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ABSTRACT

Research hasdemonstrated that physicalhealth outcomesare often related to behavioralhealth outcomes. Integrated
behavioralhealth models, particularly in primary care settings, help bridge gapsin care by linking the treatment of
physical and emotionalproblemstogether. Social workers are a key part of the primary care treatment team because
they are trained to assess patientswithin the full context of their biopsychosocialand spiritual needs. The following
article explores the ways in which social workers can engage in integrated behavioralhealth models asan adaptive
healthcare practice, the common healthcare challenges social workers face,and suggested interventions in integrated
settings. Implicationsfor practice are discussed including the necessary skills and background socialworkers in
these settings should have, the need to further expand the social work workforce in integrated healthcare,and the

role of social workers in the continued developmentand evaluation of integrated models.

Keywords: integrated behavioralhealth, primary care, social worker, healthcare, integrated care
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Introduction

Social work has a history of significant contribution and innovation in healthcare (Gehlert, 2012;
McCoyd & Kerson, 2016). Social workers often work on multidisciplinary teams for organizationsthat do not hold
social work values and ethics asprimary. In addition to these challenges, social workers and otherhealthcare
professionals have had to navigate rapid changesin healthcare overthe past few yearsalongside their patients, often
fielding questions about insurance coverage, county assistance, medication costs,and accessto mentalhealth and
substance abuse services. Given the nature of the social work role aswell asthe increasing complexity of healthcare
services, particularly since the introduction of the Affordable Care Act of 2010 (ACA), social workers have emerged
asleaders in adaptive practicesthat maintain quality and accessaswell aswork within the constraints of the current
healthcare system (Andrews, Darnell, McBride, & Gehlert, 2013).

One way the healthcare system haschanged is in its shift towards treating the health of whole
communitiesrather than justthe health of oneisolated individual. The term population health hasgained traction in
the world of healthcare by reinforcing the ‘triple aim’of healthcare: bettercare, better cost, and better health
(Berwick, Nolan, & Whittington, 2008). The health of the population is managed via a disease specific model that
views members of a population aspart of a registry of patientswith specific conditions, both mentaland physical.

These mentaland physicalhealth conditions have a multidirectional, interwoven relationship (World Health
Organization, 2008), as thoughts, feelings, and behaviorsimpact how we understand and process information about

the world around us. Social workers are trained to view the whole person in his or her environment, which includes
understandingthe connection between mentaland physicalhealth, as well as the individual’s place within a larger
systems context (Kerson, 2002). The benefits of this knowledge and expertise to the healthcare system and the
patientsit serves supports the inclusion of social workers in the provision of population-based care and the
implementation of health policy (Andrews, et al 2013; Miller, et al., 2017).
Integrating Physical and Behavioral Health

Mentalhealth issues have a significant impact on long term disability and dependency aswell as
mortality rates (Prince, et al., 2007). Recent data suggests that the prevalence rate for mentaldisorders in the United
Statesis as high as26%, with only 15.3% of the most severe cases receiving treatment (Demyttenaere, etal., 2004).
Mentalhealth issues can coincide with unexplained somatic symptomsand undiagnosed medicalconditionsand can

actasrisk factorsforchronic disease (Prince, et al., 2007) aswell as other co-occurring issues such assubstance
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abuse. Inaddition, certain populationswith mentalhealth and physicalhealth concerns are at higher risk for suicide,
including older adults, who have frequent contact with primary care providers within one month of completing
suicide (Luoma, Martin, & Pearson, 2002).

Recent estimates have shown that approximately 42.5% of primary care patients meet criteria fora
psychiatric disorder, including mood, anxiety, somatoform,and alcoholuse disorder (Ansseau, et al, 2004). Further,
those patients with co-occurring mentalhealth and substance abuse disorders have a particularly difficult time
accessing care, in part due to specific personal characteristics (including greater vulnerability) and structuralbarriers
(such as service availability) within the healthcare system (Priester, et al 2016). Psychosocial and unexplained
somatic symptoms consume a disproportionate amount of the primary care provider’s time (Curtis & Christian,
2012)as people who experience depression often seek treatmentin the primary care office ratherthan through a
mentalhealth agency (Borowsky et al., 2000). Mentalhealth conditions are often misdiagnosed or underdiagnosed,
particularly in minority populationsor in menwho frequently underreport symptoms (Borowsky et al., 2000).
Through the use of an integrated behavioralhealth model, practitioners can address physical and mentalhealth
conditions in a more comprehensive mannerthan with traditional care alone. The use of an integrated model
prevents patients from havingto address physical and mentalhealth needs separately, mitigating the stigma around
accessing behavioralhealth services that often prevents people from seeking treatment (Thornicroft, 2008), as well
asproviding quick accessto psychiatric services in times of crisis.

