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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:
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‘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 
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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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Abstract

In recent years, there has been a resurgence of interest in social work towards relationship-

based practice. In this article, we discuss the conceptualisation of relationship-based practice

from a person-centred point of view and its applicability to contemporary social work. It will

be shown that the person-centred point of view has a meta-theoretical basis that makes it

incompatible with modern statutory social work practice. First, we outline the theoretical

and philosophical underpinnings of the person-centred approach and argue that a potential

conflict lies at the heart of the contemporary social workers’ capacity to truly accommodate

person-centred theory. Next, the resurgence of interest in relationship-based practice, paying

particular attention to the person-centred approach, is considered within the context and

influence of risk management, managerialism and consumerism on social work. We then

challenge the assumption that relationship-based social work founded on the person-

centred approach legitimately supports service users’ ability and capacity towards self-deter-

mination. Our challenge is based on the premise that the person-centred approach is

defined by principled non-directive practice. On this basis, we conclude that a person-

centred relationship-based approach to contemporary social work is untenable.
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Introduction

Recently, there has been a resurgence of interest in the professional and
academic discourse in the concept of social work as a relationship-based
approach to helping (Ruch et al., 2010). This is reflected most recently
and arguably most influentially with the publication of the Interim
Report of the Monro Committee into Child Protection (Monro, 2011). At
first glance, it seems reasonable to emphasise the social worker and
service user relationship as intrinsic to successful practice. However, the
term ‘relationship-based practice’ refers to a range of ways of working.
As such, the turn towards a relational approach has highlighted the need
to provide a clarification as to what can and cannot be considered a valid
and genuine relational approach to social work.

Social workers often align themselves philosophically with the person-
centred approach originally developed by Carl Rogers in the 1940s and
1950s. For instance, Wilson, Ruch, Lymbery and Cooper (2009) refer to
the therapeutic relationship conditions of empathy, unconditional positive
regard and genuineness described by Rogers as essential communication
skills for carrying out good-quality social work practice. As such, it might
be assumed that social work is a person-centred practice. However, the
aim of this paper is to show that the epistemological position of person-
centred theory is largely incompatible with social work practice. First, we
provide a detailed introduction to the key concepts in person-centred
theory. This will present a challenge to the understanding that person-
centred psychology can be integrated into social work practices and
expose a major ideological split between person-centred psychology and
contemporary statutory social work practice. Second, the impact of the
changing context of statutory social work practice will be explored
through a discussion of the effects of risk management, managerialism, bur-
eaucratisation, consumerism and individualisation upon the social work
profession. The implications for social work practice are considered.
Third, in light of the above, the central issue of whether it is possible to
have a truly person-centred approach to social work practice is discussed,
concluding that principled person-centred relationships can have no place
in an instrumental relationship-based approach to practice as is common
in contemporary social work.

Within the fields of counselling, psychology and psychotherapy,
relationship-based approaches to personal change are widely used.
However, there are a variety of relationship-based approaches. Two of
the main approaches to relationship-based practice are those derived
from psycho-dynamic and person-centred understandings, respectively, of
human nature and personal change (Joseph, 2010). On the surface, each
of these approaches may look similar in practice insofar as they involve
two or more people talking, with one person labelled as the helper and
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the other as the person being helped. However, as we will go on to show,
each of these forms of relationship-based practice is based on different
and mutually exclusive fundamental theoretical assumptions (Joseph and
Linley, 2006).

Consequently, there are a number of theoretical questions to be
answered regarding the compatibility of some relationship-based
approaches with social work principles and with the reality of social work
roles and tasks. For example, social work practice broadly relates to the
help provided by professionals to enable people to live with greater
success in realising their potential within the communities they live by
being focussed on finding solutions to their problems. The International
Federation of Social Workers defines social work as a profession which
aims to promote ‘social change, problem solving in human relationships
and the empowerment and liberation of people to enhance well-being’
(IFSW, 2010).

In the light of these definitions, it would seem reasonable to conclude that
the implication of a relational approach to social work is that the social
worker–service user relationship is viewed as a central and key component
of bringing about change. The role of, and the extent to which, the relation-
ship between the social worker and service user is considered to be directly
responsible for change is dependent upon the theoretical underpinnings
that inform the nature and scope of the helping relationship. Simply to
suggest, however, that the whole repertoire of approaches to social work
and the multiple practice contexts in which social work is carried out can
together be reducible to a coherent generic description as a ‘relationship-
based approach’ is too broad a generalisation.

As already noted, two relationship-based approaches are the psycho-
dynamic and person-centred. What makes these two so fundamentally
different is that the former consider the therapist–patient relationship to
be the vehicle that enables the effective aspects of the intervention to be
applied (notably exploring the unconscious processes of the patient)
whereas, in the latter, the therapist–client relationship is viewed as the prin-
ciple change process (hence the use of the word ‘client’ as opposed to
‘patient’). Within the former category, the therapist is implicitly positioned
as the expert, in possession of the power and control over the outcome of
the encounter. In the latter, the relationship is based on principles and
values such as unconditional positive regard, mutuality and dialogue.
Here, the therapist and the client have the potential for experiencing
each other as full human beings where the client is considered the expert
and is free to determine their chosen path and the outcomes of the
encounter.

Thus, whether relationship-based practice in social work is defined from
the stance of the psycho-dynamic or the person-centred approach is not a
trivial issue. This presents a difficulty for social workers as they try to rec-
oncile the tensions between holding true to the British Association of Social
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Work (BASW) values and fulfilling their responsibilities as experts in the
assessment of the safety and capability of people to remain in control of
their own lives. For example, on the one hand, many social workers
might feel most comfortable and consider themselves and their practice
to fall into the latter category of person-centred relationship-based prac-
tice—that is to say, in holding true to the social work value of respect for
service user autonomy, placing the meeting of needs as they are expressed
by service users at the fore and where the relationship is the process
whereby they facilitate the identification and understanding of these needs.

But, on the other, Ruch, Turney and Ward (2010) have presented a
model of relationship-based social work practice on an exclusive integration
of psycho-analytic and psycho-social/systemic thinking. Whilst this model
appreciates the complexity of working in a relationship-based approach,
the epistemological position is one consistent with the psycho-analytic
and systemic theory. However, it is important to recognise what this
means from a meta-theoretical stance and how it differs from the person-
centred approach. We argue that this is a rather narrow view of what
relationship-based practice could be, but it is necessarily narrow due to
the basic argument that social work practice is not able to hold true to
the value and principle of respecting service users’ autonomy and right
to self-determination. In the following sections, we will develop the
above argument to show why it is not possible for contemporary social
work to be grounded in the person-centred approach.

Key concepts in person-centred theory

As already noted, many social workers have aligned themselves philosoph-
ically with the person-centred approach. The reason for the alignment is
because the person-centred approach is based on the premise that social
forces are at the root of peoples’ difficulties and it is through the empower-
ment of people as self-determining actors in their own lives that social and
personal change can be brought about (Proctor et al., 2006; Sanders, 2005).
While relationship-based practice has meant various things in social work
over the years, it is this notion that lies at the heart of contemporary discus-
sions within social work about relationship-based practice and of the social
causes of mental distress (Tew, 2011) that we will argue creates an ideo-
logical split.

Person-centred theory and social work have a shared history that is not
always apparent, particularly in the current positioning of person-centred
social work. Carl Rogers, the founder of person-centred therapy, was for
a time based in Rochester, New York, and influenced by a number of prac-
titioners under the guidance of Otto Rank. Two social workers, Jesse Taft
and Frederick Allen, had been working using relationship therapy that was
based on non-directive principles. Kirschenbaum (2007), Rogers’s
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biographer, suggested that Jesse Taft was the person who probably had the
greatest influence on the development of Rogers’s theories. Such was the
significance of this influence, Ellingham (2010) suggested that the thera-
peutic casework carried out by Taft in the 1940s and Rogers (1942) original
form of the non-directive therapeutic approach were essentially one and the
same. However, despite these origins of the person-centred approach and
the seemingly close link with social work, we would argue there is now a
serious misunderstanding of the relationship between the two.

Currently, it seems that, within the social work field (e.g. Wilson et al.,
2009), a person-centred approach refers to the relationship conditions
that the social worker holds towards the service user, their empathy, uncon-
ditional positive regard and genuineness. However, to work in a truly
person-centred way means that these relationship qualities are embraced
for a specific theoretical reason. As such, and to avoid continuing the appar-
ent confusion regarding the potential for a person-centred relational ap-
proach to social work, there is a need for a clear articulation of the
theory underlying the person-centred approach. The most important
aspect of theory is the idea of the actualising tendency.

Actualising tendency, the theoretical foundation stone of the person-
centred approach, is the idea of human potentiality. The central theoretical
construct is the actualising tendency. The actualising tendency is a universal
human motivation, which, given the right social–environmental conditions,
results in growth, development and autonomy of the individual (Rogers,
1961, 1963).

In short, people are intrinsically motivated towards growth, development
and autonomous and socially integrated functioning. But this motivation is
moderated by extrinsic social–environmental factors. Thus, the term actua-
lising tendency implies the tendency for people to proactively grow, develop
and move towards autonomous and socially integrated functioning, when
the social–environmental conditions are optimal. However, when the
social environment is not optimal, the tendency towards growth is thwarted
so that people’s development is distorted in ways that can result in the
person moving towards a negative, socially destructive direction and
typical of the many of the problem areas social workers encounter in en-
gagement with service users.

It is unusual for people to experience such optimal social environments
that they might be said to have self-actualised as fully functioning and so
most people experience to a greater or lesser extent some degree of psycho-
logical dysfunctionality (see Joseph and Worsley, 2005). Person-centred
psychotherapy is based on the above theoretical understanding that
people are intrinsically motivated to grow and develop in the direction of
becoming more fully functioning, when the right social environmental con-
ditions are present (Rogers, 1951, 1959).

In describing the right social environmental conditions, Rogers (1957)
proposed that there were six necessary and sufficient relational conditions
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that, when present, led to constructive personality development. Most
social workers will, as noted above, be familiar with the three conditions
of unconditional positive regard, empathy and congruence, but it is import-
ant to note that there were six conditions that, taken together, described the
facilitative social environment. The other three essential conditions are that
there must also be psychological contact between the therapist and the
client, the client must be in a state of incongruence and distressed in
some way, and finally the communication to the client of the therapist’s em-
pathic understanding and unconditional positive regard must at least min-
imally be achieved.

Rogers (1957) paper on relational factors was an integrative statement of
common factors thought to be both necessary and sufficient to promote
therapeutic outcome. Thus, the person-centred practitioner endeavours to
create a relational environment defined by the six conditions because it is
this that is necessary to activate constructive personal change. The under-
standing is that the client is the expert on their own experience and needs
and will develop in a socially constructive direction when these six relation-
ship conditions are present. Thus, the person-centred practitioner’s sole
task is to provide a growthful relationship on the understanding that the
client will be facilitated in such a relationship to make new socially con-
structive choices about the direction of his or her life.

