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ABSTRACT 

This dissertation explores the perceptions of mental health professionals working in 

medical settings, also known as behavioral health consultants (BHCs).  BHC perceptions 

were evaluated as predictors of counseling self-efficacy as measured by co-worker 

support, supervisor alliance, and psychological distress in the current study.  Measures 

that assessed population characteristics, counseling self-efficacy, co-worker support, 

supervisor alliance, and psychological distress were completed by 49 BHCs.  Analysis 

revealed support from certain types of co-workers within medical settings predicted self-

efficacy among BHCs.  Significant covariates included graduate education level, location 

of supervisor, and perceived diversity of workplace. Support from a licensure supervisor 

predicted self-efficacy under certain circumstances.  Psychological distress and self-

efficacy were adversely related.  This study confirmed prior findings that co-worker 

support, supervisor support, and psychological distress are linked to counselor self-

efficacy BHCs.  The results further emphasized the importance of multidisciplinary 

collaboration and support among mental health professionals working in integrated 

settings.  Future research directions include increased sample size, broadening sample to 

include fully licensed clinicians, efficacy of specialized supervision for BHCs, and 

distress related to integrating mental health and healthcare professionals.  
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CHAPTER I 

REVIEW OF THE LITERATURE 

Introduction 

The mental health profession in the United States is growing at a rapid rate.  

According to the Bureau of Labor Statistics (2016), employment of mental health 

professionals in the United States is projected to grow 20% over the next 10 years—a 

significantly faster rate than the average occupation growth.  Mental health professionals 

(i.e., licensed professional counselors, marriage and family therapists, and licensed 

clinical social workers) are filling positions in a variety of workplace settings, including 

agencies, private practices, treatment facilities, and schools (Gale & Austin, 2003).   

For the past 30 years, researchers have examined the need for integrating mental 

health professionals into primary care settings (Blount, 2003).  Recent studies have 

shown growth in support for this type of integration among patients and providers (A. J. 

Bridges et al., 2015; Torrence et al., 2014), indicating potential for increased patient 

access to mental health services (Pomerantz, Kearney, et al., 2014).  Integrating these 

services has shown improved medical and mental health treatment outcomes (Peek, 

Cohen, & deGruy, 2014; Woltmann et al., 2012).  In 2012, the U.S. government 

implemented health care reform that emphasizes and supports the integration of mental 

health professionals into primary care delivery, the effects of which are now being seen 

throughout primary care systems across the country (Ader et al., 2015).   

Mental health professionals filling these positions, also known as behavioral 

health consultants (BHCs), offer services within primary care to help meet psychosocial 

and behavioral needs of patients, including assessment, intervention, individual, family, 
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group counseling, and collaboration with medical providers (Davis et al., 2015; Hall et 

al., 2015).  BHCs work as part of a provider team that attends to patients’ physical and 

mental well-being—from preventative services to chronic disease management 

(Cummings & O’Donohue, 2011).  The need is growing for adequately trained, self-

efficacious mental health professionals to work as BHCs and provide this type of service 

within a primary care setting.   

Working as a mental health professional in a primary care setting presents unique 

challenges to the clinician (Dickinson, 2015) and requires particular competencies (B. 

Miller et al., 2016).  Mental health professionals with proper training and support from 

supervisors and co-workers may experience less distress and maintain adequate self-

efficacy to complete their work as a BHC.  Counselor self-efficacy has been used to 

indicate a mental health trainee’s perceived ability to work with patients and complete 

work-related responsibilities (Larson & Daniels, 1998).  In the face of many professional 

challenges, mental health professionals’ perceived self-efficacy can serve as an indication 

of beliefs and abilities to practice effectively and to persevere in the field (Iarussi et al., 

2013).  Higher levels of perceived self-efficacy have been associated with higher work 

performance (Bandura, 1986) and may indicate how mental health professionals perceive 

their own ability to work effectively and avoid distress within an integrated system.  

Without proper training, mental health professionals in primary care may experience 

psychological and emotional distress that affects professional functioning (Glueck, 2015).  

Adequate support from supervisors and co-workers may also impact how a mental 

health professional approaches an integrated working environment.  Supervisor support, 

also described as the alliance between a supervisor and supervisee, refers to mental health 
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professionals’ perceived level of quality of alliance with the clinical supervisor.  The 

supervisor uses the alliance to support the mental health professional through 

implementation of knowledge and skill (Efstation, Patton, & Kardash, 1990).  Perceived 

supervisor support may impact self-efficacy and distress of BHCs working in primary 

care.  Furthermore, perceived co-worker support may be a factor in integrated settings 

due to the various disciplines represented in the same facility.  Co-worker support has 

been described as the information, understanding, feedback, and assistance co-workers 

may extend to one another (O’Driscoll, Brough, & Kalliath, 2004).  Support from co-

workers and supervisors may influence perceived levels of self-efficacy and distress 

among BHCs.  A better understanding of BHC perceptions, support, and training needs 

may contribute to further development of the BHC role to meet workforce demands.   

Statement of Problem 

As the utilization of mental health professionals in primary care continues to 

grow, a workforce deficit has become apparent (Blount & Miller, 2009).  “There is an 

anticipated national workforce need for qualified licensed behavioral health clinicians to 

work in integrated primary care settings” (Blount & Miller, 2009, p. 113).  Burke et al. 

(2013) posited that over 27,000 full-time mental health professionals will be needed over 

the coming years to meet the demands of the U.S. health care expansion—an increase of 

400%.  The Affordable Care Act (ACA) implemented in 2012 an expansion of health 

insurance coverage that allowed master’s-level clinicians to more efficiently fill these 

integrated behavioral health positions (Beronio, Po, Skopec, & Glied, 2013).   

Even with the expansion of insurance coverage for master’s-level clinicians to 

meet the growing workforce demands, it has been suggested that mental health 
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professionals are not properly trained to work with patients in an integrated primary care 

setting (Commings & O’Donohue, 2009; Hall et al., 2015).  Blount and Miller (2009) 

indicated that a different set of skills is needed for integrated behavioral health than what 

is offered in more traditional counseling and therapy training settings.  For example, 

unlike traditional therapy, BHCs are expected to provide patients with brief assessments, 

interventions, and follow-up within the swift pace of a primary care system.  BHCs are 

expected to engage patients in 15- to 30-minute consultations, as opposed to the 

traditional 50-minute clinical session (Blount & Miller, 2009).  In addition, BHCs are 

expected to engage patients and families to address a wide spectrum of mental and 

emotional needs that present in primary care (Davis et al., 2015).  It is unclear if the 

master’s-level education and training in these disciplines are appropriate for the demands 

of integrated behavioral health positions (Glueck, 2015).   

Furthermore, it remains unclear if mental health professionals receive the 

necessary training to work side by side with providers (e.g., physicians, nurses, etc.) in a 

medical environment (Hall et al., 2015).  When physical and mental health providers are 

unable to interact, both sides are less effective (Cohen, Davis, et al., 2015) and 

experience decreased satisfaction in their roles (Torrence et al., 2014).  This reality leads 

to a greater urgency to better understand how primary care and mental health providers 

work together.  Currently, the majority of mental health providers and primary care 

providers (PCPs) receive training unique to their own discipline, which can keep them 

isolated.  Few clinicians are provided training to help bolster their collaborative 

partnerships when serving patients (Hall et al., 2015).  
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Lack of adequate support from supervisors and co-workers in integrated settings 

may affect mental health professionals’ self-efficacy to perform clinic duties (Kozina, 

Grabovari, Stefano, & Drapeau, 2011) and increase psychological and emotional distress 

(McLean, Wade, & Encel, 2003).  Mental health professionals working in primary care 

may find co-worker and supervisor support challenging due to the multidisciplinary 

environment and blending of separate practice cultures (Ader et al. 2015).  Lower levels 

of perceived support may influence mental health professionals’ psychological distress 

and self-efficacy (Hefner & Eisenberg, 2009).  Lower levels of perceived self-efficacy 

may impact clinicians’ overall job performance and satisfaction (Betz, 2004; Daniels & 

Larson, 2001).  Further understanding of what factors correlate with higher levels of self-

efficacy in mental health professionals working in primary care may give insight as to the 

appropriateness of training received along with the support and development of clinicians 

fulfilling these new positions.  

Purpose of the Study 

In an effort to better understand factors that contribute to self-efficacy in mental 

health professionals working in primary care settings, the current quantitative study 

attempts to determine if relationships exist between self-efficacy, co-worker support, 

supervisory working alliance, and psychological distress.  This study will assist 

administrators and supervisors in better understanding the experiences of mental health 

professionals now working in primary care settings.  Results will inform counselor, 

therapist, and social work educators as to an emerging workplace setting and assist 

educators in constructing proper training for such positions.  The results of this study will 
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increase awareness of integrated forms of care, giving educators additional options to 

offer trainees heading into the workforce.   

The research questions investigated in this study follow:  

RQ1: Is there a relationship between the BHC perceived co-worker support and 

levels of counselor self-efficacy?   

RQ2: Is there a relationship between the BHC perceived supervisor support and 

levels of counselor self-efficacy?  

RQ3: Is there a relationship between the BHC perceived levels of work stress 

and levels of counselor self-efficacy?   

Multiple regression techniques are used to analyze if relationships exist between the four 

variables.  

Background and Significance 

Mental Health Professionals in Primary Care 

Mental health professionals working in traditional mental health settings (e.g., 

mental health agencies, group practices, etc.) maintain a variety of on-the-job 

responsibilities.  For example, many mental health professionals attend to large 

caseloads, accommodate managed care systems (Ross, Altmaier, & Russell, 1989), and 

experience high levels of distress from working with clients in crisis (McLean, Wade, & 

Encel, 2003).  Effective mental health professionals develop a unique skill set with which 

to actively listen, build rapport, and implement effective strategies toward the growth of 

each patient (Galassi & Akos, 2004).  They maintain cultural competence, produce 

evidence-based results, provide advocacy, consistent self-evaluation, and are capable of 
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exhibiting leadership (Henderson & Montplaisir, 2015; Kazdin & Blase, 2011; Meany-

Walen, Carns-Holt, Barrio Minton, Purswell, & Pronchenko-Jain, 2013). 

Researchers have recognized the need for mental health professionals to be placed 

in primary care settings, referring to primary care as the de facto system for mental health 

(Pace, Chaney, Mullins, & Olson, 1995).  Recent estimates show that 70% of primary 

care patients present with problems involving psychosocial or behavioral issues (Ray-

Sannerud et al., 2012).  In addition, 50-70% of psychological disorders are managed in 

primary care, and 67% of all psychotropic medications are prescribed by physicians in 

the primary care setting (Gatchel & Oordt, 2003; James, 2006).  Primary care has been 

widely considered the most common entry point for mental health services (Angantyr, 

Rimner, Norden, & Norlander, 2015; deGruy, 1997).  Depression and anxiety are the 

most common referral needs for BHCs in primary care (Funderburk et al., 2010).  

Therefore, a need exists for mental health professionals to be on site in primary care to 

work with patients and family and collaborate with medical providers.   

Mental health professionals (i.e., BHCs) working in primary care require a unique 

skill set related to symptom reduction, consistent collaboration with PCPs, and 

organizational skills needed for managing referrals and documentation (McGough et al., 

2015).  BHCs tend to be tolerant, flexible, and enjoy a fast-paced environment.  Privacy, 

quiet, and comfort are not typically found in this nontraditional counseling environment 

(Nash, McKay, Vogel, & Masters, 2012).  BHCs are challenged to remain accessible and 

responsive to collaborating with PCPs within the time constraints of an active primary 

care facility (Glueck & Foreman, 2014).  In the BHC role, clinicians prepare to 

“incorporate myriad interventions routinely to address behavioral medicine issues, 



www.manaraa.com

8 

 

including chronic illness management, modification of disease risk through health 

behavior change, and adherence to prescribed medical and behavioral regimens” 

(Beacham, Kinman, Harris, & Masters, 2012, p. 18). 

To better define the BHC role, Hall et al. (2015) described differences between 

traditional mental health professionals and BHCs.  Traditional mental health 

professionals maintain 50-minute appointments, interventions focused on mental health, 

and documentation that is narrative and in story form.  BHCs maintain 15- to 30-minute 

appointments, interventions are focused on several areas (e.g., substance use, adherence 

to health care treatment, life stressors, etc.), and documentation is brief and focused on 

the patient’s problem, intervention, and plan.  Traditional mental health communicates 

with other providers via referral forms, phone calls, and emails.  According to Hall et al. 

(p. S43), BHC communication is immediate and often within a shared medical record.  

Traditional mental health assigns a clinical diagnosis in order to bill, whereas BHCs resist 

or delay a clinical diagnosis to avoid labeling the patient.  In traditional mental health, 

patients are discharged when care is completed.  BHCs retain the patient in the medical 

record as long as the patient continues to receive primary care.  Finally, traditional mental 

health professionals build a therapeutic relationship through a thorough knowledge of the 

patient.  BHCs help develop patients’ relationship with their PCP and clinic team. 

Various terms have been used to describe the use of BHCs in primary care (e.g., 

integrated behavioral health, integrated primary care, primary care behavioral health, etc.; 

Blount, 2003; Peek, 2013).  Blount (2003) defined behavioral health integration in health 

care as “care that combines medical and behavioral health services to more fully address 

the spectrum of problems patients bring to their primary medical care providers” (p. 121).  
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Dickinson (2015) described integration as patient-centered care provided by a team of 

behavioral health providers and PCPs, working together in a systematic and cost-effective 

way.  Peek (2013) defined integrated behavioral health as “the care that results from a 

practice team of primary care and behavioral health clinicians working together for 

patients and families, using a systematic and cost-effective approach to provide patient-

centered care for a defined population” (p. 2). 

Mental health professionals began filling behavioral health positions in the mid-

1970s (Blount & Bayona, 1994); however, the BHC role just began to emerge nationwide 

in the 2010s (A. J. Bridges et al., 2015; Glueck, 2015).  Definitions of responsibilities and 

competencies have recently been formulated to help advance the position and meet 

workforce needs (Miller et al., 2016; Robinson & Reiter, 2016).  An overview of the 

emergence of the BHC role in primary care leads to a discussion of how BHCs benefit 

health care in the United States. 

Emergence of Behavioral Health Consultants 

Eighty percent of the U.S. population visits a primary care clinic every year 

(Strosahl, 1998).  Primary care has been defined as the “provision of integrated, 

accessible health care services by clinicians who are accountable for addressing a large 

majority of personal health care needs, developing a sustained partnership with patients, 

and practicing in the context of family and community” (Institute of Medicine, 1994, p. 

23).  People with health care concerns will often visit primary care before any other 

community service, and many of those patients seek help with problems specifically 

related to mental and emotional health (Cohen, Davis, et al., 2015).   
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Robinson and Reiter (2016) found that one third of all primary care visits relate 

directly to mental health disorders such as anxiety, depression, substance use, sleep 

disturbances, and other behaviorally based factors. Other researchers have reported that 

approximately 70% of primary care visits are psychosocial in nature (Bryan, Morrow, & 

Appoloino, 2009), and nearly 70% of all psychotropic medications are written in the 

primary care environment (Hunter and Goodie, 2010).  For clinics serving low-income 

populations, up to 50% of patients seen will present with mood or anxiety problems 

(Wang et al., 2005).  Many primary care patients, though they are not seeking 

psychological treatment, are experiencing poor daily functioning due to behaviorally 

based problems (e.g., diabetes, chronic pain, obesity, and coronary problems; Angantyr et 

al., 2015; Hunter et al., 2009).  When behavioral health problems are coupled with other 

chronic medical conditions, one’s physical health can be significantly affected (Ader et 

al., 2015).  

Because people with mental health concerns often seek out the health care system 

first, PCPs have the opportunity to observe and treat the problems early in the process 

(Ader et al., 2015).  McGough, Bauer, Collins, and Dugdale (2015) reported that PCPs 

are more aware than ever before of mental health issues such as depression and anxiety, 

but the awareness does not necessarily lead to effective diagnoses and treatment.  Rush et 

al. (2004) found less than 20% of patients treated with antidepressant medications in 

primary care showed significant improvements, even with referrals being made to mental 

health treatment in the community.  The problem, according to Rush et al., is a lack of 

competent mental health professionals involved in the primary care system and that 

traditional mental health treatments are too focused on individual therapy.  The authors 



www.manaraa.com

11 

 

supported a movement toward a more effective approach to treating depression in 

primary care, which may include increased patient and family psycho-education, brief 

solution-oriented therapy provided by an on-site mental health professional (i.e., BHC), 

as well as attention to concurrent mental health and substance use issues.   

PCPs have traditionally treated depression and anxiety with a problem-focused, 

visit-based approach (McGough et al., 2015).  PCPs often report a lack of competence 

and a lack of time to adequately provide mental health services for patients (Hooper, 

2014).  A common approach for PCPs is to refer challenging patients to mental health 

professionals in their community. Poor coordination, separate health records, and varying 

care philosophies make collaboration arduous.  In addition, many communities lack 

sufficient numbers of mental health professionals; and those who do exist are often hard 

to access in a timely manner (McGough et al., 2015).  In the United States, an estimated 

26% of adults struggle with a mental health disorder, many of which are not diagnosed or 

treated.  When mental health problems are identified and referred, over 50% of patients 

do not attend the first appointment (Fisher & Ransom, 1997).  Kazdin and Blase (2011) 

called for significant changes in the way mental health concerns are addressed in primary 

care and posited a growing need for “evidence-based psychosocial interventions” (p. 22).  

McDaniel, Hepworth, and Doherty (1992) described the practical differences 

between the medical and mental health paradigms when working with patients.  PCPs use 

a medical language and a biopsychosocial approach, whereas mental health professionals 

use a humanistic or psychoanalytic language and a family systems approach.  PCPs are 

action-oriented, frequently use medications, and work from a basic understanding of the 

patient’s history.  Mental health professionals are process-oriented, infrequently use 



www.manaraa.com

12 

 

medications, and work from an extensive understanding of the patient’s history.  PCPs 

are used to giving advice and can be too fixated on somatic symptoms.  Mental health 

providers avoid giving advice and can be too fixated on psychosocial symptoms.  Finally, 

PCPs are used to working all hours and shifts, whereas mental health professionals are 

used to scheduled sessions, unless for emergencies (McDaniel et al., 1992).   

Various models of integrated care have used the BHC role in different ways.  

McGough et al. (2015) described one approach named the Behavioral Health Integration 

Program (BHIP), a collaborative approach in which a PCP, BHC, and a psychiatric 

consultant work together within the primary care system.  In the BHIP model, the BHC (a 

position usually filled by a social worker, registered nurse, or psychologist) contributes to 

the care team by providing comprehensive assessments, patient education, brief 

evidenced-based interventions, and follow-up. The team meets weekly to review cases 

and coordinate treatment plans and needed referrals.  The BHC maintains a caseload of 

50-100 patients.  McGough et al. found the BHIP model to exhibit positive outcomes for 

patients with depression and anxiety that exceeded clinical trial rates. 

Angantyr et al. (2015) and Vogel, Malcore, Illes, and Kirkpatrick (2014) 

described another example of integration named primary care behavioral health (PCBH). 

Started in the United States in the 1990s, the PCBH model set out to increase patient 

access to mental health services and increase overall knowledge of mental health factors 

to primary care staff members.  In this model, BHCs (a position usually filled by a 

psychologist) act as consultants for the PCP, as well as engage clients and collaborate 

with practice staff.  PCBH is typically nontargeted in that it is open to various presenting 

problems.  PCBH focuses on population health through full integration, seeking to 



www.manaraa.com

13 

 

incorporate BHCs into all aspects of primary care (Strosahl, 1998).  In 2014, 14 of the 

nation's largest health care associations launched an initiative to begin implementing the 

use of BHCs at every level of the organization (e.g., Kaiser Permanente in Northern 

California, Group health Cooperative of Puget Sound in Washington State, Institute of 

Medicine in North Carolina, and the U.S. Veterans Administration; Ader et al., 2015; 

Glueck, 2015). 

