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საქართველოს სოციალურ მუშაკთა ასოციაცია  

ავტორი: სალომე ნამიჭეიშვილი 

18 მარტი, 2014 წელი 

სოციალური დაცვის უფლების განხორციელება  ყველასათვის - პირველადად მისაღწევი 

მიზანი ადმიანის უფლებათა დაცვის პროცესში  

საქართველოს სოციალური მუშაკთა ასოციაციას მიაჩნია, რომ საქართველოს 

მთავრობამ უმნიშვნელოვანესია წინ წამოწიოს სოციალური დაცვის უფლების 

განხორციელება ადამიანის უფლებათა დაცვის პროცესში. 

სოციალური დაცვის უფლება ის საბაზისო უფლებაა, რომლის განხორციელებაც 

დაგვეხმარება სხვა უფლებების რეალიზებაში. სხვაგვარად, ქვეყანაში ადამიანის უფლებრივი 

მდგომარეობის გაუმჯობესებაზე მიმართული ძალისხმევა ქმედითი ვერ გახდება1.  

ცნობილია, რომ დღეს საქართველოში სოციალური უთანასწორობის, უმუშევრობის 

და სიღარიბის დონე მიუღებლად დიდია. ისიც ნათელია, რომ ყველა სხვა უფლება 

ქაღალდზე რჩება იმ ადამიანებისათვის, ვინც სიღარიბით და უმუშევრობით არის გარიყული.  

მართალია წინა ხელისუფლების კრიტიკის ძირითადი ნაწილი ეყრდნობოდა 

ციხეებში ადამიანის უფლებათა დარღვევას, მაგრამ ფაქტია, რომ სასჯელაღსრულებით 

დაწესებულებებში ძირითადად ხვდებიან მოსახლეობის გაღარიბებული ფენების 

წარმომადგენლები. ეს სიღარიბე უბრალოდ კი არ ემატება მათი დარღვეული უფლებების 

ჩამონათვალს არამედ, გარკვეულწილად, მიზეზიცაა მათი უფლებათა დაუცველობის. 

სწორედ სოციალური უფლებების ადვოკატობა იყო ახალი ხელსუფლებისადმი ხალხის 

მხარდაჭერის ძირითადი საფუძველი. შესაბამისად, მიგვაჩნია, რომ თანმიმდევრულები 

უნდა ვიყოთ საქართველოს მთავრობასთან მიმართებაში  სოციალური დაცვის უფლების  

ადვოკატობისას.  

სსმა მხარს უჭერს სოციალური სამართლიანობის ფუნდამენტურ მიზანს, რომელიც 

ხაზგასმულია შრომის საერთაშორისო ორგანიზაციის კონსტიტუციასა და ფილადელფიის 

დეკლარაციაში2 და სოციალური სამართლიანობის პრინციპებს, რომლებიც განსაზღვრულია 

ადამიანის უფლებათა საყოველთაო დეკლარაციის 22-ე და 26-ე მუხლებში. 

სსმა სოციალური დაცვის უფლებას3 განმარტავს, როგორც, მინიმუმ, საბაზისო 

შემოსავლის და ჯანდაცვის ძირითად მომსახურებებზე, თავშესაფრის და საცხოვრისზე, 

წყლისა და სანიტარული პირობებზე, საკვებსა და განათლების ყველაზე საბაზისო ფორმის   

ხელმისაწვდომობის უფლებას.  

შესაბამისად, სოციალური დაცვის უფლების განხორციელება შესაძლებელია ისეთი 

სოციალური დაცვის სისტემის ხელმისაწვდომობის უზრუნველყოფით, რომელიც ძირითადი 

ბენეფიტების მინიმალურ დონეს სთავაზობს ყველა ადამიანს და ოჯახს. ამ ბენეფიტებით 

შესაძლებელი უნდა იყოს მინიმუმ, ზემოგანმარტებული სოციალური დაცვის უფლების 

უზრუნველყოფა.   

სოციალური დაცვა,  როგორც ადამიანის ძირითადი უფლება,  უნდა მოიცავდეს იმ 

ძირითად გარანტიებს როგორებიცაა4:   

                                                 
1 2014 წლის 27 იანვარს გლობალურმა კოალიციამ სოციალური დაცვის პლატფორმისთვის, რომელშიც ერთიანდება სამოქალაქო 

საზოგადოების წარმომადგენელი და პროფესიული კავშირის 70-ზე მეტი ორგანიზაცია, გააკეთა განცხადება სოციალური 

დაცვის პლატფორმა ყველასათვის: ადამიანის უფლებებზე დაფუძნებული განვითარების უნივერსალური მიზანი, რომელშიც 

სწორედ სოციალური დაცვის უფლების განხორციელებაა დასახული, პირველ რიგში მისაღწევ მიზნად  საზოგადოების 

კეთილდღეობის უზრუნველსაყოფად.  
2 შრომის საერთაშორისო ორგანიზაციის კონსტიტუცია (1919 წელი) და მისი დანართი, ფილადელფიის დეკლარაცია, 1944 წელი. 
3 განსაზღვრულია ადამიანის უფლებათა საყოველთაო დეკლარაციის (1948 წელი) 22-ე და 25-ე მუხლებში და ეკონომიკური, 

სოციალური და კულტურული უფლებების საერთაშორისო პაქტის (1966 წელი) მე-9 მუხლში. 
4 მსოფლიო შრომის ორგანიზაციის სამდივნო (2012 წელი): სოციალური დაცვა ყველასთვის - სოციალური დაცვის პლატფორმის 

და სოციალური დაცვის სრულყოფილი სისტემების განვითარება, ჟენევა, 2012 წელი (იხ. #202 რეკომენდაციის ტექსტი, გვ. 33). 

მსოფლიო შრომის ორგანიზაციის #202 რეკომენდაცია სოციალური დაცვის ეროვნულ პლატფორმებთან დაკავშირებით 
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- ხელმისაწვდომობა ჯანდაცვის ძირითად საშუალებებსა და მომსახურებებზე, 
რომლებშიც მოიაზრება დედისა და ჩვილის ჯანდაცვაც. ეს საშუალებები და 
მომსახურებები უნდა აკმაყოფილებდეს შემდეგ კრიტერიუმებს: ფიზიკური არსებობა, 
ხელმისაწვდომობა, მისაღებობა და ხარისხი; 

 საბაზისო შემოსავლის უფლება ბავშვებისთვის, სახელმწიფოს მიერ დადგენილ 
მინიმალურ დონეზე მაინც, რაც ბავშვებისთვის უზრუნველყოფს კვებას, განათლებას, 
ზრუნვას და სხვა საჭირო საშუალებებსა და მომსახურებებს; 

 საბაზისო შემოსავლის უფლება აქტიური ასაკის მოქალაქეებისთვის, სახელმწიფოს 
მიერ დადგენილ მინიმალურ დონეზე მაინც, თუ მათ არასაკმარისი შემოსავალი აქვთ, 
განსაკუთრებით ავადმყოფობის, უმუშევრობის, ორსულობის ან ჩვილი ბავშვის 
ყოლის და შეზღუდული შესაძლებლობის გამო; 

 საბაზისო შემოსავლის უფლება ხანდაზმული მოქალაქეებისთვის, სახელმწიფოს მიერ 
დადგენილ მინიმალურ დონეზე მაინც. 

სოციალური დაცვა ერთ-ერთ ფუნდამენტს წარმოადგენს მონაწილეობის, 

ჩართულობის, სამართლიანობისა და მდგრადობის პრინციპებზე დაფუძნებული 

განვითარებისათვის.  სოციალური დაცვის სისტემის მეშვეობით შესაძლებელია 

უზრუნველვყოთ მდგრადობა და ცხოვრების ღირსეული პირობები ეკონომიკურ, სოციალურ 

და გარემოს დაცვით ასპექტებში. ამ სისტემას შეიძლება დაეკისროს ცვლილების 

განმახორციელებლის როლი მონაწილეობაზე, ჩართულობასა და მდგრადობაზე 

დაფუძნებული გრძელვადიანი განვითარების პროცესში. ასევე, სოციალური დაცვის სისტემა 

ზრდის მდგრადობას ბუნებრივი და ადამიანის მიერ გამოწვეული კატასტროფების, 

ეკონომიკური და სოციალური კრიზისის მიმართ5.  

მაშასადამე, სოციალური დაცვა გაერთიანებული უნდა იყოს სოციალური და 

ეკონომიკური პოლიტიკის უფრო ფართო სისტემაში იმისთვის, რომ იყოს ეფექტური და 

მაქსიმალურად მეტი სარგებლის მომტანი6. სოციალური დაცვის სისტემის პოტენციალი, 

გააუმჯობესოს ადამიანების ცხოვრების დონე სრულად მიღწევადი მხოლოდ მაშინაა, 

როდესაც იგი დაკავშირებულია ადამიანებზე ორიენტირებულ შრომის ბაზართან და 

სამართლიან ეკონომიკურ და გარემოს დაცვით პოლიტიკასთან, რომლებიც ამცირებს 

ინდივიდუალურ რისკს7 და ასევე, ნაკლებად სარისკოს ხდის ადამიანების კეთილდღეობასა 

და მონაწილეობას. 

კარგად დაგეგმილი სოციალური დაცვის სისტემა შეამცირებს უთანასწორობას და 

აქტიურად შეუწყობს ხელს გენდერული თანასწორობის დამკვიდრებას, რადგან სოციალური 

დაცვის გარანტიები ხასიათდება მრავალი ურთიერთდაკავშირებული სარგებლით, 

რომლებმაც საუკეთესო შედეგების მომტანი წრე შეიძლება წარმოშვას. ასე მაგალითად, 

განათლების უფრო მაღალი დონე დასაქმების უფრო კარგ შესაძლებლობასთან არის 

                                                                                                                                                             
საერთაშორისო საჯარო სამართლის ინსტრუმენტს წარმოადგენს, რომელიც მსოფლიო შრომის ორგანიზაციის წევრმა 

სახელმწიფოებმა ეროვნული სოციალური კანონმდებლობის შექმნის პროცესში უნდა გაითვალისწინონ. ეს ინსტრუმენტი 

განმარტავს სოციალური დაცვის, როგორც ადამიანის ძირითადი უფლების შინაარსს, რაც ეხმიანება 1948 წლის ადამიანის 

უფლებათა საყოველთაო დეკლარაციის 22-ე მუხლის განმარტებას. 
5 სოციალური დაცვის პლატფორმა ყველასათვის: ადამიანის უფლებებზე დაფუძნებული განვითარების უნივერსალური 

მიზანი, გლობალური კოალიცია სოციალური დაცვის პლატფორმისთვის, 2014 წლის 27 იანვარი 
6 მსოფლიო შრომის ორგანიზაციის სამდივნო (2012 წელი): სოციალური დაცვა ყველასთვის - სოციალური დაცვის პლატფორმის 

და სოციალური დაცვის სრულყოფილი სისტემების განვითარება, ჟენევა, 2012 წელი (იხ. #202 რეკომენდაციის ტექსტი). 
7 სოციალური დაცვის პლატფორმა შეიძლება დაეხმაროს ადამიანებს ბევრი სახის რისკის შემთხვევაში (სამსახურის დაკარგვა, 

დაავადება, დანაშაულებრივი ქმედება, ბუნებრივი კატასტროფა, ფინანსური კრიზისი - იხ. „მსოფლიო განვითარების ანგარიში, 

2014 წელი“, ვაშინგტონი, კოლუმბიის ოლქი, მსოფლიო ბანკი, 2013 წელი), მაგრამ ეროვნული პოლიტიკა ასევე უნდა იყოს 

მორგებული ამ რისკების შემცირებაზე. უფრო მეტიც, მსოფლიო ბანკი აცხადებს, რომ „სადაოა, რამდენად წარმოადგენს 

სოციალური პოლიტიკის ფუნდამენტურ მიზანს .... საბაზისო დაცვის უზრუნველყოფა ავადმყოფობასა და ხანდაზმულობასთან 

დაკავშირებული რისკების საპასუხოდ“. მსოფლიო ბანკი მხარს უჭერს სოციალური დაცვის გამოყოფის შესაძლებლობას ისეთი 

სისტემისგან, რომელშიც სამსახური არაფორმალურ ეკონომიკაში თავად დაიცავს მომუშავე პერსონალს. ეს სისტემა 

დაკავშირებული უნდა იყოს საჯარო მომსახურებებთანაც „სახელმწიფოს მიერ საბაზისო ჯანდაცვისა და ასაკობრივი პენსიის 

დაფინანსების კუთხით. აღნიშნული მომსახურებები მოწყვლად მოსახლეობაზე უნდა იყოს მიმართული, მაგრამ პოტენციურად 

ყველა მოსახლისთვის უნდა იყოს ხელმისაწვდომი (მინიმუმ აღნიშნული უნდა შეეხოს ჯანდაცვის მომსახურებებს)“. 
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კავშირში; ჯანდაცვის მომსახურებებზე, საკვებზე, წყალსა და სანიტარულ პირობებზე 

ხელმისაწვდომობა ხელს უწყობს ჯანმრთელობის კარგი მდგომარეობის შენარჩუნებას და 

უფრო მდგრად დასაქმებას; საცხოვრისის ხელმისაწვდომობა ხელს უწყობს სტაბილურობას, 

სამოქალაქო ცხოვრებაში მონაწილეობას და სოციალური მომსახურების სისტემაზე მეტ 

ხელმისაწვდომობას; ფეხმძიმობის პერიოდში ქალების დახმარება ზრდის იმის 

შესაძლებლობას, რომ ისინი სრულ განაკვეთზე იმუშავებენ და ექნებათ უფრო 

თანმიმდევრული სამსახურებრივი ისტორია; ახალგაზრდების უმუშევრობის დონის 

შემცირება უკეთეს სამსახურებრივ შესაძლებლობებთან არის დაკავშირებული ცხოვრების 

განმავლობაში, და ა.შ. ყველა ეს სარგებელი უკვე დემონსტრირებულია და უდიდესი 

მნიშვნელობის მქონეა ადამიანის განვითარებისთვის. კარგად დაგეგმილი სოციალური 

დაცვის სისტემა ეკონომიკური და სოციალური სტაბილიზატორის როლს ასრულებს 

კრიზისის დროს, ამიტომაც მისი დაფინანსება არ უნდა შემცირდეს ფისკალური კრიზისის 

პირობებში8
.  