In short, person-centred practice implies a relationship that is an ‘end in
itself’. As such, the person-centred practitioner adopts a non-directive atti-
tude in which they have no pre-determined and specific outcomes or inten-
tions for the service user to achieve. Rogers used the term non-directivity,
but this term, which is often misunderstood, was clarified by Grant
(1990), who distinguished between principled non-directivity and instru-
mental non-directivity. Whereas principled non-directivity refers to the
therapist’s ethical values of non-interference and respect for the self-
determination of the other and is itself the goal of the therapist, instrumen-
tal non-directivity refers to a set of behaviours applied by the therapist to
achieve a particular goal, such as building rapport or frustrating the
client. As already noted, social workers are likely to be familiar with the
term ‘person-centred’, but are not likely to be specifically trained as thera-
pists in the person-centred approach or to have an in-depth knowledge of
the theory and appreciation of the subtle nuances in these two definitions
of non-directivity. As a result, this has meant that social workers who are
claiming to be operating in a person-centred way within a relationship-
based approach are, in effect, using the relationship instrumentally. Using
the relationship to facilitate engagement with the client in order to find
out what the client wants, to develop rapport or to gain compliance with
suggestions are all examples of instrumental practice in which the relation-
ship has a utilitarian function. Below, we propose that social work has
evolved to become overwhelmingly utilitarian such that person-centred
practice as principled non-directivity is untenable.
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Impact of the changing context of statutory social work
practice

As noted previously, Ruch et al. (2010) present a relationship-based social
work practice based on psycho-analytic and psycho-social/systemic
approaches. Despite Ruch et al.’s (2010) claim that there is a tendency
for ‘[C]ontemporary relationship-based models of practice to play down
the hierarchical “professional expert” approach’ (Ruch et al., 2010, p. 35),
they go on to suggest that part of the task of social workers adopting a
relationship-based approach is to make the invisible visible. Such an ap-
proach is clearly grounded in psycho-dynamic thinking and, by definition,
is mutually incompatible with the person-centred approach, as it implies
the social worker must take a position of expert and of ‘power over’
the service user. For example, to ‘make the invisible visible’ without the
service user’s permission or working with what is ‘not yet given’ by the
service user is to inhibit service users’ rights to self-determination. If
the service user has not given something to the social worker, then the
social worker, arguably, has no right to intervene upon it. Grant (2010)
has referred to this in the person-centred field as working only with what
is given with regard to empathically responding to the service user.

Obviously, it is not easy to discern what has ‘been given’ by the service
user and what is not given. Consider, for example, the following situation
in which a social worker makes a home visit in response to reports that a
seven-year-old child is potentially at risk. The social worker needs to
speak to the mother who is alleged to be feeling suicidal. The social
worker begins by developing and building rapport and then asks the
mother about her current suicidal intent and the mother states her intent
is low, although her ideation is high. The mother feels ashamed at having
to disclose these thoughts and feelings to the social worker and subsequent-
ly averts her gaze and fixes eye contact to another part of the room. The
social worker presses on with asking more questions about the service
user’s thoughts over the last two weeks and whether she has the means
by which to commit suicide. She asks the mother to complete a simple
suicide risk assessment form. The mother completes the measure and
hands it back to the social worker. The social worker is sensitive but feels
satisfied that, whilst the mother is probably depressed, she is not suicidal.
‘I’ll call you tomorrow,’ says the social worker. ‘Thanks,’ says the mother.
The social worker returns to the office.

There is a task to be completed and the relationship provides the context
in which to carry out the more important social work task of assessing the
level of risk of the mother’s mental state for both herself and to the child.
More importantly, the content, process and nature of the interactions are
provoked by the questioning of the social worker. What is given by the
client from the stance of being in a principled non-directive relationship
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is not considered. The social worker is, understandably, focused on com-
pleting the task.

In short, it is apparent that person-centred theoretical constructs have
little or even no place within the contemporary models of relationship-
based social work practice. In the example above, the social worker
might need to make more of the situation and disregard what the service
user had given in her communication due to the need to complete the as-
sessment. The same argument applies to relationship-based practices that
have their roots in the social casework model (Mayer and Timms, 1970).
For example, Trevethick (2003) proposes a relational approach based on
a psycho-social model of social work practice and argues that the relation-
ship acts as the basis upon which the tasks of intervention can be carried
out. Trevethick’s approach stands in contrast to the person-centred prin-
cipled model that considers the relationship as an end in itself. In consider-
ing such models of relationship-based practice, Trevethick (2003) critically
states that:

. . . some practitioners fell into the deceptive and perilous trap of thinking
that forming and maintaining good relationships, sometimes called
relationship-building, was an end in itself, rather than a practice approach
that provides the foundation on which to build future work’ (Trevethick,
2003, p. 166).

Trevethick (2003) goes on to suggest that the ‘relationship-as-an-end-in-
itself’ approach to social casework is impoverished due to paying scant
attention to an individual’s wider social context and other political and
structural barriers that might lie in the way to attaining more optimal
and satisfying functioning in life. However, whilst it is not clear that
Trevethick is speaking specifically about a person-centred model, the
‘relationship-as-an-end-in-itself’ reference is precisely what Rogers (1957)
referred to when presenting the six conditions as both necessary and
sufficient.

Others have argued for a relationship-based approach grounded in
models of empowerment. Braye and Preston-Shoot (1993) have argued
that the cornerstone of relationships between users and providers of ser-
vices are the principles of empowerment and partnership. In order to under-
stand how these principles are able to bring to fruition their potential,
practitioners must also consider their application from the perspective of
power, inequality and oppression. They need to consider and attempt to
apply both personal and organisational commitments to challenging and
changing the oppressive practices that maintain inequalities for service
users.

The concept of a relationship-based approach to social (care) work
remains a contentious issue for policy makers. The last two decades have
seen an increase in the drive towards ‘outcome or solution-focused’ inter-
ventions in modern professional practice. Henderson and Forbat (2002)
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noted that, whilst the emotional and relational aspects are significant fea-
tures of current constructions of what it means to provide care, these
have been virtually invisible within policy strategies. Despite this, some em-
pirical research has focused on the association of the quality of the relation-
ship between the user and provider of a service with the outcome of the
service being provided. For example, service users in mandated child
abuse cases who perceived the relationships with a social worker as more
positive were more likely to show constructive changes with regard to sub-
sequent discipline and emotional care for their child. An ability to openly
communicate, frequency of visits and receipt of public assistance were sig-
nificant predictors of better-quality relationships.

To clarify the role of the instrumental relationship further, let us go back
to the scenario above in which the social worker had received a message via
a school that a child’s mother had been reported to be suicidal and there
was a concern for the risk to the child’s well-being in being in the home
alone with her mother. The social worker called to the house is going
with a specific task that needs to be accomplished. The social worker
needs to build a positive relationship with the service user and will
require the use of some ‘soft skills’ in rapport building to complete her as-
sessment of the immediate risk to the child of being left in the mother’s care
and of the need for further services for the mother. In such a situation, the
social worker holds the power and sets the agenda. In this sense, the inter-
action is a directive encounter and cannot therefore be considered to be en-
abling the service user (mother) to actualise her potential.

Rightly, the social worker considers all the legal, ethical and moral impli-
cations of the situation in making her decision. She might consider the last
time she was with the service user after the child had called an ambulance
because the mother had ‘cut up’ pretty badly. The social worker knows this
event occurred after the mother had minimised her feelings of self-harming
to the GP earlier that day. The service user threatens to the social worker
that, if her daughter is taken away for the night, ‘I might as well kill
myself’. The social worker faces another dilemma and uses her relational
approach to understand the situation. She feels the service user is using
the situation to gain attention and offers her interpretation to try and
bring some further awareness for the service user to the situation. The
service user reacts angrily. The child is taken to a relative for the night
and a call is made to the local emergency psychiatric clinic for a further as-
sessment to be made. The encounter is considered a success, as the child is
safe with a relative and the social worker reflects on her use of the interpret-
ation to support her hypothesis that the mother was a danger to herself and/
or her child.

The service user–social worker relationship was concluded by Bell
(2002) to have had a positive influence in children involved in child protec-
tion investigations. Many service users reported substantial benefits of the

Relationship-Based Social Work and the Person-Centred Approach 711

D
ow

nloaded from
 https://academ

ic.oup.com
/bjsw

/article/43/4/703/1641351 by guest on 22 N
ovem

ber 2020



relationship with their social worker, including positive changes at home,
school and overall health and behaviour. Despite this, Bell (2002) cautions
that children should not be seen as a homogenous group and that, whilst it is
necessary to protect the rights of children through positive working rela-
tionships, a child’s experience must be understood from a child’s perspec-
tive and not that of an adult. Much like the example above, whether the
outcomes might be viewed as positive is as much a factor of the perspective
from which they are determined as it is about the information collected to
record the outcome itself.

Bell (2002) also suggests that child protection structures such as review
meetings, records and care plans should be ‘genuinely child centred’
(Bell, 2002, p. 9) meaning, from a person-centred relational perspective,
it would be the child who leads, directs and sets the objectives. The person-
centred approach to relationship-based practice in such a situation would
hold that, if the ‘relationships’ the child has with those involved in the
care services being provided were characterised by the six relationship con-
ditions set out by Rogers (1957) and described above, then the child will be
able to make the choices and decisions that will enable their own develop-
ment. It is almost inconceivable to imagine, in the current climate of risk
management, and in the light of cases such as ‘Baby P’ that services
users, adult or children, are supported to enable the development of such
autonomous being.

However, the use of the term ‘child-centred’ strikes right to the heart of
the confusion within social work of the role of relationship-based
approaches and that this paper seeks to address. ‘Child-centred’, ‘person-
centred’ and ‘client-centred’ are technical terms that were originally
developed to describe theoretically informed interventions that draw
from the ‘person-centred’ approach set out by Rogers (1957). As we
have indicated above, the person-centred approach is founded upon a
conceptual framework that is at odds with contemporary social work
practice.

In contrast to Trevethick’s (2003) critique, to work in a person-centred
way, one must, by definition, focus on the relationship-as-an-end-in-itself.
As we shall discuss below, to view the relationship-as-an-end-in-itself is
practically untenable because of the current political and professional
context of social work practices. To this extent, the use of terms like ‘child-
centred’, ‘person-centred’ and ‘client-centred’ is misleading insofar as they
imply that the values of the person-centred approach—and respect for self-
determination—are being adhered to, when in fact they are being used as a
form of double speak to mean the opposite of their original intended
meaning.
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Is a truly person-centred relationship-based social work
possible?

The (re)turn towards the pre-eminence of relationship-based practice
amongst social work academics and practitioners is an understandable
response in a context in which social work has been vilified in a powerfully
adversarial debate between the media in the UK, the professional system
itself and the wider public (Ayre, 2001). Gough (1996) has observed that:

. . . the news media tend to report rare hazards rather than common place
events but in dramatising such extreme adversities such as child murder,
sex rings and social workers abducting children into care, encourages the
development of moral panic and over-sensitises people to the risks
involved’ (Gough, 1996, p. 363).