Biopsychosocial model.  Until the last few decades, the health care delivery 

system in the United States was built on the biomedical model of care (Engel, 1996).  The 

biomedical model focuses on the diagnosis of an illness or disease based on a patient’s 

presenting physical symptoms.  This model postulates that the human mind and body are 

two separate entities and that health care providers need only focus on the latter to 

promote health and wellness.   

More recently, growing support exists for the biopsychosocial model of health 

care (Glueck, 2014), which holds that there is no divide between the mind and body but 

considers a patient’s physiological, psychological, and social factors together and how 

the three interact (Engel, 1996).  The biospychosocial model emphasizes a more holistic 

approach to health care, broadening the health care provider’s view of the patient’s 

presenting problems.   

During his time as a physician at the University of Rochester, Engel (1996) 

published multiple articles purporting his view that health care move toward a more 

integrated approach (McDaniel, 1993).  Engel’s biopsychosocial model believes in a 

greater connection between the mind and body, and that one cannot be observed or 

influenced without the other.  Engel recommended significant changes to the health care 
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delivery system, including a shift in the basics of how physicians interact with their 

patients.  “The doctor’s task is to account for the dysphoria and the dysfunction which 

lead individuals to seek medical help…weigh[ing] the relative contributions of social and 

psychological as well as of biological factors” (Engel, 1977, p. 130).  This model acts as 

part of the foundation for today’s developing integrated health care practices.   

Patient-centered medical home.  The ACA was signed into U.S. law in 2012 to 

help redesign the nation’s health care system.  Promoting a more biopsychosocial 

approach to primary care, the patient-centered medical home (PCMH) was presented as a 

model of primary care purposed to decrease health care expenses and improve patient 

experience and population health (Ader et al., 2015).  PCMH is based on a model of 

health care that encompasses the whole person and provides an integrated approach 

across needed health care services (Beacham et al., 2012; Levant & Heldring, 2007).  The 

use of this model has expanded considerably in what has been described as a “substantial 

redesign” of primary care (Ader et al., 2015, p. 911).  

PCMH seeks to provide care that is coordinated, comprehensive, accessible, 

patient-centered, and consistently improving in safety and quality (Hunter & Goodie, 

2010).  The PCMH model may benefit patients more than traditional models in access to 

care, lower health care costs, comprehensive care, and the treatment of chronic health 

disorders (Nelson et al., 2014; Soman & Larson, 2009).  At the core of this model is the 

usual provider (i.e., clinic, PCP, and multidisciplinary team) who provides preventive or 

chronic disease treatments, patient-centered treatment plans, and community referrals as 

needed.  Support for PCMH is based on the idea that “patients fare better when they have 

a usual source of care, often defined as a routine place of care or personal physician” 
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(Jones et al., 2015, p. 1830).  Studies have also shown that patients who maintain a usual 

provider report higher levels of satisfaction and trust with their PCP (Carpenter et al., 

2009), have fewer unmet needs (DeVoe, Tolliston, & Wallace, 2009), and have a greater 

likelihood of receiving screeners and preventative interventions (Ahmed, Pelletier, 

Winter, & Albatineh, 2013). 

Integrating BHC services into the primary care environment is a vital part of the 

PCMH model, often referred to as behavioral health, integrated behavioral health, or 

integrated primary care.  Behavioral health has been described as care that addresses 

behavioral, emotional, and substance use issues (Cohen, Davis, et al., 2015).  The term 

behavioral health and the term mental health have been used interchangeably.  BHC 

refers to mental health generalists who serve as part of the primary care team.  BHCs 

provide culturally competent care to patients with a wide variety of mental health and 

substance use problems, as well as the management of behaviorally based medical 

diagnoses (Kessler et al., 2010).  

Benefits of Behavioral Health Consultants to Health Care 

The existence of mental health professionals has brought about many positive 

changes to the primary care environment.  The presence of mental health professionals 

contribute to an increase in the quality of overall care and utilization, especially with 

high-risk populations (Felker et al., 2004).  Blount (2003) reviewed over 60 integrated 

care studies to find that the use of mental health professionals generally improved clinical 

outcomes, decreased health care costs, and increased patient and PCP satisfaction rates.  

Ader et al. (2015) indicated that integration increases primary care’s ability to see more 

patients and focus on the whole person.   
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According to Gallo et al. (2004), the use of mental health professionals as BHCs 

improves treatment outcomes for physical and mental health conditions, lowers health 

care costs, increases prevention efforts, and increases family involvement.  In addition, 

researchers have observed evidence that patients prefer to receive BHC services within 

primary care (Brody et al., 2010 Hemmings, 2000), feel less negative stigma related to 

mental health services when a BHC is present, and report increased confidence knowing 

that the PCP is involved in the process (Aitken & Curtis, 2004).  The use of BHCs is a 

growing strategy to improve collaboration between physical and mental health providers, 

improved patient outcomes, and lower health care costs in primary care (A. J. Bridges et 

al., 2015).  Researchers have shown mental health professionals working in BHC roles to 

be beneficial to providers and patients alike.  Patient outcomes, patient access to care, and 

patient health care costs are all benefited by the presence of BHCs (Angantyr et al., 2015; 

A. J. Bridges et al., 2015; Dale & Lee, 2016; Davis et al., 2015;  Hooper, 2014; 

McFeature & Pierce, 2012; McGough et al., 2015; Pomerantz, Corson, & Detzer, 2009; 

Skillman, Snyder, Frogman, & Patterson, 2016; Vera et al. 2010; Vogal et al., 2014. 

Improved patient outcomes.  Although integrated behavioral health research is 

“in its infancy,” many populations, outcomes, interventions, and programs have been 

examined within the context of integration (Blount, 2003; Vogel et al., 2014, p. 132).  A 

large number of studies have demonstrated support for the effectiveness of BHCs for the 

treatment of depression and anxiety (Bower, Gilbody, Richards, Fletcher, & Sutton, 

2006).  For example, the Improving Mood-Promoting Access to Collaborative Treatment 

(IMPACT) study examined 18 primary care clinics and over 1,800 older, depressed 

patients.  Some participants were assigned to an IMPACT intervention group in which a 
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BHC provided psycho-education on late-life depression, follow-up for 12 months, and 

use of an antidepressant or psychotherapy.  Other participants were treated with usual 

primary care interventions and referrals to traditional mental health services.  Results 

showed the IMPACT group to be more satisfied with care, adherence to treatment at high 

levels, and lower levels of depressive symptoms.   

The DIAMOND project (Depression Improvement Across Minnesota: Offering a 

New Direction; Solberg et al., 2013 studied a high number of depressed patients at 

primary clinic across Minnesota over a 12-month period.  The project used BHCs, the 

PHQ-9 depression screen, an on-call psychiatrist for PCPs, and a track system across 

clinics.  Results showed a decrease in symptoms by five times compared to control.  

Twelve-month follow-ups showed over half of patients continued to see improvement.  

Another study examined the use of BHCs in 179 depressed primary care patients (Vera et 

al., 2010).  The integration group was offered no-cost treatment through a BHC, a 

resource coordinator, and PCP.  The control group was offered standard treatment options 

through insurance.  Ninety-seven percent of patients in the integrated group had received 

depression treatment compared to 57% in the other group.  The integration group showed 

a greater improvement in depressive symptoms.   

Roy-Byrne et al. (2010) studied anxiety treatment of over 1,000 patients in 17 

primary care clinics.  Some of the patients also presented with comorbid depression.  

Some patients were part of the Coordinated Anxiety Learning and Management (CALM) 

group, which provided a BHC using cognitive behavioral treatment, medication, or both.  

The CALM group showed a significant decrease in anxiety symptoms.  Ray-Sannerud et 

al. (2012) showed a sustained reduction of depressive and anxious symptoms after 1.5 
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and 3 years when a BHC was a part of the primary care team.  Participants with the most 

severe initial symptoms reported the greatest effect.  These results match a similar study 

in which the use of BHC services helped to increase anxiety-free days for patients 

struggling with panic disorder (Katon, Russo, et al., 2002).   

Older adults who received BHC services reported decreased depressive symptoms 

and increased quality of life (Unutzer et al., 2002).  In a study done in military primary 

care clinics, Bryan, Morrow, & Appolonio (2009) showed that the use of BHCs helped to 

reduce problematic symptoms related to a wide range of conditions, many times 

involving as few as three appointments.  In addition, evidence exists to show that BHCs 

can help to reduce general stress, mental health needs, psychological concerns (Bryan, 

Morrow, et al., 2009; Cigrang, Dobmeyer, Becknell, Roa-Navarrete, & Yerian, 2006, 

Kates, Crustolo, Farrar, & Nikolaou, 2002), as well as more severe symptoms (Bryan, 

Corso, Corso, et al., 2012).  The use of BHCs has also been positively associated with the 

reduction of harmful substance use (Whitlock et al., 2004).  

Finally, studies have shown that brief therapy approaches used by BHCs can help 

to decrease the stigma patients feel related to mental health services (Strosahl, Robinson, 

& Gustavsson, 2012) and that brief interventions are preferred by most patients (Brown 

& Jones, 2005).  Molenaar et al. (2011) found that the effectiveness of mental health 

interventions is not associated with the duration of the interventions.  Using BHCs in 

primary care is “about doing intervention differently, not faster” (Vogel et al., 2014, p. 

139). 

Bryan, Corso, Neal-Walden, & Rudd (2009) investigated the clinical outcomes of 

338 primary care patients who met with a BHC as part of their health care team. The 
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patients were referred by their PCP to the BHC for a variety of medical and emotional 

problems (e.g., anxiety, depression, pain, and insomnia).  Approximately 66% of the 

patients met only one time with the BHC, 23% met with the BHC two times, 7% met 

three times, and 2% met four times.  Patients with higher levels of distress met more 

often with the BHC.  Most patients in the study showed significant clinical improvements 

taking place within the first few sessions.  These findings are consistent with similar 

studies that that have shown the most significant amount of changes happens within the 

first few sessions (Barkham et al., 2006; Cigrang et al. 2006).  Researchers have posited 

that the rapid response to BHC interventions may predict reduced recidivism and long-

term functional improvement for patients (Bryan, Corso, et al., 2009; Strosahl et al., 

2012), along with increased patient access to physical and mental health care. 

Improved access to care. The use of BHCs has been demonstrated as a way to 

address the barriers related to patient access to mental health care.  When BHCs maintain 

an open access approach to scheduling, it gives patients the opportunity to drop in or call 

the BHC as needed.  Barber, Frantsve, Capelli, and Sanders (2011) found that over half 

of patients referred to a BHC in primary care were seen the same day or within 2 

weeks—a significant decrease of average wait times for traditional mental health, which 

can range from 2 weeks to over 1 month.  Another study showed a significant increase in 

attendance rates for Medicaid patients when referred to the BHC in a primary care setting 

(Guck, Guck, Brack, & Frey, 2007).  Davis et al. (2015) posited, “Higher BHC-to-PCC 

staffing ratios, multiple BHCs on staff, and short BHC appointments with open, flexible 

schedules enabled primary care clinics to engage BHCs in patient care at the point of 

care” (p. S33). 
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Studies have shown that over half of patients who are referred outside the clinic 

fail to follow through with the referral (Gary, Dunbar, Higgins, Musselman, & Smith, 

2010).  Cummings & O’Donohue (2011) posited only 10% of patients follow through 

with mental health referrals.  The low success rate of referrals can be attributed in part to 

the negative stigma often associated with mental health referrals, patients often feeling 

that their concerns are being dismissed, and the inconvenience of traveling to a different 

location (Corrigan, 2004; Haley et al., 1998). 

When a BHC is present, referrals within primary care look and feel different to 

the patient.  A warm hand-off takes place when a PCP invites the BHC into the exam 

room and introduces the BHC as part of the patient’s care team (Torrence et al., 2014).  

The PCP and BHC communicate briefly about the referral need.  The BHC then engages 

the patient by briefly describing the BHC role, assesses the patient’s current situation, 

and works with the patient to construct a relevant intervention.  The BHC finishes by 

documenting the visit in the medical record and follow-up with the PCP about what was 

seen, done, and the plan moving forward (Hall, 2015).  According to Cummings, 

O’Donohue, & Commings (2009), same-day referrals to BHCs significantly increase the 

success of mental health referrals, with 85-90% of patients entering into treatment.  

Along with increased access to care, the presence of BHCs in primary care is making an 

impact on the financial aspects of health care. 

Improved health care costs.  DeGruy (1997) emphasized higher health care 

costs associated with distressed patients due to more frequent primary care and 

emergency room visits and a higher number of procedures and tests that could be 

unnecessary.  Other researchers have discussed the significantly higher cost of treating 
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chronic medical issues when patients also struggle with comorbid anxiety and depression 

(Patterson, Peck, Heinrich, Bischoff, & Scherger, 2002).  When a BHC is present, PCPs 

can “hand off time-consuming and less reimbursable behavioral health issues” (Vogel et 

al., 2014, p. 136).  Prevention, symptom reduction, early detection and intervention, and 

rapid treatment all contribute to lower health care cost.  The BHC role can affect patient 

well-being in all of these areas as a contributing member of the primary care team 

(Blount, 2003).   

Monson, Sheldon, Ivey, Kinman, & Beachem (2012) showed positive effects 

related to financial viability when a BHC is present, including direct revenue generation, 

clinician efficiency, health outcomes, and offsetting other more intensive medical costs 

(i.e., emergency room visits, frequent primary care visits, etc.).  In addition, Kates et al. 

(2001) found that BHCs help to decrease impatient psychiatric admissions.   

A current limitation to an integrated primary care system is the reimbursement of 

mental health services.  O’Donnell, Williams, and Kilbourne (2013) explained that 

offering BHC services in primary care can be challenging if the use of health and 

behavior codes is the only system for reimbursement.  The authors proposed that other 

forms of reimbursement (i.e., capitation, bundled, etc.) may increase financial benefits for 

integrated clinics.  Capitation refers to a pay structure in which a set amount is paid to 

providers based on enrolled patients over a period of time, regardless if those patients 

seek care or not.  Bundled payments are reimbursements payed to providers based on the 

expected costs of services.   

Furthermore, the co-located level of integration has demonstrated a variety of 

health care benefits and cost benefits and is often the best option for clinics that are not 
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ready for full integration or are not prepared to hire and maintain BHCs (Ader et al., 

2015).  Using this model, primary care organizations can partner with mental health 

agencies to bring in needed personnel.  Federally qualified health care centers are not-for-

profit health care centers located across the United States that receive federal funding to 

meet the needs of underserved populations and provide care for those who cannot afford 

care (Torrence et al., 2014).  A co-located partnership can benefit federally qualified 

health care centers that may not have the operating budget to hire mental health 

professionals.  

BHCs provide a variety of benefits to primary care systems and patients and the 

demand for mental health professionals in primary care is growing (Burke et al., 2013).  

Therefore, it is vital for mental health professionals to properly train for such roles and 

develop needed competencies to work in integrated settings. 

Training Mental Health Professionals for Integrated Care 

In a recent report by the Center for Health Workforce Studies, Skillman, Snyder, 

Frogner, and Patterson (2016) posited that a clear pathway for the education and training 

of mental health professionals to work in primary care is not yet available.  The authors 

reported that the emergence of the BHC role is still a “relatively recent development” and 

that PCPs and BHCs alike are currently being “retrained” for work within an integrated 

setting (p. 8).  Due to the recent emergence of the BHC role, literature pertaining to BHC 

competencies and training is limited.   

In a phenomenological study of 10 BHCs across eight integrated primary care 

settings across North Carolina (Glueck, 2015), all participants reported they received no 

training to work in an integrated setting during their graduate programs.  All participants 
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in the study reported that they are learning on the job and recommended increased 

medical training and the inclusion of courses and internships within graduate programs 

pertaining to working in an integrated primary care setting. 

Behavioral health competencies.  In recent years, researchers have worked to 

better define the competencies needed in the BHC role.  For instance, Miller et al. (2016) 

delineated a set of eight core competences for BHCs, including (a) identify and assess 

behavioral health needs as part of a primary care team; (b) engage and activate patients in 

their care; (c) work as a primary care team member to create and implement care plans 

that address behavioral health factors; (d) help observe and improve care team function 

and relationships; (e) communicate effectively with other providers, staff, and patients; 

(f) provide efficient and effective care delivery that meets the needs of the population of 

the primary care setting; (g) provide culturally responsive, whole-person and family-

oriented care; and (h) understand, value, and adapt to the diverse professional cultures of 

an integrated care team (p. 4; Kaslow, Dunn, & Smith, 2008). 

One of the vital competencies for the BHC is the ability to quickly engage the 

patient while simultaneously assessing and identifying the patient’s needs.  This can be a 

challenging process for mental health professionals who are used to more traditional 

mental health environments.  Twenty to 30 minutes is the average amount of time a BHC 

spends with each patient.  During this span, BHCs are expected to engage the patient, 

assess the patient’s needs and goals for treatment, and implement co-constructed brief 

interventions (Strosahl, 1998).   

Proficient BHCs exhibit strong interpersonal skills with patients of various ages 

and work to consider each patient’s biological, emotional, cognitive, and social context.  
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Proficient BHCs implement a wide scope of clinical knowledge, including developmental 

issues, chronic illnesses, familial and relationship problems, high-risk clinical situations 

(e.g., suicidality, homicidality, and psychosis), chronic pain issues, and co-occurring 

disorders (A. J. Bridges et al., 2015).  In addition, BHCs learn to recognize names, uses, 

and side effects of medications common in primary care (McDaniel et al., 1995).  

Competent BHCs maintain open communication and collaboration with clinic 

providers and staff.  Torrence et al. (2014) posited that mental health professionals and 

PCPs face unique challenges of integrating multiple disciplines within the same clinic.  

Integrated care is “fast-paced and team-based” (Vogel et al., 2014, p. 138) and requires 

reciprocity of support from providers and clinicians (Davis et al. 2015).  Fully integrated 

practices include BHCs as part of the medical team, positioning behavioral health as a 

valued service in primary care (Torrence et al., 2014).   

BHCs face the challenging task of expanding their knowledge and application of 

mental health and chronic disease management within the primary care context.  

Prevalence rates of certain medical issues continue to rise exponentially, including 

chronic pain, obesity, heart disease, and diabetes.  It is necessary for BHCs to be familiar 

with these medical issues and how they may exacerbate comorbid medical conditions or 

appear like mental health symptoms (Roberts, Kiselica, & Fredrickson, 2002). 

Furthermore, BHCs take into account the patient’s cultural and spiritual factors.  

For example, competent BHCs consider the patient’s beliefs related to behavioral and 

medical health stigmas and treatment (Miller et al., 2016).  BHCs train to quickly adapt 

assessments and brief interventions to the patient’s cultural experience.  Glueck (2015) 

posited that a benefit of the BHC role is to engage in preventative services, provide 
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increased opportunity for patients to access services, and lower the stigma of mental 

health across multicultural populations (Glueck, 2015). 

Behavioral health training.  Even with a better understanding of the skills 

needed, it remains unclear how mental health professionals train to become competent 

BHCs.  With the recent growth in demand for BHCs in the workforce (Blount & Miller, 

2009), researchers have indicated a need for mental health professionals to receive more 

specific training.  For example, the U.S. Department of Defense recently released a report 

outlining the need for training specific to integrated care (Davis et al., 2015).  The report 

indicated the training of BHCs is critical and is intensified by the substantial lack of 

financial support and personnel to meet integrated care needs across the nation.  Davis et 

al. (2015) stated that primary care clinics are doing what they can to train mental health 

professionals on the job, but that it is not enough.  Thus, the U.S. Military has begun to 

train BHCs to work integrated settings using a 1-month practice and supervision program 

(Corso et al., 2009).  

To better understand BHC training needs across the United States, Hall et al. 