The term ‘integrated healthcare” hasbeen utilized to define whole systemsof careas well as
coordinated care amonghealthcare professionals forthe purpose of providing patient focused healthcare services
(Singer, etal., 2011). This paperwill be referencing integrated healthcare in its behavioralhealth context in primary
care, which refers to the provision of behavioralhealth services (mentalhealth and substance abuse services) within
a primary care setting as a means of addressing the multiple psychosocialand health needsof patients (Curtis &
Christian, 2012). Integrated behavioralhealth modelsmay include a behavioralhealth provider only ora
multidisciplinary care team thatincludesa behavioralhealth provider to assist in engaging the patientin multiple
services.

Specialty care, particularly psychiatry,can be prohibitively difficult to access for a variety of
reasons, included but not limited to issues with insurance coverage and a dearth of treatment providers in a particular

area (Cunningham, 2009; Gamm, Stone, & Pittman, 2010). In addition, patients with mentalhealth conditions often
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present in primary care with more unexplained somatic symptoms (Grandes, Montoya, Arietaleanizbeaskoa, Arce, &
Sanchez,2011) and experience higher mortality rates from multiple co-occurring conditions such asdepression,
diabetesand cardiovasculardisease (Coventry, et al., 2015). Given that behavioralhealth and other psychosocial
issues are already being treated in primary care settings, often without outside resources, the inclusion of an on-site
behavioralhealth provider on the patient’s treatment team is the next step in delivering quality primary care, that s,
care thatis provided at first contact, ongoing, coordinated, and comprehensive (Levinson-Miller, Druss, Dombroski,
& Rosenheck,2003).

Further, the changing political landscape of the pastten years hasintroduced the ACA, which has
changed the way primary careis delivered by utilizing the Patient Centered Medical Home (PCMH) as partofa
system redesign to anchorthe patient’shealthcare services in primary care (Curtis & Christian, 2012; Katon &
Unutzer, 2013; Stanhope, Videka, Thorning, & McKay, 2015). The PCMH model specifies six core components of
quality patient care including care thatis patient/family centered, care thatis continuous, comprehensive, accessible,
coordinated, and accountable (Perrin, et al 2018). Further, models of primary care behavioralhealth have noted that
three additionalcomponentsto enhance care for patients with mentalillness are necessary, including additionaltime
spent with patients, specialized training, and open communication with behavioralhealth providers (Perrin, et al
2018). The PCMH involves a team-based approach to chronic care management, which focuses on providing care
within the context of the common challengesthat chronic iliness sufferers and their families face, including the
emotionalimpactofillness (Wagner, etal., 2001). Further, providing care in this way is consistent with treating a
person’s overall healthcare needs, in which mind and body are not two separate entities but ratherinterrelated parts
of a whole. Treating mentalconditions in primary care allows for issues to be treated proactively and in conjunction
with physical needs, resulting in bettercontinuity of care (World Health Organization, 2008).

Treating behavioralhealth conditionsin primary care also results in betterhealth outcomes,
particularly for diabetes, coronary heart disease, and depression (Katon et al., 2010). Those suffering with chronic
conditions often struggle with self-management,and in these cases,an integrated and team based approach which
includes self-managementtrainingand behavioralinterventionscan provide the necessary support to improve health
and reduce hospitalization (Bodenheimer, Lorig, Holman, & Grumbach, 2002; Lorig, et al., 2001; Zimmerman, et
al., 2016).1n addition, group based primary care visits called ‘care clinics’ also provide an innovative approach to

chronic disease management and result in better health outcomesascompared to controls (Wager et al., 2001). A
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care clinic visit might include a memberfrom two or more disciplines meeting with a patientto address multiple
needs, such asa nurse care managerand behavioralhealth specialist addressing both medical and psychosocial
needs within the context of the same visit.