დღეს იცვლება დისკურსი სიღარიბის წინააღმდეგ ბრძოლასთან დაკავშირებით არა 

მარტო განვითარებად, არამედ განვითარებულ ქვეყნებშიც. დღეს უკვე საერთაშორისო 

სავალუტო ფონდმა აღიარა9, რომ სოციალური უთანასწორობა მსოფლიო ეკონომიკის 

განვითარების ძირითადი საფრთხეა. სოციალური სამართლიანობის არგუმენტები 

მომგებიანი ხდება როგორც პოლიტიკურ, ასევე, აკადემიურ დისკუსიებში10. ეკონომიკური 

თანამშრომლობისა და განვითარების ორგანიზაციის11 განვითარების დახმარების 

კომიტეტმა12 2009 წელს მიიღო პოლიტიკური დოკუმენტი13, რომლის მიხედვითაც  

სოციალური დაცვის პროგრამები უღარიბესი ქვეყნებისთვისაც კი ხელმისაწვდომია, 

რამდენადაც არა მარტო სიღარიბის დაძლევაშია ეფექტური, არამედ ეკონომიკური ზრდის 

ხელშეწყობაშიც. 

არგუმენტები სოციალური პროგრამების პრიორიტეტის წინააღმდეგ14 (მომჭირნეობის, 

მთავრობის ფისკალური პასუხისმგებლობის და ა. შ.) არარელევანტურია იმ სოციალურ და 

ეკონომიკურ გარემოში, რომელშიც დღეს ვიმყოფებით.  ეს გარემო ხასიათდება დეფლაციური 

და ზრდის ტემპის შენელების ტენდენციებით  ეკონომიკაში. ამ გარემოში ბიუჯეტის 

დეფიციტის გაზრდა სოციალური პროგრამების გაფართოებისათვის, არა მარტო 

შესაძლებელია, არამედ სასურველიცაა  ეკონომიკური ზრდისათვის15 

საქართველოს სოციალურ მუშაკთა ასოციაციას ხაზს უსვამს, რომ ყველაზე მთავარია 

ის, რომ სოციალური დაცვის სისტემამ უნდა დაიცავს ყველა ადამიანის უფლება, მიიღოს 

მონაწილეობა საზოგადოების კეთილდღეობის სისტემაში, გამოიყენოს მის წინაშე არსებული 

შესაძლებლობები და წვლილი შეიტანოს საკუთარი საზოგადოების განვითარებაში. 

სოციალური დაცვის ფუნდამენტური პრინციპი აქარწყლებს ნებისმიერ კრიტიკას იმის 

თაობაზე, რომ ეს კონცეფცია დაფუძნებულია ქველმოქმედების პრინციპზე და ხელს უწყობს 

დამოკიდებულების ჩამოყალიბებას. ადამიანები, რომლებიც გარიყულები არიან 

საზოგადოებისგან, ვერც წვლილს შეიტანენ ამ საზოგადოების განვითარებაში. 

საზოგადოებაში ჩართვა ერთადერთი გზაა ადამიანის ყველა უფლებისა და ფუნდამენტური 

თავისუფლების რეალიზაციისთვის. 

 

                                                 
8ასევე იხ. 2012 წლის 16 მაისის წერილი ეკონომიკური, სოციალური და კულტურული უფლებების კომიტეტის 

თავმჯდომარისგან ეკონომიკური, სოციალური და კულტურული უფლებების საერთაშორისო პაქტის წევრი ქვეყნებისადმი, 

რომელიც აცხადებს, სხვა საკითხთა შორის, რომ ეკონომიკური კრიზისის პირობებში გატარებული პოლიტიკაც კი უნდა 

„განსაზღვრავდეს მინიმალურ უფლებებს ან სოციალური დაცვის მინიმალურ პლატფორმას, როგორც ამას მსოფლიო შრომის 

ორგანიზაცია განსაზღვრავს და ეს უფლებები ნებისმიერ დროს აუცილებლად უნდა იყოს დაცული.“ 
9 IMF warns on threat of income inequality 
10 The War Over Poverty  
11 http://www.oecd.org/about/  
12 http://www.oecd.org/dac/   
13 http://www.oecd.org/development/povertyreduction/43514572.pdf  
14 Why Some People Oppose Expanding Government Aid To The Poor 
15 ამ შეხედულების მომხრეები არიან ისეთი ცნობილი ეკონომისტები, როგორებიცაა ნობელის ლაურეატები პოლ კრუგმანი, 

ჯოზეფ  სტიგლიცი, რობერტ შილერი და ა. შ. 

http://www.ft.com/intl/cms/s/0/b3462520-805b-11e3-853f-00144feab7de.html#axzz2r24Asbzd
http://www.nytimes.com/2014/01/10/opinion/krugman-the-war-over-poverty.html?ref=opinion&_r=0
http://www.oecd.org/about/
http://www.oecd.org/dac/
http://www.oecd.org/development/povertyreduction/43514572.pdf
http://www.forbes.com/sites/jeffreydorfman/2014/01/23/why-some-people-oppose-expanding-government-aid-to-the-poor/


თარგმანი მომზადებულია საქართველოს სოციალურ მუშაკთა ასოციაციის მიერ 

სოციალურ მუშაკთა საერთაშორისო ფედერაცია (IFSW) 
 

სოციალური მუშაობის სკოლების საერთაშორისო ასოციაცია (IASSW) 

 

განცხადება სოციალური მუშაობის  

ეთიკური პრინციპების შესახებ 
 

დოკუმენტი მომზადებულია სამუშაო შეხვედრაზე ავსტრალიაში, 2004 წლის ოქტომბერში 

 

1. წინასიტყვაობა 

      ეთიკური აზროვნება და ცნობიერება ფუნდამენტურია სოციალურ მუშაკთა 

პროფესიული პრაქტიკისთვის. სოციალურ მუშაკთა უნარები და მათი მუდმივი მზადყოფნა 

იმოქმედონ ეთიკური თვალსაზრისით მართებულად, წარმოადგენს ძირეულ ასპექტს 

მომსახურების ხარისხის, რომელსაც ისინი სთავაზობენ მომხმარებლებს.  

      სოციალურ მუშაკთა საერთაშორისო ფედერაცია (IFSW) და სოციალური მუშაობის 

სკოლების საერთაშორისო ასოციაცია (IASSW) მიზნად ისახავს ხელი შეუწყოს დებატებს 

ეთიკასა და მასთან დაკავშირებულ საკითხებზე, რათა  ამ თემამ  ჰპოვოს ასახვა სოციალური 

მომსახურებებისა მიმწოდებელ ორგანიზაციათა სტანდარტებსა და მათ მიერ გაწეული 

მომსახურების ხარისხზე, პრაქტიკოს სოციალურ მუშაკთა და სტუდენტთა ცნობიერებასა და 

პროფესიულ ქმედებაზე. აღსანიშნავია, რომ  სოციალურ მუშაობაში ზოგიერთი ეთიკური 

გამოწვევა და პრობლემა დამახასიათებელია მხოლოდ კონკრეტული ქვეყნებისთვის, 

ზოგადად კი ეთიკურ პრობლემები და დილემები საერთო ნიშან–თვისებებით 

ხასიათდებიან.  

        წინამდებარე  დოკუმენტის მიზანია დაეხმაროს სოციალურ მუშაკებს  ეთიკური 

სირთულეებისა და დილემების განსაზღვრისა და ეთიკურად მართებული 

გადაწყვეტილებების მიღების კუთხით. ძირითადად, ეთიკურ სირთულეები სოციალურ 

მუშაობაში შემდეგი  ხასიათისაა: 

 სოციალური მუშაკები ხშირად დაპირისპირებული მხარეების ინტერესებს შორის 

ხვდებიან; 
 

 სოციალური მუშაკების ფუნქცია ერთდროულად არის დახმარება და კონტროლი; 
 

 სოციალური მუშაკის ვალდებულება, დაიცვას ადამიანის ინტერესები, ხშირად 

ეწინააღმდეგება საზოგადოების მიერ სოციალური მუშაკის მომსახურების მიმართ 

წაყენებულ მოთხოვნას. ეს მოთხოვნაა სოციალური მუშაკის მომსახურება  იყოს 

ეფექტური და სარგებლის მომტანი მთლიანად საზოგადოებისთვის; 
 

 სოციალურ მუშაკებს მუშაობა უწევთ საზოგადოებაში არსებული შეზღუდული 

რესურსების პირობებში. 

 



თარგმანი მომზადებულია საქართველოს სოციალურ მუშაკთა ასოციაციის მიერ 

      წინამდებარე დოკუმენტი გვთავაზობს  სოციალური მუშაობის განმარტებას, რომელიც 

მომზადებულია 2000 წელს კანადაში გამართულ გენერალურ შეხვედრაზე, IFSW და IASSW  

მიერ. აღნიშნული განმარტება ხაზს უსვამს სოციალურ მუშაობაში ადამიანის უფლებებისა 

და სოციალური სამართლიანობის პრინციპების მნიშვნელოვნებას. ამავე დოკუმენტში 

მოყვანილია ადამიანის უფლებათა თემატიკაზე არსებული და სოციალური მუშაობის 

პროფესიისათვის რელევანტური დეკლარაციები და კონვენციები. ასევე, წარმოდგენილია ის 

ეთიკური პრინციპები, რომლებიც ხაზს უსვამს ადამიანის უფლებების, ღირსებისა და 

სოციალური სამართლიანობის მნიშვნელოვნებას. და ბოლოს, დოკუმენტი მოიცავს ზოგად 

სახელმძღვანელო მითითებებს ნებისმიერ ქვეყანასა და სააგენტოში მომუშავე სოციალური 

მუშაკებისათვის. 

 

2. სოციალური მუშაობის განმარტება 

       სოციალური მუშაობის პროფესია ხელს უწყობს სოციალურ ცვლილებას, 

პიროვნებათაშორის ურთიერთობებში პრობლემების გადაჭრას, ადამიანის უფლებებისა და 

თავისუფლებების დაცვასა და ადამიანთა გაძლიერებას მათი კეთილდღეობის ამაღლების 

მიზნით. ადამიანის ქცევისა და სოციალური სისტემების თეორიების გამოყენებით 

სოციალური მუშაკები ერთვებიან ადამიანის გარემოსთან ურთიერთქმედების პროცესში. 

სოციალური მუშაობა ეფუძნება ადამიანის უფლებებისა და სოციალური სამართლიანობის 

პრინციპებს.  

 

3. საერთაშორისო კონვენციები:  

       ადამიანის უფლებების ამსახველი საერთაშორისო კონვენციები და დეკლარაციები 

მიზნად ისახავს საერთო სტანდარტის მიღწევას ადამიანის უფლებების დაცვისა და 

სოციალური სამართლიანობის კუთხით. გთავაზობთ სოციალური მუშაობის 

პრაქტიკისათვის რელევანტური საერთაშორისო დოკუმენტების ჩამონათვალს: 

 ადამიანის უფლებათა საყოველთაო დეკლარაცია; 

 საერთაშორისო პაქტი სამოქალაქო და პოლიტიკური უფლებების შესახებ; 

 საერთაშორისო პაქტი ეკონომიკური, სოციალური და კულტურული უფლებების 

შესახებ; 

 კონვენცია რასობრივი დისკრიმინაციის ყველა ფორმის აღმოსაფხვრელად; 

 კონვენცია ქალთა მიმართ დისკრიმინაციის ყველა ფორმის აღმოსაფხვრელად; 

 ბავშვთა უფლებათა კონვენცია; 

 ადგილობრივი და ტომის ბინადარ ხალხთა კონვენცია. 