(2015) studied a group of 19 integrated practices that included clinics participating in the 

Advancing Care Together program and the Integrating Workforce Study.  The authors 

found a significant gap between the workforce need and competent, trained professionals 

to fill the positions.  They reported that clinics who were new to integrative practices 

struggled to find knowledgeable and experienced clinicians to fill positions.  

Inexperienced BHCs “struggled to appreciate their teammates’ work, clinical 

perspectives, pace of care, and patient needs in integrated settings” (Hall et al., 2015, p. 
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S49).  Hall et al. concluded that few training programs administer the necessary training 

for PCPs and BHCs to work in an integrated care setting.   

These results are consistent with other studies that have identified a significant 

need for more specific training for BHCs (Blount & Miller, 2009; Bluestein & Cubic, 

2009; Dickinson, 2015).  Glueck (2015) purported that coursework on chronic disease 

management and BHC lifestyle issues are “noticeably missing” from graduate programs 

(p. 175).  Dickinson (2015) highlighted the need for further training for BHCs in meeting 

needs of a primary care population; providing brief, solution-focused therapies; and 

adapting to the pace of primary care. 

Burke et al. (2013) found that in 2010, federally qualified health care centers had 

very little access to BHCs to meet their population need.  Burke et al. found that over 2.5 

million patients with mild or moderate mental health diagnoses, including nearly 400,000 

with a diagnosable substance use disorders, had no BHCs available to them.  The authors 

added that it would have taken over 11,000 full-time BHCs to serve this number of 

people.  Burke et al. also suggested 90% of high-need primary care facilities in their 

study had no have access to behavioral health services.  The authors estimated over 

27,000 full-time BHCs will be needed over the coming years to serve in these roles—an 

increase of 400%.  

According to Vogel et al. (2014), mental health training programs are beginning 

to offer tracks and degrees specifically suited for integrated care settings (e.g., University 

of Massachusetts, Fairleigh Dickinson University, University of Michigan, etc.).  

Textbooks and guidebooks are becoming more readily available for BHCs in training 

(Hunter et al., 2009; Robinson & Reiter, 2007).  Researchers have recommended that this 
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trend continue.  For example, Aitken and Curtis (2004) suggested that master’s-level 

training programs include certain information to help prepare interested trainees, even if 

the programs do not offer specific integrated care training.  The authors recommended 

that the program’s assessments course include the use of brief screening instruments 

(e.g., PHQ9 depression screen and GAD7 anxiety screen).  Glueck (2015) recommended 

that training programs increase coursework related to coping skills and stress regulation 

skills that increase trainees’ understanding of patient health, immunity, and disease 

management.  Blount and Miller (2009) proposed that training programs offer curriculum 

related to multidisciplinary teamwork in health care settings.  Furthermore, Aitken and 

Curtis (2004) urged mental health educators to include training related to 

psychopharmacology, medical environments and culture, and primary care based 

internships. 

Challenges to Behavioral Health Consultant Role 

Mental health professionals filling BHC roles require particular competencies and 

training to face the various challenges related to multidisciplinary integration and 

collaboration (Ader et al., 2014; Dickinson, 2015).  Health care and mental health 

education have been criticized in recent years for an inadequate scope of training related 

to collaboration within a multidisciplinary environment (Johnson & Freeman, 2014; 

McClelland & Kleinke, 2013).  The emergence of integrated care has led multiple policy 

organizations (i.e., World Health Organization, Substance Abuse and Mental Health 

Services Administration, Interprofessional Education Collaborative, etc.) to include 

specific training standards for trainees to increase multidisciplinary team awareness and 

effectiveness (Hoge, Morris, Laraia, Pomerantz, & Farley, 2014).  For example, the 
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Council for Accreditation of Counseling and Related Educational Programs (CACREP; 

2016) produced a standard (2:F:1:b) that states that mental health trainees will understand 

“the multiple professional roles and functions of counselors across specialty areas, and 

their relationships with human service and integrated behavioral health care systems, 

including interagency and interorganizational collaboration and consultation” (p. 8).   

Even with the call for interdisciplinary training, researchers have suggested 

mental health professionals in primary care may experience a “clash of professional 

cultures” in a primary care setting (Cox, Adams, & Loughran, 2014, p. 117) and the need 

for BHCs to maintain a strong professional identity when collaborating with other 

disciplines (Garcia-Shelton & Vogel, 2002; McDaniel et al., 1995).  D. R. Bridges, 

Davidson, Odegard, Maki, and Tamkawiak (2011) posited that mental health and primary 

care clinicians working together within integrated settings concurrently gain 

understanding of their own professional identity as well as the roles of others, which may 

suggest that professional identity comes with on-the-job experience and increased 

familiarity.   

Cox et al. (2014) studied the experiences of a small number of doctoral mental 

health trainees (four) interning in a primary care setting.  Cox et al. found that the trainees 

felt overwhelmed and anxious in the primary care setting due to lack of exposure to 

medical care systems, unclear role expectations, the fast pace of the clinic, and the lack of 

contact with primary care staff.  Cox et al. reported that the trainees desired increased 

understanding of integrated policies and procedures and support from clinic staff.   

Understanding the different levels of primary care integration and practicing at 

the same level are a couple of the more difficult challenges mental health and physical 
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health providers face (Ader et al., 2015; D. R. Bridges et al., 2011).  According to Pratt 

and Lamson (2012), mental health professionals enter into primary care settings with 

various levels of health care experience and can have difficulty understanding at what 

level of integration they are expected to function.  To better define the levels of integrated 

care, Blount (2003) distinguished three categories: (a) coordinated, (b) co-located, and (c) 

fully integrated.  Vogel et al. (2014) adapted a report by Heath, Wise Romero, and 

Reynolds (2013) to describe these same differences between the three levels.  Similar 

descriptions of these levels of integration can also be found in Cohen, Davis, et al.’s 

(2015) article. 

A coordinated level of integration maintains a minimal approach to collaboration 

using separate systems and facilities with periodic communication driven by specific 

patient issues.  In coordination, mental health professionals and PCPs have little 

appreciation for the other’s roles and refer to the other on an as-needed basis.  This is a 

common approach for private practitioners and small agencies with define 

specializations.  A co-located level of integration maintains a moderate approach and 

assumes some physical proximity, which can be shared space and systems within the 

same facility.  Communication is in person and based on need for consultation with 

difficult patients.  Providers who are co-located have a basic understanding of each 

other’s roles and may feel part of a large, yet ill-defined care team (Vogel et al., 2014).  

Although PCPs and BHCs do practice in the same facility, limitations remain in this level 

of integrated care due to both disciplines maintaining different scheduling processes, 

reimbursement procedures, and separate medical records (Ader et al., 2015).   
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A fully integrated level of integration refers to clinics that have likely experienced 

a culture shift and change in practice that has transformed all roles.  Clinic systems and 

workflows are aligned and space is shared within the facility.  Communication is 

consistently shared at the system, team, and individual levels.  Providers from both 

disciplines have an in-depth understanding of each other’s roles as cultures blend together 

for the care of the patient (Vogel et al., 2014, p. 132).  Full integration provides an 

interprofessional, team-based environment that promotes trust among clinic providers as 

they learn each other’s roles and contributions to care.  Clinic personnel can develop an 

understanding of a team-based, patient-centered, and cost-effective approach to primary 

care (Dickinson, 2015).  Fully integrated practices include BHC as part of the medical 

team, positioning behavioral health as a valued service in primary care (Torrence et al., 

2014). 

Significant barriers exist to a fully integrated level of care and can be challenging 

for mental health professionals to fill BHC roles. Ader et al. (2015) posited that full 

integration “demands a complete system redesign, including the blending of separate 

practice cultures, shared medical records, introduction of new workflows, an integrated, 

team-based approach to treatment, and consideration of available reimbursement options” 

(p. 910).  Primary care practices preparing to transition to full integration must be willing 

to modify care approaches and clinic processes at every level of the organization 

(Dickinson, 2015).  

Furthermore, full integration can be a difficult task for BHCs when PCPs are not 

supportive of the collaborative efforts.  Beacham et al. (2012) found a lack of support 

among medical providers for the use of BHCs.  The authors indicated the lack of support 
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was due to limited knowledge of mental health treatment, barriers to referrals, and a 

perceived stigma that exists related to psychological disorders.  The authors also noted 

that none of the medical providers in the study had worked in a fully integrated primary 

care system. 

Conversely, several studies have shown PCPs to have an open, enthusiastic 

attitude toward the use of BHCs (Levine et al., 2005).  For example, using an online, 

anonymous survey, Serrano and Monden (2011) found that the majority of the medical 

providers they surveyed maintained positive attitudes toward collaboration with BHC, 

along with the viewpoint that BHCs improve patient care.  In a similar study, medical 

providers within diverse health care environments (i.e., Veterans Affairs) reported 

favorable attitudes toward working with BHCs (Funderburk et al., 2010).  Torrence et al. 

(2014) surveyed 45 PCPs working in a large fully integrated federally qualified care 

health centers in the state of Colorado.  They indicated the PCPs were highly favorable 

with 73-100% endorsing either that they strongly agree or agree with the use of BHCs in 

clinic.  Torrence et al. reported that the PCPs believed the BHCs to be “valuable 

members of integrated teams, improved their ability to deliver care, and enhanced their 

ability to address their patients’ physical problems and behavioral health problems” (p. 

430).  

Supervisor support.  Lack of supervisor support can be a challenge to mental 

health professionals working in BHC roles.  For years, researchers have described the 

importance of supervisor support for mental health professionals (Kozina et al., 2010; 

Watkins, 2014).  Reese et al. (2009) contended the supervisory relationship is the sine 

qua non of effective training and development of mental health professionals.  Clinical 
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supervision provides a supportive, structured, dyadic environment in which the 

supervisee continues to develop clinical skills and effectiveness with patients (Ladany, 

Ellis, & Friedlander, 1999).  The supervisor’s role promotes ethical and competent 

practice among his or her supervisees (Reese et al., 2009).   

Supervisory working alliance has been defined as the relationship between a 

supervisor and supervisee by which “social influence occurs” and “the supervisors act 

purposefully to influence supervisees through their use of technical knowledge and skill 

and in which supervisees act willingly to display their acquisition of that knowledge and 

skill” (Efstation et al., 1990, p. 322).  Efstation et al. (1990) studied over 175 supervisory 

relationships across the United States in order to develop an instrument that captured the 

supervisor and supervisees perception of the quality of the supervisory relationship.  The 

study found the supervisory alliance to be a predictor for other clinician constructs (e.g., 

self-efficacy).  A review of literature showed that the supervisory alliance has been used 

primarily with mental health trainees and their supervisors.  

Maslach, Schaufeli, and Leiter (2001) found a “strong body of evidence” 

negatively associating supervisor support and job burnout among mental health 

professionals (p. 407).  Job burnout was described as ongoing emotional and 

interpersonal stress on the job.  More importantly, the authors emphasized that lack of 

support from supervisors exhibited a more dramatic effect on job burnout than did co-

worker support.  Laschober, de Tormes Eby, and Kinkade (2013) found significant 

negative correlations between supervisor support and job strain among substance use 

counselors.  In a meta-analysis of 40 studies, Watkins (2014) found supervisory alliance 

to be positively linked to many variables related to mental health professionals, including  
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higher self-efficacy, job satisfaction, well-being, and perceived effectiveness.  Watkins 

also found significant negative correlations with supervisory alliance, including perceived 

stress, role ambiguity, and role conflict.   

Mental health professionals in primary care may require more specialized 

supervision to face the unique challenges in integrated care, including resistance to 

practice changes, adaption to medical models of care, and interaction with diagnoses not 

a part of the BHC’s education or clinical training (Dale & Lee, 2016; Pratt & Lamson, 

2012).  Edwards and Patterson (2006) outlined the need for BHCs to receive supervision 

specifically designed for integrated care.  The authors recommended BHC supervision 

focused on medical culture, collaboration with medical teams, increased awareness and 

understanding of medical diagnoses, and attention to person-of-the-therapist issues. 

Pratt and Lamson (2012) described a multilevel integrated care supervision model 

based on Doherty, McDaniel, and Baird’s (1996) five levels of integrated care.  Pratt and 

Lamson purposed that supervisor support will vary based on different levels of 

integration.  For example,  Level 1 supervision would likely take place off site and focus 

on collaborating with other services outside of the BHC’s facility, including releases of 

information, referral methods, and maintaining contact with other providers.  Level 2 

supervision would include regular on-site visits from a profession-based supervisor who 

would assist the BHC in collaborating with other disciplines and considering the various 

ethical and procedural codes.  Level 3 entails on on-site supervisor who may be from a 

different professional discipline who works with the BHC and others as a unit.  This level 

would include particular guidance for the BHC on emergency situations present in a 

medical setting.  Supervisees in Levels 4 and 5 would benefit from an on-site supervisor 
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from the supervisee’s same profession who meets regularly to discuss approaches to 

collaboration, patient outcomes, shared documentation, and other aspects of the medical 

environment (Pratt & Lamson, 2012).   

Co-worker support.  Social support has been defined as the perceived level of 

support an individual receives from family members, friends, and significant others 

(Zaleski, Levey-Thors, & Schiaffino, 1998).  Social support can range from simple 

physical resources to more complex emotional or mental health resources (House, 

Umberson, & Landis, 1998).  

In recent years, social support has been linked to a high number of cognitive and 

behavioral constructs, including resilience (Gloria, Castellanos, Lopez, & Rosales, 2005; 

Wilks, 2008), coping mechanisms (El-Ghoroury, Galper, Sawaqdeh, & Bufka, 2012), 

burnout (Jacobs & Dodd, 2003; Maslach et al., 2001), communication (Macgeorge, 

Samter, & Gillihan, 2005), and optimism (Karademas, 2006).  Social support has been 

found to be significantly related to overall mental health (Caron, Latimer, & Tousignant, 

2007; Kawachi & Berkman, 2001; Leung, Chen, Lue, & Hsu, 2007).  For example, 

higher levels of psychological distress are reported from individuals who report higher 

levels of social isolation (Kawachi & Berkman, 2001), feelings of loneliness, lack of 

confidant, or lack of friendships (Durden, Hill, & Angel, 2007; Stravynski & Boyer, 

2001)—all of which signify an actual or perceived lack of social support (Hill, Ross, & 

Angel, 2005).  Even more, researchers have found social support to have more effect on 

distress than impoverished conditions (Caron et al., 2007).   

Specifically, co-worker support has been described as the exchange of assistance, 

knowledge, support, expertise, and encouragement when needed between individuals in 
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the workplace (Zhou & George, 2001).  O’Driscoll, Brough, & Killiath (2004) referred to 

co-worker support as the giving and receiving of assistance, information, feedback, 

understanding, and advice between co-workers.  Haines, Hurlbert, and Zimmer (1991) 

studied relationships between co-worker support, occupational stress, and strain (health 

or physical problems on the job).  The authors found that participants who experienced a 

high level of co-worker support were less likely to develop physical or health problems 

due to job stress.   

Chiaburu and Harrison (2008) observed co-worker support and co-worker 

antagonism.  The authors defined co-worker support as co-workers receiving desired 

communication from another worker (e.g., assistance and kindness), whereas co-worker 

antagonism was defined as co-workers receiving undesired communication (e.g., verbal 

abuse and incivility).  Co-worker support was positively correlated with organizational 

commitment and job satisfaction.  Chiaburu and Harrison also showed a negative 

correlation between co-worker support and absenteeism, effort reduction, and turnover.  

In addition, the authors found co-worker support to be positively correlated with task 

performance and citizenship behaviors.  

Leiter and Maslach (1988) studied the impact of co-worker support on a group of 

health care workers in California.  Fifty-two health care professionals in an emergency 

room environment were surveyed.  Higher levels of co-worker support correlated with 

high levels of personal accomplishment and lower levels of burnout.  Co-worker support 

was shown to be positively related to organizational performance (Joiner, 2007), work–

life balance (Thompson & Prottas, 2006), and organizational commitment (Raabe & 

Beehr, 2003).  
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Adversely, Ng and Sorenson (2008) theorized that co-worker support could have 

negative effects for the worker.  For example, the authors suggested that co-worker 

support could be motivated by self-promotion or by political gains (Ferris & Kacmar, 

1992).  They suggested co-worker support may indicate a lack of independence or 

incompetence (Peeters, Buunk, & Schaufeli, 1995).  Ng and Sorenson found that other 

types of support (e.g., supervisor and organizational) were more strongly related to 

employees’ work attitudes than co-worker support.  Still, evidence appears to 

demonstrate that co-worker support has more positive than negative effects for workers 

(Hefner & Eisenbert, 2009; Leiter & Maslach, 1988). 

Even with compelling research emphasizing the advantages of co-worker support, 

BHCs may find integrating into primary care systems challenging.  Integrating physical 

and behavioral treatment in primary care requires a paradigm shift for all involved and 

“interaction between described ideals, locally available resources, and decisions 

regarding resource deployment” (Davis et al., 2015, p. S34).  BHCs “should not expect 

the primary care environment to adapt in response to their presence” (Hunter et al., 2009, 

p. 18) and are expected to “bridge the gap” between different disciplines within the 

culture of primary care (Glueck & Foreman, 2014, p. 169).  It is important that BHCs 

make themselves useful to providers and patients, especially in clinics that are not used to 

an integrated culture.  

Improving the workflow and communication in an integrated clinic involves 

“training programs, training manuals, an initial process of having clinicians shadow each 

other, ongoing mentoring, and ongoing interprofessional team meetings” (Dickinson, 

2015, p. S103). Clinic administrators can develop integrated training programs and 
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resources, collect and disseminate best practices, and provide mentoring opportunities.  

Competent BHCs will remain open to ongoing training and consistent collaboration 

across multiple disciplines (McDaniel et al., 2014).  Supervisor and co-worker support 

may impact BHCs’ experiences on the job and perceived levels of stress.  

Psychological distress.  Integrating BHCs into medical settings requires a 

paradigm shift to which some physical and mental health providers may be resistant 

(Kessler, 2010).  In addition to the professional demands that exist within traditional 

mental health settings, BHCs learn to work closely with medical providers, clinic staff, 

and administrators, as well as engage patients presenting with a variety of medical issues 

(Glueck, 2015).  Mental health professionals in primary care may experience work stress 

related to the daily care of others who might be significantly distressed (Sabin-Farrell & 

Turpin, 2003).  Figley (1995) emphasized the “cost to caring” mental health professionals 

may experience as a result of listening and caring for those who are suffering with fears 

or pain (p. 5). 

Psychological distress is a term used to describe an individual’s perceived mental 

stress that may influence emotional or physical functioning (Vernon & Roberts, 1981).  

Emotional impairment among mental health professionals has been described as 

difficulty completing professional duties due to conflict, mental illness, or chemical 

dependency (Laliotis & Grayso, 1985), whereas emotional distress among mental health 

professionals may involve anxiety, frustration, confusion, discouragement, and anger 

(Skovholt, 2011).  Psychological distress has been associated with individuals who 

provide social support to traumatized individuals (Adams, Boscarino, & Figley, 2006); 

however, limited research has focused on professionals providing care to traumatized 
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patients (i.e., therapists, nurses, social workers, etc.; Figley, 2002).  Researchers have 

posited that taking care of such individuals can be highly gratifying (Ohaeri, 2003) but it 

can also increase levels of psychological distress (Sabin-Farrell & Turpin, 2003).   

Smith, Robinson, and Young (2007) found psychological distress to be adversely 

related to overall wellness in mental health professionals during training.  In the sample 

of mental health professionals, 47.8% of the participants reported experiencing 

significant levels of psychological disturbance during training in at least one of the 

construct areas: interpersonal relationships, symptom distress, and social roles.  Over 

10% (10.7%) of Smith et al.’s participants indicated significant disturbance in all three 

areas.  Lambie, Smith, and Ieva (2009) reported that between 9-16% of mental health 

trainees (N = 111) indicated high levels of psychological distress.  de Vries and Valadez 

(2006) performed a study in which between 5.8-22.1% of mental health trainees indicated 

significant distress, impairment, or negative attitudes during training.  Mallinckrodt and 

Wei (2005) found psychological distress to be positively associated with anxiety and 

avoidance and negatively associated with social competency and social support among 

mental health trainees. 