The lengthy history of media outrage in the context of over thirty years of
highly visible fatal child abuse inquiries or serious case reviews has led to a
well-documented increase in regulatory and managerial control of the
social care workforce (McLaughlin, 2007) and a loss of professional auton-
omy and confidence (Smith, 2001). A consequence of this has been the cor-
ralling of the profession into a policy and practice system that, it is
suggested, seeks to deny the inherent uncertainties that accompany the
safeguarding role through processes of excessive ‘rationality’ (Parton,
1998). Growing professional discontent with the increasing formalisation
of practice through systems of risk and performance management and
audit, particularly in statutory children’s services but apparent also in
adult services, in which the role is arguably even more constrained, have
given rise to an introspective quest to find and articulate the relational
‘heart’ of social work practice. Ruch et al. (2010) acknowledge the uncer-
tainties and ‘messy realities of practice’ (Ruch et al., 2010, p. 27),
however, and suggest that reorienting social work practice towards a
more relational perspective is likely to provoke defensive reactions that
might limit the development of a relational-based approach to practice
really gaining significant status among the routine practice for social
workers.

However, the very context that stimulates the debate about relationship
within social work also undermines it. Whilst social workers undoubtedly
use both inter and intrapersonal dynamics in practice and, irrespective of
the instrumentalism of risk management techniques, are obliged to use ‘in-
formal processes’ (Broadhurst et al., 2010) in shaping decisions and actions,
the systemic bias towards measurement and risk reduction means that rela-
tional processes remain necessarily subordinate to administrative ones.

This is apparent in the example above in which it is clear that the only
‘point’ in the social worker developing a relationship with the mother was
to fulfil the task. Interestingly, in the scenario, the social worker, also
there to protect the child, has virtually no interpersonal relationship with
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the child in the encounter. The child appears almost to be a ‘unit’ within the
environment—someone/thing to be protected, the mother a destructive
force to be contained and the social worker as some sort of agent provoca-
teur whose interpretation incites the mother to react angrily, confirming the
hypothesis that the child was indeed at too great a risk if left with her
mother.

Adults’ and children’s statutory social work are both ‘saturated by the
language and techniques of risk’ (Horlick-Jones, 2005). Thus, this has had
the effect of repositioning social work in relation to perceptions of risk in
contemporary society and clearly challenges the potential for a relational
approach based on the values of respecting the client’s right to self-
determination and autonomy. These can only be held to a certain point
and that point is determined by the social worker, with the end of the
line being decided upon within the social worker–service user relationship
within a broader context of the social worker–service/agency relationship.
Where services are defining the parameters of tasks that social workers are
to carry out, the relationship in this sense is always instrumental in deter-
mining the outcome that is acceptable to the social worker.

It is suggested that the underlying climate of fear and the distrust that
drives these perceptions has the dual effect of defining the subjects of
social work only as vulnerable or dangerous or both and of viewing social
workers themselves as simultaneously ‘assessors of risk, at risk and as a
risk’ (McLaughlin, 2007). The statutory context of child protection social
work in the UK in particular is of key importance in this debate. Whilst
the legal framework provides some important protections against the
unwarranted abuse of power by the state, the adversarial nature of the
UK system has the unfortunate consequence of placing ‘families and
the authorities working with them in opposing camps rather than in
mutual endeavour’ (Cleaver and Freeman, 1995). The territory for the
development of relationship in such potentially conflictual circumstances
is clearly both challenging and constrained. At the same time, the capacity
of social work to be a force for progressive policy has been eroded, in as
much as it has been suggested that social work in the UK ‘has been
re-branded and re-shaped’ (Stepney, 2006) under successive governments
within an overall transformation of the post-war welfare settlement in the
last thirty years or so.

In these circumstances, the resurgence in social work discourse of ideas
about relationship may hold both threats and promises. The Interim
Report of the Monro Committee (2010) illuminates this. On the one
hand, the intention of the Committee to de-clutter the managerial and
administrative landscape to enable practitioners to maintain a better
focus on the ‘child’s journey’ provides welcome support for the voices of
committed and beleaguered professionals who have been struggling to do
that as the administrative burden has increased exponentially. The report
cites the considerable evidence base that highlights the importance of
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relationship in producing good outcomes and identifies a lack of
relationship-based practice in the way that social workers have been prac-
tising. It recommends that social workers develop the ‘soft skills’ involved
in practising in this way, particularly if the service user wants and requests
to be worked alongside in a relational way.

This is not to suggest that the report has come to the wrong conclusions.
As shown above, it is clear that good relationships are associated with better
outcomes. However, we would argue that, even when this is the case, this
does not reduce the instrumental nature of these relationships. In person-
centred practice, there is no instrumental element to the relationship. By
definition, when an instrumental aspect is introduced into the relationship,
it is no longer person-centred in the technical sense of this term. As such, it
is difficult to see how social workers can, in the true sense of the meaning,
consider themselves to be person-centred.

The emphasis on relationship in the discourse is also potentially in
tension with the growing and powerful evidence base about the need for up-
stream preventative policies aimed at addressing the social determinants of
disadvantage and inequality and its multiple negative impacts (Marmot,
2010; Wilkinson and Pickett, 2009). Whilst individualism is a characteristic
of the current neo-liberal policy and cultural zeitgeist, the proponents of
relationship-based practice may find it hard to convince some practitioners
that this will be adequate to address the needs of the poor and the margin-
alised (Jordan, 2001). As such, there may be a need to make common cause
with public health and other disciplines working with sociological and
epidemiological perspectives in addressing structural inequalities and
promoting empowerment, rather than borrowing, somewhat tendentiously
and partially, concepts of relationship-based practice from the disciplines of
psychology, counselling and psychotherapy that, we would argue, can more
accurately lay claim to it.

In light of the contextual background set out above and as the profession
of social work increasingly develops a relational focus, the question is
whether social work can adopt theory from person-centred psychology.
One way of answering this is to extend Grant’s (1990) notions of principled
and instrumental non-directivity to the whole relationship within social
work practice.

Cooper and Bower (2005) have stated that relationship-based practice
within social work is considered a means to an end and certainly not an
end in itself. Relationship-based practice, they suggest, is intrinsic to
good, safe practice and, moreover, can modify the managerial ethos of prac-
tice we have outlined above. Yet, the extent to which this claim can be sub-
stantiated is arguable in a context dominated by ‘risk assessment
instruments and structured formats [which] aim to improve “unassisted”
professional judgments’ (Broadhurst et al., 2010, p. 1048). These processes
configure the field in which social workers build their relationships with
service users and the territory is not, of necessity, free of judgement and
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characterised by ‘unconditional positive regard’. A recent study of the per-
ceived consequences of seeking help and health care among households
living in poverty suggested that seeking support or care is seen as a
‘gamble’ in which needs may or may not be met with the perceived threat
of losing resources, being harshly judged by practitioners and subjected
to increased levels of surveillance, sometimes leading to avoidance of
child health and social services, anxiety and self-imposed isolation
(Canvin et al., 2007). Clearly, if social work is to develop itself as a
relationship-based profession, it has a long way to go and perhaps will
never be able to claim to be truly person-centred.

These findings lend support to our contention that the simple answer to
the question as to whether social work can be a truly person-centred profes-
sion is ‘no’; unless the underlying principle of trusting in the actualising ten-
dency is fully embraced by the social work practitioner, the service user’s
right to self-determination can never be unconditionally respected. We
would argue that this principle, and therefore a person-centred approach
to social work, cannot be fully embraced within modern social work, as
both the policy and professional context require practitioners to act instru-
mentally on behalf of the state in relation to the most vulnerable, notwith-
standing the relational disciplinary rhetoric.

It is incumbent on modern social work that, while it can take an instru-
mental stance, it cannot take a principled stance to non-directivity in prac-
tice. Modern social work invariably demands that the relationship is a
utilitarian one in which it serves another purpose such as to create
rapport in order to act as a context for the application of pre-determined
specific intervention or, indeed, as Canvin et al. (2007) suggest, the aban-
donment of the search for rapport to fulfil a coercive purpose on behalf
of the state. In part, this derives from the paradoxes that accompany our
systems for protecting the vulnerable. Cooper (2009) suggests that these
paradoxes derive from the two primary tasks attendant on protective
systems. The tasks, he suggests, are, first, to protect the most vulnerable
from severe injury and/or death and, second, ‘protecting people from the
emotional impact of knowing about the torture of babies that may be hap-
pening just down the street from where each of us is living’ (Cooper, 2009,
p. 3). Cooper further suggests that it is failure in this second task that trig-
gers the visceral emotional attack from the media and general public that
has shaped the public image of social work and eroded professional self-
esteem in recent years. Such failures count for far more than all the
undoubted protection successes because they disturb the psycho-social
equilibrium in which terrible events, particularly those involving children,
are denied as unthinkable. Consequently, it is hardly surprising that
social workers have sought to protect themselves from such an unfair
assault by talking up the value of relationship even as the instrumentality
of the role has intensified.
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As such, while social work might value the relational qualities of
empathy, unconditional positive regard and genuiness, or indeed the
notion of an actualising tendency, it is theoretically misleading to refer to
these relationship qualities as person-centred unless they are coupled
with the stance of principled non-directivity, which we have shown is incom-
patible with what is required of modern social work practices.

Conclusion

In conclusion, relationship-based models of practice grounded in psycho-
dynamic or systematic approaches are suitable for contemporary social
work practice. But social work cannot be relationally based in the sense
that it is an expression of person-centred practice. We have argued that
there is a mutual incompatibility of the person-centred approach brought
about by the context and tasks of modern social work. While it might
seem to some that we are splitting hairs, the political importance of this
discussion is that the use of the term ‘person-centred’ belies the function
of modern social work in which the relationship is for the utilitarian purposes
of compliance and externally imposed direction on the service user. Social
work is not person-centred; it is state-centred. We urge all those involved
in social work—educators, students, experienced practitioners, service
users, employers and policy makers—not to attempt to transfer person-
centred psychology into their models, as the true meaning and validity are
lost in the process of translation. The danger is that, if we continue to use
the term ‘person-centred’ as if social work was based on the psychotherapeut-
ic principle of self-determination, we serve to diminish the potency of the
theoretical principle of the actualising tendency and obscure the true
nature of the modern social work profession.
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Standards 
for  Social  Work Case Management

Standard 1. Ethics and Values 
The social work case manager shall adhere to
and promote the ethics and values of the social
work profession, using the NASW Code of Ethics
as a guide to ethical decision making in case
management practice.

Standard 2. Qualifications 
The social work case manager shall possess a
baccalaureate or advanced degree in social work
from a school or program accredited by the
Council on Social Work Education; shall comply
with the licensing and certification requirements
of the state(s) or jurisdiction(s) in which she or
he practices; and shall possess the skills and
professional experience necessary to practice
social work case management.

