐield alike to rethink exactly how clinical 
environments are structured and how they can be enhanced 
with intentionality that beneϐits the workforce and the 
profession as a whole. 

The authors used a narrative approach so as to shift the 
burden of wellness away from the individual clinician and 
place it on the organization. Highly talented professionals 
frequently leave the ϐield prematurely because they lack 
basic structural backing and support [1,9]. As Knight et al. 
(2012) [10] point out, organizational issues and decreased 
occupational backing are primary contributors to this mass 
exodus. Counselor turnover has measurable downstream 
consequences for the clients these professionals serve, 
including reduced treatment retention and poorer recovery 
outcomes [11]. It is a shared professional responsibility to 
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Abstract

The behavioral health fi eld currently faces a severe retention crisis exacerbated by 
occupational stressors and systemic exhaustion. High turnover rates continue to cause more 
instability for organizations and the vulnerable populations they serve concerning continuity 
of care. As the workforce continues to burn out, the ones that stay are inundated further, 
increasing the unsustainability. This report introduces qualitative data that aligns and supports 
the Resiliency Wellness Model, a strategic framework positioning wellness as a solution that 
is achievable with administration focusing on three specifi c pillars to mitigate staff attrition, 
reduce emotional exhaustion, and reverse a depleted sense of personal accomplishment 
among the behavioral health workforce. This brief provides systemic steps to create an 
organizational plan that focuses on the factors noted by clinicians to better help and aide 
them in their development of resiliency to burnout and compassion fatigue that continue to 
attribute to the low numbers of behavioral health workers.
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build environments that sustain clinical energy over the long 
term. Organizations need to create systems where self-care is 
genuinely possible and encouraged by leadership. 

The data shows that resilience is an active process that 
must be sustained by the workplace itself [12,13]. The authors 
expand upon empirical ϐindings to build a highly practical 
framework for behavioral health leaders. As Masten (2018) 
[14] notes, resilience involves the capacity of a system to adapt 
successfully to signiϐicant challenges. Aspinwall and Taylor 
(1992) [15] similarly describe proactive cognitive adaptation 
as a key mechanism through which individuals and systems 
maintain function under pressure. This evidence challenges 
the accepted status quo of high turnover in community 
agencies. A synthesis of the literature demands a completely 
new way forward. 

This report introduces the Resiliency Wellness Model 
as a strategic plan for organizational health. The authors 
highlight three speciϐic pillars that administrators need to 
adopt to successfully reduce staff attrition. As Stamm (2010) 
[16] advocates, assessing and addressing these pillars at an 
institutional level is vital for professional quality of life. This 
report will expand upon these core concepts to facilitate 
practical application in a systematic way. Ultimately, the 
goal is to foster environments where clinicians who support 
individuals with persistent mental health and addiction-
related disorders thrive rather than merely survive. 

Methods 

The authors outline the methodological foundation 
that informs this conceptual blueprint. The empirical 
basis stems from a qualitative phenomenological design 
focused on lived experiences. As Moustakas (1994) [17] 
addresses, a transcendental phenomenological approach 
allows researchers to identify the essence of a shared human 
experience. The authors rely on this robust methodology to 
understand how certain professionals resist occupational 
depletion. Structural principles are extracted from these lived 
experiences to inform agency policies.

The participants in the foundational research represent 
a highly speciϐic and experienced cohort. The study focused 
on seasoned professionals who held the Master Addiction 
Counselor certiϐication. A ϐinal sample of nine Master 
Addiction Counselors (MACs) was recruited through 
purposive sampling via professional listservs, state licensure 
board newsletters, and referrals from behavioral health 
organizations in the southeastern United States. Inclusion 
criteria required participants to hold an active MAC credential, 
have a minimum of ϐive years of continuous clinical practice 
in behavioral health or addiction treatment, and be currently 
employed in a direct-service role. Participants who had taken 
extended leave of more than 12 consecutive months during 
their careers were excluded. According to Knight et al. (2012) 

[10], focusing on individuals with over ϐive years of experience 
is crucial because more than half of the workforce leaves 
before reaching that milestone. The ϐinal sample ranged in 
experience from 6 to 31 years, with a mean of 14.3 years of 
clinical practice. All participants were located in outpatient or 
residential community treatment settings. Using a narrative 
approach is necessary to highlight how longevity implies a 
successful adaptation to severe workplace stressors  [18]. The 
authors view these survival strategies as essential data for 
systemic reform.