Self-Efficacy 

Mental health professionals preparing to work in primary care settings prepare 

themselves to face the unique challenges of the BHC role and to work with patients from 

a wide variety of ages, backgrounds, and presenting issues.  An important factor when 

considering how well prepared BHCs are to work in primary care is the concept of self-

efficacy.  Self-efficacy refers to one’s belief that one can perform certain duties or 

achieve certain goals (Luszczynska & Schwarzer, 2005).   
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According to Bandura (1977), self-efficacy is a critical factor in training 

competent mental health professionals (Leach, Stoltenberg, McNeill, & Eichenfield, 

1997; Lent et al., 2006).  Self-efficacy is one of the primary constructs behind social 

cognitive theory, which postulates that human development is not based solely on either 

environmental or biological factors but rather complex interactions between an 

individual’s behavior, personal factors, and environment (Bandura, 1986).  Social 

cognitive theory postulates that individuals control their own development, interpreting 

information from both personal and environmental factors, which then alters their 

behaviors.  Self-efficacy is central to social cognitive theory in that it helps individuals 

determine what behaviors they will pursue and with what intensity (Bandura, 1986).   

Bandura (1977) defined outcome expectancy as “a person’s estimate that a given 

behavior will lead to certain outcomes,” whereas an efficacy expectation or self-efficacy 

is “the conviction that one can successfully execute the behavior required to produce the 

outcomes” (p. 191).  Bandura posited that outcome and efficacy expectations are different 

in that individuals may believe that certain behaviors may lead to desired outcomes, but 

they may have doubts as to their ability to produce those behaviors.  Chen et al. (2006) 

described self-efficacy as “an important mediator of performance and involves the degree 

to which people are capable, diligent, and committed in their work” (p. 211).  

For the past three decades, the construct of self-efficacy has been discussed in 

regard to individual motivation and confidence building in specific areas of behavior.  

Researchers have studied self-efficacy in relation to research interest (Bard, Bieschke, 

Herbert, & Eberz, 2000), career counseling (Betz, 2004), AIDS prevention (O’Leary, 

1992), athletic performance (Vargas-Tonsing & Bartholomew, 2006), job satisfaction 
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(Caprara, Barbaranelli, Steca, & Malone, 2006), job-seeking skills (Strauser & Berven, 

2006), ability to cope (Ozer & Bandura, 1990), physiological effects (Bandura et al., 

1982), and parenting (Teti & Gelfand, 1991).  Studies have linked self-efficacy with 

human development factors such as personality, social interactions, life satisfaction, and 

stress (Luszcynska, Gutierrez-Dona, & Schwarzer, 2005). 

Self-efficacy has been shown to be an important factor in predicting an 

individual’s motivation, performance, and resilience.  For example, Zajacova, Lynch, and 

Espenshade (2005) found that self-efficacy was the single strongest predictor of academic 

performance (grade point average) among first-year college students and that academic 

stress and self-efficacy were negatively correlated.  Chemers and Garcia (2001) found 

that individuals with high self-efficacy make better use of coping skills when dealing 

with stress than those with lower self-efficacy.  Bandura (1982) found that individuals 

with lower self-efficacy are more vulnerable to anxiety and those with higher self-

efficacy possess greater “staying power” when experiencing stressors (1982, p. 88).  In 

addition, Stajkovic and Luthans (1998) conducted a meta-analysis of 114 studies that 

showed self-efficacy to be positively correlated with work-related performance.  Also 

prominent is literature relating self-efficacy to mental health professionals. 

Counselor self-efficacy.  Within Bandura’s theories related to social cognition 

exists the more focused construct of counselor self-efficacy, which refers to a mental 

health professional’s “beliefs or judgments about his or her capacities to effectively 

counsel a client in the near future” (Larson et al., 1998, p. 180).  Counselor self-efficacy 

has been described as a primary difference between understanding how to assist a patient 

and assisting a patient effectively (Greason & Cashwell, 2009).  “Equally critical as 
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academic and clinical accomplishment in determining future success as a counselor is 

affirmation of the interpersonal readiness of the [mental health professional] to work with 

clients and colleagues” (Homrich, 2009, p. 2).  Similar to Bandura’s (1977) original self-

efficacy construct, counselor self-efficacy attempts to link a mental health professional’s 

perceived abilities with actual abilities.  Counselor self-efficacy assumes self-efficacy is a 

critical mechanism by which mental health professionals practice effectively and 

persevere through difficult professional situations (Iarussi et al., 2013).   

Greason and Cashwell (2009) found that mental health professionals who reported 

higher levels of counselor self-efficacy also experienced higher levels of job performance 

due to the elevated levels of motivation.  The authors posited that self-efficacy and 

competence are similar, and that mental health professionals with high self-efficacy see 

professional difficulties as challenging rather than overwhelming.  Counselor self-

efficacy has been related to attachment, career counseling, mindfulness, emotional 

intelligence, performance, anxiety and stress, and mental health professional training and 

supervision (Barnes, 2004; Betz, 2004; Cashwell & Dooley, 2001; Daniels & Larson, 

2001; Easton, Martin, & Wilson, 2008; Friedlander, Keller, Peca-Baker, & Olk, 1986; 

Iarussi et al., 2013; Larson, Clark, et al., 1999; Marmarosh et al., 2013; O’Leary, 1992).  

Larson and Daniels (1998) conducted a meta-analysis of 32 self-efficacy studies 

and found that counselor self-efficacy significantly correlated with patient treatment 

expectancies and mental health professional self-evaluations.  Larson and Daniels (1998) 

also found higher levels of self-efficacy related to higher levels of mental health 

professional performance and negatively correlated with levels of anxiety.  Self-

efficacy’s influence on mental health professionals has been discussed in literature for 
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years (Friedlander, Keller, Peca-Baker, & Olk, 1986; Kozina et al., 2010; Leach et al., 

1997) and has been significantly associated with effectiveness of treatment outcomes 

(Larson & Daniels, 1998; Lent et al., 2006).  

In addition, studies have been done to better define correlations between 

supervisor support and self-efficacy among mental health professionals and trainees.  For 

example, Daniels and Larson (2001) studied the connection between counselor self-

efficacy, supervisor feedback, and anxiety among mental health trainees.  They used the 

Counselor Self-Estimate Inventory (COSE) and State Trait Anxiety Inventory to measure 

participants’ perceptions regarding supervisor feedback.  They found that positive 

feedback from supervisors decreased anxiety and increased counselor self-efficacy.  A 

negative correlation was found between negative feedback from supervisors and trainee 

anxiety.  Using a pre-/posttesting design, COSE scores were increased significantly by 

positive feedback, while scores were decreased significantly by negative feedback.  Barns 

(2004) found that higher levels of self-efficacy are associated with a mental health 

trainee’s ability to value and respond to supervisor feedback during a training process.  

These studies seem to suggest that mental health trainees with higher levels of self-

efficacy are increasingly open to supervisor evaluation and guidance, making adequate 

use of their supervisory experience.   

However, Ladany, Ellis, and Friedlander (1999) found that changes in supervisory 

working alliance did not positively correlate to self-efficacy.  Ladany et al. used a revised 

version of the Supervisory Working Alliance Inventory (SWAI) and the Self-Efficacy 

Inventory (SEI) to pretest and posttest 107 mental health supervisees.  In this longitudinal 

study, the authors found significant links between counselor self-efficacy and 
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satisfaction; however, no significant correlations existed between supervisory working 

alliance and self-efficacy.  Both Efstation et al. (1990) and Ladany et al. (1999) called for 

further study in the area of supervisory alliance and self-efficacy and more rigorous 

examination of the measures.  Even with some adverse findings, the majority of related 

studies have found higher levels of supervisor support linked to higher levels of self-

efficacy (Cashwell & Dooley, 2001; Kozina et al., 2010; Reece et al., 2009).   

Stetz, Stetz, and Bliese (2006) studied the interactions between self-efficacy, 

supervisor support, co-worker support, and stress.  Stetz et al. recruited 96 military police 

officers from the U.S. National Guard and Army Reserve to complete pre-/posttesting 

during a 3-month period.  The authors found a strong connection between self-efficacy 

and co-worker support when attempting to minimize the effect of certain stressors.  Stetz 

et al.’s results may suggest that co-worker support can positively impact one’s belief 

(self-efficacy) that he or she can perform occupational duties.  Hefner and Eisenberg 

(2009) reported similar results—that higher levels of social support have been shown to 

positively influence self-esteem and self-efficacy and negatively influence psychological 

stress.  The studies highlighted here appear to be part of a small number of studies that 

have examined the links between social support and self-efficacy.  

In addition, researchers have studied the effects of psychological distress and self-

efficacy.  Namely, Bandura (1986) contended that higher levels of self-efficacy were 

adverse to higher levels of stress, anxiety, and depression.  Wiedenfeld et al. (1990) 

studied the effects of coping self-efficacy and immune system.  The authors found that 

high levels of stress can contribute to an individual’s fatigue and stress-related disorders.  

Wiedenfeld et al. found “perceived self-efficacy to exercise control over stressors is a 
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modulator of immunological system status” (p. 1089).  These results seem to suggest that 

self-efficacious individuals may experience less overall psychological and physical stress. 

Self-efficacy and mental health training.  Leach, Stoltenberg, McNeil, & 

Eichenfield (1997) surveyed 142 mental health trainees to consider if counselor self-

efficacy levels differed depending on the trainee’s developmental level.  The authors 

found significant differences between first-year and second-year trainees and that more 

clinical experience positively correlated with higher levels of counselor self-efficacy.  

Melchert, Hays, Wiljanen, and Kolocek (1996) surveyed 138 licensed mental health 

professionals and found significant relationships between perceptions of counselor self-

efficacy and higher levels of experience.  Larson, Clark, et al. (1998) found self-efficacy 

to increase as trainees gain more educational experience, professional experience, and 

experience as a supervisee.  Larson et al. also found positive correlations between self-

efficacy, experience, problem-solving efficacy, and self-concept.  Findings appeared to 

suggest that increased training and experience positively influence self-efficacy.   

Lent et al. (2006) made the distinction between general and patient-specific 

counseling self-efficacy.  The authors hypothesized that self-efficacy scores would 

change significantly over time due to experience in treating specific presenting problems.  

One hundred mental health professionals and their patients were recruited to be pre- and 

posttested throughout the treatment process.  Patients were recruited specifically for the 

study from a pool of undergraduate students from the same university.  The Counselor 

Activity Self-Efficacy Scale (CASES) was used to assess self-efficacy.  Results indicated 

that CASES scores increased over time and reflected a trend toward linear growth in self-

efficacy as treatment progressed.  Lent et al. suggested that novice counselors do tend to 
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grow in self-efficacy with more experience in each treatment situation.  These authors 

suggested that growth in self-efficacy may be based on the mental health professional’s 

increased experience with particular clients, presenting issues, or patient factors, rather 

than increased professional experience overall.  

Tang et al. (2004) examined the relationship between self-efficacy and training 

background by surveying 116 mental health trainees from six different programs in the 

U.S. midwest.  The authors found that the trainees with more experience related to 

clinical instruction, coursework, and internship hours positively correlated with higher 

self-efficacy.  Trainees from accredited programs had higher self-efficacy scores in the 

areas of counseling adjustment reactions, counseling affective disorders, and clinical 

interview skills.  Similarly, Larson, Clark, et al. (1999) found a link between trainees’ 

perceptions of self-efficacy and specific interventions (i.e., role play, videos, etc.) used 

during the training process.  The results may suggest that the specificity of training 

received may influence mental health professionals’ beliefs in their abilities to work in 

primary care settings. 

Conclusion 

A growing workforce need exists for mental health professionals to work in 

primary care settings across the United States (Blount & Miller, 2009; Burke et al., 

2013).  Mental health professionals with inadequate training and support may struggle to 

meet demands of working in unfamiliar behavioral health roles (Commings & 

Commings, 2009).  Many mental health professionals learn to perform BHC duties while 

on the job as few educational and training programs are available for this emerging 

position (Vogel et al., 2014).  Additional challenges exist for mental health professionals 
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working in integrated care settings, including lack of training related to working in 

multidisciplinary settings (Johnson & Freeman, 2014), lack of collaboration with medical 

providers in medical settings (Dickinson, 2015), inadequate supervisor and co-worker 

support (Davis et al. 2015; Edwards & Patterson, 2006), and increased levels of 

psychological distress (Adams et al., 2006).  Increased understanding of what factors 

impact self-efficacy may contribute to the proper training and competencies of mental 

health professionals working in primary care settings.   

Working Hypotheses 

H1: Mental health professionals working in medical settings who report higher 

levels of co-worker support will report higher levels of counseling self-

efficacy.   

H2: Mental health professionals working in medical settings who report higher 

levels of supervisory working alliance will report higher levels of 

counseling self-efficacy.   

H3: Mental health professionals working in medical settings who report lower 

levels of distress will report higher levels of counseling self-efficacy. 

H3a: Psychological distress and supervisory working alliance will interact to 

predict self-efficacy such that participants who report the least distress and 

the strongest supervisory working alliance will report the highest 

counselor self-efficacy. 

H3b: Psychological distress and co-worker support will interact to predict self-

efficacy such that participants who report the least distress and the 

strongest co-worker support will report the highest counselor self-efficacy. 
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CHAPTER II  

METHOD 

Research Design 

 The goal of the study was to examine the experiences of mental health 

professionals working in integrated healthcare settings.  Chapter 3 is divided into four 

sections.  The first section contains a description of the participant characteristics.  Study 

measures are described in the second section.  The third section discusses the study 

covariates.  Finally, a summary of the results of the four hypotheses and additional 

analyses are given in section four.  A series of multiple regression analyses was 

employed to examine co-worker support, supervisor support, and psychological distress 

as predictors of counseling self-efficacy.  In summary, positive associations were found 

between counselor self-efficacy and co-worker support, specifically nurse and doctor 

support.  Negative associations were found between psychological distress and all 

counselor self-efficacy subscales.  In addition, interactions between certain variables also 

predicted higher levels of self-efficacy among clinicians working in healthcare settings. 

Population and Sampling 

Forty-nine mental health professionals currently working in integrated health care 

settings (i.e., primary care, hospital, etc.) participated in the current study by completing 

an online survey.  Master’s-level mental health professionals working in full-time and 

part-time positions were included.  Participants were currently engaged in an ongoing 

licensure supervision process, meeting with a supervisor on a weekly or bimonthly basis.  

In addition, participants with 3 months or less experience meeting with their licensure 

supervisor were excluded from the study.   
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This nonrandom, convenience sample of mental health professionals was invited 

to participate via online social media and electronic mail promotion.  Permission to 

access these mental health professionals was requested from multiple integrated primary 

care facilities and post-master’s behavioral health training programs across the United 

States.  Further, permission to access participants was requested by state licensure 

supervisors across the United States.  If the mental health professional was not currently 

working within an integrated health care setting, he or she was excluded from the study. 

Measures 

Demographic Questionnaire 

A background questionnaire was used to collect the following demographic 

information: age, gender, race/ethnicity, and current or intended professional license.  

Data regarding age, gender, and race/ethnicity were collected for descriptive purposes.  

Professional license options included (a) licensed professional counselor, (b) licensed 

marriage and family therapist, (c) psychologist, (d) licensed clinical social worker, or (e) 

other.  In addition, participants were surveyed for the following information: years of 

experience in primary care environment, involvement and frequency of supervision 

meetings, and nature of training received to perform behavioral health duties.  Years of 

experience options included (a) 0-1, (b) 1-2, and (c) 2 or more.  Frequency of supervision 

meetings options included (a) weekly, (b) two times per month, and (c) less than two 

times per month.  The nature of training received to perform behavioral health duties 

options included (a) master’s-program coursework, (b) post-master’s training, and (c) on-

the-job training. 
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Counselor Self-Estimate Inventory 

The COSE was used to measure the construct of counselor self-efficacy defined 

as “a counselors’ beliefs or judgments about his or her capabilities to effectively counsel 

a client in the near future” (Larson et al., 1992, p. 180).  The COSE’s 37 Likert-type 

items lead to an overall self-efficacy score and five subscale scores, which include 

process, microskills, cultural competence, difficult client behaviors, and awareness of 

values.  Each item is rated using a 6-point Likert scale (1 = strongly disagree to 6 = 

strongly agree), yielding a range of possible scores from 37-222.  Higher scores suggest 

higher levels of self-efficacy.  For the purposes of this study, the cultural competence and 

awareness of values subscales were excluded.  Subscales process, microskills, and 

difficult client behaviors were used to assess participant perceived levels of counselor 

self-efficacy.   

Larson et al. (1992) reported the total score reliability coefficients for the COSE 

was alpha .93.  Internal consistencies for subscales included .87 for process, .88 for 

microskills, .78 for cultural competence, .80 for difficult client behaviors, and .62 for 

awareness of values.  Martin, Easton, Wilson, Takemoto, & Sullivan (2004) also reported 

internal consistencies for COSE subscales, including .87 for process, .83 for microskills, 

.67 for cultural competence, .81 for difficult client behaviors, and .55 for awareness of 

values.  They reported that the lower internal consistence scores on the cultural 

competence and awareness of values subscales could be due their brevity (four items 

compared to seven to 12 items in other subscales).  Test–retest reliability proved adequate 

with r = .87 for the total score (Larson et al., 1992).   
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Validity measures for the COSE have shown a positive correlation with other 

counselor constructs, including problem-solving behavior, performance expectations, 

self-concept, and counselor performance (Larson et al., 1992).  Minimal correlations 

were found between the COSE and personality type, achievement, and aptitude (Larson 

et al., 1992).  Larson et al. (1992) found significant positive relationships between the 

COSE and counselors level of training, F(2,314) = 4.17, p < .001, and years of 

experience, F(2,314) = 53.75, p < .001.  Gender was not positively correlated (p > .05).  

Convergent validity was indicated with positive correlations found between the COSE 

and the Tennessee Self Concept Scale (Fitts & Roid, 1964) and the Problem Solving 

Inventory (Heppner, 1982; Larson et al., 1992).  Discriminate validity was indicated with 

negative correlations found between the COSE and aptitude (Sternberg & Williams, 

1997), personality type (Myers-Briggs Type Indicator; Myers, McCaulley, & Most, 

1985), and social desirability (Social Desirability Scale; Crowne & Marlowe, 1960).   

The process subscale of the COSE (10 items) considers the counselor’s repeated 

actions during a session (e.g., definition of the problem and goal development).  An 

example process item is “I am certain that my interpretation and confrontation responses 

will be concise and to the point.”  The microskills subscale (12 items) measures a 

counselor’s expectancy to use microcounseling skills in session (e.g., clear responding 

and tracking the client).  An example microskills item is “When using responses like 

reflection of feeling, active listening, clarification, probing, I am confident I will be 

concise and to the point.”  The cultural competence subscale reflects the counselor’s 

ability to work with clients from other cultures.  An example cultural competence item is 

“In working with culturally different clients, I may have a difficult time viewing 
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situations from their perspective.”  The difficult client behaviors subscale considers the 

counselor’s abilities with at-risk or noncooperative clients.  An example difficult client 

behavior item is “I am uncomfortable about dealing with clients who appear unmotivated 

to work towards mutually determined goals.”  The awareness of values subscale reflects 

the counselor’s held values and biases.  An example awareness of values item is “I am 

likely to impose my values on the client during the interview.” 