Standard 3. Knowledge
The social work case manager shall acquire and
maintain knowledge of current theory, evidence-
informed practice, sociohistorical context, policy,
research, and evaluation methods relevant to case
management and the population served, and
shall use such information to ensure the quality
of case management practice.

Standard 4. Cultural and Linguistic Competence
The social work case manager shall provide and
facilitate access to culturally and linguistically
appropriate services, consistent with the NASW
Indicators for the Achievement of the NASW
Standards for Cultural Competence in Social 
Work Practice.

Standard 5. Assessment
The social work case manager shall engage clients—
and, when appropriate, other members of client
systems—in an ongoing information-gathering
and decision-making process to help clients
identify their goals, strengths, and challenges.

Standard 6. Service Planning, Implementation,
and Monitoring
The social work case manager shall collaborate
with clients to plan, implement, monitor, and
amend individualized services that promote
clients’ strengths, advance clients’ well-being,
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and help clients achieve their goals. Case
management service plans shall be based on
meaningful assessments and shall have specific,
attainable, measurable objectives.

Standard 7. Advocacy and Leadership
The social work case manager shall advocate for
the rights, decisions, strengths, and needs of
clients and shall promote clients’ access to
resources, supports, and services.

Standard 8. Interdisciplinary and
Interorganizational Collaboration
The social work case manager shall promote
collaboration among colleagues and organizations
to enhance service delivery and facilitate client
goal attainment. 

Standard 9. Practice Evaluation and Improvement
The social work case manager shall participate 
in ongoing, formal evaluation of her or his
practice to advance client well-being, assess the
appropriateness and effectiveness of services and
supports, ensure competence, and improve practice.

Standard 10. Record Keeping
The social work case manager shall document
all case management activities in the appropriate
client record in a timely manner. Social work
documentation shall be recorded on paper or
electronically and shall be prepared, completed,
secured, maintained, and disclosed in accordance
with regulatory, legislative, statutory, and
organizational requirements.

Standard 11. Workload Sustainability
The social work case manager shall responsibly
advocate for a caseload and scope of work that
permit high-quality planning, provision, and
evaluation of case management services. 

Standard 12. Professional Development and
Competence
The social work case manager shall assume
personal responsibility for her or his professional
development and competence in accordance with
the NASW Code of Ethics, the NASW Standards
for Continuing Professional Education, and the
licensure or certification requirements of the
state(s) or jurisdiction(s) in which the social
worker practices.
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Introduction

Case management dates its development to the
emergence of the social work profession and
remains integral to 21st-century social work
practice. According to NASW’s benchmark
study of licensed social workers in the United
States, case management is a component of
many social work jobs, and “significant numbers
of social workers report spending more than half
their time” on case management responsibilities
(Whitaker, Weismiller, & Clark, 2006, p. 19).
Nurses and other professionals also practice case
management, and peer counselors (often
referred to as peer support specialists) have begun
to play a role in the field. 

More than a century after its emergence, case
management has garnered renewed attention.
Amid mounting constraints on both public and
private funding for education, health care,
housing, and social services, coordination of
services is increasingly perceived as a strategy 
to improve service quality and outcomes while
decreasing costs (Brown, 2009; Centers for
Medicare & Medicaid Services, 2011;
Silow-Carroll, Edwards, & Lashbrook, 2011;
U.S. Department of Veterans Affairs, 2011). 
At the same time, additional research
demonstrating the effectiveness of various case
management models with specific populations 
is needed (Agency for Healthcare Research and
Quality, 2011; Culhane, Parker, Poppe, Gross,
& Sykes, 2007; Vanderplasschen, Wolf, Rapp, &
Broekaert, 2007). Moreover, with the growing
focus on job delegation (Institute of Medicine,
2008), tasks previously performed by case
managers in some settings are being divided
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among multiple personnel, including volunteers
(Robert Wood Johnson Foundation, 2009). 

Within this context, social work case managers
face both opportunities and challenges. With 
its strengths-based, person-in-environment
perspective, the social work profession is well
trained to develop and improve support systems
(including service delivery systems, resources,
opportunities, and naturally occurring social
supports) that advance the well-being of
individuals, families, and communities.
Furthermore, social workers have long
recognized that the therapeutic relationship
between the practitioner and the client plays an
integral role in case management. This expertise
positions the social work profession as a leader
within the field of case management. However,
such leadership requires not only the integration
of direct practice skills and administrative
strategies, but also continued development 
of the evidence base for social work case
management. These standards are designed to
enhance social work case management and to
help the public understand the professional
social work role in case management.

Background

The profession of social work and the practice
of case management emerged simultaneously in
the United States during the late 19th and early
20th centuries. Fueled by poverty and other
social problems associated with industrialization,
urbanization, immigration, and population
growth, charity organization societies (COS)
and settlement houses sprang up across the
United States (Popple, 2008; Stuart, 2008). 
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The complementary and contrasting emphases
of the COS and settlement house movements
manifest, to some extent, in 21st-century social
work case management.

In the first half of the 20th century, social work
incorporated psychodynamic perspectives from
the field of psychiatry, and social casework was
the primary practice approach (McNutt, 2008).
The sociopolitical events and movements of the
1960s expanded the theory base of social
casework and renewed the social work
profession’s emphasis on social action, planning,
and policy (McNutt, 2008). Micro-, mezzo-, and
macro-level social work practitioners now draw
on a variety of theories and techniques, many 
of which manifest in case management practice.
At the same time, the practice area specialization
that began within both case management and
social work in the early 20th century (Federal
Interagency HIV/AIDS Case Management
Work Group, 2008) continues to the present
day—even as social work case managers work
with increasingly diverse, often vulnerable
clientele in an ever-broadening array of settings.
The following list denotes some, but not all, of
the settings and specialties in which social
workers practice case management:
� aging
� behavioral health care (includes mental 

health and substance use) 
� child welfare and other youth- and

family-oriented services
� corrections
� disabilities (cognitive, developmental,

physical, and psychiatric) 
� education (early childhood through

university; lifelong learning programs)
� employee assistance
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� health care (including, but not limited to,
ambulatory, acute, and rehabilitative care;
disease-specific services; maternal health;
palliative and hospice care; and public and
private health insurance programs)

� housing
� immigrant and refugee support services
� income support programs
� long-term services and supports 
� services for veterans and active duty 

military personnel
� tribal services.

Furthermore, social work case managers operate
across the public, nonprofit, and for-profit
sectors, in both accredited and nonaccredited
organizations, and in urban, suburban, rural, and
frontier areas. They provide services (with or
without clinical supervision, and sometimes as
independent practitioners) in offices and
facilities, in home- and community-based
settings, by telephone, and electronically. Such
services may be supported by organizational
operating funds, government funding, public or
private insurance, other third-party payers,
foundation grants, or client funds.

Both the practice of social work case
management and the desired outcomes
associated with this practice modality vary
greatly across sectors, settings, and specialties.
Program and job titles also vary; the terms care
management, care coordination, service coordination,
client navigation, health care navigation and patient
navigation describe work that resembles, to
varying degrees, case management. Although
these terms are sometimes used interchangeably,
the choice of terms may reflect underlying
philosophical differences, and the program goals
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and job tasks and functions of each may differ.
Significant diversity of opinion exists regarding
the differences between case management and
these related roles and practices, and rendering
such distinctions lies beyond the scope of these
standards. Consequently, the terms case
management and case manager are used
throughout the standards. Nonetheless, these
standards may also be useful to social workers
whose primary function is described by related
terms such as care management or care
coordination—practices which, similar to case
management, engage clients in the collaborative
process of identifying, planning, accessing,
advocating for, coordinating, monitoring, and
evaluating resources, supports, and services.
Such resources, supports, and services may
either be located in a single organization or
spread across numerous settings.

Even among identically titled programs,
however, significant diversity exists. Conceptual
differences in case management paradigms, or
how an organization perceives the roles of both
case managers and clients, influence
organizational culture and affect service
provision, client population, and outcomes
(Moxley, 2011). Thus, a social work case
manager may find her or his individual approach
more congruent with certain programs, or more
effective with certain client populations, than
with others. This reality requires social workers
not only to understand the culture of their
organizations, but also to help each client
determine whether the organization’s and
practitioner’s approach will best serve the
individual’s expectations and needs. Success, as
defined by clients, case managers, and
organizations alike, is most likely when
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“consonance…among the case manager’s
preferred approach, the value set and experiences
of clients, and the culture of the sponsoring
organization” (Moxley, 2011, p. 277) exists. 

The National Association of Social Workers
Standards for Social Work Case Management
reflect the current environments in which case
management is practiced. For many social
workers, these standards reinforce current
practices. For others, they provide objectives to
achieve and guidelines to assist in practice.

Goals of the Standards

These standards address case management as a
specialty area within social work practice. The
standards are designed to enhance social
workers’ awareness of the values, knowledge,
methods, and skills needed to practice case
management competently. 

Ideally, these standards will stimulate the
development of clear guidelines, goals, and
objectives related to case management in social
work practice, research, policy, and education.
The other goals of the standards are
� to inform social workers, policymakers,

employers, and the public about case
management as a long-standing and
continually expanding domain of social 
work practice

� to improve the quality of social work case
management services

� to provide a basis for the development of
continuing education materials and programs
related to social work case management
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� to ensure that social work case management
services are guided by the NASW Code 
of Ethics

� to advocate for clients’ rights to
self-determination, confidentiality, access to
supportive services and resources, and
appropriate inclusion in decision making
affecting their well-being

� to encourage social workers to participate in the
development and refinement of public policy
(at the local, state, and federal levels) to support
clients participating in case management

� to encourage social workers to participate in
the development, refinement, and integration
of best practices in case management and

� to advance the practice of case management
as an integral component of organizations 
and service delivery systems.

Definitions

Case management

A process to plan, seek, advocate for, and
monitor services from different social services or
health care organizations and staff on behalf of a
client. The process enables social workers in an
organization, or in different organizations, to
coordinate their efforts to serve a given client
through professional teamwork, thus expanding
the range of needed services offered. Case
management limits problems arising from
fragmentation of services, staff turnover, and
inadequate coordination among providers. Case
management can occur within a single, large
organization or within a community program
that coordinates services among settings 
(Barker, 2003).
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Social worker

Within the United States, social worker refers to
an individual who possesses a baccalaureate or
master’s degree in social work from a school or
program accredited by the Council on Social
Work Education. Although all 50 states and the
District of Columbia license or certify social
workers, licensure and certification laws vary by
state. Each social worker should be licensed or
certified, as applicable and required, at the level
appropriate to her or his scope of practice in the
practitioner’s jurisdiction(s). 