Integrating physical and behavioralhealth is also cost effective. Multiple hospitalizations can be
costly, particularly for those with chronic conditions who are hospitalized more frequently. Those with numerous
comorbidities are at greater risk for medical complications resulting in higher ratesof hospitalization and mortality
(Katon & Uniitzer, 2013). Conditions such as depression often incur high costs and can impact periods of life
transition including educationaland occupational attainment, marriage, and child bearing (Kessler, 2012). Models of
collaborative care, though requiring an initial investmentin capital, have been shown to decrease the amount of time
patients experience depressive symptoms, somethingthat could have a profound impact on overall health (Simon et
al., 2001).

In this way, integrated healthcare is an adaptive practice that addresses the need for multiple,
interrelated services in a co-located setting. With training in the ecological model, which emphasizesviewing the
person in the context of his or her social and naturalenvironment (Rotabi, 2007) social workers are leaders in
providing services thatintegrate the biopsychosocial and spiritual needs of patientsalongwith the experience of
chronic disease. The remainder of this paperwill focuson the specific ways in which social workers can provide on-
site, integrated behavioralhealth services aspart of a comprehensive and adaptive practice.

Inthe primary care medical office where | work, | am the sole behavioralhealth specialist on the
multidisciplinary care coordinationteam. In addition to the primary care provider, | also work with a nurse care
manager, a social services coordinator,and a pharmacist. The nurse care manager on our team helps the patient
understand his/her medications more clearly and reconcile any differences in medications prescribed in the hospital
and in outpatient settings. The social services coordinatoron our team (typically a licesnsed social worker)
completes a needs assessment with an emphasis on the patient’s financial, transportation, housing, an d other
community needs. The pharmacist on our team helps the patient manage his or her medications, which includes
makingsure thatthe medicationsare appropriate forthe patient’s diagnosis and are safe for the patient to take. Our
collaborative care team modelwas originally designed afterthe Vermont Blueprint for Health Medical Home model,
which emphasizesthe use of community health teamsasa meansof linking primary care and community disease

prevention strategies (Bielaszka-DuVernay, 2011).
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As the behavioralhealth specialist on the team (typically a licensed clinical social worker or
licensed professional counselor), | complete a biopsychosocialand spiritual assessment with an emphasis on the
patient’s behavioralhealth needs. The case examples | discuss in this paperare fictionalized in order to protect
patient confidentiality, though they are influenced by the work | have done with patients since | began working in an
integrated primary care setting in 2013. These examples not only exemplify the healthcare challenges that many
patientstreated in primary care face butalso demonstrate adaptive practices, including multidisciplinary team work
and brief clinical interventions, that social workers who are behavioralhealth specialists in these settings can utilize.
My discussion of these case examplesis drawn from my clinical experience and supported through an exploration of
the literature on integrated behavioralhealthcare.

Case Example #1: The ‘Non-Compliant’ Patient with Limited Mental Health Care Access

A 25-year-old African American male presents to the primary care office. He is diagnosed with a
mood disorder and has been off his psychiatric medication since the closing of the community mental health clinic
two years prior, one of only a handful of clinics in the area that takes his insurance. He hasother chronic medical
conditionsincluding diabeteswhich causes him to frequently come in contact with primary care, emergency
medicine, and inpatient medical care providers. His mental healthcare optionsare limited due to his insurance
coverage. He has diagnosed learning disabilitiesand it was discovered in his last visit with the behavioral health
specialistthat he struggles with comprehending his medicationsand instructions. He also noted that he is the main
financial provider for his family. He frequently interacts with multiple service providerswho often do not look at
one another’s treatment notes and pepper his chart with the label ‘non-compliant’.

The above case example presentsa variety of healthcare challenges, including limited access to
mentalhealth care as well as poor coordination amongservice providers and the dreaded stigma that some patients
carry of being ‘non-compliant’. Research suggests that non-compliance amongpatients with mentalillness arises
partially due to the desire to avoid the stigma associated with mentalhealth treatment and beinglabeled ‘mentally
ill’ aswell asthe undesirable side effects of some psychotropic medications (Shrivastava, Johnston, & Bureau,
2012). Patientswith mentalillness have a high disease burden and yet poorer accessto quality healthcare than
patientswithout mentalillness, and providers often dismiss their somatic complaintsas psychiatric in nature

(Horovitz-Lennon, Kilbourne, & Pincus, 2006). As part of an integrated and multidisciplinary team,the social
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worker can view the complete picture of the patient, his/her illness, and the various facilitatorsand barriers to the
patient’s care and assist in negotiating communication amongcare providers.