Outcome Questionnaire 45.2 

The Outcome Questionnaire 45.2 (OQ-45.2; Beckstead et al., 2003) was used to 

measure mental health professionals’ psychological distress.  The term psychological 

distress has been used to describe an individual’s perceived mental stress that may 

influence emotional or physical functioning (Vernon & Roberts, 1981).  The OQ-45.2, a 

baseline and ongoing screening tool, was designed to assist clinicians in tracking client 

progress by measuring critical areas of mental health functioning, distress, relationships, 

social role, and quality of life (Lambert, Burlingame, et al., 1996).  This 45-item 

questionnaire encompasses a total score of psychological distress and three subscales of 

symptom distress, social role, and interpersonal relationships.  Symptom distress refers to 

the symptoms found in the most common psychological difficulties, including anxiety, 

affective, adjustment, and stress-related difficulties.  Interpersonal relations involves the 

difficulties of loneliness, conflicts with others, family and marriage problems.  Social role 

refers to the extent to which difficulties in the social roles of worker, stay-at-home parent, 

or student are present, including conflicts at work, overwork, distress, and inefficiency.  

The subscales symptom distress and social role was used in this study to assess the 

participant’s perception of current, personal level of distress.   
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The OQ-45.2 was designed to be repeatedly administered, providing the counselor 

with ongoing information regarding the client’s mental health status.  Each item is rated 

using a 5-point Likert scale (0 = never, 1 = rarely, 2 = sometimes, 3 = frequently, 4 = 

always), yielding a range of possible scores from 0-180. Quality of life items (nine) are 

evenly distributed within the three subscales.  Example questions include “I blame myself 

for things” and “I feel loved and wanted.”   

Internal consistency for the OQ-45.2’s total score and symptom distress subscale 

were excellent at .93 and .92, respectively.  The interpersonal relations and social role 

subscales were .74 and .70 (Lambert et al., 1996).  Test–retest reliability for the total 

score was .84, whereas the symptom distress was .78, interpersonal relations was .80, and 

social role was .82.  Beckstead et al. (2003) found the OQ-45.2’s total score concurrent 

validity to be significant at the .01 level, ranging from .55-.85, in correlations found 

between the OQ-45.2 and the Symptom Checklist 90-Revised (SCL-90; Derogatis, 1979), 

Zung Self-Rating Anxiety Scale (Zung, 1976), Beck Depression Inventory (Beck, Ward, 

Mendelson, Mock, & Erbaugh, 1961), Social Adjustment Scale (Weissman & Bothwell, 

1976), Inventory of Interpersonal Problems (Horowitz, Rosenberg, Baer, Ureno, & 

Villasenor, 1988), Taylor Manifest Anxiety Scale (Taylor, 1953), and the State-Trait 

Anxiety Inventory (Spielberger et al., 1970).   

Umphress, Lambert, Smart, Barlow, and Clouse (1997) found moderate to high 

concurrent validity with a number of similar measures.  For example, the authors reported 

.82 to .92 correlations between the SCL-90-R (Derogatis, 1979) and the symptom distress 

subscale and .54-.73 correlation between the Social Adjustment Rating Scale (Weissman 

& Bothwell, 1976) and the social role subscale (Umphress et al., 1997).  Normative 
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information has been discussed on data collected nationwide (Lambert & Finch, 1999).  

In addition, Boswell, White, Sims, Harrist, and Romans (2013) tested for correlations 

between the OQ-45.2 and a client’s presenting problems (e.g., anxiety, family issues, and 

substance abuse).  Strong positive correlations were found between the OQ 45.2 total 

score, symptom distress subscale, participant anxiety, depression, and stress, which may 

suggest adequate validity of the measure. 

Supervisory Working Alliance Inventory 

The SWAI-Trainee Version (SWAI-T; Efstation et al., 1990) was used to assess 

mental health professionals’ perceptions of the quality of the alliance with their clinical 

supervisor.  The supervisory working alliance addresses the supervisor’s impact on the 

trainee and the trainee’s reciprocity of the knowledge and skill imparted by the 

supervisor.  Efstation et al. (1990) believed that researchers need a more sensitive tool 

with which to measure rapport and focus within the supervisory alliance.   

In the developmental study of the SWAI, Efstation et al. (1990) assessed 185 

supervisors and 178 trainees from 42 states and Canada.  Results indicated acceptable 

reliability and validity, and proved to measure three supervisor domains (rapport, client 

focus, and identification) and two supervisee domains (rapport and client focus).  Rapport 

refers to the bond that can develop between the supervisor and supervisee, therefore 

forming an alliance.  Client focus refers to the mutually agreed-upon plans and actions to 

be taken by the supervisee to help meet treatment goals specific to each client.  

Identification refers to the supervisor’s perception of how well the supervisee identifies 

with the supervisor.  The authors found positive correlations between the SWAI and the 
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SEI, giving the authors reason to suggest that supervisory working alliance may 

positively correlate of self-efficacy. 

The SWAI-T, the trainee portion of the SWAI, is a 19-item instrument that 

measures the trainee’s perception of the supervisory working alliance in two factor areas: 

rapport and client focus.  Items are rated on a 7-point Likert-type scale ranging from 

almost never (1) to almost always (7). The rapport subscale (Items 1-12) measures the 

trainee’s perception of the supervisor’s efforts to build a bond within the supervision 

process.  The trainee portion of the SWAI were used for the purposes of the current study 

to assess the supervisee’s perception of the quality of the supervisory relationship.  An 

example item from this subscale is “My supervisor is tactful when commenting about my 

performance.”  The client focus subscale (Items 13-19) measures the trainee’s perception 

of the efforts by the supervisor to work toward specific goals and tasks that benefit the 

client.  An example from this subscale is “My supervisor encourages me to formulate my 

own interventions with the client.”  Scores in the rapport and client focus subscale can 

range from 12-84 and 7-49, respectively, with higher scores reflecting perceptions of 

higher rapport between the supervisor and trainee and higher client focus during the 

supervision process. 

Using Cronbach’s alpha, Efstation et al. (1990) found the SWAI-T’s internal 

consistency was .95 for the total score, .90 for the rapport subscale, and .77 for the client 

focus subscale.  Correlations for the SWAI-T ranged from .44-.77 for the rapport scale 

and .37-.53 for the client focus scale.  Convergent and divergent validity was found to be 

adequate when using the Supervisor Styles Inventory (Efstation et al., 1990; Friedlander 

& Ward, 1984).  
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Social Support Scale 

Co-worker support has been referred to as the giving and receiving of assistance, 

information, feedback, understanding, and advice between co-workers (O’Driscoll, 

2000).  O’Driscoll (2000) developed a brief, four-question scale to assess perceived 

social support of co-workers called the Social Support Scale.  The Social Support Scale 

was used in this study to measure co-worker support among mental health professionals 

in primary care settings.   

Previous studies have shown the Social Support Scale’s reliability (alpha 

coefficient) to range between .89-.91 (O’Driscoll et al., 2004).  The scale is made up of 

four Likert type items that assess participants’ perceptions of coworker practical 

assistance, helpful information or advice, clear and helpful feedback, and sympathetic 

understanding and advice (e.g., “My coworkers provide me with practical assistance”). 

Responses range from strongly disagree to strongly agree.  Total scores range from 4-24 

with higher scores indicating a higher perception of social support.   

O’Driscoll’s (2004) Social Support Scale has been used in multiple studies to 

measure co-worker support.  Brough and Kelling (2002) surveyed 1495 workers from 23 

large organizations in New Zealand representing a variety of industries.  They found a 

negative association between perceived levels of co-worker support and the presence of a 

partner in the life of the participant.  Brough and Kelling suggested that, when a 

significant other is present, individuals tend to rely less on co-worker support.  The Social 

Support Scale was used to study a group of police personnel in India (Rathi & Barath, 

2013).  The study found that co-worker support significantly affected participants’ work-

to-family conflict and family satisfaction.  Ibrahim (2014) used the Social Support Scale 
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to observe the interactions of co-worker support, job stress, and organization-based self-

esteem.  Ibrahim found co-worker support to be positive associated with organization-

based self-esteem and that individuals who experience higher levels of social support also 

perceive themselves to be a valued member of the organization.  In addition, the Social 

Support Scale has been used in the development of other larger measures, including the 

New Job Stress Scale (Shukla & Srivastava, 2016).  

Procedures 

Participants for this study were recruited from multiple integrated health care 

facilities and post-master’s behavioral health training programs from across the United 

States.  Permission to access mental health professionals in health care settings was 

requested from administrators and supervisors of health care facilities via phone, email, 

and face-to-face interaction, beginning in the Nashville, Tennessee area.  Program 

directors from post-master’s behavioral health training programs (i.e., Arizona State 

University, East Tennessee State University, University of Massachusetts, Fairleigh 

Dickinson University, University of Michigan, etc.) were contacted via phone and email 

to request permission to contact trainees with email survey links.  Once access was 

granted, emails were sent by administrators and program directors to several hundred 

potential participants.  Invitations for participation were also listed on behavioral health 

online distribution lists (e.g., Collaborative Family Healthcare Association).  In addition, 

permission to access participants was requested by state licensure supervisors across the 

United States by use of associations’ membership listings (e.g., Tennessee Licensed 

Professional Counselors Association).   
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Individuals interested in participating were directed to follow an address link 

where they accessed the online survey.  The survey screened each participant for 

demographic factors, including age, gender, race/ethnicity, and current or intended 

professional license.  Participants who met the study requirements agreed to participate 

through an informed consent (an agreement indicated by clicking on text reading “I have 

read this page, and I would like to take the survey”).  Participation in the study was 

voluntary, and participants were free to refuse to participate or withdraw from the study 

at any time.  No penalties or unfair treatment resulted for those who choose not to take 

the survey.  This study was not in any way connected with the participant’s place of 

employment.   

An informed consent informed participants of their rights and delineated potential 

risks of taking the survey.  Participants were alerted that they may experience new 

awareness or insights related to self-efficacy, supervisor or co-worker support, or survey 

questions related to current distress.  Participants were alerted that they may experience 

positive emotions related to the understanding that they are contributing to behavioral 

health research.  In addition, participants were alerted that they may experience 

discomfort related to answering questions about lived experiences in their behavioral 

health role.  No foreseeable risks existed associated with the survey other than the 

emotions that may have arisen from the experience of taking the survey.  Participants had 

the option of skipping questions.  The online survey included an informed consent by 

which individuals accepted or declined participation. 

The survey consisted of 33 OQ-45.2 items, four Social Support Scale items, 19 

SWAI-T items, 28 COSE items, and a short demographic information form.  No 
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identifying information was collected.  Participants were given the option of including 

their email address if they wished to be entered in to a drawing for incentives (multiple 

$25 Visa gift cards).  Participants interested in incentives were directed to another secure 

website in order to provide email address information.  Once the data were collected, a 

few of the participants who provided their email addresses were randomly selected to 

receive a gift card. 

Forty-nine participants completed the online survey.  If any of the participants 

filled out the survey more than once, the duplicate copies were discarded.  A validity 

check item was included to recognize individuals who were either inattentive or randomly 

responding to survey items.  The item was “Please do not respond to this item.” 

SurveyMonkey was used in this study to survey participants from any Internet-

connected device.  For the data to remain confidential, participants followed a link to an 

online survey website.  Neither participants’ email address nor their computer IP address 

was attached to survey responses.  This allowed survey data to remain anonymous.  

SurveyMonkey used data encryption methods to help ensure confidentiality of 

participants’ information and survey answers.  Participants were able to take the survey 

anonymously, providing their email address only if they were interested in being entered 

into a drawing for incentives.  The use of SurveyMonkey minimizes data entry errors as 

each participant directly entered his or her data, which was then held and accessible to the 

investigator.   

The researcher could not guarantee absolute confidentiality of data due to the 

limited protections of online access.  Participants were reminded to close their Internet 

browser when the survey was complete to help with overall confidentiality.  Collected 
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survey data were stored on the researcher’s computer and password-protected at all times.  

Data will be maintained for 2 years following the completion of the study, at which point 

they will be erased.  Data collected for this study will remain confidential unless 

revelation is required by law.  

Analytical Strategy 

The data were analyzed using SPSS 21.0.  Prior to performing analyses to address 

study hypotheses, a series of bivariate analyses was conducted examining relationships 

between potential covariates and the dependent variables of interest in this study.  

Selected covariates were then entered into a series of multiple regression analysis, along 

with the independent variables of interest in this study.  The covariates of graduate 

education, location of supervisor, and workplace diversity was entered along with 

supervisor support, co-worker support, and distress as predictors of counselor self-

efficacy.  Correlation analysis was used observe relationships between co-worker support 

and self-efficacy, supervisor support and self-efficacy, and psychological distress and 

self-efficacy.  Multiple regressions was used to analyze relationships between self-

efficacy and dependent variables.  T tests were used to analyze the differences in gender 

and predictors of counselor self-efficacy.  Regression analyses were used to determine if 

meaningful interactions exist between psychological distress and supervisory working 

alliance and between psychological distress and co-worker support—both in relation to 

counselor self-efficacy.  Descriptive statistics, including frequencies, percentages, means, 

and standard deviations, were calculated to gain a comprehensive picture of participant 

characteristics.   
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CHAPTER III  

RESULTS 

Overview of the Data 

The goal of the study was to examine the experiences of mental health 

professionals working in integrated health care settings.  This chapter is divided into four 

sections that discuss the following: participant characteristics, study measures, study 

covariates, and results of the four hypotheses and additional analyses.  A series of 

multiple regression analyses was employed to examine co-worker support, supervisor 

support, and psychological distress as predictors of counseling self-efficacy.  In 

summary, positive associations were found between counselor self-efficacy and co-

worker support, specifically nurse and doctor support.  Negative associations were found 

between psychological distress and all counselor self-efficacy subscales.  In addition, 

interactions between certain variables also predicted higher levels of self-efficacy among 

clinicians working in health care settings. 

Participant Characteristics 

Convenience sampling was used to recruit prelicensed mental health professionals 

working in integrated health care settings.  Of the 225 clinicians to access the survey, 114 

indicated that they were fully licensed in their state and were therefore excluded from the 

study.  Forty-three respondents were not currently working in an integrated health care 

settings and were removed.  Eighteen respondents had been meeting less than 3 months 

with their licensure supervisor and were excluded from the study.  One respondent was 

removed due to not yet starting the process of pursing state licensure.  The sampling goal 
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for this study of 100 participants was not obtained.  A total of 49 participants were 

included in the data analysis. 

Mental health professionals who met the following criteria were included in the 

study: currently working in an integrated setting, currently pursuing state licensure, and 

having met with state licensure supervisor for at least 3 months.  Initial recruitment 

efforts involved soliciting integrated health care clinics across the United States, 

beginning with the State of Tennessee.  Using this strategy alone proved insufficient due 

to low numbers of prelicensed professionals currently working in integrated care settings.  

Efforts solicited state license supervisors across the United States to recruit supervisees 

who were also working in integrated health care settings.   

Of the final sample, 86% identified as female (n = 42) and 82% as Caucasian/non-

Hispanic (n = 40).  Mean age of participants was 35.51 (SD = 9.7) with a range of 25-63 

(see Table 1).  Nearly two thirds ranged in age from 25-34 years.  All had completed a 

master’s degree, whereas 26.5% of the sample were pursuing a doctorate degree or had 

completed a doctorate degree.  The majority of participants graduated from programs 

focusing on either clinical mental health counseling (n = 20) or clinical social work (n = 

15).  Sixty-seven percent (67.3%) indicated they had received specific training during 

their master’s program related to working in integrated health care settings. 
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Table 1 
 
Participant Characteristics (N = 49) 
 

Variable n % 
Current age   
     25-34 31 63.3 
     35-44 10 20.4 
     45-54 5 10.2 
     55-64 3 6.1 
   
Sex   
     Female 42 85.7 
     Male 7 14.3 
   
Race/ethnicity   
     Caucasian 40 81.6 
     Minority race 9 18.4 
   
Graduate education status   
     Completed master’s degree 36 73.5 
     Pursuing or completed doctorate degree 13 26.5 
   
Focus of graduate education   
     Clinical mental health counseling 20 40.8 
     Clinical social work 15 30.6 
     Psychology 8 16.3 
     Marriage and family therapy 6 12.2 
   
Training received related to integration   
     Coursework specific to integration 33 67.3 
     Post-master’s training/on-the-job training 16 32.6 
   
Perception of workplace diversity   
     No diversity at all 1 2.1 
     A little diversity 17 34.7 
     A moderate amount of diversity 11 22.4 
     A lot of diversity  10 20.4 
     A great deal of diversity  10 20.4 
   
Location of supervision meetings   
     Onsite face-to-face 33 67.3 
     Offsite face-to-face 10 20.4 
     Online/phone 5 10.2 
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Respondents were also asked about the location of their supervision meetings and 

perceived level of diversity in their workplace.  Sixty-seven percent (67.3%) of those 

surveyed reported that they met with their licensure supervisor face-to-face at their 

workplace.  The remaining participants reported they either met with their licensure 

supervisor off site (20.4%) or by phone/online (10.2%).  As for workplace diversity, 

34.7% of the sample perceived their site to have “little diversity,” 22.4% perceived a 

“moderate amount of diversity,” with 40.8% reporting “a lot of diversity” or “a great deal 

of diversity” in the workplace.   

Scale Descriptives 

The current study utilized counselor self-efficacy, psychological distress, 

supervisor support, and co-worker support along with participant characteristics data in 

an attempt to better understand the experiences of mental health professionals working in 

integrated settings.  The COSE (Larson et al., 1992) was used to assess participant 

counseling self-efficacy.  Perceived counseling self-efficacy was assessed across the 

three subcategories of microskills, counseling process, and working with difficult clients.  

Internal consistencies for the COSE subscales were excellent for microskills (a = .96) and 

counseling process (a = .94) and marginally acceptable for difficult client (a = .62).  

Larson et al. (1992) reported internal consistencies at .88 for microskills, .87 for 

counseling process, and .80 for difficult client.  Mean scores included 4.99 for 

microskills, 4.67 for counseling process, and 4.69 for difficult client (range 1-6).   

The OQ-45.2 (Beckstead et al., 2003) was used to assess participant psychological 

distress in the areas of personal distress and workplace distress.  Lambert, Burlingame, et 
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al. (1996) reported internal consistencies for the OQ-45.2 subscales included .92 for 

symptom distress and .70 for social role.  Internal consistencies were comparable in the 

current study with .86 for symptom distress and .65 for social role.  Mean scores included 

.92 for symptom distress and 1.01 for social role (range 0-4).   

Supervisor support was determined by using the SWAI-T (Efstation et al., 1990).  

Subcategories for supervisory alliance were supervisor rapport and supervisor focus.  

Efstation et al. (1990) reported internal consistencies for SWAI-T subscales included .90 

for rapport and .77 for client focus.  Internal consistencies in the current studies were 

excellent for rapport (a = .91) and good for client focus (a = .88).  Mean scores for the 

SWAI-T were 6.06 for rapport and 5.58 for client focus (range 1-7).  Finally, the Social 

Support Scale (O’Driscoll, 2000) was used to assess perceived co-worker support.   

Table 2 
 
Scale Descriptives and Cronbach’s Alphas 

 

Scale Range M SD α 
COSE 1-6    
     Microskills  4.99 .86 .96 
     Counseling process  4.67 1.04 .94 
    Difficult clients  4.69 .75 .62 
     
SWAI-T 1-7    
     Rapport  6.06 .88 .91 
     Client focus  5.58 1.05 .88 
     
OQ 45.2 0-4    
     Symptom distress  .92 .39 .86 
     Social role  1.01 .46 .65 
     
Social Support Scale 1-5    
     Doctor support  3.32 .96 .88 
     Provider support  3.63 .78 .87 
     Nurse support  3.56 .91 .90 
     Staff support  3.55 1.04 .90 
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Working in an integrated health care setting often requires mental health 

professionals to interact with professionals from a variety of medical disciplines.  

Therefore, co-worker support was assessed across four categories: doctor (i.e., MD, DO, 

Dr. Med, etc.), midlevel provider (i.e., physician assistant, nurse practitioner, etc.), nurse 

(i.e., registered nurse, licenses practical nurse, etc.), and staff (i.e., front desk workers, 

administrators, etc.).  The positions of doctor, midlevel provider, nurse, and staff identify 

the most common disciplines found within a primary care environment (Hall et al., 2015).  