 

 

 

 



თარგმანი მომზადებულია საქართველოს სოციალურ მუშაკთა ასოციაციის მიერ 

4. პრინციპები: 

 

4.1.  ადამიანის უფლებები და ღირსება 

       სოციალური მუშაობა ეფუძნება თითოეული ადამიანის ღირსებისა და ღირებულებების 

პატივისცემას. სოციალურმა მუშაკებმა უნდა დავიცვათ ნებისმიერი ინდივიდის ფიზიკური, 

ფსიქოლოგიური, ემოციური და სულიერი კეთილდღეობა. ეს ნიშნავს შემდეგს: 

 

1. თვითგამორკვევის პატივისცემა – სოციალურმა მუშაკებმა პატივი უნდა ვცეთ და ხელი 

შევუწყოთ ადამიანის უფლებას მიიღოს გადაწყვეტილება დამოუკიდებლად, 

მიუხედავად მასი ღირებულებისა და ცხოვრების წესისა. ეს პრინციპი არ ვრცელდება იმ 

შემთხვევებზე, როცა ამ უფლების განხორციელება ეწინააღმდეგება სხვათა უფლებებსა 

და კანონიერ ინტერესებს. 

2. მონაწილეობის უფლების ხელშეწყობა – სოციალურმა მუშაკებმა უნდა უზრუნველვყოთ 

მომსახურების მიმღებთა სრული ჩართულობა და მონაწილეობა გადაწყვეტილების 

მიღების პროცესში და მათთან დაკავშირებულ ნებისმიერ ქმედებაში. 

3. ჰოლისტური მიდგომის გამოყენება – სოციალურმა მუშაკმა პიროვნებასთან მუშაობის 

დროს ყურადღება უნდა გაამახვილოს პიროვნების ცხოვრების ყველა ასპექტზე, იქნება ეს 

ოჯახი, თემი, სოციალური თუ ფიზიკური გარემო. 

4. ძლიერი მხარეების განსაზღვრა და განვითარება – სოციალური მუშაკი ფოკუსირებულ 

უნდა იყოს ინდივიდის, ჯგუფისა და თემის ძლიერ მხარეებზე. მან ხელი უნდა შეუწყოს 

ძლიერ მხარეთა გამოვლენასა და განვითარებას. 

 

4.2.  სოციალური სამართლიანობა 

 

       სოციალურ მუშაკებს როგორც მომსახურების მიმღებთა, ასევე ფართო საზოგადოების 

წინაშე გვაქვს პასუხისმგებლობა ხელი შევუწყოთ სოციალურ სამართლიანობას. ეს ნიშნავს 

შემდეგს: 

 

1. ბრძოლა ნეგატიური დისკრიმინაციის 1  წინააღმდეგ – სოციალურ მუშაკებს გვაქვს 

პასუხისმგებლობა ვებრძოლოთ ნეგატიურ დისკრიმინაციას, რომელიც შეიძლება 

დაფუძნებულ იყოს ისეთ მახასიათებლებზე, როგორიცაა ასაკი, კულტურა, გენდერი ან 

სქესი, ოჯახური მდოგმარეობა, სოციალური სტატუსი, პოლიტიკური შეხედულება, კანის 

ფერი, რასა ან ფიზიკური მახასიათებლები, სექსუალური ორიენტაცია და აღმსარებლობა.  

2. მრავალფეროვნების აღიარება – სოციალურმა მუშაკებმა უნდა ვაღიაროთ და პატივი 

ვცეთ საზოგადოებაში არსებულ ეთნიკურ და კულტურულ მრავალფეროვნებას და 

                                                           
1
 ზოგიერთ ქვეყანაში ტერმინი „დისკრიმინაცია“ გამოიყენება ნაცვლად „ნეგატიური დისკრიმინაციისა“. 

განცხადებაში სიტყვა „ნეგატიური“ გამოყენებულია, რადგან ზოგიერთი ქვეყანა, ასევე, იყენებს ტერმინს 

„პოზიტიური დისკრიმინაცია“. ეს უკანასკნელი ცნობილია, როგორც „პოზიტიური ქმედება“, რაც 

გულისხმობს გარკვეული ნაბიჯების გადადგმას სხვადასხვა სოციალური ჯგუფების მიმართ ისტორიული 

დისკრიმინაციის შედეგების შემცირების მიზნით.  



თარგმანი მომზადებულია საქართველოს სოციალურ მუშაკთა ასოციაციის მიერ 

მუდმივად უნდა გვახსოვდეს ინდივიდებს, ოჯახებს, ჯგუფებსა და თემებს შორის 

არსებული განსხვავებულობა. 

3. რესურსების სამართლიანად განაწილება – სოციალურმა მუშაკებმა უნდა 

უზრუნველვყოთ რესურსების თანაბრად და სამართლიანად განაწილება, რაც 

გულისხმობს რესურსების განაწილებას საჭიროებების მიხედვით. 

4. ბრძოლა უსამართლო პოლიტიკისა და პრაქტიკის წინააღმდეგ – სოციალური მუშაკებს 

გვაქვს ვალდებულება დამსაქმებელებამდე, გადაწყვეტილების მიმღებ პირებამდე, 

პოლიტიკოსებამდე და ფართო საზოგადოებამდე მივიტანოთ ყველა შემთხვევა, როცა 

რესურსები არაადეკვატურია, პოლიტიკა და პრაქტიკა ოპრესიული (ჩაგვრითი), 

უსამართლო და საზიანოა. 

5. სოლიდარობა – სოციალურ მუშაკებს გვაქვს ვალდებულება გამოვააშკარაოთ 

სოციალური გარიყულობის, სტიგმატიზაციისა და დისკრიმინაციის ყველა შემთხვევა. 

სოციალურმა მუშაკებმა უნდა ვიმუშაოთ ინკლუზიური გარემოს შექმნის 

მიმართულებით.  

 

 

6.  სახელმძღვანელო პრინციპები პროფესიონალთათვის  

       IFSW–ისა და IASSW–ს წევრი ორგანიზაციები იღებენ პასუხისმგებლობას 

რეგულარულად განაახლონ საკუთარი ეთიკის კოდექსი და ეთიკური გზამკვლევები.  

სოციალური მუშაკთა ეროვნული ორგანიზაციები არიან პასუხისმგებლები  გაავრცელონ 

ეთიკასთან დაკავშირებული განცხადებები და დოკუმენტები პრაქტიკოს სოციალურ 

მუშაკებსა და სოციალური მუშაობის მიმართულების სტუდენტებში.  

        სოციალურმა მუშაკებმა უნდა იხელმძღვანელონ  თავიანთ ქვეყნებში არსებული 

ეთიკური კოდექსებითა და გზამკვლევებით. ქვემოთ გთავაზობთ ზოგად სახელმძღვანელო 

პრინციპებს, რომელსაც უნდა იზიარებდეს ნებისმიერი სოციალური მუშაკი, მიუხედავად 

იმისა, თუ რომელ ქვეყანაში ცხოვრობს და სად არის დასაქმებული: 

1. სოციალური მუშაკი მუდმივად უნდა ისწრაფოდეს  შეინარჩუნოს და განივითაროს 

პროფესიული უნარები და კომპეტენციები. 

2. სოციალურმა მუშაკებმა არ უნდა გამოიყენონ საკუთარი უნარები და შესაძლებლობები 

არაჰუმანური მიზნებისთვის (მაგ:, წამება ან ტერორიზმი).  

3. სოციალურმა მუშაკებმა უნდა იმოქმედონ კეთილსინდისიერად. ბოროტად არ უნდა 

გამოიყენონ მომსახურების მომხმარებელთა ნდობა, უნდა გაავლონ საზღვრები 

პროფესიულ და პირად ცხოვრებას შორის და ასევე, სამსახურეობრივი მდგომარეობა არ 

უნდა გამოიყენონ პირადი სარგებლობის მისაღებად. 

4. სოციალურმა მუშაკმა მომსახურების მომხმარებლებთან უნდა იმოქმედონ  შემდეგი 

პრინციპების დაცვით: თანაგრძნობა, ემპათია, ზრუნვა და დახმარება. 

5. სოციალურმა მუშაკმა  არ უნდა დააყენოს საკუთარი ინტერესები და საჭიროებები 

მომსახურების მომხმარებელთა ინტერესებზე და საჭიროებებზე მაღლა. 



თარგმანი მომზადებულია საქართველოს სოციალურ მუშაკთა ასოციაციის მიერ 

6. სოციალური მუშაკები ვალდებული არიან  იზრუნონ საკუთარ თავზე სამსახურსა თუ 

მის გარეთ, რათა დარწმუნდნენ, რომ შეუძლიათ შესაბამისი მომსახურების მიწოდება 

მომსახურების მომხმარებლებისათვის. 

7. სოციალური მუშაკები ვალდებულნი არიან კონფიდენციალურად შეინახონ ის 

ინფორმაცია, რომლსაც იღებენ მომსახურების მომხმარებლებიდან. გამონაკლისი 

შეიძლება იყოს მხოლოდ ისეთი ეთიკური საკითხები, როცა  ინფორმაციის 

კონფიდენციალურად შენახვასა და სიცოცხლის გადარჩენას შორის გვიწევს არჩევანის 

გაკეთება. 

8. სოციალურ მუშაკებს სჭირდებათ იცოდნენ, რომ ისინი მათი ქმედებების გამო 

ანგარიშვალდებულნი არიან სერვისის მომხმარებლებთან, კოლეგებთან, 

დამსაქმებლებთან, პროფესიულ ასოციაციებთან და კანონთან. ასევე, უნდა 

აცნობიერებდნენ რომ ეს ანგარიშვალდებულება შეიძლება წინააღმდეგობრივი ხასიათის 

იყო. 

9. სოციალურმა მუშაკებს უნდა ჰქონდეთ სურვილი და მზაობა ითანამშრომლონ იმ 

უნივერსიტეტებთან, რომლებიც ახორციელებენ სოციალური მუშაობის აკადემიურ 

პროგრამებს და ხელი შეუწყონ სოციალური მუშაობის მიმართულების სტუდენტებს 

პრაქტიკული გამოცდილების მიღების პროცესში. 

10. სოციალურმა მუშაკებმა, კოლეგებთან და დამსაქმებლებთან, ხელი უნდა შეუწყონ და 

წაახალისონ აქტიურ განხილვები ეთიკის საკითხებზე. მათ უნდა აიღონ 

პასუხისმგებლობა ეთიკურად მართებული გადაწყვეტილებების მისაღებად. 

11. სოციალური მუშაკები უნდა იყვნენ მზად დაასაბუთონ საკუთარი გადაწყვეტილებები 

ეთიკის პრინციპების გათვალისწინებით და პასუხისმგებლობა აიღონ საკუთარი 

არჩევანისა და ქმედებების ეთიკური თვალსაზრისით მართებულობაზე. 

12. სოციალურმა მუშაკებმა აქტიურად უნდა იმუშაონ, რათა მათ დამსაქმებელ 

ორგანიზაციებსა და ქვეყნებში, მოხდეს წინამდებარე  დოკუმენტის და ადგილობრივი 

ეთიკის კოდექსის განხილვა, შეფასება და აღიარება.  
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ABSTRACT

This paper draws on the findings of a project, funded by the Economic
and Social Research Council of the UK, examining how child and
family multidisciplinary teams learn and work together. It outlines
the approach taken by the research team before going on to explore
New Labour policy around ‘joined-up thinking’. The paper focuses on
the role of social workers in the teams and uses qualitative data to
explore the experience of social workers in relation to four key issues:
models of professional practice, status and power, confidentiality and
information sharing, and relations with external agencies. We argue
that these are complex and contested issues that are challenging for
the workers concerned. We conclude that whilst joined-up working
is complex and demanding, social work is well situated to meet the
challenge, and that social workers in multidisciplinary teams are
committed to making them work.

INTRODUCTION

This paper draws on a project funded by the Eco-
nomic and Social Research Council of the UK known
as MATCh (Multi-Agency Team Work in Services for
Children), based at the University of Leeds, UK. The
project aimed to investigate the reality behind the
rhetoric of ‘joined-up thinking’, a government priority
in reframing services for children and their families
and central to the thinking behind the Children Act
2004. Here we reflect on the experiences of the social
workers based in the sample teams. Four of the five
multi-agency teams we researched had social workers
within the team. The teams comprised one with a
youth crime focus, a community-based team working
with young people with emotional and behavioural
issues, a health-based team working on child develop-
ment issues, another health-based team working with
children injured in accidents, and a special needs
nursery team, which did not have a social worker as
a member.

The objective of the research project was to reflect
on the perspectives and experiences of professionals

about the impact of multi-agency teamwork on their
professional knowledge and learning and on their
ways of working.