Upon receiving the referral from the primary care provider, one of the first interventionsthe
behavioralhealth specialist can utilize is engaging the patientin a conversation about what the healthcare barriers
are from his or her perspective. In this example,there are underlying cognitive and psychosocialissues that clearly
preventthe patient from being ableto control his health. This includes other family memberswho are depending on
him foremotionaland financial support. Upon discovery of this barrier, the patient’s family membercan be brought
in, assessed, and referred to services to help take the burden off the patientand assist him in focusing on his own
needs. The nurse care managerand pharmacist could provide diabetic education and medication managementand
advocate forthe patientregarding his medical needs. In addition, the patient could continue to see the behavioral
health specialist for short term counseling in the primary care setting to address psychiatric issues and link to
ongoing medication management. Whereasanother professionalwould notassess systematically derived barriers to
care, a social worker would intervene here by addressing the client’s need for self-determination, addressing feelings
of distrust in the medical system, and assisting him in creating a stronger support system to better advocate forhis
needs when interacting with medical providers (Miller, et al., 2017; Code of Ethics, 2017, revised edition).

This case example helps demonstrate the fact that mentalhealth services are a limited commodity,
particularly for those who are uninsured, low income, and lack accessto many basic healthcare services (Cook et al.,
2007). The emergency room and the primary care office are two settings where lack of accessto mentalhealth care
manifests. For example, when local community mentalhealth clinics and state hospitals close, patientswith chronic
mentalhealth issues who frequent those facilities are without care. The quickest solution is to seek care in the ER or
the primary care office to obtain refills of medicationswhich often include complex combinations of oral or
intravenous antipsychoticsand other sedative medications (Little, Clasen, Hendricks, & Walker, 2011). Primary care
physicians are not always prepared to manage these medications long term and would benefit from assistance with
linking the patientto ongoing psychiatric support (Cunningham, 2009).

Having a behavioralhealth resource integrated on-site into the primary care office helps provide
this kind of psychiatric support more immediately (Orden, Leone, Haffmans, Spinhoven &Hoencamp,2017).1n
addition, the behavioralhealth specialist playsa role in strengthening the connection between the primary care office

and the community through networking with local agencies (mentalhealth, housing, welfare, corrections, etc.) and



© 00 ~N oo o B~ w NP

N N N N N N N NN P R PR R R R R R e
© N o O M W N P O © 0 N O O~ W N B O

PSYCHOSOCIAL CHALLENGES IN PRIMARY CARE 9

providing consultation within a primary care visit. In this way, the integrated healthcare service, along with the
newly strengthened skills of the primary care physician, canact asa bridge to assist patientsin managingcrises and
linking to ongoing treatment. Social workers fit this integrated role well due to their awareness of the interaction
between the client, the helping professional, and the surrounding system (Shulman, 2016).

Case Example #2: The Dually Diagnosed Patient in Need of Substance Abuse Treatment

A 50-year-old Caucasian female presents to the primary care office. She has a long history of
alcohol use as well as dysthymia. The primary care physician is uncomfortable prescribing psychotropic
medications since the patient hasadmitted to daily alcohol use. She is without insurance and works sporadically
doing temp jobs. She reports poor social support, as most family members including her children have distanced
themselves from her. The patientverbalizesbeing opento attending a detox and potentially a 30-day rehabilitation
program. She is unable to attend without insurance unless she obtains county funding, which hasalready run out for
the calendar year. The nearest inpatient facility isan hour away.

This case example outlines the challenges of a medically complex patient who hasa co-occurring
mentalhealth and substance use issue, no insurance to pay fortreatment,and fewtreatment options. In this scenario,
the behavioralhealth specialist would benefit from working closely with the social services coordinator, if available,
to secure medical assistance so thatthe patient may attend ongoingtreatment formore acute issues. Clinically, the
best first step with this patient would be to meetand conduct a biopsychosocialand spiritual assessmentaswell as
utilize drug andalcohol screening tools, such asthe AUDIT (Alcohol Use Disorders Identification Test), to assess
frequency of use. Literature has shown that the use of screening tools aspart of a comprehensive assessment assists
providers in making accurate diagnoses of substance use disorders and well as initiating appropriate referrals to
treatment (Bradley, et al 2007; Pilowsky & Wu, 2012). This case illustrates thata lack of public funding, poor
insurance reimbursement ratesand few suitable treatment options continue to plague the field of addictions,
prompting the need for innovative treatment approaches to support patients with addiction issues in primary care
(Priester, etal., 2016).