Internal consistencies in the current study included .88 for doctor support, .87 for 

provider support, .90 for nurse support, and .90 for staff support.  O’Driscoll et al. (2004) 

reported a similar internal consistency range between .89-.91.  Mean scores for the Social 

Support Scale included 3.32 for doctor support, 3.63 for provider support, 3.56 for nurse 

support, and 3.55 for staff support (range 1-5). 

Covariates 

T tests, analysis of variance, and correlations were used to test for relationships 

between covariates and variables.  No significant relationships were evident between the 

dependent variable and covariates of sex, race, focus of graduate education, and training 

received related to integration.  Significance was found between the dependent variable 

and the covariates of graduate education status, location of supervision meetings, and 

perception of workplace diversity.  Therefore, the three covariates of education, 

supervision location, and workplace diversity were considered for all further analyses. 
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Major Findings 

Co-Worker Support and Counselor Self-Efficacy 

Hypothesis 1 stated that mental health professionals working in primary care 

settings who report higher levels of co-worker support will report higher levels of 

counseling self-efficacy.  Twelve separate simultaneous multiple linear regression 

analyses were used to examine co-worker support (e.g., support from doctors, providers, 

nurses, and staff) predicted counselor self-efficacy (e.g., microskills, counseling process, 

and working with difficult clients).  Final models included the covariates of graduate 

education, location of supervision, and workplace diversity.  Covariates were removed 

from models one by one until a final model was selected.   

Three of the 12 models were found to be significant.  Initial analysis found that 

BHCs who reported more nurse support scored higher on microskills self-efficacy.  The 

overall model was significant, F(2, 46) = 3.43, R2 = .13, p = .041.  For every unit increase 

in nurse support, microskills self-efficacy increased .29 units (see Table 3).   

Table 3 

Co-Worker Support Predicting Counselor Self-Efficacy 

Model B SE β t p 

Predicting microskills      
     Nurse support .29 .13 .31 2.19 .034 
     Off-site supervision .26 .26 .14 .99 .324 
      
Predicting counseling process      
     Nurse support .49 .15 .37 2.84 .0070 
     More diverse workplace -.26 .11 -.29 -2.27 .028 
      
Predicting difficult client      
     Doctor support .29 .12 .37 2.66 .011 
     More diverse workplace -.17 .09 -.27 -1.99 .053 
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Additionally, results showed that nurse support predicted counseling process self-

efficacy, F(2, 46) = 6.83, R2 = .23, p = .003.  This effect was stronger with a beta of .49.  

In this model, the workplace diversity covariate was also significant, indicating that more 

diversity was associated with lower counseling process self-efficacy.  More support from 

nurses increased clinician confidence to engage in the counseling process with patients.  

Finally, BHCs with more doctor support reported more confidence working with difficult 

clients, F(2, 46) = 4.59, R2 = .17, p = .015.  For every unit of doctor support, difficult 

client self-efficacy was .29 units higher. 

Supervisory Alliance and Counselor Self-Efficacy 

Hypothesis 2 posited that a stronger supervisor alliance would be positively 

associated with counselor self-efficacy.  Hypothesis 2 was analyzed using six regressions 

to determine the association between supervisor alliance and counselor self-efficacy.  

Examination of results revealed that neither of the two supervisor alliance variables (e.g., 

supervisor focus and rapport) predicted self-efficacy, failing to provide support for 

Hypothesis 2.  Probability values for overall F tests ranged from .17-.87.  The 

microskills, supervisor rapport model was not significant, F(2, 46) = 1.43, R2 = .058, p = 

.339.  The microskills, supervisor focus model was not significant, F(2, 46) = .957, R2 = 

.040, p  = .868.  The counseling process, supervisor rapport model was not significant, 

F(2, 46) = 3.48, R2 = .132, p = .166.  The counseling process, supervisor focus model was 

not significant, F(2, 46) = 2.88, R2 = .111, p = .348.  The difficult client, supervisor 

rapport model was not significant, F(2, 46) = 2.53, R2 = .099, p  = .629.  The difficult 

client, supervisor focus model was not significant, F(2, 46) = 2.55, R2 = .100, p = .610.  
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In addition, the covariates of graduate education, supervisor location, and workplace 

diversity were nonsignificant in all six regression models.  

Psychological Distress and Counselor Self-Efficacy 

Hypothesis 3 examined the relationship between psychological distress and 

counseling self-efficacy.  Specifically, an inverse relationship between psychological 

distress and counseling self-efficacy was hypothesized.  Psychological distress was 

measured using the subcategories of symptom distress and social role.  Full models 

included the covariates of graduate education (masters vs. more than masters), location of 

supervision (on-site vs. off-site), and workplace diversity.  Covariates were removed 

from models one by one until a final model was selected.   

Three of the six regression models used to analyze relationships were significant 

(see Table 4).  Results indicated significant inverse relationships between symptom 

distress and microskills, counseling process, and difficult client self-efficacy.  For 

example, mental health professionals who reported less symptom distress reported more 

microskills self-efficacy, F(2, 46) = 8.25, R2 = .264, p = .000.  In addition, respondents 

who reported lower levels of symptom distress reported higher levels of counseling 

process self-efficacy, F(2, 46) = 7.67, R2 = .25, p = .001, and difficult client self-efficacy, 

F(2, 46) = 7.08, R2 = .24, p = .006.  In both of these models, participants with doctoral 

education reported more counseling self-efficacy.  On average, participants with doctoral 

education scored .61 and .62 points higher on counseling process self-efficacy (B = .264, 

p = .047) and difficult client self-efficacy (B = .372, p = .007), respectively.  Results for 

multiple regressions focusing on social role were not significant.  
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Psychological Distress/Supervisory Alliance and Counseling Self-Efficacy 

Regression analysis was used to analyze relationships between the potential 

predictor interactions and dependent variables.  Hypothesis 3a posits psychological 

distress and supervisory working alliance would interact to predict self-efficacy such that 

participants who report the least distress and the strongest supervisory working alliance 

would report the most counselor self-efficacy.  Graduate education, location of 

supervision, and workplace diversity were removed one by one until a final model was 

selected.   

Results demonstrated that the interaction between psychological distress and 

supervisory alliance variables indicated higher levels of counseling self-efficacy, 

supporting the hypothesis.  Specifically, participants who reported lower levels of 

symptom distress and higher levels of supervisor rapport and supervisor focus also 

reported higher levels of difficult client self-efficacy (see Table 5).   

Table 4      

      

Psychological Distress Predicting Counselor Self-Efficacy 

 

Scale B SE β t p 

Predicting microskills      
     More symptom distress -1.13 .28 -.52 -4.01 .000 
     Some or completed doctoral education .32 .25 .17 1.30 .202 
      
Predicting counseling process      
     More symptom distress -1.25 .34 -.47 -3.64 .001 
     Some or completed doctoral education .61 .30 .26 2.04 .047 
      
Predicting difficult client      
      More symptom distress -.72 .25 -.38 -2.91 .006 
      Some or completed doctoral education .62 .21 .37 2.84 .007 
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No significant relationships were found between the interaction and microskills 

and counseling self-efficacy.  Additionally, the covariate of graduate education was 

significantly correlated in the models displayed in Table 6.  More education contributed 

to increased self-efficacy in clinicians who were also experiencing lower distress and 

higher alliance with a supervisor.  The difficult client, symptom distress/supervisor 

rapport interaction model was significant, F(4, 44) = 7.50, R2 = .405, p = .000, as was the 

difficult client, symptom distress/supervisor focus interaction model, F(4, 44) = 4.72, R2 

= .300, p = .003.  Clinicians were more confident to work with challenging patients when 

also experiencing lower distress and higher alliance with a supervisor. 

 

  

Table 5      

      

Interaction Between Psychological Distress/Supervisory Alliance Predicting 

Counseling Self-Efficacy 

      

Scale  B  SE    β  t   p 

Predicting difficult client      
     Symptom distress -4.35 1.45 -2.29 -2.99 .004 
     Supervisor rapport -2.61 .74 -3.08 -3.52 .001 
     Symptom distress + supervisor rapport .83 .24 4.50 3.54 .001 
     Some or completed doctoral education .55 .20 .33 2.79 .008 
      
     Symptom distress -1.24 1.01 -.65 -1.23 .224 
     Supervisor focus -1.11 .55 -1.55 -1.99 .052 
     Symptom distress + supervisor focus .36 .18 2.03 2.01 .050 
     Some or completed doctoral education .62 .22 .37 2.85 .007 
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Psychological Distress/Co-Worker Support and Counselor Self-Efficacy 

Hypothesis 3B posits psychological distress and co-worker support will interact to 

predict self-efficacy such that participants who report the least distress and the strongest 

co-worker support will report the highest counselor self-efficacy.  Regression analysis 

was used to examine interactions between the two psychological distress scales and the 

four support scales as predictors of the three counseling self-efficacy scales for a total of 

24 regression models.  As with previous hypotheses, the covariates of graduate education, 

location of supervision, and workplace diversity were included in full models and 

removed incrementally until a final model was chosen.   

Table 6      

      

Interaction Between Psychological Distress/Co-Worker Support Predicting Counselor 

Self-Efficacy 

      

Scale  B  SE    β  t   p 

Predicting microskills      
     Social role -3.05 1.32 -1.63 -2.31 .026 
     Provider support -2.33 1.11 -2.12 -2.11 .041 
     Social role + provider support .84 .37 3.0 2.27 .028 
     More workplace diversity -.12 .10 -.16 -1.14 .263 
      
Predicting counseling process      
     Social role -3.91 1.64 -1.74 -2.39 .021 
     Nurse support -2.63 1.29 -2.31 -2.03 .049 
     Social role + nurse support 1.02 .44 3.5 2.37 .022 
     More workplace diversity -.28 .11 -.32 -2.56 .014 
      
Predicting difficult client      
     Social role -4.12 1.21 -2.55 -3.42 .001 
     Nurse support -2.96 .96 -3.62 -3.10 .003 
     Social role + nurse support 1.08 .32 5.01 3.3 .002 
     More workplace diversity -.15 .08 -.24 -1.9 .069 
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Examination of results revealed three significant interactions between variables 

(see Table 6).  Only three of the 24 models showed a significant reaction.  Symptom 

distress and co-worker support interactions were not significant.  Three of the 12 social 

role and co-worker support interactions were significant.  Mental health professionals 

who reported higher levels of social role and provider support also reported high levels of 

microskills self-efficacy, although the overall model was not significant F(4, 44) = 1.73, 

R2 = .136, p = .161.  Additionally, interactions between social role and nurse support 

positively associated with higher levels of counseling process self-efficacy, including a 

significant correlation with the workplace diversity covariate.  The same interactions also 

predicted higher levels of difficult client self-efficacy.  The counseling process and social 

roles/nurse support model was significant, F(4, 44) = 5.13, R2 = .318, p = .002, along 

with the difficult client, social role/nurse support model, F(4, 44) = 4.34, R2 = .285, p = 

.004.   
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CHAPTER IV 

DISCUSSION 

The purpose of this study was to better understand the experiences of mental 

health professionals working in integrated health care settings.  Most mental health 

professionals involved in this study were Caucasian/White/non-Hispanic females under 

35 years of age.  Clinicians who reported higher levels of counselor self-efficacy also 

reported higher levels of perceived co-worker support from nurses and doctors.  

Clinicians who reported higher levels of counselor self-efficacy also reported lower 

levels of perceived psychological distress.  In contrast to what was hypothesized, higher 

levels of alliance with a licensure supervisor did not increase counselor self-efficacy 

among clinicians.  Significant relationships, however, were found when supervisor 

support interacted with other variables as predicted.   

Summary of Findings 

Participant Demographics 

The present study examined the relationships between participant demographic 

characteristics and their perceived self-efficacy, supervisor support, co-worker support, 

and psychological distress.  The findings indicated no relationships between participants’ 

age, gender, or ethnicity and their reported self-efficacy, support, or distress.  Tang et al. 

(2004) found similar results that identified no relationship between age and counselor 

self-efficacy.  Results may suggest that a BHC’s age is not related to his or her perceived 

confidence to perform professional duties and that counseling self-efficacy may relate 

more with clinicians’ level of education than age.   
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The current study found a positive association between participant education and 

counseling self-efficacy.  Specifically, respondents who reported higher levels of 

education also reported higher levels of difficult client self-efficacy.  These results are 

similar to Tang et al.’s (2004) study, which found positive associations between 

completed coursework and counseling self-efficacy among counselor trainees.  The 

association between education, experience, and self-efficacy is also consistent with 

Bandura (1977) who found a strong relationship between self-efficacy and performance 

accomplishments.  All current study participants had completed a master’s program, 

whereas 26% of participants had also began or completed a doctoral program.  

Participants with more education reported more self-efficacy, which may suggest that 

BHCs who pursue doctoral-level education may feel more confident when working with 

difficult clients.  This position is consistent with Melchert et al. (1996) who suggested 

that extended graduate training of doctoral programs may provide increased self-efficacy 

and competence that “cannot be gained solely through acquiring additional clinical 

experience with bachelor’s or master’s level training” (p. 642).  Current findings may 

imply that working effectively in an integrated medical setting requires clinicians to 

pursue higher levels of education that bridge the medical and mental health 

environments. 

Eighty-four percent of study participants were under the age of 45, and 63% of 

participants were under the age of 35.  The younger ages represented in the sample may 

be a result of the study including only clinicians who are in the process of obtaining state 

licensure.  Another explanation for the majority of younger clinicians in the sample may 

be the “relatively new development” that is integrated behavioral health (Skillman et al., 
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2016, p. 8).  Still emerging in the mental health profession (A. J. Bridges et al., 2015; 

Gleuck, 2015), the BHC role has just begun to gain momentum and may be more 

appealing to clinicians who are in the beginning stages of their career.  The large number 

of younger participants may imply that the BHC role is an entry-level position for 

master’s-level clinicians working in integrated health care settings.  With increased 

experience, mental health professionals in integrated settings may transition to positions 

of clinical supervision or administrative leadership.   

Of the study sample, 86% of participants were female, which is a slightly higher 

representation than the population of mental health professionals (Hollis, 2013).  

According to recent workforce, females represent 69% of psychologists, 72% of 

counselors, and 83% of social workers (Bureau of Labor Statistics, 2018).  The numbers 

are consistent with medical positions within integrated settings.  For example, 93% of 

nurses (i.e., registered nurse, licensed professional nurse, etc.) within primary care in the 

United States are female (Budden, Zhong, Moulton, & Cimiotti, 2013).  Of midlevel 

providers, females represent three quarters of physician assistants, whereas females make 

up 95% of nurse practitioners (Hooker, Brock, & Cook, 2016).  In both instances, gender 

characteristics within the BHC population are similar to their medical counterparts.  The 

high numbers of females in the current sample appear to compare adequately to gender 

representation amongst medical and mental health professionals.   

No significant relationships were found between the covariate of supervisor 

location and other variables, specifically supervisor support.  The majority of participants 

(67%) reported that they met with their licensure supervisor face-to-face and on site at the 

integrated setting.  Other participants indicated supervision meetings took place face-to-
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face and off site (20%) or via online/phone meeting (10%).  Results may imply that 

clinicians can feel supported or nonsupported by their supervisor regardless of the 

location of the meetings.  This implication differs from a number of studies that have 

called for on-site supervision for BHCs (Dale & Lee, 2016; Pratt & Lamson, 2012).  For 

example, Edwards and Patterson (2006) emphasized the need for BHCs to receive on-site 

supervision specific to medical culture, chronic disease management, and collaboration 

with medical personnel.  However, nonsignificant findings in the present study may 

suggest that clinicians in integrated settings can feel adequate support from off-site 

supervisors. 

Co-Worker Support and Counselor Self-Efficacy 

Hypothesis 1 asserted that mental health professionals working in primary care 

settings who report higher levels of co-worker support will report higher levels of 

counseling self-efficacy.  This assertion was based on previous studies concerning the 

importance of counselor self-efficacy among mental health professionals (Greason & 

Cashwell, 2009; Iarussi et al., 2013; Larson et al., 1992), as well as the need for 

collaboration and support between mental health professionals and medical professionals 

within integrated health care settings (Davis et al. 2015; Dickinson, 2015; Edwards & 

Patterson, 2006).  The results of this study indicated that higher levels of support 

significantly associated with higher levels of counseling self-efficacy and align with 

previous studies related to support and self-efficacy.   

For example, Hefner and Eisenberg (2009) found that higher levels of social 

support positively influence self-efficacy among college students.  Stetz et al. (2006) 

found a connection between self-efficacy and support among military personnel.  
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However, less is known about the effects of co-worker support within a multidisciplinary 

medical setting.  Findings from the current study may suggest that support from a 

medical co-worker may positively influence a BHCs confidence to perform mental health 

duties within an integrated setting.   

The current study attempted to better understand co-worker support from the 

various medical disciplines represented in an integrated health care setting and how that 

support may or may not predict counselor self-efficacy.  Therefore, co-worker support 

was assessed across four categories: doctors (i.e., MD, DO, Dr. Med, etc.), midlevel 

providers (i.e., physician assistant, nurse practitioner, etc.), nurses (i.e., registered nurse, 

licensed practical nurse, etc.), and staff (i.e., administrators, front desk workers, etc.).  

The four categories represent common professional disciplines found in primary care or 

similar health care settings (Hall et al., 2015).  This study found significant relationships 

between the support of nurses and doctors and counselor self-efficacy.  For example, 

when mental health professionals in integrated medical settings perceived more support 

from nurses, they also felt more confident to use basic counseling microskills (i.e., active 

listening, clear responding, tracking the client, etc.) and engage in the counseling process 

(i.e., definition of the problem, goal development, strength finding, etc.).   

A higher number of positive associations were identified between nurse support 

and counseling self-efficacy than with the other discipline (e.g., doctors, midlevel 

providers, and staff) represented in the study.  Associations between nurse support and 

counselor self-efficacy, specifically microskills and counseling process, may suggest that 

higher levels of support and collaboration between nurses and mental health professionals 

increase clinician confidence when working with patients.  Greater nurse support seemed 
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to positively effect BHC interactions with patients.  Collaboration within integrated 

settings promotes teamwork among co-workers (Rout et al., 2011) and increases 

likelihood of positive patient outcomes (McGough et al., 2015).  The positive effects of 

multidisciplinary collaboration between nurses and mental health professionals may 

increase their belief in themselves to carry out professional duties.   

The results may also be explained by the understanding that, of all of the 

disciplines represented in integrated settings, nurses and mental health professionals 

spend the most time engaged in direct care with patients.  It should be noted that the term 

nurses refers only to bachelor’s-level providers (i.e., registered nurse, licensed practical 

nurse, etc.).  The term does not to refer to nurse practitioners, as they are considered 

midlevel providers in an integrated health care setting (Bishop, 2012).  Nurses spend an 

average of 45.8% of their time providing direct patient care (Philipsen et al., 2014), 

whereas doctors spend an average of 27.5% of their time providing direct patient care 

(Ammenwerth & Spotl, 2009).  Mental health professionals in the BHC role spend 15-30 

minutes in direct contact with each patient they encounter (Hall et al., 2015; James, 

2006).  Of the disciplines represented in an integrated environment, nurses and BHCs 

spend the most time engaging in direct patient care and the two positions may, therefore, 

experience a high level of support and collaboration.  This support and collaboration may 

help explain why nurse support is positively associated with counseling self-efficacy 

among clinicians in the study.   

Another finding within the scope of Hypothesis 1 is related to doctor support and 

self-efficacy.  The study found that increased doctor support positively correlated with 

increased counseling self-efficacy when dealing with difficult clients.  More co-worker 
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support from doctors predicted more confidence for clinicians to work with challenging 

patients.  Associations between doctor support and self-efficacy may theoretically imply 

that mental health clinicians are more confident working with difficult patients when the 

patient’s doctor is present and involved in the collaborative care.  Within an integrated 

care approach, the primary care physician retains control of the patient’s care (Robinson 

& Reiter, 2016), hence the use of the term consultant for the BHC.  Clinicians may 

maintain more self-efficacy when they know they have the support of the care team 

leader for the patient.   