METHODS

The research project was a qualitative, multimethod
study involving three phases. Phase One included
gathering documentary evidence from the teams and
observation of their team meetings. Phase Two con-
sisted of interviews with team members to explore
issues arising from analysis of evidence from the meet-
ings and documentation. Phase Three involved team
members in focus groups responding to vignettes
based on critical incidents from their workplaces
around decision-making and knowledge sharing. The
interview and focus group material was analysed using
NVivo software. We also held a formative feedback
session with representatives from all five teams. The
multimethod approach allowed us to explore the com-
plex interplay of both structural systems related to
employment and line management and participants’
professional affiliations and personal feelings.
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POLICY CONTEXT

The ‘New Labour’ government, elected in 1997, had
a stated commitment to the idea of joined-up think-
ing as central to the reform of welfare services. The
policy aims to improve the effectiveness and effi-
ciency of public services and to acknowledge the
interrelated nature of family and children’s needs in
the fields of health, social services, criminal justice
and education.

There are many examples of joined-up policy initi-
atives that are relevant to social work, including:
∑ the Children Act 2004, and the preceding Green

Paper, Every Child Matters (Department for Educa-
tion and Skills 2003);

∑ in health the White Paper Saving Lives: Our Health-
ier Nation (Secretary of State for Health 1999), and
the NHS Plan (Secretary of State for Health 2000);

∑ in social services the White Paper Modernising Social
Services (Secretary of State for Health 1998);

∑ in criminal justice the Crime and Disorder Act
(The Stationery Office 1998);

∑ in day care and education Meeting the Childcare
Challenge (Department for Education and Skills
1998b) and the White Paper Meeting Special Educa-
tional Needs (SEN): A Programme of Action (Depart-
ment for Education and Skills 1998a).

It is clear from these documents that joined-up think-
ing forms a major part of New Labour discourse
around the modernization of public services. We see
joined-up thinking as a shift in conceptualizing pro-
fessional work with children and young people,
although this builds on the familiar themes in social
work practice of ‘working together’. Despite the policy
emphasis on joined-up thinking there are few concep-
tual frameworks for setting up, managing and deliv-
ering joined-up services. Often professionals have
simply been exhorted to initiate multi-agency working
with little training or guidance (Anning & Edwards
1999) and the processes by which new ways of multi-
agency working will deliver services have scarcely
been theorized (Easen et al. 2000; Atkinson et al.
2001). Evaluations of emergent models are often at
formative stages: for example, centres of excellence
(Bertram & Pascal 1999; Anning 2001), child mental
health (Cottrell et al. 2000), Sure Start (National
Evaluation of Sure Start website, http://
www.ness.bbk.ac.uk), youth justice (Coles 2000) and
special educational needs (Dyson et al. 1998).

An exception to this under-developed approach to
implementing joined-up thinking is that of child pro-
tection, where there is a long history of thinking about

and operationalizing what is usually thought about as
‘working together’ (Hallett & Birchall 1992; Birchall
& Hallett 1995). The report into the death of Victoria
Climbié (Lord Laming 2003) has contributed to the
thinking behind the Green Paper Every Child Matters
(Department for Education and Skills 2003) that rec-
ommends universal services for children, improving
information sharing between these services and devel-
oping a common assessment framework. Children’s
trusts are being trialled to provide the local authority-
based infrastructure that reflects joined-up thinking
in action. This stream of thinking is reflected in the
Children Act 2004.

Our research focused on professional work and how
professionals communicate, work and learn together.
We would argue that joined-up thinking has profound
implications for the concept of professionalism and
how we think about professional knowledge and prac-
tice. It can be argued that traditional claims to pro-
fessional expertise are based on developing expertise
in specific professional fields, the antithesis of joined-
up thinking (Frost 2001). In multi-agency teamwork,
professional knowledge boundaries can become
blurred and professional identity can be challenged as
roles and responsibilities change. Such changes can
generate discomfort, anxiety, and anger in team mem-
bers as they struggle to cope with the disintegration
of one version of professional identity before a new
version can be built. Moreover, the rapid pace of
reform leaves little time for adjustment. Distinctions
between specialist and generic work within the teams
are often being made as teams begin to move (often
within tight time scales) from strategic planning to
operational implementation, with little time for joint
training (Hallett & Birchall 1992; Birchall & Hallett
1995).

There is little research evidence of how multi-
agency teams are changing their ways of working,
though there is a relevant body of research on multi-
disciplinary work in health care, which is transferable
to other fields. For example, Ovretveit (1993)
describes four organizational types of ‘formal teams’
(fully managed, coordinated, core and extended, and
joint accountability) and alternative methods of work-
ing such as ‘network associations’. Onyett et al.
(1994) find that implementation rather than concep-
tual issues causes most of the difficulties with multi-
professional teamworking. However, we found little
in the literature on the processes of decision-making
in the delivery of welfare services, other than
Engestrom’s (1999) work within the field of activity
theory.

http://
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THEORETICAL FRAMEWORK

Our research draws on two major theoretical frame-
works – ‘communities of practice’ (Wenger 1998) and
‘activity theory’ (Engestrom 1999). In our search for
theoretical frameworks embedded in research on the
world of work we found socio-cultural theory helpful
in that it encompasses both structural/contextual and
psychological/interpersonal domains of knowledge. A
key concept is a ‘community of practice’ (Lave &
Wenger 1991; Chaiklin & Lave 1993; Wenger 1998).
Wenger and associates argue that knowledge is pro-
duced in communities of practice in the context of
practice. Some is conceptual knowledge brought into
the situation from training and applied to the world
of work. Some experiential knowledge is based on daily
working routines. Because the knowledge is embedded
in action, it is often tacit, rather than explicit.

In Wenger’s (1998) model new knowledge is cre-
ated in communities of practice by the complemen-
tary processes of participation (the daily, situated
interactions and shared experiences of members of
the community working towards common goals) and
reification (the explication of versions of knowledge
and rules into representations such as documentation
or artefacts).

Practitioners from different disciplines are not usu-
ally expected to justify the conceptual base of their
actions or interactions with clients in single-agency
settings. In a multi-agency team differences poten-
tially ‘collide’ as boundaries around specialisms are
broken down. At this point, implicit knowledge must
often be made explicit. Professionals have to find a
common language to make knowledge accessible to
their colleagues from other disciplines. This may
involve discarding specialized vocabularies, which can
be a painful process. To understand these processes,
we drew on Engestrom’s (1999) activity theory model
in the field of knowledge creation and exchange. An
important premise in Engestrom’s model is that con-
flict is inevitable as tasks are redefined, and redistrib-
uted within changing organizations and teams. His
premise is that such conflicts must be debated openly,
as communities/teams come together with different
knowledge, expertise and histories to pursue a com-
mon goal, if progress is to be made towards creating
new forms of knowledge and practice. In order to
effect change, team members must work through pro-
cesses of articulating differences, exploring alterna-
tives, modelling solutions, examining an agreed
model and implementing activities (Engestrom
2001).

We have found these frameworks useful in under-
standing the working of multi-agency teams. Our
research focus was on activities in the workplace, with
language used as a lens through which to view knowl-
edge exchange and decision-making about action.

THE SOCIAL WORKER IN THE 
MULTIDISCIPLINARY TEAM

The main aim of this paper is to draw from our data
in relation to social workers based in multidisciplinary
teams in order to reflect on their role in such teams
and the implications for social work practice in these
increasingly dominant settings. We focus on four key
issues:
∑ Models of professional practice
∑ Status and power
∑ Confidentiality and information sharing
∑ Relations with external agencies
Each issue will be explored in turn before we draw
provisional conclusions for the practice of social work
in multidisciplinary teams.

Models of professional practice

Among the professions that work with children and
young people there are a wide range of shared and
diverse models of knowledge and practice. We wish to
explore some of the tensions that arise between dif-
fering explanatory models, such as ‘social’ and ‘med-
ical’ models. In this section we explore the core beliefs
which social workers wish to maintain and those
beliefs which might be modified when working with
other professionals.

Differing core professional models

Different issues emerge in our teams relating to the
mobilization of explanatory models. In the team con-
cerned with youth crime a main explanatory differ-
ence arose between an emphasis on the young
person’s wider social and family context and a com-
peting focus on the impact on the victim/complainant.
The former model predominated in the social work-
related professions whilst the latter model was
predominant amongst the law-related professions.
During our fieldwork a concrete example of this arose
over a proposed trip abroad for young offenders which
polarized positions within the team. We shall examine
this in some detail as an example of the main theme
of this section – a clash between different professional
explanatory models.
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This incident is outlined by a drugs worker as
follows:

‘And there was a great deal of tension amongst quite a few

workers about why these young people should be treated to a

trip to Disneyland in Paris for the Christmas period . . . how

do you work and maintain a professional capacity to endorse

something you don’t actually believe in?’

The team manager, from a social work background,
reflects as follows:

‘People would have their views and it flares off every now and

again; it did last time in terms of treats for kids.’

A number of colleagues in the team were very hostile
to the idea of young people being taken away. Differ-
ences underlying this clash were referred to by the
police officer:

‘. . . being a police officer, certainly in some of the team

meetings, they don’t seem to think about the victims. I get

this feedback sometimes from my colleagues and it’s all about

the young person, I know they have a lot of issues but some-

times I don’t think they speak about the victims and the

complainants . . . I give my view, a balanced view.’

Reaffirming core values (‘a balanced view’) in the face
of incommensurability is possible in a team culture
which supports and encourages ‘living with differ-
ence’, which this team seemed to do. Engestrom
would identify this as a crucial element in how teams
construct the objects of their activity. This recognition
and acceptance of difference emerges as an important
skill in the multi-agency teams. But in the long term,
according to the youth support worker, some practi-
tioners can alter their attitudes over specific practice.
The changing of attitude results from a series of
clashes over time between specific professionals, for
example in this setting as reported by a youth support
officer, social workers and probation officers with dif-
fering views on whether or not specific young people
should be breeched for breaking the conditions of
legal orders:

‘Difference in beliefs seems to have come across more, I

would say, with the Social Work and Probation. You can tell

who’s who. Dead easy. You could tell your Social Workers

because they’d sit down and they’d go, what’s been going

wrong and what can we do to get you back on track now, and

your Probation Officer would be there going right the breech

is in and they both . . . one’s hardened the other one up and

one’s softened the other one up over the period of time. The

breech, your Social Workers because they were so client cen-

tred really didn’t want to and really didn’t like breeching and

your Probation Officers because they were so sort of public

safety were, it’s in the public’s interests and this is the rules,

these are what we have to follow and they weren’t as flexible.’

Social workers and probation officers, sharing offices
and managing cases, might to some extent re-evaluate
models of practice vis-à-vis ‘breeches’, thus confirm-
ing Engestrom’s (1999) premise that change occurs
through open debate. Both professional groups sub-
scribe to a social model, though there is a difference
in terms of how they categorize offenders. The social
workers apparently apply a stronger social model than
others in the team. More far-reaching differences
might emerge over other issues, and between profes-
sionals applying more differentiated models, as seen
in disputes between social workers and police. The
debate over ‘treats’ apparently revealed a fault line
in which social workers were isolated, according to a
youth support worker:

‘Let’s put it this way I think it was only the Social Workers

that said they should be allowed to get something but . . .’

A probation officer summed up the divide:

‘I’ve got one or two on my side! I think sometimes Probation

are a little bit on the police side. Certainly ones up from the

Social Services background tend to focus on the young per-

son’s problems.’

Thus the youth crime field appears to be a test bed
for exploring professional development and knowl-
edge sharing in an environment encouraging diversity
and different levels of commensurability of profes-
sional values. While incompatibilities are noted, and
persist, there is also evidence of common ground
being valued, and of beliefs and practices altering
under pressure of competing arguments and shared
experiences of practice. The fact, for example, that the
police officer and social worker report positive work-
ing relations, despite differences, indicates that teams
as communities of practice (Wenger 1998) can evolve
cultures allowing for the containment of difference,
and supporting the possibility of professionals modi-
fying their practice models at varying levels of depth.
Joined-up working does not necessarily mean doing
away with difference.

In the other teams differences emerged in different
ways as we shall see later. In a health-based team, for
example, the main difference was perceived by the
social worker to be between the dominant medical
model and what she perceived to be the subordinate
social model. We perceive the medical model as focus-
ing on issues of health and illness, with an emphasis
on the individual. The social model takes a wider
perspective and places more emphasis on the social
context in which the individual lives. One social worker
expressed this difference as seeing her role as being
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‘to look at the family as a whole not just as a medical model

of being well, but to look at the child and family as someone

who is needing more than just to get physically well.’

At a community-based support team, working with
children with emotional and behavioural difficulties,
tensions arose due to competing intraprofessional
strands within a dominant psychological health
model. The nature of tensions between professional
models is specific to particular situations.