Since there is a considerable waiting period until approvalformedicalassistance can be obtained
(provided the patient even qualifies financially), short term solution focused counseling could be provided in order
to help the patientacknowledge current strengths and capacities forchange as well asformulate goals for substance

abuse treatment. Given the short term and goal focused nature of therapeutic interventions in the primary care
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setting, Solution Focused Therapy (SFT) may be one viable option for behavioralhealth specialists in this setting.
SFT is a short term and strengths-based approach that combines motivational techniques with developing solutions
for change (Matto, Corcoran, & Fassler, 2003). An emphasisis placed on the aspectsofthe “solution” to the
problem thatare already present in the patient’s life, as well ashow the patient might recognize thatthe solution is
present (Kim, 2008). Other elements of this modality include asking the ‘miracle question’, which encourages
patientsto think about what life would be like if the problem was somehowgone overnight, and how the patient
might know thatthe problem hasbeen solved (Bannink,2011). In this way, a patient’s existing resources and
previous successes are highlighted for use in helping the patient solve his or her current problem.

Inrelation to patientswith substance abuse issues, brief SFT is commonly used and thought to be
effective by substance abuse program directors and staff in a variety of community settings at different levels of care
(Herbeck, Hser, & Teruya, 2008). It can be utilized individually or in a group-based format to decrease symptoms of
depression and improve social functioning (Smock, et al., 2008) and primary care practitioners can utilize this
approachasaway toincorporatea form of brief counseling into their busy office visit schedule (Greenberg,
Ganshorn, & Danilkewich ,2001). Despite its wide spread use, a common criticism of SFT is a lack of evidence-
based research and mixed results in outcome studies (Kim, 2008). The social work practitioner looking to utilize this
type of therapy would benefit from first reviewing research on its effectiveness and applicability to the patient’s
presenting issues. Perhaps one way to boost the efficacy of SFT for patientswith substance use issues could be to
utilize it in conjunction with motivationalinterviewing (MI), asboth approachesare client focused, change driven,
and emphasize cooperation asimportant in the treatment relationship (Lewis & Osborn, 2004).

M1 is an evidence-based practice that supports patientsthatare facingambivalence about behavior
change developed by William Miller and Stephen Rolinick (Miller & Rollnick, 2002). It was first developed to treat
problem drinking as an alternative to the more traditional, confrontational methodsthat named client resistance as an
issue with the client, ratherthanan issue with the client-therapist relationship (Emmons & Rollnick, 2001). By
examining resistance in this way, therapistsutilizing M1 are encouraged to elicit argumentsfor change from the
client, as this is believed to be more effective than the therapist dictating to the client why he or she should change.
The idea thatit is the client’s job to resolve ambivalence ratherthan the counselor’s is part of the ‘spirit” of Ml
(Emmons & Rolinick, 2001; pg 70). Some key skills componentsin Ml include the use of open ended questions,

affirmation of client responses, reflection, and summarization (Madson, Loignon, & Lane, 2009).
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Inprimary care, MI can be used for the treatment of alcoholand substance use disorders (Hettema
etal., 2018; Vanbuskirk,2014) aswell as in helping promote health behavior change in patientswho wantto quit
smoking, lose weight, or increase physical activity (Armstrong, 2012; Emmonsand Rollick, 2001; Martins &
McNeil, 2009; Resnicow, 2002). More recently, M1 hasbeen adapted for utilization in community health settings
andcan bea useful style to adoptin having exploratory conversations with patientsabout problem behaviors.
Despite an established body of evidence on the effectiveness of MI, there are still limitations to utilizing it in
healthcare settings including a lack of repeated contact and time constraintsthat result in reduced intervention length
(Emmons & Rollnick, 2001). Though MI hasbeen found to be superior to treatmentas usual, researchers are still
notentirely clear onthe link between its processes and outcomes (Lundahl, Kunz, Brownell, Tollefson, & Burke,
2010). Social workers utilizing this technique will need to adapt itto their setting and keep in mind thatit is one
treatment avenue to explore when working with patientswho are looking to make behavioralchanges.