Conversely, counseling self-efficacy may be negatively affected when doctors are 

not supportive of the BHC role.  Beacham et al. (2012) found that primary care 

physicians may not support the integration of the BHC role into the care system, 

especially when the physicians have a limited knowledge of mental health treatment.  

Lack of support from the care team leader may negatively impact clinician confidence to 

work with difficult patients.  Despite the implication, it seems more studies have found 

strong support from doctors toward the BHC role and multidisciplinary collaboration 

(Funderburk et al., 2010; Levine et al., 2005; Serrano & Monden, 2011; Torrence et al., 

2014). 

Co-worker support of nurses and doctors were both found in the study to impact 

counseling self-efficacy.  However, the study found no significant associations related to 

support from midlevel providers or staff.  The lack of significance with these two 

categories may indicate a difference in perceived co-worker support between the various 

disciplines represented.  For example, clinicians may feel less supported by clinic staff 

(i.e., administrators, front desk workers, etc.) than they do by nurses and doctors.  This 
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implication is supported by Glueck’s (2015) qualitative research in which the author 

examined barriers to BHCs carrying out professional duties.  According to Glueck, BHCs 

expressed concern due to a lack of support and collaboration with administrative staff.  

Glueck posited that more training is needed for staff and BHCs to increase collaboration 

related to mental health treatment in an integrated setting.  Other studies have highlighted 

the need for similar multidisciplinary training (Dickinson, 2015; Hall et al., 2015). 

Supervisor Support and Counselor Self-Efficacy 

Hypothesis 2 posited that higher levels of support from a licensure supervisor 

would be associated with higher levels of counselor self-efficacy.  The current sample 

showed no significant relationships between the supervisor support and counselor self-

efficacy.  Neither the focus of the supervision nor the rapport of the supervisory 

relationship predicted counseling self-efficacy.  Findings are consistent with a study by 

Ladany et al. (1999), who found no significant correlations between supervisory working 

alliance and counseling self-efficacy among mental health supervisees.  The authors 

called for further examination of the measures and methods of studying supervisory 

alliance.  The findings for Hypothesis 2, however, are contrary to a number of studies in 

which the two constructs are significantly correlated (Barns, 2004; Cashwell & Dooley, 

2001; Daniels & Larson, 2001; Kozina et al., 2010; Reese et al., 2009).  For example, 

Watkins (2014) conducted a meta-analysis of 40 studies related to supervisory alliance 

and found that a strong supervisor relationship was predictive of higher levels of 

counseling self-efficacy.   

Findings that do not support the hypothesis may be explained by the lack of 

specialized supervision available for the BHC role.  According to A. J. Bridges et al. 
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(2015), the BHC role is still a recent development—emerging nationwide in the early 

2010s.  Novice BHCs may find it difficult to find a supervisor who is knowledgeable and 

experienced in integration.  Moreover, BHCs receiving licensure supervision from a 

clinician who is not familiar with integrated settings may find the supervision experience 

deficient.  Pratt and Lamson (2012) emphasized the need for supervision specific to 

behavioral health consultation, which includes focused guidance related to medical 

culture and processes, treating patients with chronic diseases, and collaboration with 

medical personnel.   

Most of the participants in the current study (67.3%) indicated meeting on site and 

face-to-face with their licensure supervisor.  The remaining sample (30.6%) indicated 

meeting off site or online/phone with their licensure supervisor.  Results are not clear as 

to if the participants perceived their supervision experience to be specialized to integrated 

care.  Previous studies have highlighted the lack of adequate supervision for the BHC 

role (Dale & Lee, 2016; Edwards & Patterson, 2006).  The lack of appropriately 

specialized supervision may have contributed to the lack of support found for the 

hypothesis.  

Psychological Distress and Counselor Self-Efficacy 

Hypothesis 3 asserted that mental health professionals working in primary care 

settings who report lower levels of distress will report higher levels of counseling self-

efficacy.  As asserted by the hypothesis, lower levels of psychological distress were 

adversely associated with higher levels of counseling self-efficacy.  Less distress 

predicted more self-efficacy among clinicians in integrated settings.  The study findings 

support prior research related to the effects of distress on mental health professionals 
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(Figley, 1995; Lambie et al., 2009).  The findings also support prior research related to 

distress in a medical environment.  For example, when considering the effects of distress 

on primary care clinicians, Fortney, Luchterhand, Zakletskaia, Zgierska, and Rakel 

(2013) noted that clinicians experienced high levels of emotional distress.  The authors 

found lower distress correlated with higher positive professional attributes.   

Unlike the results of Fortney et al. (2013), participants in the current study 

consistently reported low levels of distress.  Results are contrary to several previous 

studies related to mental health professionals working in integrated settings (Cox et al., 

2014; Hall et al., 2015; Kessler, 2008).  For example, Cox et al. (2014) found that novice 

mental health professionals can experience high levels of distress in medical settings due 

to unfamiliarity to medical culture, unclear role expectations, and the fast pace of the 

clinic.  The authors reported that to decrease distress, clinicians desired increased 

understanding of integrated procedures and support from clinic staff.  Conversely, the 

vast majority of mental health professionals in the current study reported low distress 

scores.   

Low distress scores may be a result of more education.  The current study found 

that higher levels of education (e.g., master’s degree and doctorate degree) contributed to 

lower levels of distress and higher levels of self-efficacy.  More educational experience 

may increase clinician confidence to preform professional duties (Larson et al., 1992; 

Melchert et al., 1996).  Moreover, low distress scores may be due to more adequate 

education.  The majority of study participants (67.3%) indicated that they had received 

specific coursework related to working in a medical setting during their graduate 

education program.  This result was unexpected given the deficit of behavioral health 
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integration education posited by multiple researchers (Blount & Miller, 2009; Bluestein 

& Cubic, 2009; Davis et al., 2015; Dickinson, 2015; Vogel et al., 2014) and may suggest 

that the existence of such graduate coursework has grown in recent years.   

In addition, low distress scores may be due to fear of appearing distressed.  For 

instance, the online surveys used to collect responses were often distributed to 

participants by the participant’s licensure or organizational supervisor.  Though 

participants were informed that all survey responses were confidential, answers related to 

psychological distress may have been influenced by fear of evaluation by a supervisor, 

should the supervisor ever see the participant’s responses.  Additionally, low distress 

scores may be due to fear of appearing unsuccessful or incapable of performing 

professional duties.  Participants may have had difficulty answering questions such as “I 

feel I am not doing well at work” or “I’m not working as much as I used to.”  Such 

questions may have prevented participants from giving honest answers, especially if 

participants doubted the confidentiality of their answers or feared that respondents could 

be identified.   

Psychological Distress, Supervisor Support, and Counseling Self-Efficacy 

Hypothesis 3a examined the interactions between psychological distress and 

supervisor support as predictors for counseling self-efficacy.  Though no significant 

associations were found between supervisor support and counseling self-efficacy in 

Hypothesis 2, support was found for Hypothesis 3a when supervisor support interacted 

with distress to predict self-efficacy.  More supervisor support and less distress interacted 

to predict more counselor self-efficacy when working with difficult patients.  Study 
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results align with prior research related to the positive effects of maintaining strong 

supervisory relationships (Ladany et al., 1999; Reece et al., 2009; Watkins et al., 2014).   

Results indicated that clinicians in integrated settings are less distressed and more 

confident working with difficult patients when supervisor support is present.  According 

to Larson et al. (1992), the term difficult refers to patients who are unmotivated, 

nonverbal, indecisive, and noncommittal.  Study results may suggest that, though the 

supervisor is not always present, clinicians feel more confident and less distressed when 

they perceive strong supervisor support.  Such support may increase the clinicians’ self-

efficacy to work autonomously with a difficult patient.  The term difficult also refers to 

patients presenting in crisis with problems related to suicidality, substance use, or 

physical abuse (Larson et al., 1992).  Perceived supervisor support may also increase 

clinicians’ confidence to make more effective decisions in the midst of a patient’s crisis 

experience.   

Mental health professionals’ ability to maintain appropriate levels of personal 

distress may also contribute to their self-efficacy to work patient’s in crisis.  Distress 

management among mental health professionals has been emphasized by prior research 

(Adams et al., 2006; Sabin-Farrell & Turpin, 2003).  Additionally, results for Hypothesis 

3a found that participants who reported higher levels of education also reported less 

distress and more supervisor support, which then predicted more counseling self-efficacy 

when working with difficult patients.  Results add to the importance of adequate 

education and training for mental health clinicians in integrated settings (Cohen, Davis, et 

al., 2015; Davis et al., 2015).   

Psychological Distress, Co-Worker Support, and Counseling Self-Efficacy 
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Hypothesis 3b supposed psychological distress and co-worker support would 

interact to predict self-efficacy such that participants who report the least distress and the 

strongest co-worker support would report the highest counselor self-efficacy.  Hypothesis 

3b is the only instance in the current study of which support from midlevel providers (i.e., 

physician assistant, nurse practitioner, etc.) is significantly associated with counselor self-

efficacy.  More support from midlevel providers and less distress interacted to predict 

more microskills self-efficacy among clinicians.  Microskills self-efficacy refers to 

clinicians’ belief in their ability to use learned counseling skills with patients.  Health 

care in the United States has experienced a sharp rise in the use of midlevel providers 

since the implementation of the ACA in 2012 (Liu et al., 2017).  Therefore, mental health 

providers in integrated settings are collaborating more and more with physician assistants 

and nurse practitioners.  The current study results may suggest that increased 

collaboration and support between BHCs and midlevel providers contributes to higher 

levels of confidence to perform duties.   

Similar to Hypothesis 1 results, nurse support also associated with higher levels of 

self-efficacy.  Results indicated that more nurse support and less distress interacted to 

predict more self-efficacy among clinicians to engage patients in the counseling process.  

Furthermore, the same interaction predicted increased clinician confidence to work with 

difficult patients.  Results suggest that the collaboration between nurses and mental 

health professionals in integrated settings is important to the development of self-efficacy 

among an integrated team of providers.  Study findings support multiple studies that have 

highlighted the importance of multidisciplinary collaboration, including nursing, in the 

quality of integrated care (D. R. Bridges et al., 2011; Cohen, Davis, et al., 2015; Dale & 
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Lee, 2016; Levey & Miller, 2012; McGough et al., 2015).  One result from the study 

indicated results related nurse support and workplace diversity.  Participants who 

reported working in a less ethnically diverse workplace also reported more nurse support 

and less distress.  Results seem to suggest that working in a less diverse environment may 

contribute to increased counselor self-efficacy under certain circumstances.  Findings 

may be related to a clinician’s ability to adapt to a multidisciplinary and ethnically 

diverse environment. 

Implications 

The goal of the current study was to better understand the experiences of mental 

health professionals working in integrated health care settings.  Specifically, this study 

considered possible predictors of counseling self-efficacy among BHCs, including co-

worker support, supervisor support, and perceived psychological distress.  Study 

participants indicated higher levels of counseling self-efficacy when supported by nurses 

and doctors in clinic.  As nurse support increased, so did clinicians’ confidence in their 

own counseling skills.  As doctor support increased, so did clinicians’ confidence to work 

with challenging patients.  Mental health professionals in medical settings may find it 

advantageous to cultivate positive relationships with clinic nurses and doctors, as it may 

improve their perceived ability to work effectively with patients (Blount, 2003; Rout et 

al., 2011; Vogel et al., 2014).  Increased support from nurses may increase BHCs’ 

perceived ability to engage medical patients using counseling skills and processes.  

Doctor support may aid BHCs when providing care for crisis patients or those resistant to 

medical or mental health care. 
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Nonsignificant relationships found between supervisor support and counseling 

self-efficacy may imply that more specialized supervision is needed for mental health 

professionals in integrated settings (Dale & Lee, 2016; Edwards & Patterson, 2006; Pratt 

& Lamson, 2012).  The BHC role may require that supervisors understand medical 

environments and systems in order to provide adequate support.  Additionally, study 

results may indicate that on-site supervision is not as important to the supervision process 

as the supervisor’s scope of knowledge and familiarity with integrated health care 

systems.   

Participants in the study who reported lower levels of distress also reported higher 

levels of counseling self-efficacy, suggesting the importance for mental health 

professionals to maintain appropriate levels of personal and professional distress (Lambie 

et al., 2009).  Working regularly with distressed patients in medical settings may 

contribute to higher levels of distress among clinicians (Figley, 1995; Sabin-Farrell & 

Turpin, 2003).  Furthermore, integrating mental health professionals into medical settings 

requires clinic-wide changes that providers may find challenging (Kessler, 2008).  

Responsibilities of the BHC role are continuing to be developed (Hall et al., 2015).  

Therefore, managing distress is important for mental health professionals serving in BHC 

roles.  Although supervisor support alone did not associate with self-efficacy in the 

current study, higher supervisor support and lower distress together significantly 

predicted self-efficacy.  In addition, mental health professionals with more educational 

experience, less distress, and more supervisor support also reported increased self-

efficacy in integrated settings.  Similar positive associations were also found related to 
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co-worker support.  Managing distress and cultivating support appear part of the process 

of self-efficacy development among BHCs. 

Professional counselors have an opportunity to be a part of a growing movement 

toward mental and physical health integration in the United States.  Health care systems 

are shifting toward a one-stop shop approach to health care, and the workforce need for 

mental health professionals to serve in medical settings is considerable (Blount & Miller, 

2009; Burke et al., 2013).  For example, the latest major reform to health care in the 

United States (Rak & Coffin, 2013) provided the opportunity for professional counselors 

to fill mental health roles in primary care and other medical settings—roles previously 

reserved only for psychologists (Beronio et al., 2013).  These changes to health care have 

created a workforce shortage (Burke et al., 2013) that professional counselors can help 

solve.  Professional counselors represented 41% of the mental health professionals in the 

present study, followed by social workers (31%), psychologists (16%), and marriage and 

family therapists (12%).  Though participants were part of a convenience sample, the 

numbers may suggest that professional counselors are part of the solution to meet mental 

health needs in integrated settings across the United States.   

Researchers have suggested that master’s-level clinicians (e.g., professional 

counselors, social workers, marriage and family therapists) are not properly trained to 

work with patients in medical settings (Commings & Commings, 2009; Hall et al., 2015).  

Nearly a third (32%) of participants in the current study reported that they had not 

received training specific to integrated behavioral health during their master’s programs.  

Furthermore, the results of the current study indicated positive associations between 

support and self-efficacy among BHCs with more educational experience.  Mental health 
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training programs across the United States are introducing degrees and elective courses 

specific to behavioral health integration (Vogel et al., 2014).  Counselor educators and 

supervisors may further contribute to this trend by providing graduate and other training 

opportunities for professional counselors. 

Adequate supervision is another important implication for counselors working in 

medical settings.  The current study found positive associations between supervisor 

support, low distress, and counselor self-efficacy.  Professional counselors in medical 

settings may benefit from a supervisor familiar with behavioral health integration, 

including patient health, brief screening instrumentation, chronic decease management, 

medical culture, and working within multidisciplinary teams (Aitken & Curtis, 2004; 

Blount & Miller, 2009; Glueck, 2015; Robinson & Reiter, 2007).  CACREP (2016) 

standards include the responsibility for counselors to better understand integrated 

behavioral health care systems and “interorganizational collaboration” (2:F:1:b, p. 8).  

Increased understanding in areas of integration may provide counselors opportunities 

within another lesser known track within the profession.  

Finally, results from the present study imply the need for counselors to be aware 

of their self-efficacy and factors that contribute of higher levels of self-efficacy.  The 

concept of counseling self-efficacy has been considered a useful tool to help counselors 

develop from simply believing they can work effectively to practicing effectively (Larson 

et al., 1992).  The present study found positive associations between certain types of co-

worker and supervisor support and increased self-efficacy.  Implications exist for 

professional counselors such that counselors may find it advantageous to cultivate 

supportive relationships with clinic nurses and doctors.  The current study indicated 
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several positive associations between nurse support and doctor support and counselor 

self-efficacy among BHCs.  Additionally, the current study found that low distress 

contributes to increased self-efficacy.  Managing distress can improve professional 

counselors’ confidence to carry out daily professional activities.  Counselor self-efficacy 

has been positively associated with client outcomes (Larson et al., 1992) and, therefore, 

may be integral to the development of effective counselors.   

Limitations 

The purpose of the current study was to better understand the experiences of 

mental health professionals working in medical settings.  Multiple limitations were found 

during the research process.  The present study only reflected the experiences of a small 

sample of mental health professionals working in integrated settings.  Convenience 

sampling limited the study by underrepresenting or overrepresenting particular groups 

within the sample.  Under/overrepresentation limited a study’s ability to be generalized to 

a population and resulted in low external validity (Price & Murnan, 2004).  In addition, 

the majority of participants in this study were Caucasian/White/non-Hispanic females 

under the age of 35.  The lack of ethnic differences in the sample hindered the ability to 

generalize this study’s results across diverse populations.  Convenience sampling limited 

the possibility that the study participants would represent a diverse section of cultural, 

biological, or perceptual differences.  

Limitations existed related to accessing adequate sample numbers of mental 

health professionals in integrated health care environments.  Attempts by the researcher 

to access participants in health care facilities or within post-master’s behavioral health 

training programs were hindered due to unforeseen factors related to each particular 
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facility or program.  Facilities and programs research participation policies created 

challenges for researchers outside of the organization to access mental health 

professionals working in medical environments.  The BHC role is still emerging across 

the United States, and challenges for the researcher existed when attempting to access 

adequate numbers of mental health professionals working in integrated health care 

settings.   

Moreover, limited numbers of prelicensed (in process of obtaining state licensure) 

mental health clinicians working as BHCs were available.  This limitation may be due in 

part to the challenges medical organizations face when attempting to bill insurance 

companies for mental health services provided by prelicensed clinicians (Mauch, Kautz, 

& Smith, 2008).  For example, of the 225 participants to take the study survey, only 49 

were included in the sample.  The limited sample was due in large part to the lack of 

prelicensed professionals working in medical settings.  

The following instruments were used to assess participant perspectives: 

counseling self-efficacy (COSE; Larson et al., 1992), supervisor support (SWAI; 

Efstation et al., 1990), co-worker support (Social Support Scale; O’Driscoll, 2000), and 

psychological distress (OQ-45.2; Beckstead et al., 2003).  A limitation for this present 

study was the use of the SWAI to assess supervisor support.  Although the SWAI has 

been an effective tool to measure supervisee/supervisor alliance (Efstation et al., 1990; 

Ladany et al., 1999), the use of this instrument required that participants be in the 

beginning stages of their career.  Use of a more general instrument to measure supervisor 

support may be a more effective method to involve clinicians at different stages of their 

career. 
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Additional limitations existed related to the internal validity of instrumentation.  

Participants’ self-efficacy responses may have been impacted by temporal events.  For 

example, if recent events were positive (e.g., positive interactions with patients, 

supportive feedback from a supervisor, and positive collaboration with clinic staff), 

participants may have inflated counselor self-efficacy scores on the survey.  Conversely, 

if recent events were negative (e.g., non-improvement of a patient, critical feedback from 

supervisor, and poor collaboration with clinic staff), participants may have understated 

counseling self-efficacy scores.  Additionally, perceptions of psychological distress may 

have been influenced if participants feared that scores would be made known to clinical 

or administrative supervisors.   

Threats to statistical conclusion validity in this study existed, including Type I 

errors and assumption violations.  The predictor variables of co-worker support, 

supervisor support, and psychological distress were included as having been supported by 

previous empirical studies in order to meet statistical assumptions.  Instrument reliability 

and validity of the COSE, OQ 45.2, SWAI-T, and Social Support Scale were considered 

to limit measurement error.  Certain subscales of the measures were discarded due to 

poor reliability.  Additionally, data-gathering floor effects limited the range of subscale 

analyses (Vogt & Johnson, 2015).  For example, analysis related to the psychological 

distress instrument was limited due to the bunching of similar scores. 