The data collection involved in-depth and semi-structured 
interviews. Interviews were conducted individually via secure 
video conferencing, with each session lasting between 45 
and 75 minutes. An interview guide was developed by the 
research team and organized around three broad domains: 
(1) factors participants attributed to their decision to remain 
in the ϐield, (2) strategies they used to manage occupational 
stress, and (3) their perceptions of organizational support 
and its role in their longevity. The guide was reviewed by two 
colleagues familiar with qualitative methodology prior to data 
collection. This format allowed the clinicians to freely express 
the challenges they faced and the strategies they employed 
to remain in the ϐield. As Adams and van Manen (2008) 
[19] explain, this approach helps the research adjust to new 
ideas as they emerge naturally in conversation. Doing this 
captures the authenticity of their daily struggles through this 
conversational framework. Interviews were audio-recorded 
with participant consent and transcribed verbatim by a 
professional transcription service. Transcripts were reviewed 
against the recordings for accuracy before analysis began. 
Likewise, it ensures that the resulting framework remains 
deeply grounded in clinical reality [20-22].

Resilience in this study was not deϐined solely on the basis 
of professional longevity. While sustained tenure served as 
an initial inclusion criterion, resilience was operationalized 
through participant accounts of adaptive functioning under 
occupational adversity, consistent with Masten’s (2018) 14] 
framework, which deϐines resilience as the capacity of a system 
to adapt successfully to signiϐicant challenges that threaten its 
function, development, or viability. Participants were asked to 
describe not simply how long they had worked in the ϐield, but 
how they had navigated periods of difϐiculty, exhaustion, and 
doubt. Resilience was identiϐied when participants described 
active, ongoing strategies for maintaining their professional 
and personal wellbeing rather than passive endurance alone.

The analytical process required thematizing the interview 
transcripts that captured the experiences of the counselors 
who appear resilient to burnout and compassion fatigue due 
to how long they have maintained their work in the ϐield. 
The researchers transcribed the recordings and reduced the 
information to meaning units. As Creswell (2013) describes, 
this systematic reduction ensures that the ϐinal themes 
accurately reϐlect the true realities of the participants. Both 
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authors participated in independent open coding of three 
transcripts to establish initial codebooks. Codes were then 
compared, discussed, and reconciled before proceeding. 
Remaining transcripts were coded by the ϐirst author with 
ongoing consultation from the second. Theme development 
involved grouping meaning units into clusters and reϐining 
labels through iterative comparison across all nine participant 
accounts. Discrepant cases, where participant experiences did 
not ϐit emerging themes, were examined closely and used to 
reϐine theme boundaries rather than excluded. The three ϐinal 
themes — self-preservation, support, and purpose — emerged 
inductively from the data and were not predetermined from 
an existing model, though their alignment with prior literature 
was noted during the interpretive phase. Drawing upon 
these validated themes, the authors provide organizational 
recommendations and highlight the most protective 
occupational factors.

Trustworthiness and credibility are central to any 
qualitative investigation. The foundational study utilized 
member checking to verify the accuracy of the identiϐied themes. 
A written summary of the three themes and representative 
meaning units was returned to all nine participants via email. 
Seven of the nine responded. All seven conϐirmed that the 
themes accurately represented their experiences; two offered 
minor clariϐications in wording that were incorporated into 
the ϐinal description of the self-preservation theme. Returning 
the results to the participants conϐirms that the structural 
outline genuinely resonates with their lived reality [17]. 
An audit trail was maintained throughout data collection 
and analysis, documenting analytical decisions and theme 
revisions. The ϐirst author engaged in reϐlexive journaling to 
monitor how prior clinical experience in behavioral health 
might shape interpretation of participant accounts. Peer 
debrieϐing was conducted with a qualitative researcher 
outside the study team at two points during analysis. The 
authors build organizational retention strategies upon this 
veriϐied data. This ensures that the presented model is both 
academically sound and clinically relevant.