Client and client system

The term client refers to the individual or family
who is the recipient of case management
services—in other words, whose goals, needs,
and strengths constitute the primary focus of
case management. (Within these standards, client
often refers to an individual; the term family
may be substituted if applicable, however.) Each
organization’s mission usually defines its
clientele; funding sources may also play a role in
this determination. In some practice settings or
case management models, beneficiary, consumer,
patient, peer, resident, or other terms may be used
in lieu of client. The client system includes both
the client and members of the client’s support
network (such as family members, friends,
religious communities, or service providers).

Family and family system

Family involvement in case management varies
greatly across client populations and practice
settings. The term family is defined by each
individual and may refer to family of origin,
spouses or domestic partners, children, extended
family, friends, community elders, or other
individuals who support the client participating



15

in case management services. Similar to
individual case management clients, family
members may cross the life span from childhood
to advanced age. Families may support each
other emotionally, financially, medically,
physically, practically, socially, and spiritually.
They may also provide assistance with decision
making related to health care, support services,
financial or legal matters, and life span planning.
Such support, which individuals and families
may or may not identify as caregiving, may be
provided on an intermittent, part-time, or
full-time basis and at close proximity or at a
distance from the client participating in case
management services. Furthermore, some family
members may receive remuneration for
caregiving services through consumer-directed
programs. The family system includes both the
client and the family. For the purposes of these
standards, however, the family system does not
include individuals whose primary relationship
with the client is based on a financial or
professional agreement. Nonetheless, such
individuals (including, but not limited to, health
care professionals, home care workers, attorneys,
fiduciary agents, guardians, other service
providers, and case managers themselves)
constitute an important part of the client system.

Culture

Culture influences the values, perceptions, and
goals every social worker and client brings to
case management. Cultural identification may
include, but is not limited to, race, ethnicity, and
national origin; migration background, degree
of acculturation, and documentation status;
socioeconomic class; age; gender, gender identity,
and gender expression; sexual orientation; family
status; spiritual, religious, and political belief or
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affiliation; physical, psychiatric, and cognitive
ability; and literacy, including health, behavioral
health, and financial literacy.

Cultural competence

“The process by which individuals and systems
respond respectfully and effectively to people 
of all cultures, languages, classes, races, ethnic
backgrounds, religions, and other diversity
factors [including, but not limited to, gender
identity and expression, sexual orientation, and
family status] in a manner that recognizes,
affirms, and values the worth of individuals,
families, and communities and protects and
preserves the dignity of each” (NASW, 2007,
pp. 12–13).

Health and health care

As noted in the Social Work Dictionary (Barker,
2003), NASW supports the World Health
Organization (WHO)’s definition of health: 
“a state of complete physical, mental and social
well-being and not merely the absence of disease
or infirmity” (WHO, 1946, 2011). Within these
standards, the terms health and health care refer
not only to physical health and medical care, 
but also to psychosocial well-being and
behavioral health care.



Guiding Principles

The primary goal of social work case
management is to optimize client functioning
and well-being by providing and coordinating
high-quality services, in the most effective and
efficient manner possible, to individuals with
multiple complex needs. Social workers use the
following strategies to achieve this goal:
� strengthening the developmental, problem-

solving, and coping capacities of clients
� enhancing clients’ ability to interact with and

participate in their communities, with respect
for each client’s values and goals

� linking people with systems that provide them
with resources, services, and opportunities

� increasing the scope and capacity of service
delivery systems

� creating and promoting the effective and
humane operation of service systems

� contributing to the development and
improvement of social policy.

Amid the diversity of program settings, titles,
paradigms, and goals, the following characteristics
distinguish social work case management: 
� Person-centered services. The social work

case manager engages the client (and, when
appropriate, other members of the family
system) in all aspects of case management and
tailors services to the client’s needs,
preferences, and goals. 

� Primacy of client–social worker relationship.

The therapeutic relationship or working
alliance between the social work case manager
and the client is integral to helping the client
achieve her or his goals.

� Person-in-environment framework. The
social work case manager understands that

17



each individual experiences a mutually
influential relationship with her or his
physical and social environment and cannot
be understood outside of that context. This
ecological perspective recognizes that
systemic injustice and oppression underlie
many challenges faced by clients.

� Strengths perspective. Rather than focus on
pathology, the social work case manager
elicits, supports, and builds on the resilience
and potential for growth and development
inherent in each individual. Client strengths
and assets may be intrapersonal, found within
the environment, or developed in response to
the environment.

� Collaborative teamwork. The social work
case manager does not work in isolation.
Collaboration with other social workers,
other disciplines, and other organizations is
integral to the case management process.

� Intervention at the micro, mezzo, and macro

levels. The social work case manager uses a
variety of approaches to effect change in
individuals, families, groups, communities,
organizations, systems, and policies. Advocacy
for systemic change plays a key role.

Similarly, although the roles and responsibilities
of individual social work case managers may
vary considerably depending on program or
system objectives, some core functions are
common to social work case management:
� engagement with clients
� assessment of client priorities, strengths, and

challenges
� development and implementation of a 

care plan
� monitoring of service delivery
� evaluation of outcomes

18
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� closure (including termination or transition
follow-up).

The following standards address, in greater
detail, aspects of practice integral to social work
case management.

Standards with Interpretations

Standard 1. Ethics and Values

The social work case manager shall adhere to

and promote the ethics and values of the

social work profession, using the NASW 

Code of Ethics as a guide to ethical decision

making in case management practice.

Interpretation

The primary mission of the social work
profession is to enhance human well -being and
to help meet the basic needs of all people, with
particular attention to the needs of individuals
and communities who are vulnerable and
oppressed. This mission is rooted in core values
that constitute the foundation of social work and
underlie social work case management:
� Service. The social work case manager applies

her or his knowledge and skills to support the
biopsychosocial well-being of clients and to
address challenges faced by clients. She or he
prioritizes service to clients above professional
or personal self-interest.

� Social justice. The social work case manager
pursues change to reduce poverty,
discrimination, oppression, and other forms
of social injustice experienced by clients. She
or he provides services in a culturally and
linguistically appropriate manner and acts on
individual and systemic levels to ensure
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clients’ access to needed information, services,
and resources and to facilitate clients’
maximal participation in decision making.

� Human dignity and worth. The social work
case manager treats clients in a caring
manner, respecting their self-determination
and valuing their strengths. She or he strives
to enhance clients’ capacity to improve their
circumstances and achieve their goals.

� Importance of human relationships. The
social work case manager promotes the role
of human relationships in the change process
and strives to strengthen relationships
between the client and other members of the
client system. The social worker cultivates a
therapeutic relationship with each client and
engages the client, to the greatest extent
possible, as a partner in goal identification,
service planning and implementation, and
practice evaluation.

� Integrity. The social work case manager acts
in accordance with the mission, values, ethical
principles, and ethical standards of the social
work profession and uses the power inherent
in the professional social work role responsibly.
She or he undertakes all actions with respect
for clients’ goals, exercising judicious use of
self, avoiding conflicts of interest, and applying
professional judgment in presenting resource
options and providing services to clients. 

� Competence. The social work case manager
practices within her or his area of competence
and continually strives to enhance knowledge
and skills related to case management and the
population served. She or he recognizes that
self-care is essential to being present for
clients and attends to self-care accordingly.
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Social work case managers promote client
self-determination while helping clients navigate
complex service delivery systems. Client
involvement in goal identification and decision
making is a basic tenet of social work practice
and is upheld, to the greatest extent possible,
throughout the case management process.
Nonetheless, differences in the wishes,
perceptions, and capacity of clients and other
members of the client system can present
complex ethical and legal challenges to social
workers. When a client’s decision-making
capacity is limited, the case manager should
collaborate with the individual who is legally
authorized to represent the client—such as a
power-of-attorney, health care agent, or
guardian—while continuing to promote the
client’s participation in case management. (For
the purposes of these standards, the individual
who is legally authorized to represent the client can
be substituted for the client, where appropriate.)
The social work case manager must also know
and comply with federal, state, local, and tribal
laws, regulations, and policies addressing topics
such as guardianship, parental rights, advance
directives, and reporting requirements for abuse,
neglect, suicide, threat of harm to others,
confidentiality and privacy of client information,
and use of health information technology.

Maintaining primacy of a client’s interests can
be difficult in an environment of resource
scarcity, especially when the social work case
manager bears partial or full responsibility for
resource allocation. Although the lack of
organizational or community resources may
limit a client’s options, the social worker should
inform the client of the full range of existing
choices so the client may decide which services



will best meet her or his needs. When a conflict
between primacy of the client’s interest and the
goals or policies of organizations or delivery
systems occurs, the case manager should use
mechanisms such as peer review, ethics
committees, or external consultation, or should
advocate for internal change, to resolve the
dilemma. Creativity may be required to support
the client in accessing resources, supports, and
services needed to meet that individual’s
priorities. If the conflict cannot be resolved,
mezzo- or macro-level action on the part of the
social work case manager (such as program
development, community organization, and
policy or legislative advocacy) may be needed to
prevent the recurrence of similar resource gaps.

Similarly, the social work case manager has an
ethical responsibility to 
� ensure the client has the requisite information

to provide informed consent in all aspects of
the case management process

� terminate a service when it is no longer
helpful to the client or is detrimental to the
client’s well-being and growth

� promptly notify the client if the case manager
anticipates that a service will be interrupted or
terminated by a service provider and

� make the necessary transfer or referral if the
client still needs such a service to ensure
continuity of care. 

Standard 2. Qualifications

The social work case manager shall possess a

baccalaureate or master’s degree in social work

from a school or program accredited by Council

on Social Work Education; shall comply with

the licensing and certification requirements of

the state(s) or jurisdiction(s) in which she or he

22
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practices; and shall possess the skills and

professional experience necessary to practice

social work case management.1

Interpretation

Social work degree programs provide education
and training in social work values, ethics,
theories, practice, policy, and research. This
preparation is essential for any individual
engaging in the practice of social work. Social
work licensing and certification laws vary by
state. It is each social work case manager’s
responsibility to abide by the licensing and
certification laws and regulations of her or his
respective state(s) or jurisdiction(s). Adherence
to such laws and regulations includes, but is not
limited to, several responsibilities on the part of
the social work case manager:
� acquisition and maintenance of social work

licensure or certification, as available for the
social worker’s educational level, professional
experience, and scope of practice

� adherence to supervision requirements, 
which may apply not only to supervisees, but
also to social work supervisors

� practicing within the defined scope of 
practice outlined by law or regulation.

The practice of social work case management is
complex, entailing multiple roles and skills.
Each social worker’s qualifications should be
congruent with the skills required to fulfill her
or his case management responsibilities. A
differential use of staff may be implemented in
carrying out case management tasks, particularly
when specialized expertise is indicated. For
example, a social work case manager whose
responsibilities include the diagnosis of
behavioral health conditions or the provision of
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psychotherapy should have a master’s degree in
social work and should either be licensed at the
clinical level or, if the licensing jurisdiction
allows, perform clinical tasks under supervision.
Regardless of educational background or
licensure status, every social worker should
accept case management duties or employment
only on the basis of existing competence. Should
the case manager need additional knowledge or
skill to perform case management responsibilities,
she or he should pursue professional
development activities (including supervision
and other activities, described elsewhere in these
standards) to acquire the necessary competence.