Future Directions for Research 

Future research related to the experiences of mental health professionals working 

in integrated settings can begin with assessing larger numbers of BHCs.  Reconfiguring 

measures and data collection methods can increase the sample and include a larger swath 
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of clinicians, specifically participants who are fully licensed in their state.  Utilization of 

a supervisor support measure with a broader focus is suggested that would include 

licensed and experienced clinicians relations with their organizational and/or clinical 

supervisors.  The current study’s sample collection was hindered by only including 

prelicensed clinicians.  By including licensed clinicians, researchers can further define 

the experiences of clinicians working in medical settings and, thereby, improve 

understanding of how these clinicians develop professionally.   

Future studies could further clarify differences of relations between BHCs and 

other disciplines represented in a medical setting.  For example, researchers may wish to 

investigate how BHCs interact differently with doctors than nurses or midlevel providers.  

The current study examined perceived support related to practical assistance, advice, 

feedback, and sympathy.  Future researchers may concentrate on collaborative 

interactions between mental health personnel and medical personnel, including 

multidisciplinary teamwork, professional identity, and patient outcomes (Ader et al., 

2015; Bartles et al., 2004; Blount, 2003).  A better understanding of how BHCs interact 

with medical providers may also improve training processes. 

Researches may also explore the efficacy of specialized supervision for BHCs.  

For instance, BHCs receiving licensure supervision from a supervisor unfamiliar with 

behavioral health integration may find the supervision process incomplete.  Previous 

studies have emphasized the importance of clinicians engaging in a supervision process 

specific to integrated health care (Dale & Lee, 2016; Pratt & Lamson, 2012).  The current 

study’s results were mixed as to the importance of supervisor support to BHC 
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development of self-efficacy.  A pre- and posttest design may provider stronger support 

for the need for specialized supervision.   

Additional studies related to the psychological distress levels among BHCs are 

needed.  Participants in the current study indicated very low levels of distress, which is 

contrary to previous studies describing the challenges BHCs face when transitioning to 

medical settings (Beacham et al. 2012; Davis et al., 2015; Hall et al., 2015; Hunter et al., 

2009).  Future researchers may consider focusing less on overall psychological distress 

and more on stress specific to the workplace and, even more specific, stress related to 

working in a multidisciplinary environment.  According to Glueck (2015), BHCs have 

felt ill-prepared for the transition of working in a medical setting.  Further understanding 

of BHC distress levels may improve behavioral health education and training efforts. 

Conclusion 

This study confirmed prior findings that co-worker support, supervisor support, 

and psychological distress are linked to counselor self-efficacy among mental health 

professionals.  This study focused on the experiences of BHCs and discovered significant 

relationships between co-worker support from nurses and doctors and counseling self-

efficacy.  The results further emphasized the importance of multidisciplinary 

collaboration and support among mental health professionals working in integrated 

settings.  Counseling self-efficacy has been connected to patient outcomes (Larson & 

Daniels, 1998; Lent et al., 2006) and is therefore an important factor in the development 

of BHCs. 
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Demographic Inventory 

 
1. Age: What is your age in years?  (please enter a number) 

o _______ 
 

2. Gender: What is your gender? 

o Male 
o Female 
o Other 

 
3. What is your race/ethnicity? (Please select all that apply.) 

o African American or Black 
o Asian or Asian American 
o Caucasian or White 
o Hispanic or Latino 
o Native American or Alaskan Native 
o Native Hawaiian or Other Pacific Islander 

 
4. What was the focus of your masters program? 

 
o Mental health counseling (LPC) 
o Marriage and Family Therapy (LMFT) 
o Social Work (LCSW) 
o Psychology 
o Other 

 
5. In what state are you pursuing your license? 

o _____ 

 

6. How many post-masters years of experience do you have working in the mental 
health field? 
 

o _______ Years (enter a number) 

o _______ Months (enter a number) 

 

7. How many years of experience do you have working in a primary care setting? 
 

o _______ Years (enter a number) 

o _______ Months (enter a number) 
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8. How many hours of licensure supervision have you completed?  (Your best guess 
is fine.) 
 

o _______ 
9. Where do you meet with your supervisor? 

 
o On-site, face to face 
o Off-site, face to face 
o Online (Skype or similar) 
o Phone 
o Other 

 
10. What training have you received for working in a primary care setting? (Please 

select all that apply). 
 

o Masters program coursework 
o Post-masters training (i.e., continuing education, etc.) 
o On-the-job training 
o Other (please specify) 
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Counseling Self-Estimate Inventory 

 

Instructions: Read each statement, and then indicate the extent to which you agree or 
disagree with that statement, using the following alternatives: 

 
Likert Scale: 1 = Strongly Disagree, 2 = Moderately Disagree, 3 = Slightly Disagree, 4 = 
Slightly Agree, 5 = Moderately Agree, 6 = Strongly Agree 

 

Measure Items: 

1. When using responses like reflection of feeling, active listening, clarification, 
probing, I am confident I will be concise and to the point.  

2. When I initiate the end of a session, I am positive it will be in a manner that is not 
abrupt or brusque and that I will end the session on time. 

3. I am confident that I will respond appropriately to the client in view of what the 
client will express (e.g., my questions will be meaningful and not concerned with 
trivia and minutia). 

4. I am certain that my interpretation and confrontation responses will be concise 
and to the point. 

5. I feel I will respond to the client in an appropriate length of time (neither 
interrupting the client nor waiting too long to respond). 

6. I am sure that the content of my responses, i.e., reflection of feeling, clarification, 
and probing, will be consistent with and not discrepant from what the client is 
saying. 

7. I feel confident that I will appear competent and earn the respect of my client. 
8. I am confident what my interpretation and confrontation responses will be 

effective in that they will be validated by the client’s immediate response. 
9. I feel that the content of my interpretation and confrontation responses will be 

consistent with and not discrepant from what the client is saying. 
10. I am confident that the wording of my interpretation and confrontation responses 

will be clear and easy to understand. 
11. I am confident that I will be able to conceptualize my client’s problems. 
12. I am confident that I can assess my client’s readiness and commitment to change. 
13. I am worried that the wording of my responses lack reflection of feeling, 

clarification, and probing, and may be confusing and hard to understand. 
14. I am worried that the type of response I use at a particular time, reflection of 

feeling, interpretation, etc., may not be the appropriate response. 
15. I may not be able to maintain the intensity and energy level needed to produce 

client confidence and active participation. 
16. I am not sure that in a counseling relationship I will express myself in a way that 

is natural, without deliberating over every response or action. 
17. I am afraid that I may not understand and properly determine probable meanings 

of the client’s nonverbal behaviors. 
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18. My assessments of client problems may not be as accurate as I would like them to 
be. 

19. I am uncertain as to whether I will be able to appropriately confront and challenge 
my client in counseling. 

20. When giving responses, i.e., reflection of feeling, active listening, clarification, 
probing, I’m afraid that they may not be effective in that they won’t be validated 
by the client’s immediate response. 

21. I am worried that my interpretation and confrontation responses may not, over 
time, assist the client to be more specific in defining and clarifying his/her 
problem. 

22. I am unsure as to how I will lead my client towards the development and selection 
of concrete goals to work towards. 

23. I feel that I have enough fundamental knowledge to do effective counseling. 
24. I am confident that I will know when to use open or closed-ended probes and that 

these probes will reflect the concerns of the client and not be trivial. 
25. I do not feel that I possess a large enough repertoire of techniques to deal with the 

different problems my clients may present. 
26. I feel competent regarding my abilities to deal with crisis situations that may arise 

during the counseling sessions (e.g., suicide, alcoholism, abuse). 
27. I am uncomfortable about dealing with clients who appear unmotivated to work 

towards mutually determined goals. 
28. I may have difficulty dealing with clients who do not verbalize their thoughts 

during the counseling session. 
29. I am unsure as to how to deal with clients who appear noncommittal and 

indecisive. 

Reference: 

Larson, L. M., Suzuki, L. A., Gillespie, K. N., Potenza, M. T., Bechtel, M. A., Toulouse, 
A. L. (1992). Development and validation of the counseling self-estimate 
inventory. Journal of Counseling Psychology, 39(1), 105-120.  
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Outcome Questionnaire 45.2 (OQ 45.2) 

 
Instructions: Looking back over the last week, including today, help us understand how 
you have been feeling. Read each item carefully and mark the box under the category which 
best describes your current situation. 
 
Likert Scale: 0-4 (never, rarely, sometimes, frequently, almost always) 
 
Measure Items: 

1. I tire quickly. 
2. I feel no interest in things. 
3. I blame myself for things. 
4. I feel irritated. 
5. I have thoughts of ending my life. 
6. I feel weak. 
7. I feel fearful. 
8. After heavy drinking, I need a drink the next morning to get going.  (If you do not 

drink, mark “never”) 
9. I am a happy person. 
10. I feel worthless. 
11. I have difficulty concentrating. 
12. I feel hopeless about the future. 
13. I like myself. 
14. Disturbing thoughts into my mind that I cannot get rid of. 
15. I have an upset stomach. 
16. My heart pounds too much. 
17. I am satisfied with my life. 
18. I feel that something bad is going to happen. 
19. I have sore muscles. 
20. I feel afraid of open spaces, of driving, or being on buses, subways, and so forth. 
21. I feel nervous. 
22. I feel something is wrong with my mind. 
23. I have trouble falling asleep or staying asleep. 
24. I feel blue. 
25. I have headaches. 
26. I feel stressed at work/school. 
27. I find my work/school satisfying. 
28. I work/study too much. 
29. I enjoy my spare time. 
30. I am not working/studying as well as I used to. 
31. I have trouble at work/school because of drinking or drug use.  (If not applicable, 

mark “never”) 
32. I feel that I am not doing well at work/school. 
33. I have too many disagreements at work/school. 
34. I feel angry enough at work/school to do something I might regret. 
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Reference:  

Lambert, M. J., Burlingame, G. M., Umphress, V., Hansen, N. B., Vermeersch, D. A., 
Clouse, G. C., & Yanchar, S. C. (1996). The reliability and validity of the 
Outcome Questionnaire. Clinical Psychology & Psychotherapy, 3(4), 249–258. 
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Supervisory Working Alliance Inventory – Trainee (SWAI-T) 
 

Instructions: Please indicate the frequency with which the behavior described in each of 
the following items seems characteristic of your work with your supervisee. 

 
Likert Scale: 1-7 (almost never - almost always) 
 
Measure Items: 

1. I feel comfortable working with my supervisor. 
2. My supervisor welcomes my explanations about the client’s behavior. 
3. My supervisor makes the effort to understand me. 
4. My supervisor encourages me to talk about my work with clients in ways that are 

comfortable for me. 
5. My supervisor is tactful when commenting about my performance. 
6. My supervisor encourages me to formulate my own interventions with the client. 
7. My supervisor helps me talk freely in our sessions. 
8. My supervisor stays in tune with me during supervision. 
9. I understand client behavior and treatment techniques similar to the way my 

supervisor does. 
10. I feel free to mention to my supervisor any troublesome feelings I might have 

about him/her. 
11. My supervisor treats me like a colleague in our supervisory sessions. 
12. In supervision, I am more curious than anxious when discussing my difficulties 

with clients. 
13. In supervision, my supervisor places a high priority on our understanding the 

client’s perspective. 
14. My supervisor encourages me to take time to understand what the client is saying 

and doing. 
15. My supervisor’s style is to carefully and systematically consider the material I 

bring to supervision. 
16. When correcting my errors with a client, my supervisor offers alternative ways to 

intervening with that clients. 
17. My supervisor helps me work within a specific treatment plan with my clients. 
18. My supervisor helps me stay on track during our meetings. 
19. I work with my supervisor on specific goals in the supervisory sessions. 

 
Reference: 

Efstation, J. F., Patton, M. J., & Kardash, C. M. (1990). Measuring the working alliance 
in counselor supervision. Journal of Counseling Psychology, 37(3), 322. 
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Social Support Scale 

 

Instructions: Please answer the following questions based on different groups of co-
workers in the medical settings. 

 
Likert Scale: 1-5 (strongly disagree, disagree, neither, agree, strongly agree) 
 
Measure Items: 

Please answer the following questions related to support from co-workers who 
are doctors (i.e., MDs, DOs, etc.) 

 
1. The doctors I work with provide helpful information or advice about my work. 
2. The doctors I work with provide sympathetic understanding and advice. 
3. The doctors I work with provide clear and helpful feedback about my work. 
4. The doctors I work with provide me practical assistance at work. 

 
Please answer the following questions related to support from co-workers who are mid-
level providers (i.e., nurse practitioners, physician's assistants, etc.)  

 
1. The mid-level providers I work with provide helpful information or advice about 

my work. 
2. The mid-level providers I work with provide sympathetic understanding and 

advice. 
3. The mid-level providers I work with provide clear and helpful feedback about my 

work. 
4. The mid-level providers I work with provide me practical assistance at work. 

 
Please answer the following questions related to support from co-workers who 
are nurses (i.e., registered nurse, licensed practical nurse, etc.) 

1. The nurses I work with provide helpful information or advice about my work. 
2. The nurses I work with provide sympathetic understanding and advice. 
3. The nurses I work with clear and helpful feedback about my work. 
4. The nurses I work with provide me practical assistance at work. 

 
Please answer the following questions related to support from co-workers who 
are support staff (i.e., front desk, administrative assistants, etc.) 

1. The support staff I work with provide helpful information or advice about my 
work. 

2. The support staff I work with provide sympathetic understanding and advice. 
3. The support staff I work with provide clear and helpful feedback about my work. 
4. The support staff I work with provide me practical assistance at work. 
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Appendix C 

 

Informed Consent 
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INFORMED CONSENT 

 

Project Title:   

Understanding the Experiences of Mental Health Professionals Working in Medical 
Settings 
 
Investigator:  

Andy Melton 
Trevecca Nazarene University 
Graduate Counseling Department 
Phone: 615-457-7791 
 
You are being asked to participate in a project conducted through Trevecca Nazarene 
University. 
 
Please read the following purpose of the project, the procedures to be used, and the 
potential benefits and possible risks of participation.  Please print a copy of this consent 
for your records.   
 
Background and Purpose of this Project: This consent form is a request and agreement 
for your participation in a doctoral research study completed by Andrew Melton, doctoral 
candidate at Trevecca Nazarene University.  This research is being conducted under the 
supervision of Susan Lahey, Ph.D.  The study is an investigation of the training and 
experiences of mental health professionals working in primary care settings.  To 
participate, you must be a mental health professional currently pursing your state license 
and working in a primary care setting.  If you choose to participate, the information you 
provide may help in the understanding of the training and development needs of 
clinicians working in primary care settings.       
 
Explanation of Procedures: You will be asked to complete a background survey (such 
as demographics and some training-related information) and four surveys addressing 
areas such as co-worker support, supervisor support, life, stress, and confidence.  The 
entire online survey will take approximately 15-20 minutes to complete.  Upon 
completion of the survey, you will be directed to a new screen offering you the 
opportunity to be entered into a random drawing for one of three $25 Visa gift cards.  
These cards can be used anywhere Visa cards are accepted.  To enter the drawing, you 
will be asked to provide your email address on a separate screen following the survey 
completion.          
 
Discomfort and Risks: There are no obvious risks incurred through participation in this 
survey.  However, you may experience discomfort related to answering questions about 
lived experiences in your behavioral health role.  You will have the option of skipping 
questions.  Participation in the study is voluntary and you are free to refuse to participate 
or withdraw from the study at any time.  This study is not in any way connected with any 
participant’s place of employment. 
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Benefits: There are no anticipated benefits from participating in this research.  However, 
you may experience new awareness or insights related to your experiences working in a 
primary care setting.  You may experience positive emotions related to the understanding 
that you are contributing to counseling research.   
 
Confidentiality: The website you have accessed, Survey Monkey, is a secure website 
that uses the latest data encryption technology to securely collect and store data.  Neither 
your email address nor your computer IP address will be attached to survey responses.  
This allows survey data to remain anonymous.  You are able to take the survey 
anonymously, providing your email address only if you are interested in being entered 
into a drawing for incentives.  The researcher cannot guarantee absolute confidentiality of 
data due to the limited protections of online access.  Collected survey data will be stored 
on the investigators laptop and password protected at all times.  Data will be maintained 
for two years following the completion of the study, at which point they will be erased.  
Data collected for this study will remain confidential unless revelation is required by law.  

 
Refusal/Withdrawal: Refusal to participate in this study will have no effect on any 
future services you may be entitled to from the University or your place of employment.  
Anyone who agrees to participate in this study is free to withdraw from the study at any 
time with no penalty. 
 
Use of Research Data: The information from this research will be used only for 
scientific and education purposes.  It may be presented as scientific meetings and/or 
published in professional journals or books, or used for any other purpose, which 
Trevecca Nazarene University’s Department of Graduate Counseling considers proper in 
the interest of education, knowledge, or research.  Current plan include incorporating the 
responses into a doctoral dissertation.  
 
Liability/Limitations: Trevecca Nazarene University, its agents, trustees, administrators, 
faculty and staff, are release from all claims, damages, or suit, not limited to those based 
upon or related to any adverse effect upon which may arise during or develop in the 
future as a result of participation in this research.  Please understand that this release of 
liability is binding upon you, your heirs, executors, administrators, personal 
representatives, and anyone else who might make a claim through or under you.  
 
Consent to Participate: By clicking “yes” below and completing the survey, I am 
authorizing my consent to participation in this study.  I also hereby acknowledge that: 
 

1. I have read and understand the above description of the study. 
2. I understand that if I participate I may withdraw at any time without penalty. 
3. I understand that should I have any questions about this research study, I may 

contact: 
 
Andrew Melton, Doctoral Candidate at melton.andy@gmail.com 
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(consent form continued) 
 
You understand also that it is not possible to identify all potential risks in an 

experimental procedure, and you believe that reasonable safeguards have been taken to 

minimize both the known and potential but unknown risks. 
 
__________________________________________ _______________ 
Signature of Participant      Date 
 
__________________________________________ _______________ 
Witness        Date 
 
 

THE DATED APPROVAL ON THIS CONSENT FORM INDICATES THAT 
THIS PROJECT HAS BEEN REVIEWED AND APPROVED BY 

THE TREVECCA NAZARENE UNIVERSITY HUMAN SUBJECTS REVIEW 
BOARD 
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Appendix D 

 

Screener and Non-consent Information 
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Screener Questions 

 
1. Are you currently providing mental health services (full-time or part-time) within a 

medical setting? 
 

o Yes 

o No 

 

2. Are you currently in process of obtaining your state license in the mental health 
profession (i.e., LPC, LMFT, LCSW, LCP, or similar)? 
 

o Yes, I am pursuing a temporary license 

o Yes, I have a temporary license and seeking a permanent license 

o No, I already have a license in professional counseling (LPC) or similar 

o No, I already have a license in marriage and family therapy (LMFT) or similar 

o No, I already have a license as a clinical social worker (LCSW) or similar 

o No, I already have a license as a clinical psychologist (LCP) or similar 

 

3. How long have you been meeting with your current licensure supervisor? 

o Less than 3 months 

o 3 months or more 

 

Screener Exit Page 

 

“Your responses indicate that you do not meet eligibility requirements for survey 
completion.  Thank you for your desire to participate in this research project.  Click 
"Next" or exit your browser to leave this survey.” 
 
Non-consent Information Page 

 
Participants who did not agree to participate were directed to a “Non-consent” page and 
were given the following: 
 
At this time, you have indicated that you do not wish to consent to participate.  If you 
change your mind, please click on the link that brought you here and start the survey 
again.  Click "Next" or exit your browser to leave this survey. 
 
Thank you! 