Implications for Practice

Social workers working in integrated primary healthcare settings should be prepared to utilize a
variety of innovative clinical, case management, team based and networkingskills in order to provide careto
patientsand work collaboratively with otherhealthcare providers and community agencies. Social work researchers
have suggested developing several skills to this effect, including strong interpersonal communication, screening and
assessment, cultural competence, a systems orientation, and informatics (Stanhope, etal., 2015). Though integrated
care is naturally aligned with social work values and skills, social workers looking to enter these settings should
know that integration still involves a paradigm shift and should be prepared to further develop their clinical and
interprofessional practice in a variety of ways.

First, becoming a clinician within a healthcare system presents several hurdles and opportunities,
and is different than working in a mentalhealth primary agency or a private practice setting. The amount of time
spentwith patientsvaries considerably from private practice, and the expectation of the agency may beto adapt
interventions to a short term, 6-8 session model that could be conducted within a one to two month timespan.
Prompt referral to an ongoing community therapist may also be necessary to create space for new patientsthat need
services. Inaddition, social workers will be working with treatment providers who may have differing expectations
aboutthe social work role in primary care, mixed feelings about treatingmentalhealth concerns, or who may

demonstrate difficulty in sharing leadership with other professionalswho are also supporting the patient (Supper et
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al., 2014). With an integrated model, these concerns can be addressed in a collaborative fashion in a real time.
Further, the acuity level of the patient’s mentalhealth concern is often magnified by other chronic physical
conditions thatare being treated simultaneously in the same setting, requiring the clinician to focuson both in
treatment (Pomerantz, Corson, & Detzer, 2009). Lastly, the social work role is often split into clinical and care
coordination duties in order to fulfill the requirements of accountable care organizations (ACOs) under the ACA.
ACOs are health organizationsthatare responsible for providing quality, cost effective,and comprehensive care to
Medicare beneficiaries, and to receive reimbursements consistent with these requirements, organizations must
provide some form of care coordination to their high-risk populations (Andrews, et al, 2013). In this way, social
workers in these settings are not only keeping in mind the clinical needs of patients, but the need to fulfill
requirements thatare tied to reimbursement for their agencies. Though these might be areasthat socialworkers in
other settings would address, they are a larger part of the treatment process when working in a primary care setting.
Lastly, additionaltraining is needed for social workers to work in integrated settings (Held, et al.,
2019). Currently, the Council on Social Work Education (CSWE) through their Social Work and Integrated
Behavioral Health Project hasforged an initiative to make integrated behavioralhealth and primary care part of
master’s level social work education and have developed both clinical and policy-based syllabi to assist educatorsin
this task (“Social Work and Integrated BehavioralHealthcare Project”, 2012). Adding coursework on integrated
healthcare to social work curriculum, adding a healthcare focusto existing curriculum, and addingmore field
placementsin health and integrated healthcare settings is animportant first step in growing the integrated behavioral
health workforce in social work (Held, et al., 2019). Advocacy on part of professional organizationsincluding the
National Association of Social Workers (NASW) and more social workers conductingresearch in integrated
healthcare is also needed in order to establish social workers as leaders in this area of practice. Perhapsone of the
main reasons there aren’t enough social workers in these settings currenrtly is the edge in research, practice, and
education that other professionals, including psychologists, have gained in establishing themselvesas primary
providers of integrated behavioralhealth services. Social workers can furtherestablish themselvesas leaders in the
healthcare field by participatingin agency and community effortsto conduct research and program evaluation in

health and integrated healthcare settings.
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Conclusion

Integrating behavioralhealth in primary care settings offers an opportunity forsocial workers to
apply their naturalframework of treating the whole person in his or her environmentwithin the healthcarearena.
They areengaged in anadaptive practice that reflectsa compromise between the need for quality care and the
constraints of contemporary healthcare settings. Through their role in this setting, they are able to address needs
spanning from access, a lack of appropriate treatment options, and poor care coordination. They also have the
opportunity to develop an understandingof policy level issues such as poorreimbursement ratesand funding
disparities. Together with their patients, they face the healthcare system’s current challenges by remaining
innovative in their approach, maintaining flexibility, and engaging in interdisciplinary practice. If social workers are
to maintain a place on integrated treatment teams, it is imperative that more social work researchers studying
behavioralhealth integration address the specific contribution social workers and social work interventions have

made on patients, providers, and health outcomes.
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