1 Degree and licensure or certification requirements are specific
to social work practice in the United States. NASW recognizes
that qualifications may differ outside the United States.

Standard 3. Knowledge

The social work case manager shall acquire

and maintain knowledge of current theory,

evidence-informed practice, sociohistorical

context, policy, evaluation methods, and

research relevant to case management and 

the population served, and shall use such

information to ensure the quality of case

management practice.

Interpretation

Although case management is an integral
component of generalist social work education,
the practice of case management requires
specialized knowledge and skills as outlined in
these standards. Ideally, the social work case
manager attains such knowledge and skills
during her or his degree program, through
coursework and field practice experience related
to case management. Specialty practice



credentials earned after graduation may indicate
expertise in case management or other areas
related to the setting in which the practitioner
works (such as a health care setting) or the
clientele served (such as children or older
adults). Whether through credentialing,
continuing education, or professional
experience, the social worker should continually
enhance her or his skills and knowledge related
to case management and the population served.

Given the growing complexity of service
delivery systems and client needs, even
experienced social work case managers may
encounter situations beyond the scope of their
usual practice setting. For example, a case
manager practicing in a youth-oriented setting
may encounter a grandparent providing kinship
care; a client participating in case management
in a behavioral health setting may be diagnosed
with a serious medical illness; or a recent
immigrant may seek services from an
organization that primarily serves long-time
residents. In such circumstances, the social work
case manager should seek supervision,
consultation, and continuing professional
development, as described elsewhere in these
standards, to ensure she or he has both the
requisite knowledge of service delivery systems
and the skills to serve clients effectively. At
times, the social worker may need to work in
partnership with other service providers on
behalf of an individual or to refer a client to
other case managers whose expertise is more
suited to the person.

The breadth and depth of knowledge required
for effective case management practice may vary
based on client population and practice setting.

25
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Regardless of such distinctions, however, the
social work case manager applies knowledge
about human growth and development,
behavioral health, physical health, and family
relationships to enhance the biopsychosocial
well-being of clients. As a resource expert, the
social worker supports clients in navigating
service delivery systems, accessing resources,
and identifying service gaps and barriers. Each
case manager’s understanding of the professional
social work role also guides her or his
interactions with, and on behalf of, clients.

Knowledge essential to social work case
management includes, but is not limited to, the
following areas:
� Human behavior, growth, and development
◎ concepts and theories associated with life

span development and behavioral change
◎ cognitive, physiological, and psychosocial

processes associated with various life stages,
including the end of life

� Behavioral health
◎ strengths, coping patterns, and points 

of resilience
◎ depression, anxiety, and other mental 

health conditions
◎ addictive behaviors and their effect on 

the client system
◎ signs of trauma, abuse, neglect, and

exploitation
� Physical health
◎ physiological and cognitive processes

associated with acute and chronic conditions
◎ psychosocial effects of acute, chronic, 

and life-limiting illness
◎ psychosocial effects of physical and

cognitive disability
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� Family relationships
◎ family systems and family life cycles 
◎ family caregiving roles and support needs 
◎ interdependence in care partnerships

(within family systems, for example)
� Resources and systems
◎ programs and systems related to the case

manager’s client population and practice
setting (such as resources specific to aging,
behavioral health, children, economic
assistance, employment, families, health,
housing, immigration, legal concerns, social
support, and tribal systems)

◎ policies, eligibility requirements, and
financial and legal concerns affecting case
management clientele

◎ systems functioning and theory
� Professional social work role
◎ the multifaceted social work roles and

functions related to both case management
and the case manager’s client population or
practice setting

◎ research and evaluation methods, including
knowledge of how to analyze professional
literature and incorporate research findings
into practice

◎ interdisciplinary collaboration
◎ appropriate professional boundaries and 

use of self
◎ signs of, and strategies to address, 

ethical dilemmas, compassion fatigue,
burnout, vicarious traumatization, and
professional grief

◎ use of the strengths perspective to improve
clients’ perceptions of their own abilities
and facilitate their participation in the 
case management process

◎ culturally and linguistically appropriate
service delivery.



28

Standard 4. Cultural and Linguistic Competence

The social work case manager shall provide and

facilitate access to culturally and linguistically

appropriate services, consistent with the

NASW Indicators for the Achievement of 

the NASW Standards for Cultural Competence 

in Social Work Practice.

Interpretation

The increasing cultural and linguistic diversity
of the United States and many other countries
requires social workers to strive continually for
cultural and linguistic competence. The social
work case manager’s recognition and affirmation
of cultural and linguistic diversity are critical to
both therapeutic alliances with clients and
cooperative working relationships with colleagues.
Such diversity includes, but is not limited to,
race, ethnicity, socioeconomic class, gender,
gender identity, gender expression, sexual
orientation, religion, age, health and family
status; cognitive, physical, or psychiatric ability;
and sensory differences, preferred language,
migration background (within-country
migration, immigration, refugeeism, and
documentation status), degree of acculturation,
level of formal education, and literacy (including
health, behavioral health, and financial literacy).
It can also include vocational affiliations, such as
participation in the military or involvement in
veterans’ services. Given the complexity of
cultural identity, the social work case manager
needs to approach every interaction with clients
and colleagues as a cross-cultural exchange,
recognizing the potential for value conflicts and
being proactive to ensure that such conflicts do
not undermine practice. 
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Cultural competence begins with the social
work case manager’s cultural self-identification.
Cultural self-awareness is fundamental to
recognizing and addressing how one’s own
cultural values, beliefs, biases, experiences, and
practices affect interactions with clients and
colleagues. The social worker who practices
such self-assessment can then recognize how
cultural identity, in its multifaceted expressions,
is central to the resilience of the individuals,
families, and communities with whom she or he
interacts. Specifically, the social work case
manager needs to appreciate and affirm clients’
cultural values, beliefs, and practices, especially
the ways in which culture influences perceptions
and practices related to human growth and
development, including death and dying;
definitions of family; family communication
patterns and life cycle functions, including child
rearing and caregiving; illness, disability, and
treatments for health and behavioral health
conditions; help-seeking behaviors; and decision
making related to education, employment,
financial or legal matters, health care, and housing.

The social work case manager also needs to
recognize that culture varies within both families
and cultural groups. These differences may
manifest in multiple ways, such as contrasting
perceptions of family responsibilities or varying
levels of fluency in the dominant language of 
the country of residence. In such instances, the
social worker should honor the differences
within the client system and facilitate, as
appropriate, maximal participation in the case
management process of all members with whom
she or he interacts—by using professional
interpreters rather than relying on family
members to interpret for each other, for example.



30

Cultural and linguistic factors influence not only
case manager–client relationships, but also
organizational policies and societal structures
and dynamics. The social work case manager
should advocate for organizational practices and
policies that promote cultural diversity among
case management staff and throughout the
organization and a work environment, policies,
and practices supportive of multiculturalism. 

The social work case manager should also
recognize how systemic or institutional privilege
and oppression related to cultural and linguistic
diversity (such as ableism, ageism, racism, sexism,
or xenophobia) affect clients’ biopsychosocial
well-being, access to and use of supports and
services, and service outcomes. Identification of
cultural biases in policy, the media, and service
delivery systems is especially useful in helping
clients contextualize the challenges they face
and, sometimes, in identifying and addressing
their internalized biases. Action to eliminate
institutional oppression on organizational,
community, and broader levels is essential to
promoting client strengths and reducing
economic, health, and social disparities
experienced by case management clientele.

Standard 5. Assessment

The social work case manager shall engage

clients—and, when appropriate, other members

of client systems—in an ongoing information-

gathering and decision-making process to 

help clients identify their goals, strengths, 

and challenges.

Interpretation

Biopsychosocial assessment is the foundation of
social work case management and is conducted
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in collaboration with the client. Assessment is a
complex function requiring openness to a wide
variety of information, both verbal and nonverbal,
presented by the client—and, when appropriate,
other members of the client system—in the
context of the social environment. Using empathy,
client-centered interviewing skills, and methods
appropriate to clients’ capacity, the social work
case manager engages clients in identifying their
needs and strengths. On the basis of this
discussion, the social worker supports the client
in establishing priorities and goals. Because
assessment guides service planning and
implementation, the case manager needs to
complete initial assessments in a timely manner. 

Assessment is an ongoing activity, not a
one-time event. During the reassessment
process, the social work case manager and client
(and, if appropriate, other members of the client
system) revisit the needs, assets, and priorities
identified in the initial assessment and discuss
the client’s emerging concerns. Reassessment
serves both monitoring and evaluative functions,
enabling the social worker and the client to
determine whether services have been effective
in helping achieve the client’s goals. On the basis
of such reassessment, the case manager and the
client may determine that case management
goals or service plans need to be adjusted. 

Throughout the assessment and reassessment
process, some social workers may find
standardized instruments helpful in identifying
and responding to the client’s concerns. Such
instruments should be used only as starting
points in the development and refinement of an
individualized, comprehensive assessment,
however—and, if used, should be explained



clearly to maximize the client’s understanding of
the information sought and how it will be used
to benefit that individual.

Social work case management assessment is
rooted in the profession’s person-in-environment
perspective and, accordingly, seeks to understand
the relationships between the client, other
people, and the physical and social environment.
Assessments may vary on the basis of
organizational setting and practice specialty and
should reflect the individual needs and strengths
of each client. Assessment conversations with
clients and other members of the client system
may include the following domains, as they pertain
to client priorities, strengths, and service needs:
� motivating factors in seeking case

management services or reason for referral 
to the social work case manager

� living arrangements, including suitability 
and safety of the home environment 

� vocational history (for example, employment,
education, volunteer work, or significant
hobbies), challenges, and goals

� language preferences and proficiency levels
� preferred methods of communication and

learning (such as oral explanation, written
information, or practical demonstration)

� degrees of literacy, including health,
behavioral health, and financial literacy

� cultural values, beliefs, and practices (including,
but not limited to, spirituality and religion)
related to client’s goals for case management

� effects of culturally based discrimination on
client’s ability to realize case management goals

� psychosocial strengths, protective factors, and
points of resilience

� family composition, structure, roles, and
communication patterns

32
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� relationships with community organizations
or other social supports

� physical, cognitive, and psychosocial
functioning, including ability to fulfill 
social roles 

� desire and capacity for independence 
� desire for support from other members of the

family or client system
� desire and capacity of family or other members

of the client system to support the client
� need for economic or other psychosocial

resources, supports, and services
� ability to navigate relevant service systems

(such as educational, employment, health
care, housing, legal, nutritional, social
services, or transportation systems)

� individual and systemic barriers to client’s
participation in the community or use of
resources and services

� changes in resources, policies, and programs
needed to support the client and, if applicable,
other members of the family system

� behavioral health, including coping style,
crisis management skills, substance use
history, and risk of suicide or homicide

� health conditions and impact of those
conditions on the client’s goals

� risk of abuse, neglect, or exploitation of or by
the client, and underlying causes for such
mistreatment

� life span planning (which may include
advance care planning, anticipation of
caregiving responsibilities, permanency
planning for minor children, retirement
planning, or other domains)

� past strategies used to resolve the client’s
concerns or enhance the client’s strengths

� client’s perceptions of changes needed to
improve her or his situation
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� client’s engagement in case management
process and participation in shared 
decision making

� congruence with and adherence to 
preexisting service plans

� patterns of service over- and underutilization.