Results 

The qualitative analysis revealed a clear hierarchical 
structure comprising three primary themes. The authors refer 
to these themes as the pillars of the Resiliency Wellness Model. 
As Southwick, et al. (2014) [23] demonstrate, these factors 
represent dynamic concepts linked to emotional regulation 
and positive adaptation. These themes emerged inductively 
from the data through the coding process described in the 
Methods section and were not drawn from a pre-existing 
framework, though each shows meaningful alignment with 
established constructs in the burnout and resilience literature. 
The authors’ interpretive commentary is distinguished 
below from the participant-derived evidence on which it 
rests. The authors present these ϐindings as the foundation 
for organizational intervention. Focusing on the practical 

application of these results within treatment centers ensures 
that readers can see not only what the research identiϐied 
but how it can be applied in practical use. See Figure 1
for a conceptual diagram of how the three pillars relate to 
organizational outcomes.

This Figure below was constructed to present the 
pillars noted above. Note that the three pillars operate 
interdependently. Organizational outcomes are produced 
when all three are addressed simultaneously rather than in 
isolation.

Self-Preservation

The ϐirst major theme identiϐied is self-preservation. The 
participants engaged in intentional actions to safeguard their 
physical and emotional limits. This active decision-making 
process involves utilizing boundaries and advocating for 
manageable workloads to prevent overwhelming fatigue [24]. 
Participants described workload reduction as central to this 
process. Barbara reϐlected that it was a developmental process 
of learning “how much I can take and when enough is enough,” 
while another participant described a more structured 
approach, carving out dedicated recovery time by “working a 
half day, one day a week so that I could go play” 25]. A third 
participant managed the emotional demands of clinical work 
by restructuring her role, describing how she would “mix up 
administrative and clinical and throwing in supervision” as a 
proactive measure against burnout and compassion fatigue 
[25].

Boundary maintenance emerged as equally central to self-
preservation. Sherry described guiding herself and her clients 
toward emotional separation at the end of a session, noting 
that while it is important to be fully present with clients, “we 
have to let it go with them” 25]. Another participant described 
the shift in perspective that came with practicing boundaries, 
summarizing it plainly: “Work is work, and I’m not going to 
let it interfere with my personal life” [25]. Self-advocacy 
rounded out this theme, with one participant describing 

Pillar I 

Self-
Preservation 

Workload 
Reduction 

Utilizing 
Boundaries  

Self-Advocating 

Pillar II 

Support 

Organizational 
Support  

Lack of Support 

Family Support 

Spiritual Support  

Colleague Support & 
Supervision 

Pillar III 

Purpose 
Fulfillment & Passion  

Lack of Purpose  

Seeking Knowledge  

Helping others  

Being Person-
Centered 

Organizational Outcomes  

Workforce Retention  Reduced Burnout Continuity of Care 

The Resiliency Wellness Model  
Three Pillars of Workforce Retention 

Figure 1: Conceptual diagram.
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how she was able to “voice that I need a minute” and that her 
colleagues and supervisors “give me that minute that I need” 
[25]. The authors interpret these accounts as reϐlecting a 
pattern of deliberate, sustained self-management rather than 
reactive coping. The authors view these protective measures 
as essential components of a sustainable career [26-18]. 
Organizations often fail to recognize and endorse the necessity 
of these boundaries.

Support

The second prominent theme centers entirely on 
support. The clinicians highlighted the absolute necessity of 
multidimensional networks to buffer against occupational 
trauma. As Ducharme et al. (2008) [9] point out, receiving 
backing from colleagues and supervisors is heavily associated 
with increased well-being and reduced turnover. Participants 
described organizational support as a meaningful and 
tangible experience. Rose recalled a supervisor who asked 
the team directly what they needed and how to make the 
work sustainable, noting that “he was checking in on us” [25]. 
This kind of active supervisory care stood in sharp contrast 
to the lack of support that participants also identiϐied as one 
of their most signiϐicant obstacles. One participant described 
being placed in demanding clinical roles without adequate 
preparation, stating that she felt “thrown into positions” with 
“very little resources, very little training” [25]. Rose described 
the isolating effect of this absence of understanding, noting 
that administrators simply “don’t understand what we do” 
[25]. The authors note that participants did not experience 
a lack of support as a minor inconvenience but as a primary 
driver of professional vulnerability.