Underlying these variations a common theme is
the challenge for professionals in multiprofessional,
multi-agency teams to contain and embrace diversity
while not sacrificing those beliefs which underpin
their commitment. Professionals are challenged to
reflect on which beliefs about practice are imbued
with core values, and which can be modified through
the development of new forms of knowledge within
the team, which form the basis of a ‘shared repertoire’
(Wenger 1998).

In practice, sometimes the reflection on the use of
explanatory models for understanding professional
difference is very explicit. In the following example a
social worker reflects on the impact of differing mod-
els in terms of access to a building:

‘. . . they [the medical staff] are used to it and they work

within it but it’s not very user friendly for someone who has

mobility needs themselves, it’s not the most user friendly

building and I think that’s the difficult difference within a

medical and a social model. I’d say it should be accessible to

meet everybody’s needs.’

In one of the health-based teams, the main dilemma
of competing models arose for the social worker. Her
problems included a belief that some consultants in
the team environment did not understand her
employing agencies’ procedures, and a belief that
some of the consultants did not facilitate her involve-
ment with the team. For example, the social worker
felt that the consultants sometimes blocked referrals
to her agency because they could not see the value of
the work she could facilitate:

‘. . . sometimes that is blocked though, and I think that is just

because there is an inability to recognize the value of that work

really.’

‘. . . I can clearly see which Consultants would use a Social

Work service wisely and which wouldn’t get the benefit of the

services because they wouldn’t make the referral.’

The dilemma of working for a marginalized agency
in a team located within a different agency could be
linked to professional models, rather than to informa-
tion deficits, if the medical professionals’ ‘model’ of

social work deterred them from seeking a better under-
standing. This process is essential if a community of
practice is to build a ‘joint enterprise’ (Wenger 1998).

Some issues raised by the social worker have to do
with exclusion from the developing culture of a team.
A circle of exclusion is implied, where belonging to a
different agency precludes access to cycles of knowl-
edge exchange and development, which would give
the team better understandings about the agency.
Accounts of consultants not being prepared to modify
language, not speaking non-technical language, and
lacking ‘patience’ to clarify meanings, revealed a hos-
pital social worker’s sense that attitude factors, stem-
ming from differences of professional culture, are
impediments to collaboration:

‘I found it very hard to go in to that . . . meeting. And if I was

a less experienced worker, I would find it extremely daunting.

What is daunting is we don’t even speak the same

language . . .’

‘. . . lack of patience because they do know that I don’t know

things because I constantly try and express that, to the point

where I get quite embarrassed about it really at having to

repeat myself so often . . .’

‘. . . I once expressed that in front of the whole group. The

doctor who is speaking said “oh okay” and then immediately

didn’t give a diagnosis for the rest of the meeting.’

‘. . . When the Psychologist joined the team he asked me

about the integrated needs assessment, I went through an

assessment with him, and he was quite interested in the

resources that I could offer. He appeared quite eager to make

referrals, but he didn’t make any . . .’

Some of these barriers were linked by the social
worker to her sense that not all health professionals
understand the range of services that social services
can offer. If there is a hierarchical attitude of under-
valuing social services or misunderstanding profes-
sionals’ expertise, that would not suggest fundamental
incommensurability. It suggests a need for joint train-
ing and co-practice, and also raises questions about
how different things might be under a common
agency.

Status and power

In this section we examine issues and dilemmas
around the distribution of power and status between
different professions and how this impacts on practice
and decision-making. This debate underpins the
issues about ‘models’ which we have explored above.
Wenger (1998) is keen to point out that by utilizing
the phrase ‘community’ we should not assume that
teams are sites of equality and shared power.
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It is often difficult to unpick issues relating to power
and status and those relating to personality – we can,
however, perceive emergent patterns. Respondents
discussed several dilemmas where status or personal-
ity clashes, or both, caused distress. Different profes-
sions might set a different value on status differences,
and in multi-agency teams this could be a factor in
some of the different clashes between professionals.
At a health-based team, for example, the psychologist
claimed to have noticed no status issues:

‘But in terms of status things or somebody having a different

view on how things should be managed, I haven’t encountered

that yet.’

In contrast the social worker in the same team was
very preoccupied with what she saw as some medical
professionals’ overvaluing of their own status:

‘I think the barriers are the status of different professionals.’

The social worker felt aggrieved that some consultants
seem to think highly of their status whereas she
claimed not to be overawed by her status as the most
experienced social worker in the hospital social work
team:

‘I am not overawed by working with people just because they

have got a tall hat on, but a lot of people are, and I think a

lot of people with tall hats are overawed by their own status

as well. And so I think one of the barriers is that sometimes

people aren’t listening to each other in that meeting.’

‘. . . But I think that in the hospital there is still the old, I

don’t know, you see “doctor in the house” films don’t you,

where everybody is following the consultant, scuttling on the

ward rounds, and the consultant is shouting at the lesser

mortals to do what they want them to do. It is not like that

really now, but it still goes on . . .’

At another health-based team, the social worker,
like her peer at the team discussed above, appeared
unwilling to put consultants on a pedestal. Working
alongside paediatricians dissolved any awe she may
have felt, replacing it by a respect for expertise:

‘It’s broken down a few barriers as well as, you know like

working with paediatricians, the way they’re perceived per-

haps by the general public, you know, they’re just another

profession to me . . . I don’t feel the need to put them on a

pedestal, they’re down to earth like everyone else in the team

and that’s not an issue for me. I think it’s having the knowl-

edge of the work they do and working alongside them.’

Here the experience of joined-up working replaces
stereotypical perceptions of other professionals with
‘real life’, everyday relations of respect and under-
standing which are specific and situational.

Teams where members have seconded status face
dilemmas in sustaining an inclusive community. The
youth crime team, for example, had permanent mem-
bers (e.g. social workers) and seconded members (e.g.
a nurse, probation officers). The challenge with sec-
onded employment is, according to the team manager,
to ‘manage the change’. Team members were asked to
adopt more generic roles or redefine their specialisms
while passing skills to other team members, which was
difficult where staff rotated frequently.

Some teams were characterized by core–peripheral
membership relations, for example having the major-
ity of professionals employed by health and a small
minority by another agency (e.g. social services).
Some members were also part-timers (including
social workers). A danger was that peripheral mem-
bers’ dilemmas would not be heard. One psychologist
acknowledged that

‘all the core members have a voice and I think we do it

together. But some of the people who only come in for two

sessions a week may not feel like that because they’re much

more on the periphery.’

A nursery nurse also felt ‘sort of peripheral’ due to
part-time arrangements and low professional status,
while a social worker saw herself as non-core partly
because of working in a separate building, and having
restricted time with the team.

Where teams are perceived as having core and
peripheral members, mutual understanding of roles
was seen as very important. This understanding had
been facilitated in two of the teams by team away
days. From a theoretical perspective, peripheral mem-
bers have been viewed as potential change agents,
having contact with divergent views inside and outside
the team, and retaining outsider/insider membership
perspectives (Wenger 1998, p. 119). Valuing such
members seems essential if teams are to meet the
policy challenges. For example, one social worker in
a health team thought that team members misunder-
stood her role, which was exacerbated because there
were no role clarifying events that she knew of:

‘It is clear that there are people in the team who don’t under-

stand my role just as I don’t understand the roles of everybody

else in the team. Because we don’t meet, we don’t discuss

roles, we don’t do any group-work, there is no team-building,

and there is not a great identity.’

As a result, colleagues either made referrals to her
without first consulting family members, or were
reluctant to refer to her, since they wrongly saw her
as performing a primarily child protection role:
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‘. . . There is a misconception at the hospital that social work-

ers are about taking children off their parents, so some doctors

are reluctant to make referrals anyway, because they think that

they will move in a very heavy-handed way, and that the

medical staff ’s relationship with the families will be totally

destroyed.’

The identified need is for inclusion of all members in
role-clarifying events.

Confidentiality and information sharing

One of the key ‘fault lines’ along which differences
between professions arise is around the issue of infor-
mation sharing and the value placed upon and the
interpretation of confidentiality. Issues of confidenti-
ality and information sharing in multidisciplinary
teams present particular challenges, in which social
workers are often at the centre.

Information sharing and protocols/confidentiality

Issues surrounding the sharing of information were
mentioned by respondents from all of the teams.
Social workers often expressed concern about condi-
tions restricting access to health databases. For exam-
ple, at the youth crime team, the social worker felt
that there was a cultural difference between social
service and health agency norms:

‘There’s issues around confidentiality sometimes, health

records having to be, I suppose all records are supposed to be

locked up, but the Health Worker and the Drugs Worker have

confidential files which don’t go on the system so if you want

some information and they’re not there to be able to talk

through about it, you can’t access that information.’

‘. . . I’m used to working in an arena where we do share things

all the time and so to have somebody come in with a very

strict confidentiality policy makes it . . . I found it sometimes

more difficult just to work within.’

At the social services-funded team working with
young people with emotional and behavioural prob-
lems there were concerns, expressed by the team
manager, that specific health service databases
remained inaccessible, whereas in neighbouring teams
which were health funded this might not be the case:

‘For one example, the Health [team] has a database that is

used across the service. We haven’t been able to use it yet

because we’re not part of Health, we’re Social Services.’

Conversely, according to the team manager, being
funded by social services meant the team had better
access to certain social services databases than had
other health-service funded and managed teams:

‘We’re part of Social Services, we’re obviously part of the

Social Services database and that gives us access to informa-

tion about previous social work involvement and history and

that is really useful but the Health teams don’t get that.’

Dilemmas of information sharing were confronted
in one team meeting which the research team
observed. The event illustrates dilemmas being
addressed through complementary processes of par-
ticipation and reification (Wenger 1998). The (social
services) manager and (health professional) lead cli-
nicians and other professionals in this team voiced
clashing opinions over systems for recording case
closures, but then addressed these differences by
collaborating to produce new written guidelines for
recording and exchanging information.

Relations with external agencies

The multidisciplinary teams in which the social work-
ers find themselves faced particular challenges in how
they relate to agencies external to them. This issue
helps to define the boundaries between both organi-
zations and professions.

Compatibility of agencies’ agendas and procedures

Teams faced dilemmas arising from different agency
agendas and procedures. Some problems of clashing
priorities work through the system to affect liaison
and service delivery at a systemic level. A dilemma of
interagency linkage is that even when professionals
are members of multiprofessional teams, if they
come from a minority agency within the team, their
agencies’ procedures can be at odds with the major-
ity. The social worker in a health-based team faced a
dilemma that social services close cases when speci-
fied work is done, whereas the rest of the team would
keep working with a child and family until school
age:

‘I think sometimes they perhaps like me to keep cases longer

than I do but I can’t do that because at the end of the day

I’m managed by my team manager in this team and if I’ve

done the work I’m asked to close it, and I close it.’

In one of the health-based teams the occupational
therapist and the social worker detailed their concerns
about the countervailing pressures affecting discharge
of children. On the one side, the hospital system
demanded patient throughput, and on the other side,
agencies such as housing and social services had their
own procedures for prioritizing resource allocation for
housing adaptations:



Social workers in multidisciplinary teams: issues and dilemmas N Frost, M Robinson and A Anning 

Child and Family Social Work 2005, 10, pp 187–196 © 2005 Blackwell Publishing Ltd194

‘There are different pressures placed on each different team,

different priorities and also different waiting list pressures,

different schedules of prioritizing . . . It’s systems and how

they don’t marry up and link in that causes delays along the

line . . .’

These barriers of agencies having agendas and proce-
dures that do not match the teams’ could impact on
boundary-working professionals even if they work for
the team’s dominant agency. For example, the occu-
pational therapist, working alongside the health-based
team social worker, had problems with housing not
delivering resources for clients’ rehabilitation once the
child was medically well enough to go home, even
though other medical professionals were constrained
to press for a discharge date to free up beds:

‘. . . that did actually become a team problem because myself

and the Social Worker weren’t really having an impact on the

problem and things were being promised by the Housing

Office that weren’t coming to fruition.’

‘For example, housing did not have a suitable house to adapt

for many, many, many months and so we reached stale-mate

where the hospital wanted the child to be out, we needed the

beds, but this child couldn’t be discharged because she

couldn’t go home, she couldn’t go to the toilet, she couldn’t

have a bath, she couldn’t even get into the house, because

there was no access, so we had to wait until we got the housing

situation resolved, and that took a very long time. So there

was conflict there in understanding and appreciating the need,

and at the same time we were wasting a very valuable bed-

space.’

There was a view that multi-agency teams, such as
the youth crime team, which formally represent a
wide diversity of interests can collaborate to enhance
mutual understandings of different agendas among all
agencies concerned with service delivery. Teams need
to engage with and understand the structural dynam-
ics of their partner agencies, so they need the internal
structure and diverse expertise which supports them
in accessing such understandings.

Interagency boundaries and referrals

A key dilemma around interagency boundaries and
referrals is that both teams and agencies set referral
or inclusion criteria to gatekeep their own boundaries
largely because of resource limits and workload con-
cerns as well as in response to core aims. As a result,
clients with major needs can fall between the tracks
of different services.