Throughout the assessment, the social work
case manager should be attuned to the
congruence between the goals and expectations
of the client and the structure and philosophy of
the case management program. For example,
the program’s approach to case management
may contrast with the client’s preferred style, or
the social worker’s professional expertise may
not be congruent with the client’s needs. In such
circumstances, the case manager should
demonstrate flexibility and advocate to maximize
the program’s benefit to the client. At the same
time, she or he should ensure competent
practice and, if necessary, refer the client to
other practitioners or programs that may be
better able to meet the individual’s needs.

Standard 6. Service Planning, Implementation,

and Monitoring

The social work case manager shall collaborate

with clients to plan, implement, monitor, and

amend individualized services that promote

clients’ strengths, advance clients’ well-being,

and help clients achieve their goals. Case

management service plans shall be based on

meaningful assessments and shall have

specific, attainable, measurable objectives.

Interpretation

Social work case management services should be
planned to meet the biopsychosocial needs and
goals of clients and should be delivered in a
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manner that ensures confidentiality in
accordance with the NASW Code of Ethics.
Service planning, implementation, and
monitoring draw not only on ongoing,
comprehensive social work assessments, but
also, if appropriate and available, on the input 
of other members of the client system.
Collaboration with clients throughout the
service planning, implementation, and
monitoring process is critical to ensure that
services meet clients’ identified priorities; are
clearly communicated; are delivered or accessed
in a timely, effective manner; and achieve
positive outcomes. 

Service plans should be individualized to the
client’s needs and strengths, as identified during
the assessment process, and should foster client
self-sufficiency. During the planning process,
the social work case manager helps the client
identify and prioritize specific, attainable,
measurable objectives and the steps needed to
attain those objectives. The social worker and
the client also identify the resources available to
realize the client’s goals. Such resources may
include individual client strengths; naturally
occurring resources within the social environment;
and formal services provided by the case
manager, employing organization, external
organizations, or other service delivery systems. 

Delineation of the responsibilities of the social
work case manager, the client, and other
involved parties is integral to service planning
and successful implementation. A schedule for
reassessing and modifying the client’s initial
goals and service plans should also be included.
Whenever possible, the client should sign the
service plan to indicate participation in the
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development of, and concordance with, the
plan. The social worker should provide a
written, plainly worded copy of the service plan
to the client. In this manner, the case manager
and the client may both use the document as a
guide to plan implementation and evaluation.

Because service planning and implementation
frequently involve allocation of resources, the
social work case manager should be cognizant of
the costs and financing of a particular service
plan. Social workers practice with varying levels
and types of authority for resource allocation.
Thus, the case manager may be responsible
both for delivering appropriate services to the
client (including informing clients of the
anticipated availability, costs, benefits, and risks
of such resources) and for carefully allocating
and managing organizational services and
financial resources. This dual role may require
the social worker to balance organizational and
client goals. Conflicts between the two goals
may require education, negotiation, and
advocacy during the planning process. As a
client advocate, the case manager also provides
critical feedback regarding organizational and
delivery system performance. 

Service frequency and duration may be affected
by practitioner role and setting parameters but,
ideally, should be in accordance with the needs
and goals identified in the assessment.
Person-centered service plans also vary by the
social work case manager’s scope of practice and
may incorporate the following activities:
� education and coaching in life skills (for

example, wellness promotion, parenting skills,
management of acute or chronic conditions,
job-search strategies, or in-service training to



enhance the responsiveness of service
providers) for individuals, families, and
communities

� permanency, life span, and advance care
planning

� individual counseling and psychotherapy
drawing on a variety of modalities, such as
cognitive–behavioral or solution-focused
approaches

� couples and family counseling
� family-team conferences
� group interventions (such as

psychotherapeutic groups, professionally
facilitated psychoeducational groups, or
peer-led support groups)

� family caregiving support interventions
� mediation and conflict resolution
� crisis intervention
� disaster planning and preparedness
� advocacy on behalf of, and in collaboration

with, clients
� team, organizational, and interorganizational

service planning and collaboration
� resource information and referral (for

example, financial, housing, legal, medical, 
or behavioral health resources)

� systems navigation and coordination of
services, especially during transitions of 
care or other significant life transitions

� ongoing monitoring and evaluation of the
service plan

� planning for service transfer or termination.

The social work case manager should coordinate
service implementation to promote the
continuity of services, especially during
transitions of care (such as a child entering a
foster home, an individual leaving a psychiatric
hospital, or a client experiencing an exacerbation

37
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of a health condition). Throughout the
implementation phase, monitoring enables the
social worker to respond promptly to changes in
client needs and help the client alter services
accordingly. 

Special attention should also be devoted to
termination of case management services.
Although an organization may set criteria for
discontinuing service, it is the responsibility of
the social work case manager, the client, and
other members of the client system to prepare
for the effects of termination. The case manager
should help the client make appropriate
arrangements with other service providers and
should conclude the financial aspects of service.
After termination, the social worker may need
to follow up with the client and collateral
professionals or organizations to determine if
the transition has proceeded as planned. 

Standard 7. Advocacy and Leadership

The social work case manager shall advocate

for the rights, decisions, strengths, and needs

of clients and shall promote clients’ access to

resources, supports, and services. 

Interpretation

Effective advocacy involves helping case
management clientele identify and define their
strengths, needs, and goals and communicate
those needs and goals to service providers and
decision makers. Social workers strive not only
to promote clients’ self-advocacy, but also to
enhance the capacity of communities to 
support clients’ biopsychosocial quality of life.
Creativity and flexibility are central to successful
advocacy efforts with, and on behalf of, case
management clients.
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Advocacy is often required to ensure that
organizations and service delivery systems 
� recognize the strengths and needs of clients
� make services accessible
� provide services appropriate to each client’s

circumstances
� deliver services in an effective and timely

manner
� continue services for an appropriate length 

of time and
� prepare clients, other members of the family

system, and service providers for transitions
when services are discontinued or transferred.

Social work case managers exercise leadership
by advocating for clients on the micro, mezzo,
and macro levels. Micro-level advocacy may
involve the following activities:
� inclusion of clients in advocacy efforts and in

program design, planning, and evaluation
� promotion of clients’ strengths, needs, and

goals among colleagues and with other
organizations

� communication with other service providers
and organizations to improve clients’ access to
resources, supports, and services.

Mezzo- and macro-level advocacy may include
the following activities:
� identification and development of strategies

and resources to address service gaps,
fragmentation, discrimination, and other
barriers that affect case management clients

� securing funding (through grants, third-party
reimbursement, or other sources) for case
management services

� review, modification, and creation of
organizational policy, procedures, and



resources to facilitate clients’ access to
high-quality services

� community needs assessments and
community organizing

� social and political action to foster
environments that support client strengths

� analysis of historical and current local, state,
and national policies as they affect case
management clientele, especially historically
marginalized or underresourced populations

� education of the public, the media,
corporations, and policymakers (including
legislative activity) regarding clients’
strengths, needs, and concerns

� use of multiple media, including written
materials, oral presentations, and computer
technology, to achieve advocacy goals

� integration of organization- and
population-level case management data in
advocacy efforts, with respect for client
confidentiality and privacy.

Standard 8. Interdisciplinary and

Interorganizational Collaboration

The social work case manager shall promote

collaboration among colleagues and

organizations to enhance service delivery and

facilitate client goal attainment. 

Interpretation

As described throughout these standards,
collaboration with clients constitutes the
foundation of social work case management;
thus, the client (and, when appropriate, other
members of the family system) is at the center of
the team. At the same time, social worker–client
communication is but one aspect of the
cooperation needed to help clients achieve their
goals. Multiple service providers and
organizations are often involved in supporting a

40
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client. In such circumstances, designation of a
primary case manager (ideally, at the discretion
of the client) and written interorganizational
agreements can be useful. Even when such
measures are not feasible, collaboration within
teams and organizations, as well as among
organizations and service delivery systems, is
essential to continuity of services. Such
collaboration also enhances organizational and
systemic capacity to support clients and reduces
inappropriateness, duplication, or fragmentation
of services.

The social work case manager plays an integral
role in fostering, maintaining, and strengthening
collaborative partnerships on behalf of clients
and shall demonstrate the following abilities:
� differentiate social work perspectives, values,

and interventions from those of other
disciplines 

� describe and support the roles of other
disciplines and organizations involved in
supporting case management clients

� articulate and fulfill the missions and
functions of their employing organizations,
with consideration of social work ethics 
and values 

� communicate effectively with all 
professionals, paraprofessionals, and
volunteers involved in supporting case
management clientele

� advocate for clients’ integral role in team
communications and service planning,
delivery, and monitoring

� communicate client and family information 
in a respectful, objective manner while
protecting confidentiality and privacy

� promote the strengths, and advocate for the
goals, of case management clients
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� facilitate communication between clients and
providers/organizations

� share team leadership in planning and
providing services to case management clients

� foster an organizational culture that 
promotes effective, coordinated services for
case management clients

� develop and maintain partnerships across
disciplines, organizations, and the service
spectrum to enhance access to and continuity
of services for case management clientele

� integrate a strengths perspective in program
and organizational administration to maximize
and sustain human and fiscal resources on
behalf of case management clients

� manage personal and interpersonal processes
at the intraorganizational, interorganizational,
and community levels to optimize services for
case management clientele.

Standard 9. Practice Evaluation and

Improvement

The social work case manager shall participate

in ongoing, formal evaluation of her or his

practice to maximize client well-being, assess

appropriateness and effectiveness of services,

ensure competence, and improve practice. 

Interpretation

Evaluation entails soliciting and integrating
internal and external feedback on the process
and outcomes of social work case management
practice. Practice evaluation is vital in ensuring
that services provided to clients are appropriate,
effective, and timely in helping clients achieve
their goals. Moreover, outcomes from
evaluations are increasingly used for position
justification, performance review, practice
standards, goal setting, risk management,
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utilization review, and research efforts. Similar
to other aspects of case management practice,
client involvement is essential, as is protecting
the privacy of the client and, when applicable,
other members of the client’s family system.