Despite those obstacles, participants consistently identiϐied 
supportive relationships that helped sustain them. Colleague 
support in particular emerged as a long-term protective 
factor, with Rose describing a peer relationship of over a 
decade: “I’ve worked with [her] for 10 years who, me and 
her, well, we’re in this together” [25]. The authors interpret 
these accounts as consistent with Ducharme et al. (2008) and 
Rogers et al. (2016) [9,28], who identify peer networks and 
supervisory backing as structural conditions of sustainability 
rather than incidental beneϐits. The protective effect of peer 
and supervisory support against secondary traumatic stress 
has also been documented in the clinical literature [29]. This 
ϐinding serves as a call for agencies to cultivate collaborative 
alliances. Professional isolation is a primary catalyst for 
clinical exhaustion and can be mitigated through intentionally 
applied support [28].

Purpose

The ϐinal theme involved the profound impact of purpose. 
The seasoned professionals maintained a deep intrinsic 
motivation fueled by a desire to help others heal. The ϐindings 
solidiϐied that burnout frequently originates from an unmet 
expectation that the profession will provide deep meaning to 

the individual [30]. Participants described purpose in ways 
that acknowledged both its sustaining power and its cost. 
Sherry captured this tension directly, describing her work 
as “thrilling and... devastating, and it’s passionate and it’s 
exhausting,” yet following that with “I absolutely love it” [25]. 
This capacity to hold difϐiculty and meaning simultaneously 
appeared to be a hallmark of the participants who had 
remained in the ϐield longest.

The pursuit of knowledge also functioned as a form of 
purposeful engagement. Rose described a continuous internal 
drive, stating “That’s my drive to constantly seek something” 
and “This is why I continue to keep going” [25]. For others, 
purpose was grounded directly in the outcomes of clients. 
Elizabeth stated, “I continue because I know that people really 
can do it and get off drugs and alcohol and live a better life” 
[25]. Being person-centered also contributed to this sense of 
meaning, with Nancy describing the importance of being able 
to “see the person behind the substance” [25]. The authors 
interpret these accounts as consistent with Pines (2004) [30] 
and note that purpose is not simply an internal trait but one 
that organizational conditions can either sustain or gradually 
erode through bureaucratic overload and inadequate 
recognition. The authors recognize that nurturing this passion 
is critical for long-term retention. Bureaucratic constraints 
often erode this fundamental sense of mission, resulting in a 
compromised workforce [31,32].

The culmination of these three themes creates a 
descriptive and comprehensive picture of clinical resilience. 
The data show that longevity requires a balanced integration 
of personal boundaries, institutional backing, and meaningful 
work. As Masten (2018)[14] suggests, this combination of 
factors successfully buffers the clinician against the inherent 
adversities within healthcare environments. These results 
support the argument that employers must address all three 
areas simultaneously. This thematically informed lens guides 
the authors’ practical recommendations.

Discussion
The three pillars of the Resiliency Wellness Model, 

self-preservation, support, and purpose, address distinct 
dimensions of the clinician’s occupational experience, and the 
model proposes that organizational outcomes emerge from 
their combined presence rather than from any single pillar 
addressed in isolation. Figure 1 illustrates these relationships 
and the workforce outcomes they are intended to produce.

The model draws conceptually on the Job Demands-
Resources (JD-R) framework developed by Bakker and 
Demerouti (2017) [33], which holds that burnout results from 
an imbalance between the demands placed on workers and 
the resources available to meet them. Within that framework, 
self-preservation corresponds to demand management, 
speciϐically the reduction of unnecessary load and the 
protection of adequate recovery time. Support corresponds 
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to the resource dimension, particularly the social and 
organizational resources that buffer against the depletion that 
high-demand work produces. Purpose maps most closely onto 
what the JD-R model describes as motivational resources: 
the intrinsic conditions that sustain engagement even when 
external demands are high.

The model also engages meaningfully with Stamm’s 
(2010) [16] professional quality-of-life framework, which 
distinguishes compassion satisfaction from burnout 
and secondary traumatic stress as separate dimensions 
of the occupational experience. Self-preservation and 
support primarily address the risk dimensions of that 
model, speciϐically the conditions that allow burnout and 
secondary trauma to develop unchecked. Purpose maps onto 
compassion satisfaction, which Stamm (2010) 16] identiϐies 
as the protective counterweight most associated with 
sustained engagement in helping professions. The Resiliency 
Wellness Model builds on both frameworks by translating 
their components into a set of organizational priorities that 
administrators can act on directly, rather than leaving the 
burden of balance to individual clinicians alone.