Respondents from different teams recurrently men-
tioned barriers over referrals to social services. At the
team working with young people with emotional and

behavioural problems, some cases that were not early
interventions, and therefore not accepted by the team,
were also refused by social services. Social services
were described by practitioners as short-staffed and
constrained by child protection/children at risk remits
and definitions:

‘. . . the one that keeps coming up again and again is that there

is an evident gap in the service in cases that we would see to

be Social Services cases and Social Services would refer to us,

when it is clear that these aren’t early interventions. Mental

health problems, families in fairly chronic need, and

understanding.’

‘. . . families that clearly don’t fit within our remit but unfor-

tunately don’t fit with other people’s remit as well . . .’

‘. . . I think with Social Services it’s going to be extremely

difficult because my fear is that, I know that they are very very

short of qualified social workers and I don’t see that

improving . . .’

One of the health-based teams faced issues around
referrals to social services. For example, a team nurs-
ery nurse had referred a family directly to social ser-
vices because of child protection concerns, and been
reprimanded by the team:

‘I was feeling it was a brick wall type thing so I kept taking it

upon myself to make a referral to Social Services because it

was getting beyond my remit within the family, working within

the family and I got quite a wrist slapping for not actually

discussing it with other members of the team before I decided

to do that.’

The team social worker meanwhile stressed that team
members sometimes over-refer without understand-
ing social services criteria and constraints:

‘. . . they may think it’s blatant child protection and we’ll talk

things through more and I may be able to get them to under-

stand that we need more information before we can pursue

things in the way they want to.’

At the special needs nursery also there were concerns,
expressed by a nursery nurse, that social services do
not respond as quickly as the team might want to child
protection concerns:

‘. . . child protection issues, when to get in touch with other

professionals, when you think that something’s happening and

nobody’s listening to what you’re saying . . . I think what I feel

is you tend, if you have a suspicion and you ring up about it,

you want them to act on it immediately and sometimes, well

they have got to collect all the evidence.’

With the creation of multi-agency teams, then,
boundary disputes are not dispensed with. These
boundary disputes move and shift and the points of
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tension are located at different points than they would
be if the multi-agency teams did not exist.

CONCLUSION

In this paper we have drawn from specific elements of
our data to reflect on the role of social workers in
multi-agency teams. These have been related to the
theories provided by Wenger and Engestrom. We now
conclude by considering these findings alongside
issues relating to the joined-up thinking agenda.

Social work has long been central to joined-up
thinking amongst child welfare practice. Arguably
social work is the joined-up profession – a profession
that seeks to liaise, to mediate, and to negotiate
between professions and between the professions and
the children and their families. In some ways we can
see social work as the cement that holds together the
service for children and their families, and attempts
to ensure that it is connected and forms a coherent
whole (Donzelot 1979).

The role of social work in the multi-agency teams
is therefore of particular interest. Our research has
shown that the social work role in the teams is com-
plex and contested. We have seen that there are actual
and potential conflicts about models of understand-
ing, about status and power, about information shar-
ing, and around links with other agencies.

To some extent, therefore, joined-up thinking is
more difficult than the initial New Labour agenda
suggests. We cannot wish away some of the issues and
conflicts that have been suggested by our research.
Many of the issues are found in all attempts at co-
operation across the professional boundaries – what
joined-up teams do is to shift and change the bound-
aries and the specific nature of the issues. Workers are
obliged to address problems but can learn and change
from this learning, as one social worker confirmed:

‘I’ve retained my identity as a Social Worker but I’ve gained

an awful lot more knowledge about other agencies and about

the way they work, how to access different things.’

Whilst conflicts and contested definitions exist and
the challenge is a difficult one, we also have a more
optimistic agenda for applying joined-up thinking to
practice. As Hudson (2002) suggests, it is important
that as social scientists we attempt to make a positive
contribution to policy agendas. We have indeed found
that teams have developed positive ways of working
together. They want to make multi-agency teams work
and are able to build new ways of working and build-
ing their teams even where they face difficulties and

conflicts. Professionals highlighted what they had in
common, as well as emphasizing that teams thrive on
respect for diversity. As one team member put it:

‘I think we see ourselves as (team) workers, I think we’re

proud to be (team) workers.’

This pride and a real commitment to joined-up work-
ing is shared across the teams we researched and
potentially forms the basis for effective joined-up
practice.
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Abstract 
Increasing numbers of clinical social workers 
use cognitive-behavioral therapy (CBT) in their 
practice. This article analyzes how CBT fits with 
social work values and in particular with social 
justice. We propose that CBT is a good fit with the 
values of the profession and make suggestions for 
areas of improvement. 

Keywords: cognitive-behavioral therapy, social 
work values, social justice, social work practice

1.	 Introduction
In a day when evidence-based practice 

has become so important to the social work pro-
fession, cognitive-behavioral therapy (CBT) has 
become one of the most frequently used forms of 
psychotherapeutic intervention. Extensive research 
supports the effectiveness of CBT approaches for 
a wide range of psychosocial issues (Dobson & 
Dobson, 2009; Granvold, 2011). It is one of the 
most widely researched and published models of 
therapy, with more than 325 published outcome 
studies that validate its efficacy (Butler, Chapman, 
Forman, & A. Beck, 2006). This empirical vali-
dation has made CBT a popular choice for social 
work practitioners seeking evidence-based treat-
ments. For the purpose of this paper we use CBT 

as a generic term that encompasses theoretical and 
practice approaches that emphasize that a person’s 
thinking is the prime determinant of emotional and 
behavioral responses to life events (A. Beck, 1976; 
Ellis, 1994; Meichenbaum, 1993). Although there 
may be subtle differences among the various CBT 
approaches, Dobson and Dobson (2009) identify 
three basic assumptions that underscore most CBT 
approaches: (1) cognitive processes and content 
are accessible and can be known; (2) our thoughts 
and beliefs mediate the way we process informa-
tion and consequently affect our emotional and 
behavioral responses; and (3) maladaptive cogni-
tions can be intentionally targeted and changed in 
a more rational and realistic direction, thus reliev-
ing symptoms and increasing functionality. In CBT 
individuals are seen not as passive entities simply 
reacting to environmental cues or past experienc-
es, but rather as human beings with the potential 
to actively shape the course of their lives. CBT 
methods are particularly popular in the fields of 
substance abuse and mental health. “Cognitive-be-
havioral treatment models are among the most 
extensively evaluated interventions for alcohol and 
illicit drug use” (Magill & Ray, 2008, p. 256), and 
several studies have demonstrated the effective-
ness of CBT methods with this population (Rose, 
2004; Van Wormer & Davis, 2008). CBT is also 
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recognized as an effective short-term treatment 
suitable for individuals with various mental health 
concerns (Butler et al., 2006; Leishsenring & Leib-
ing, 2003; Pilling et al., 2002). 

According to the National Association of 
Social Workers (NASW, 2005), clinical social 
workers constitute the largest group of behavioral 
health providers in the United States. Along these 
lines, NASW (2006) points out that more than 
60% of mental health treatment is delivered by so-
cial workers. Social work involvement in the fields 
of substance abuse and mental health is prevalent 
and expected to rise. According to projections in 
the Occupational Outlook Handbook, 2010–11 
edition, the Bureau of Labor Statistics (BLS, 2010) 
indicates that employment for social workers 
is expected to grow by 16% between 2008 and 
2018. The greatest increases are projected in areas 
associated with clinical social work: medical and 
public health (22%), and mental health and sub-
stance abuse (20%). According to BLS (2010), the 
total number of social workers practicing in these 
domains in 2008 was 206,700. Over time, the 
social work profession has shifted from a focus on 
psychoanalytic models of practice to more practi-
cal approaches (Ronen, 2007).

The past three decades have shown the 
distinct influence of CBT on social work theory 
and practice evident by the steady increase in the 
number of social workers who use CBT as their 
preferred model of practice (Granvold, 2011; Thy-
er & Meyers, 2011). A study by Strom (as cited in 
Thyer & Meyers) surveyed clinical social workers 
and found out that 67% used a CBT orientation 
and 32% used a behavioral orientation. In 2009, 
Bike, Norcross, and Schatz replicated an earlier 
study by Norcross and colleagues and found that 
while only 10% of social workers practiced from 
a cognitive-behavioral perspective in 1987, that 
percentage more than tripled by 2007. Similarly, 
in a review of 16 major systems of psychotherapy 
Prochaska and Norcross (2010) found that among 
social workers, clinical and counseling psycholo-
gists, and counselors, cognitive-behavioral orien-
tations comprised the second-largest approach, just 

behind integrative models.  When they examined 
the social work profession in particular, Prochaska 
and Norcross found that 30% of social workers 
in the United States practice from a behavioral or 
cognitive orientation. In another survey of licensed 
clinical social workers across 34 states, Pignotti 
and Thyer (2009) asked about interventions used 
in practice and found that 43% of respondents 
used cognitive-behavioral therapy, 18% indicated 
cognitive therapy/restructuring, and 12% used 
behavior modification. Other approaches included 
solution-focused therapy (23%) and psychodynam-
ic therapy (21%). Furthermore, when Prochaska 
and Norcross polled a panel of experts to forecast 
the future of psychotherapy, the results indicated 
that cognitive therapies were projected to be the 
most popular—with the more generic approach 
“cognitive-behavioral therapy” ranked number one 
and Aaron Beck’s cognitive therapy ranked num-
ber three. Since most cognitive therapists integrate 
behavioral experiments and interventions in their 
work with clients, the differences between cog-
nitive-behavioral and cognitive therapy are most 
likely a matter of semantics and style rather than 
differences in core philosophies. What these stud-
ies indicate is the increasing use of CBT among 
social workers. Yet, at this point no one has really 
asked this question: How does CBT fit with the 
values of the social work profession and its mis-
sion of social justice? 

“Social work is among the most val-
ue-based of all professions” (Reamer, 1995, p. 3) 
and for good reason. Social workers often hold 
considerable power in their work as they regularly 
work with the most vulnerable, powerless, and 
oppressed populations (Compton, Galaway, & 
Cournoyer, 2005). The NASW outlines strict reg-
ulations and ethical obligations that hold its mem-
bers accountable for their actions. These standards 
encourage clients and the general public to trust 
and be confident in the integrity of the profession 
(Beckett & Maynard, 2005). A comprehensive 
code of ethical standards and guidelines provides 
an element of validation to the profession. Ran-
dall and Kindiak (2008) suggest that the “ultimate 
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evidence of an occupation achieving professional 
status is professional self-regulation...” (p. 346). 
When social workers do not abide by these ethical 
principles, that self-regulation is undermined. For 
this reason, the importance of ethical practice in 
social work is clearly essential. Values and eth-
ics have been integral to the profession since its 
inception and are critical in shaping social work’s 
fundamental aims and mission (Reamer, 1995). 
Ethical principles must be implicit in the practice 
of social work. As Sheafor and Horejsi (2006) 
suggest, “practice principles should reflect a com-
bination of values and knowledge that underlay all 
practice activities” (p. 81).  

Rooted in the preceding discussion, the 
purpose of this article is to analyze critically the 
compatibility of CBT and social work values. This 
analysis we believe is long overdue. In this article 
we specifically evaluate how CBT fits with social 
work values outlined in the NASW Code of Ethics 
(1996), such as valuing the importance of human 
relationships, respecting the dignity and worth of 
individuals, exhibiting competence in practice, and 
focusing on social justice. While our discussion 
focuses on the micro-practice approach of CBT, 
we will also address the role of CBT within the 
concept of the social environment and its fit with 
social justice.

2.	 Methodology
To explore available material that would 

allows us to evaluate the compatibility of CBT with 
social work values, we conducted an extensive re-
view of the literature. For this purpose we conduct-
ed searches in the databases Social Work Abstracts 
(EBSCO), PsycINFO, PubMed, Proquest Library, 
Wilson Select, and Google Scholar. For the searches 
we used keywords: cognitive-behavioral therapy, 
cognitive therapy, rational-emotive behavior thera-
py, clinical social work, social work practice, social 
problems, social work values, social justice, worth 
of the person, importance of human relationships, 
and competence. In addition we also reviewed the 
literature on the effectiveness of CBT with various 
disorders as well as with various populations. 