What distinguishes these three pillars from related 
constructs such as self-care, coping, or workload management 
is their explicitly organizational orientation. Self-care, as 
typically framed in the literature, is an individual practice. 
Self-preservation as deϐined here is both a personal behavior 
and an organizational responsibility: it requires that agencies 
create structures, including caseload caps, protected time, 
and scheduling policies, that make the behavior practically 
achievable. Similarly, social support as a general construct does 
not specify who carries responsibility for ensuring its presence. 
The support pillar in this model places that responsibility with 
organizational leadership and supervisory structures rather 
than leaving it to chance or individual initiative. Purpose is 
distinguished from intrinsic motivation by its vulnerability 
to structural erosion: participants in this study described 
not a loss of original motivation but an increasing difϐiculty 
accessing that motivation under conditions of administrative 
overload and inadequate recognition.

The results challenge the traditional notion that burnout is 
solely an individual failing. Through the lens of Organizational 
Theory, burnout is a direct consequence of work stressors 
coupled with inadequate employer resources [34]. 
Occupational stressors speciϐic to healthcare settings have 
been shown to accumulate over time, with emotional and 
physical demands compounding when supervisory resources 
are absent [35]. This brief provides possible solutions toward 
systemic reform. It not only argues that organizations must 
take accountability for the environments they create, but it 
also provides potential steps for supporting clinicians who 
care for individuals with mental illness and substance use 
disorders 

The concept of self-preservation aligns with established 
coping mechanisms. The ability to reduce workloads and set 
ϐirm professional limits is a critical indicator of professional 
conϐidence. Higher levels of self-efϐicacy are consistently 
associated with lower emotional exhaustion among 
professionals providing therapy [36]. Supervisor support has 
been found to be a speciϐic predictor of both burnout reduction 
and therapeutic self-efϐicacy in clinical settings [37]. This data 
underscored the urgent need for agencies to respect clinical 
boundaries. Administrators must actively back clinicians who 
advocate for their own health [38,39]. 

The presence of a strong peer network effectively 
neutralizes the isolating effects of secondary trauma. 
Supportive leadership practices and peer collaboration 
signiϐicantly increase staff job satisfaction and retention [40-
42]. This further serves as proof that team cohesion is not 
a luxury but a necessity [43,44]. Social support within the 
clinical workplace has also been shown to reduce feelings of 
professional isolation among practitioners in training, with 
positive effects on long-term engagement [45]. Agencies must 
intentionally design spaces for this collaboration to ϐlourish. 

The role of purpose must be considered as the ultimate 
antidote to professional stagnation. The drive to provide 
person-centered care sustains energy even in highly 
demanding environments. Intrinsic motivation and self-
efϐicacy are powerful predictors of compassion satisfaction 
[46-48]. Clinicians who regularly access a sense of meaning 
in their work demonstrate greater resistance to burnout, a 
pattern conϐirmed across healthcare settings [49]. The authors 
note how organizations often stiϐle this passion through 
excessive administrative burdens. Leaders must acknowledge 
and actively address these barriers so clinicians can focus on 
healing and supporting individuals seeking recovery. 

In conclusion, for the Resiliency Wellness Model, the 
three pillars do not operate in isolation but rather reinforce 
one another. As the research reinforces these notions, true 
workforce stability requires a holistic approach that meets 
socioemotional needs while mitigating excessive demands 
[5,33,50,51]. This report frames this discussion as a call to 
action for all levels of healthcare management, as the authors 
prepare to translate these theoretical insights into concrete 
administrative policies that will ultimately beneϐit both the 
practitioners and the individuals they serve. 