3.	 CBT and the Importance of 
Human Relationships
NASW (1996) suggests that an apprecia-

tion and respect for the value of the importance of 
human relationships compels social workers to en-
gage their clients as partners in the helping process. 
From the early evolution of cognitive-behavioral 
therapy (A. Beck, 1976; Ellis, 1962, 1994), the na-
ture of the therapeutic relationship has been defined 
as a collaborative endeavor between the client and 
the social worker, one that underscores not only the 
importance of that collaborative relationship but 
also the importance of the active role of the client 
in that process. This collaboration is defined by the 
client’s right to self-determination and his or her 
ability to make choices relative to the treatment 
process (A. Beck, Shaw, Rush, & Emery, 1979; J. 
Beck, 1995). This collaboration is also underscored 
by a focus on clients’ strengths and client empow-
erment. Both of these concepts, strength and em-
powerment, are cornerstones of social work prac-
tice (Ashford, Le Croy, & Lortie, 2006; Cormier, 
Nurius, and Osborn, 2009; Van Wormer & Davis, 
2008; Zastrow and Kirst-Ashman, 2007). As Van 
Wormer and Davis assert, choice is a key aspect 
of a strength-based approach, and the justice-con-
scious social worker must ensure that clients are 
actively involved in making choices relative to the 
goals, contexts, and methods of treatment. In CBT 
the strength and empowerment perspective is em-
bodied in the concept of “collaborative empiricism” 
(J. Beck, 1995), whereby clients and social workers 
work in tandem to uncover evidence that will help 
clients to assess the validity and functionality of 
maladaptive cognitions and to develop healthier 
and more rational, realistic perspectives of self, the 
world, and others. 

According to Bordin (1994), “a therapeutic 
alliance grows out of the experience of association 
in a shared activity” (p. 16). In CBT the collabo-
ration between the client and social worker rein-
forces the importance of human relationships and 
is continually reinforced in all phases of treatment. 
Therefore in CBT, clients decide what problems 
to address and what goals to pursue. Furthermore 
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in CBT, this client-centered focus is deemed to be 
essential for therapy to be successful (Gilbert & 
Leahy, 2007; Hardy, Cahill, & Barkham, 2007). 
Clients’ choices and contributions extend to the 
formulation of the therapeutic agenda for each 
individual session (see J. Beck, 1995) as well as 
the formulation of homework assignments and 
behavioral experiments that allow clients to test 
out new behaviors and hypotheses in their natural 
environments. 

In the CBT model clients are seen as pos-
sessing the abilities and strengths to become active 
agents in their own change process. According 
to J. Beck, a key principle of CBT is to empower 
clients to “become their own therapist” (p. 7) and 
thus learn to problem-solve independent of the 
therapist. CBT is an empowering approach (Dob-
son & Dobson, 2009; Hays, 1995). Client empow-
erment in CBT takes place in various forms, from 
socializing the client to the cognitive-behavioral 
model; to sharing information about the nature of 
the problem that afflicts the client; to providing a 
detailed rationale behind proposed interventions. 
Having that knowledge allows clients to make 
choices about the context and course of treatment. 
Empowerment is rooted in the idea of helping cli-
ents acquire knowledge and skills to increase their 
sense of self-efficacy and power, both personal 
and interpersonal, in order to take action that will 
improve the conditions of their lives (Cormier et 
al., 2009; Gutierrez, 2001). In CBT, client em-
powerment is also underscored by these points: 
(1) Recognition of the expertise that clients have 
about themselves is important. Although the social 
worker may have expertise about cognitive-behav-
ioral methods and other change strategies, clients 
are the ultimate experts on themselves, and as such 
their input and participation are actively sought 
out.  (2) The notion that clients can change their 
thoughts and beliefs and in doing so can engender 
healthier emotional and behavioral responses to 
life situations has value. Clients are not deemed 
to be merely reacting to environmental cues or as 
slaves to their past. Rather, they are seen as having 
the strengths and abilities to rewrite the script of 

maladaptive or irrational messages into more real-
istic, rational, and balanced perspectives. (3) The 
focus placed on helping clients develop cognitive 
and behavioral skills allows clients eventually to 
apply those skills to various life events indepen-
dent of the social worker.

Traditionally, a criticism of CBT approach-
es has been that CBT practitioners tend to focus 
more on the practical and technical interventions 
of therapy and not on the therapeutic relationship. 
Although it is true that in CBT models the primary 
means of emotional and behavioral change is the 
change in cognition, this does not imply a lack of 
appreciation for the value of the therapeutic rela-
tionship. In the more recent past there has been a 
more concerted effort to illuminate the value and 
importance of positive client/therapist relation-
ship in CBT (J. Beck, 1995; Leahy, 2006). True 
to the premise that practice should be grounded in 
research, CBT recognizes the numerous studies 
that have underscored the importance of empathy 
and a caring therapeutic relationship in successful 
therapy (e.g., Berg, Raminani, Greer, Harwood, & 
Safren, 2008; Green & Christensen, 2006). Stud-
ies on CBT demonstrate that therapists practicing 
from this perspective work to maintain good re-
lationships with their clients (Llewelyn & Hume, 
1979; Murphy, Cramer, & Lillie, 1984) and that 
they provide encouragement, reassurance, praise, 
and empathy (Brunick & Schroeder, 1979). Ac-
cording to Keijsers, Schaap, & Hoogduin (2000), 
“The therapeutic relationship in CBT is character-
ized by an active, directive stance by the therapist, 
high levels of emotional support, high levels of 
empathy and unconditional positive regard” (p. 
268). The emotional experiences that result from 
this relationship can be integral to client progress 
and lead to changes in cognition and client insight 
(Hardy et al., 2007).

4.	 CBT and Dignity and Worth  
of the Person
Respect for the inherent dignity and worth 

of the person implies that social workers treat indi-
viduals with care and value, and that they promote 
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socially responsible client self-determination 
(NASW, 1996). Similarly, respect for the worth of 
the person is a primary tenet of CBT. CBT thera-
pists accept their clients regardless of their faults 
or failings and see value in the person no matter 
what the feeling, behavior, or condition (Ellis, 
2005). In Rational-Emotive Behavior Therapy 
(REBT), a CBT model, “...therapists fully accept 
their clients no matter how poor their behavior and 
they practice and teach tolerance and uncondition-
al positive regard” (Ellis, 1979, p. 3). CBT avoids 
labeling people or making value judgments on 
individuals; instead it values open-mindedness and 
does not view people as “good” or “bad” (Ellis, 
Gordon, Neenan, & Palmer, 1997). In fact, judg-
mental attitudes and stereotypical labels that frame 
self or others in absolute and general derogatory 
terms are seen as maladaptive and irrational. J. 
Beck (1995) points out that in cognitive therapy 
such pejorative labels, placed on the self or others, 
are considered as cognitive distortions or errors in 
thinking that need to be corrected. Instead, cog-
nitive therapists are encouraged to focus on and 
judge behaviors for their adaptability and function-
ality, or lack thereof, while working to accept their 
clients fully and unconditionally and to convey 
such acceptance openly. A behavior may be judged 
according to how it affects the individual’s quest 
to attain his or her life’s goals. However, “bad” 
behaviors do not define an individual as a “bad 
person” any more than “good” behaviors define 
individuals as “good persons.” CBT therapists ac-
tively teach their clients to accept themselves fully 
and unconditionally, regardless of their failings, 
mistakes, or fallibilities and independent of the 
approval or respect that they may or may not get 
from others (Dryden, 1990). CBT views the esti-
mation of self-worth as exceptionally important in 
repairing client functioning (Ellis, 2005) and thus 
stresses the need for client self-acceptance and the 
therapist’s strong persistence in reinforcing it (El-
lis, 1985). 

Additionally, the problem-solving approach 
of CBT emphasizes client self-determination (i.e., 
the client chooses what problems to address and 

what goals to pursue) and self-efficacy by facilitat-
ing a process that is based on client perspective of 
those issues that are most critical to healthy func-
tioning (Pantalone, Iwamasa, & Martell, 2010). 
Even though the CBT-practicing social worker 
may possess the knowledge and skills of therapeu-
tic strategies that facilitate change in the client, 
therapy is client-centered. The goal is to pass on to 
the client the knowledge and skills (i.e., cognitive 
and behavioral) that clients will ultimately use to 
face and resolve life’s challenges. Given that the 
fundamental philosophy of CBT (A. Beck, 1976; 
Ellis, 1962, 1994) embraces the belief that clients 
have the strengths and ability to change how they 
feel or act by changing how they think, and that 
the client has an active role in determining the 
course of treatment, we suggest that this approach 
is congruent with social work’s notion of self-de-
termination. Therefore, by respecting and appre-
ciating the inherent worth of the human being, by 
promoting an attitude of unconditional acceptance 
of self and others, and by encouraging the devel-
opment of client self-determination in every step 
of the therapeutic relationship, CBT and social 
work go well together in this respect.

5.	 CBT and Competence
Competence in social work practice im-

plies that social workers practice within their areas 
of knowledge and expertise and that they strive to 
increase their skills and understanding while con-
tributing to the knowledge base of the profession 
(NASW, 1996). We suggest that competent prac-
tice should be based on two factors: (1) the use of 
evidence-supported interventions to address cli-
ents’ problems, and (2) the effective and efficient 
use of time, not only to fit with today’s demands 
of the managed care system but also to help reduce 
the cost of treatment for those who can least afford 
it. This becomes more important for social work-
ers, who are the most likely practitioners to deliver 
mental health services to the poor and other un-
derprivileged individuals. CBT by nature is a brief 
and time-limited approach that promotes research 
for the identification of evidence-based practices.
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No discussion of CBT is complete without 
recognizing the vast number of empirical studies 
that support its effectiveness across a broad range 
of personal, interpersonal, and social problems 
(Butler et al., 2005; Dobson & Dobson, 2009; 
Granvold, 2011). With the growing demand for 
social workers to rely on the use of evidence-based 
and time-efficient interventions, CBT offers a 
value-laden approach, rich in research evidence 
and empirical validation. Strom-Gottfried (2008) 
suggests that “competence refers to the belief that 
social workers must be equipped with the knowl-
edge, skills and values needed for practice” (p. 24). 
Evidence-based practice must rely on results of 
critically appraised research and determines if 
interventions do more good than harm, and that 
“emphasizes the ethical obligations of profession-
als in making decisions” (Gambrill, 2007, p. 74) 
by involving clients in the decision-making and 
ensuring that they are informed throughout the 
helping process. 

CBT approaches promote professional 
competence through the pursuit of evidence-based 
models of treatment and ongoing research to vali-
date its use with various disorders and populations. 
Treatment formats have been developed to include 
individual, group, couples, and family practice 
(Dobson & Dobson, 2009; Granvold, 2011). De-
spite the abundance of research supporting the use 
of CBT across various problems and populations, 
some criticism exists. Some have suggested that 
the need still exists to promote further research 
and evidence with at-risk populations and partic-
ularly with racial and ethnic minorities (Bryant 
& Harder; Granvold, 2011), while others have 
found mixed results regarding the efficacy of some 
methods (Carroll & Onken, 2005). Unfortunately, 
CBT’s popularity and common sense approach 
may lead some, who do not possess knowledge, 
training or expertise in CBT, to falsely believe that 
they can effectively engage in the practice of CBT. 
Therefore when assessing the empirical literature 
on CBT, social workers must be cognizant of the 
fact that the way such methods are implemented 
may be the key to individual success and that the 

level of professional knowledge and training and 
expertise with CBT techniques could influence 
therapeutic efficacy. On the other hand, the popu-
larity of CBT has given rise to the dissemination 
of treatment procedures through workshops and 
courses that provide social workers with oppor-
tunities to raise their level of competence as CBT 
practitioners, as well as giving them access to 
treatment guidelines and manuals (Shafron et al., 
2009). In order to disseminate information and 
promote competence, organizations such as the 
Beck Institute in Philadelphia and the Albert Ellis 
Institute in New York City provide training and 
certification. Training is aimed at individuals at 
various levels of CBT expertise and development 
who wish to acquire or enhance their knowledge 
and skills, and, if desired, pursue certification. The 
end result is to increase the level of competence 
among CBT practitioners. Through its focus on 
promoting research, developing evidence-based 
practices, and providing opportunities for continu-
ing education and development, CBT provides so-
cial workers with the opportunities to develop their 
level of competence as social work practitioners.

6.	 CBT and Social Justice
In a series of seminal articles describing 

the relationship between social justice and social 
work, Wakefield (1988a, 1988b) suggests that 
“justice,” and specifically what he refers to as 
“minimal distributive justice,” is the organizing 
value and defining function of social work. NASW 
(1996) suggests that social justice implies that so-
cial workers should ensure that clients have access 
to needed information, resources, and services, as 
well as equality of opportunities and participation 
in decision making. Although social justice has 
traditionally been linked with macro-level prac-
tice such as policy making and social reform, and 
issues such as poverty, discrimination and eco-
nomic deprivation, Wakefield (1988a) argues that 
economic goods are not the only goods associated 
with social justice and that clinical social work is a 
natural part of a justice-oriented profession. Wake-
field (1998a) suggests that “minimal distributive 
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justice” in social work ensures not only that indi-
viduals receive at least a minimal level of socially 
produced goods to allow for effective rational 
action but also that “anyone falling below the so-
cial minimum in any of the social primary goods 
is brought above that level in as many respects as 
possible” (p. 295). Following Wakefield’s argu-
ment, one would ask what might be the socially 
produced good that clinical social workers help 
their clients to obtain. And, more specifically, for 
the purpose of our discussion, we would ask how 
the practice of cognitive-behavioral therapy might 
be compatible with the notion of social justice and 
how it might facilitate access to such socially pro-
duced goods.