Implications for Behavioral Health

Speciϐic implications exist for behavioral health 
infrastructure and management. Implementing the Resiliency 
Wellness Model requires a fundamental evolution in agency 
priorities, shifting from a focus on high-volume production 
to a focus on provider sustainability. High turnover rates 
incur massive hidden costs related to the constant recruiting 
and training of new personnel, profoundly disrupting the 
continuity of clinical care for individuals with substance use 
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disorders [52]. Investing in strategies that help counselors 
thrive ultimately saves organizations signiϐicant ϐinancial 
resources by reducing this turnover [53,10]. Estimates of 
expenditures attributable to provider burnout and burnout-
related turnover reach into the billions of dollars annually 
across the healthcare sector [54]. The authors propose that 
administrators view staff wellness and equitable ϐinancial 
compensation as core operational metrics rather than 
secondary concerns. Adequate ϐinancial compensation 
and fairness in administrative decision-making are critical 
contextual predictors of reduced clinical exhaustion [55]. 
By proactively offering competitive salaries, organizations 
actively demonstrate that they value the immense emotional 
labor required to support individuals with mental illness. 

The priority is institutionalizing self-preservation through 
comprehensive policies. Treatment centers must actively 
assist with necessary workload reduction and boundary 
enforcement. Smaller, more manageable caseloads are directly 
associated with better client engagement and signiϐicantly 
lower staff exhaustion  [56]. Agencies should establish 
ϐirm caps on weekly clinical hours and provide protected 
administrative time, ensuring paperwork does not encroach 
on personal rest and giving clinicians time to decompress 
[57,58]. Furthermore, the chronic stress of processing trauma 
requires scheduled periods of total detachment from the 
clinical environment. Administrators must offer increased, 
accessible paid time off and actively encourage staff to utilize 
it without professional penalty, as this is a primary system-
level recommendation to reduce exhaustion [59]. Integrating 
compassion fatigue education into clinical supervision 
equips both supervisors and trainees with the language 
and tools to identify emotional depletion before it reaches 
a critical threshold [60]. Additionally, addiction counselors 
who encounter suicidal ideation in their caseloads require 
specialized training, as education and clinical experience 
alone do not consistently produce conϐidence in treating 
suicidal clients [61]. Clinicians who have structural freedom 
and ϐinancial security to rest return to their clinical duties 
with renewed energy and sharper therapeutic focus. 

Next, administrators must outline strategies for 
facilitating multidimensional support networks within the 
clinic. Schedules must be designed to allow for regular and 
meaningful peer interaction. Creating structured group 
supervision enhances colleague support and fosters essential 
psychological safety [62]. Additionally, clinical directors are 
urged to implement formal peer support groups that focus on 
emotional processing rather than solely on clinical logistics, 
as shared vulnerability builds profound collective resilience 
[29]. Implementing these structural enhancements yields a 
direct and measurable return on investment. When clinicians 
are supported through ample time off, manageable schedules, 
and strong peer networks, their overall job satisfaction and 
daily engagement are directly boosted. Supported clinicians 

operate with much higher levels of productivity and safety 
[63]. This dynamic creates a powerful win-win scenario where 
the agency thrives ϐinancially while the provider thrives 
professionally. 

Equally important is addressing the organizational 
responsibility to nurture intrinsic motivation and purpose 
[64]. Agencies must foster environments that enable authentic, 
person-centered care practices, ensuring the focus remains on 
the individuals receiving services [65]. Recognizing counselor 
successes and celebrating clinical milestones act as powerful 
positive reinforcers [66]. Furthermore, organizational leaders 
are advised to fund ongoing professional development to 
stimulate intellectual curiosity. Offering continuing education 
units, while making them free or ϐinancially discounted for 
clinicians, allows practitioners to improve competency and 
advance their growth. It is vital that bureaucratic demands 
never overshadow the agency’s fundamental healing mission. 

This brief report serves as a catalyst for system-wide 
retention strategies. The behavioral health ϐield cannot afford to 
lose another generation of skilled practitioners to preventable 
burnout [67]. The ϐield has an ethical obligation to prepare 
and protect its clinical workforce, as advocated for by the 
Substance Abuse and Mental Health Services Administration 
[68,69], the American Psychological Association (APA, 
2017) [70], the National Association of Social Workers 
(NASW, 2021) [71], the American Association for Marriage 
and Family Therapy (AAMFT, 2026) [72], and the National 
Board for Certiϐied Counselors (NBCC, 2023) [73], among 
others. The authors encourage all treatment organizations 
to adopt the Resiliency Wellness Model immediately and 
unconditionally. With an introspective plan, a commitment 
to fair compensation, and collaborative support, behavioral 
health agencies can build a healthier, ϐinancially stable future 
in which dedicated clinicians are consistently supported, and 
longevity is achievable and appropriately valued.
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