For this part of the discussion we refer to 
Rawls (1999), who defines social primary goods 
as goods that a rational person may want to pursue 
in order to improve the quality of his or her life. 
Rawls identifies such primary goods as liberty, 
opportunity, income, wealth, and self-respect. 
Building on Rawls’ ideas, Wakefield (1988b) ar-
gues that a major purpose of clinical social work 
is to aim at psychological justice, and that a key 
function of psychological justice is the estab-
lishment of self-respect, a social primary good, 
essential for pursuing a rational course of action, 
a good that is acquired out of one’s interaction 
with one’s social environment. Therefore, clinical 
interventions aimed at promoting self-respect and 
other psychological goods would be congruent 
with a social justice perspective (Swenson, 1998; 
Wakefield, 1988a, 1988b). Consequently, the pur-
suit of “distributive justice” can occur at either 
the macro level of practice, through seeking and 
advocating for policy and social reform, or at the 
micro level, through direct clinical social work 
practice. When it comes to the pursuit of justice, 
the NASW Code of Ethics does not differentiate 
between macro- and micro-practice. Furthermore, 
it seems logical, as Salas, Sen, and Segal (2010) 
suggest, that “social work is most effective when 
the false dichotomy between working with indi-
viduals and working towards social change is rec-
onciled and when social justice is addressed at all 

levels of practice” (p.  95). But how specifically, 
we might ask, can social workers ascertain that 
their micro-level practice—and more specifically, 
clinical social work practice from a CBT perspec-
tive—meets the social justice mission of social 
work? To answer this we look at Swenson’s (1988) 
discussion of the contributions of clinical social 
work to a social justice perspective. Swenson iden-
tifies various factors of clinical social work that 
promote social justice, factors that include having 
a focus on client strengths and empowerment, 
developing an appreciation for resources and con-
text that define the client’s social reality, planning 
and advocating for services, and addressing social 
action to change social institutions so that social 
justice becomes available to all. Other authors 
have suggested that social justice at the micro level 
is served when such practice addresses issues of 
power, privilege, and oppression (Jacobson, 2009; 
Parker, 2003). We argue that CBT—grounded in a 
nonjudgmental, strength-based, and empowering 
philosophy, and placing its focus on promoting 
unconditional acceptance and respect of self and 
others—is a good fit with the social justice mis-
sion of social work. Furthermore, we propose that 
CBT promotes equality within the therapeutic re-
lationship, aims to understand the context that has 
shaped the client’s reality, and promotes a healthy 
level of social interest where it is rational to want 
to protect the rights of others and address unfair 
and unjust treatment (e.g., oppression, discrimi-
nation) that diminishes the quality of one’s social 
environment. A discussion of the focus of CBT on 
clients’ strengths and clients’ empowerment has 
been made elsewhere in this article.

How does CBT demonstrate an apprecia-
tion for the contexts that define clients’ realities? 
For this we look at the CBT concept of “core be-
liefs” or “schemas.”  These entail the most central, 
fundamental, and absolute views that an individual 
has about the self, about the world-at-large, and 
about other people (Dobson & Dobson, 2009; 
Granvold, 2011; J. Beck, 1995). Core beliefs can 
be conceptualized as forming a “filter” through 
which a person looks at life, affecting the way new 
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information is processed and assimilated, how reali-
ty is interpreted, and how one defines his or her self 
and world views. According to J. Beck, core beliefs 
begin to develop in childhood out of the early con-
text of the child’s life. In other words, out of the ear-
ly experiences with significant others (e.g., parents, 
caretakers, teachers) and the social environment at 
large, the child begins to formulate and internalize 
fundamental views about the self, others, and the 
world. In this manner individuals who from an early 
age have been subjected to systematic abuse, emo-
tional and physical neglect, degradation, etc., may 
be at risk of internalizing negative core beliefs about 
the self (e.g., “I am not good enough”; “I am unlov-
able”; “I am defective”), about the world (e.g., “The 
world is a dangerous place”), and about others (e.g., 
“Others are cruel”; “People cannot be trusted”). The 
existence of such beliefs increases the chances that 
the person will face difficulties in adaptation that 
interfere with his or her capacity to pursue a rational 
course of action, to function effectively within the 
social environment, and to establish healthy rela-
tionships. Since core beliefs develop out of the early 
interactions of the individual with his or her social 
environment, CBT aims to understand not only the 
content of the beliefs but also the social context that 
contributed to the formation of such beliefs. CBT 
encourages practitioners to understand the full im-
pact of those experiences on the client’s thinking.

Responding to past criticism that CBT ig-
nores the contributions of environmental factors 
to clients’ problems, Dobson and Dobson (2009) 
argue that by definition CBT promotes a collabo-
rative relationship with clients that allows for the 
identification and exploration of socio-economic 
factors such as poverty, violence, and various 
forms of discrimination. Furthermore, social work-
ers working from a CBT perspective recognize the 
impact of internalized biases, stigmas, and other 
oppressive messages associated with societal atti-
tudes such as racism, homophobia, heterosexism, 
and the stigma that society attaches to issues of 
mental illness and substance abuse. Equally im-
portant is to recognize how these oppressive mes-
sages, often formulated in the form of internalized 

self-deprecatory statements, underscore problems 
such as depression, anxiety, and internalized ho-
mophobia, among others (Balsam, Martell, & Sa-
fren, 2006).  

Rawls (as cited in Wakefield, 1988b) 
suggests that supportive interaction is the preem-
inent factor in the formation of self-respect. We 
agree with Rawls’ notion that a supportive, lov-
ing, nurturing, and healthy social environment, 
particularly during childhood, contributes to the 
development of a healthy sense of self-respect. 
Unfortunately, not all individuals are privileged 
to have a supportive and healthy environment. 
Instead, some individuals early on in life receive 
pervasive negative messages, implicitly or ex-
plicitly, from family, caretakers, and society—
messages that devalue their respect and worth as 
human beings. For example, some individuals 
may devalue their worth and respect because 
they struggle with a particular disorder (e.g., 
alcohol and/or drug use disorders, depression, 
schizophrenia, etc.). In such cases, individuals 
could have internalized societal biases and pejo-
rative labels attached to terms such as “addict” 
or “mental illness.” A function of CBT is to help 
the individual restore a healthy level of self-re-
spect by promoting unconditional self-acceptance 
regardless of the condition afflicting the person, 
while at the same time helping the person ac-
knowledge and accept both his or her strengths 
and the deficits (A. Beck, 1976; A. Beck et al., 
1979; Ellis, McInerney, DiGiuseppe, & Yeager, 
1988; Ellis, 1998). CBT, for example, may help 
the individual reframe oppressive messages (e.g., 
“I have schizophrenia; therefore I am defective”) 
into more rational, realistic, and balanced self-
views (e.g., “Even though I have schizophrenia, it 
does not diminish my worth as a human being”). 
Therefore, we suggest that for social workers 
practicing from a CBT perspective, in order to 
have a full appreciation of the client’s reality and 
beliefs about the self, the world, and others, they 
must consider both the specific content of such 
beliefs and the contexts that might have influ-
enced the development of those beliefs.
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7.	 CBT and the Social Environment
Even though CBT is a micro-theory of 

clinical practice, we have argued that an appre-
ciation of the context of the individual’s social 
environment is essential to gain a full apprecia-
tion of factors that influenced the formation of a 
person’s core beliefs and schemas. Nonetheless, 
the focus of CBT is to help individuals regain a 
healthy level of functioning by helping them to en-
gender cognitive and behavioral changes that lead 
to more rational action as well as to higher levels 
of self-acceptance and respect of self and others. 
While the cognitive aspect of CBT focuses on the 
development of more rational and balanced views 
of the self, the world, and others, the behavioral 
aspect addresses social and behavioral skills defi-
cits in order to enhance the individual’s effective 
pursuit of his or her life goals. With this in mind, 
an objective of CBT is to help individuals develop 
a healthy sense of self-interest. That is, individuals 
are helped to identify and pursue their own life 
goals and ambitions, attend to their physical and 
emotional well-being, and assume a greater sense 
of responsibility for the direction of their lives (El-
lis & Dryden, 1997; DiGiuseppe, 2010). However 
when discussing self-interest, it is important to un-
derscore the distinction between a healthy sense of 
self-interest, as described above, and selfishness. 
The latter is defined as being “concerned chiefly or 
only with oneself, without regard to the well-being 
of others” (Morris, 1980, p. 1171). At the heart of a 
healthy sense of self-interest is social interest. Ellis 
and Dryden (1997) and DiGiuseppe (2010) suggest 
that because most people choose to live within 
social groups and communities, it is rational and 
self-helping to act morally toward other members 
of the community and protect their rights, demon-
strating concern for the well-being of the larger 
society and working to ensure the survival of one’s 
community. This is a rational course of action. 
Social workers who help their clients engender a 
healthy sense of self-respect and self-acceptance 
are also helping those same clients develop a 
healthy sense of self-interest. Those individuals 
who develop a healthy appreciation and respect of 

themselves will be more likely to attend not only 
to their own needs and desires but also to the needs 
and well-being of the community and society in 
which they live. Therefore, as Wakefield suggests 
(1988b), self-respect is a necessary attribute for the 
pursuit of a rational course of action that eventual-
ly leads one to address the unfair and unjust treat-
ment that undermines and diminishes the quality 
of life in one’s community and society. 

8.	 Conclusion
We have argued that CBT, as a theory of 

clinical practice, is congruent with social work val-
ues and the social justice perspective. CBT does 
this by promoting self-respect through the develop-
ment of unconditional self-acceptance; adopting a 
strength perspective that recognizes clients’ abilities 
to change and the expertise that they have about 
themselves; promoting a collaborative therapeutic 
relationship that respects and seeks out clients’ in-
put and participation in every step of the process; 
empowering clients to become active agents in the 
resolution of their problems; and acknowledging 
the impact of one’s social context on core beliefs 
and schemas, as well as the oppressive nature of 
internalized biases and stigmas. Although the over-
all practice of CBT focuses on interpersonal or 
micro-level practice, it recognizes that part of a ra-
tional person’s sense of self-respect and self-interest 
is a healthy sense of social interest. This sense of 
social interest compels the individual to protect the 
rights of others and to work toward the well-being 
of one’s community. A number of authors have ar-
gued that the social justice mission of social work 
can be carried out at the micro or clinical level of 
practice (Jacobson, 2009; Parker; 2003; Salas et al., 
2010; Swenson, 1998; Wakefield, 1988a, 1988b). 
Here we have argued that CBT, a micro-level theo-
ry of practice, with its focus of helping individuals 
engender self-acceptance and self-respect, is a good 
fit with social work values and with the Rawlsian 
view of justice as postulated by Wakefield (1988a, 
1988b).

Nonetheless there are areas of improve-
ment where social workers can play a key role. The 



Journal of Social Work Values & Ethics, Fall 2012, Vol. 9, No. 2 - page  30

Cognitive-Behavioral Therapy and Social Work Values: 

NASW Code of Ethics (1996) advises that social 
workers must be mindful of cultural and ethnic dif-
ferences when working with their clients. Further-
more, Sheppard (2002), in a discussion on mental 
health and social justice, emphasizes the need to ap-
preciate and not take for granted cultural differences 
when diagnosing and treating mental illness. Not 
attending to or taking for granted cultural differenc-
es in beliefs and behaviors could lead social work 
practitioners to erroneously pathologize behaviors 
that do not conform to the dominant culture. An 
area of attention in the field of CBT is the need for 
more inclusion of cultural diversity in intervention 
research. Hays (2006) argued that research on CBT 
has been primarily of a Eurocentric nature and that 
therefore there is a need to generate more research 
with cultural minorities, particularly at a time when 
the population of the United States is becoming 
more racially, ethnically, and culturally diverse. Al-
though the criticism of the lack of cultural diversity 
in intervention research is valid, it would be unfair 
to single out CBT for such criticism. More than 10 
years ago the Surgeon General of the United States 
in his report on mental health and culture (United 
States Department of Health and Human Services, 
USDHHS, 2001) challenged the mental health com-
munity and researchers to generate more interven-
tion research exclusively targeting minorities. Pan-
talone et al. (2010) suggests that the field of CBT 
has increasingly recognized the need to generate 
competent cross-cultural approaches to work with 
diverse populations, but more needs to be done. 

We suggest that since social workers con-
stitute not only the largest group of mental health 
providers in the United States but also, quite like-
ly, the largest group of providers of mental health 
services to minorities that are underrepresented in 
intervention research, we are uniquely positioned to 
promote and conduct clinical intervention research 
with these populations. This would allow for the 
development of more effective culture-sensitive 
treatment interventions and further strengthen the fit 
of CBT with social work values and the profession’s 
mission of social justice. 
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