Evaluation practices may include the following
activities:
� solicitation and incorporation of feedback

from case management clients regarding the
extent to which social work services have
helped them identify and achieve their goals

� strategic planning to reach measurable
objectives in program, organizational, or
community development for case
management clientele

� development of program budgets that take
into account diverse sources of financial
support for, and equitable allocation of
resources among, case management clients

� application of appropriate tools such as
clinical indicators, practice guidelines,
satisfaction surveys, and standardized
performance assessments to evaluate client
progress and satisfaction

� measurement of both process and outcome
objectives

� practitioner, program, and organizational
self-evaluation

� use of internal and external practice, 
program, or organizational evaluators

� use of peer review, supervision, and
consultation with other social workers and
across disciplines

� incorporation of evaluation practices in the
service transfer or termination process

� analysis and use of professional literature to
inform and improve case management practice

� participation in qualitative and quantitative
social work research to strengthen the
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evidence base for social work case
management

� application of evaluation and research
findings, including evidence-based practice, to
facilitate client goal setting and to enhance
practice and program quality and outcomes

� dissemination of evaluative data to clients,
payers, and other service providers on
request, and with consideration for clients’
rights to privacy and confidentiality.

Standard 10. Record Keeping

The social work case manager shall document

all case management activities in the

appropriate client record in a timely manner.

Social work documentation shall be recorded

on paper or electronically and shall be prepared,

completed, secured, maintained, and disclosed

in accordance with regulatory, legislative,

statutory, and employer requirements.

Interpretation

Clear, concise, and ongoing documentation 
of social work practice facilitates clear
communication with other service providers 
and organizations, thereby promoting continuity
of services. Documentation also serves as a
foundation for service planning and practice 
and program evaluation. Moreover, written
information about clients is often needed for
service reimbursement, for utilization review,
and to promote organizational accountability to
payers or funding sources. Updated, concise
records also provide support for social work case
managers in the event of a legal review.

The purpose of documentation is not to
supplant but, rather, to foster strong working
relationships with, and services for, case
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management clientele. Thus, documentation
should reflect clients’ informed consent
regarding all aspects of case management
practice: assessment; service planning, delivery,
and monitoring; practice evaluation and
improvement; and transfer or termination of
services. The social work case manager can
ensure her or his practice reflects clients’
involvement by incorporating in documentation
clients’ own words, stories, goals, and feedback.

Social work case management documentation
should reflect the following elements:
� client’s identifying information
� dates, times, and descriptions of contact with

the client, family system, and other service
providers or organizations

� initial and subsequent psychosocial assessments
� service plan and procedures for monitoring

progress toward accomplishment of the
client’s goals

� services provided and other information 
about plan implementation

� outcomes of service provision
� referrals to or from other providers,

organizations, or resources, including
rationale for referrals, and other collaboration
on behalf of the client

� supervision or consultation sought or
provided to enhance case management services

� rationale for referrals and transfer or
termination of services.

Each entry should be dated and signed by the
social work case manager. 

The client record should also include the
following elements:
� written permission from the client to release

and obtain information, when necessary
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� compliance with confidentiality and privacy
rights and responsibilities

� accounting of receipts and disbursements
related to client service provision

� documentation of the release of client records.

The social work case manager must hold all
client information in confidence. Such
information may be released to other members
of the family system, other service providers or
organizations, or other parties only with written
permission of the client (or the individual legally
authorized to represent the client). This release
should detail which information is to be
disclosed, to whom, and in what time frame.
The social worker should also follow the
requirements for record keeping specified by
her or his organization and licensing
jurisdiction. Such requirements may include the
type of data collected, the manner in which
information is recorded, with whom and under
what circumstances information may be
exchanged, processes for amending client
records, the length of time records are retained,
and plans for appropriate disposal of records. 

At the same time, certain limits of confidentiality
are inherent in service delivery. For example, the
social work case manager may be ethically and
legally obliged to release information in
circumstances of abuse, neglect, and threat of
client suicide or harm to others. Moreover,
court orders may require an organization or
practitioner to release specific information about
a client. The case manager also needs to be
aware of organizational policy and processes in
handling requests for confidential information
and should seek appropriate consultation before
disclosing any information not covered by the
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client’s written release. The case manager should
explain the limits on confidentiality to clients
both orally and in writing at the onset of
services, to ensure that the client has the
information needed to provide informed
consent, and should facilitate the client’s
understanding of how the organization responds
to requests for confidential information.

Standard 11. Workload Sustainability

The social work case manager shall responsibly

advocate for a caseload and scope of work

that permit high-quality planning, provision,

and evaluation of case management services. 

Interpretation

Social workers, managers or administrators, and
organizations have joint responsibility for
establishing and maintaining a workload that
allows for adequate and appropriate
interventions and monitoring of services and
outcomes. A workload consists of any social
work function—such as direct contact with or
on behalf of clients, administration, policy,
research, or education—performed in support of
case management services. The workload
reflects the needs and goals of the clientele
served and may include social work coverage
outside of regular office hours. The caseload, in
contrast, refers to the number of clients served
at a given point in time. Multiple variables affect
both caseload size and workload manageability: 
� case management model or paradigm in

which the social worker practices
� organizational mission and services
� program funding sources
� breadth and complexity of client needs 

and goals
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� availability of resources to meet clients’ needs
and goals

� number of clients the organization serves
� amount of time the case manager needs to

spend with, or on behalf of, various clients
� duration of organizational service across

clientele and for specific clients 
� scope of social work case manager’s

professional responsibilities
� administrative responsibilities and available

support
� access to technology.

Thus, determinations of workload sustainability
cannot be based solely on caseload size, even
within one organization. The number of clients
a social work case manager can serve effectively
is limited by the degree to which organizations
serve clients in acute, high-risk situations or
other circumstances requiring intensive,
frequent contact with clients. Caseload size
directly affects a social worker’s capacity to
engage clients in the ongoing processes of case
management. Consequently, caseload size
should allow for meaningful opportunities for
client contact (ideally, face-to-face, though some
models rely periodically or solely on telephonic,
electronic, or video contact, especially in rural
and frontier communities).

Staffing decisions and organizational policies
influence both caseload size and workload
sustainability. Ideally, the size of the social work
staff reflects the mission of the organization,
scope and complexity of the case management
program, number of case management clients
served, and scope of client need. Insufficient
staffing decreases the social worker’s ability to
provide case management services in a timely,
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effective manner. Thus, the organization should
establish policies and develop systems to
maintain reasonable caseloads and workloads for
both supervisors and staff. Such policies and
systems should reflect findings from practice
evaluation and, to the extent available, research.
Additional social work research regarding social
work case management caseloads and
workloads, with a variety of populations and
within diverse practice settings, is needed.

Standard 12. Professional Development 

and Competence

The social work case manager shall assume

personal responsibility for her or his professional

development and competence in accordance

with the NASW Code of Ethics, the NASW

Standards for Continuing Professional

Education, and the licensure or certification

requirements of the state(s) or jurisdiction(s) 

in which she or he practices.

Interpretation

Social workers must engage in ongoing
professional development to maintain
competence in case management and to add
depth to their areas of concentration.
Employing organizations should encourage 
and support social workers’ participation in
professional development activities. Such
activities may include receiving or providing
social work continuing education, training,
supervision, consultation, or mentoring, as 
well as peer review, research, publication, and
volunteer activities. Numerous opportunities 
for professional development exist within
NASW, other professional organizations,
schools of social work, and organizations
providing services to or on behalf of various
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constituencies (such as youths, older adults, or
people with disabilities) at the local, state,
national, and international levels.

Professional development activities relevant to
social work case management may address the
following topics, among others:
� developments in social work theory and

practice
� research developments related to case

management practice and clientele
� policies and legislation affecting case

management clientele and practice
� community resources, supports, and services

available to case management clients
� issues and experiences specific to the social

work case manager’s specialty area (for
example, aging, child and adolescent
development, death and dying, disability,
employment support, family systems, family
caregiver health and wellness, grief and loss,
housing, immigration, LGBT [lesbian, gay,
bisexual, and transgender] services, medical
conditions, behavioral health, trauma,
veterans’ concerns)

� cultural and linguistic competence, including
concerns specific to case management
population served

� ethics
� strengths-based models
� assessment of professional and personal

strengths, learning needs, and goals as related
to social work practice

� professional and personal self-care
� technological advances related to the

provision of case management.
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Educating other social work case managers is
another important component of professional
development. Mentoring, supervising, and
teaching all provide opportunities for social
workers to ensure the profession’s continued
growth and excellence within case management.
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ABSTRACT

A fundamental characteristic of a sound assessment and intervention in Social work practice is

to be aware of what informs your thinking and actions and how these impacts on the relationship

you establish with the service user being assessed (Kate Wilson et al. 2008). Social Work is a

practical job. Theories and models provide Social workers with the clear understanding with

which to explain and predict clients’ problems. Social work is about social change at the

individual as well as at community level. Change is complex, diversified and risk prone.

Compilation and interpretation of social work definition accessible to the students conveys a

meaning that social work is a “helping” “assisting” „enabling” activity, which in turn suggests

social work is seen as a benign and uncontentious activity, willingly accepted. This

understanding fails to reflect the major transformations social work discipline has undergone as

well as its global outlook. There is nothing wrong in simplifying a concept, but if it ignores the

complexities associated with the concept, that will end our further seeking. Whatever may be a

definition of social work, it is normally based on certain perspectives and understanding of that

perspective / theory will help us to appreciate that definition (Thyer, B.A. 2001). It is this clarity

that normally makes one to commit in his/ her professional responsibilities. This paper seeks to

explain some differences and similarities between theory and model with special concentration

on the application of crisis intervention theory in handling clients’ problems.
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CHAPTER ONE

INTRODUCTION

Successful behaviour change strategies take many forms. Theory and research suggest

that the most effective behavior change interventions are those that use multiple strategies and

aim to achieve multiple goals of awareness, information transmission, skill development, and

supportive environments and policies. Goal-setting and monitoring are important elements of

many successful interventions. Behavioural interventions should be sensitive to audience and

contextual factors, and recognize that most behaviour change is incremental and that

maintenance of change usually requires continued and focused efforts (DiClemente RJ, et al.

2002). Social work seeks to promote or restore mutually beneficial interactions between

individuals and societies in other to improve the quality of life for everyone. As a helping

profession, the primary mission of social work is to help clients meet their needs and enhance

their well-being.

In order to effectively respond to clients’ needs and demands, professional social workers

are equipped with a wide range of knowledge. However, what constitute social work knowledge

base remain a major concern and a controversial issue (Trevithick, 2008). A classic debate in

social work is whether theories are necessary for practice. Thyer (1994) argues that it is a waste

of time for social work educators to teach theory for practice because they do not do a good job

of teaching theory. He espouses that most theories in social work are taught incorrectly, and are

invalid, which may lead to ineffective methods. In contrast, Simon (1994) insists that it is crucial

for social work practitioners to learn theoretical knowledge because theory can serve as an

anchoring frame and a conceptual screen for case assessment, causal explanation, intervention

planning, and outcome evaluation. Although this kind of expert debate provides a vehicle for
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scholars or educators to thoroughly discuss the role of social work theory in practice, it does not

offer an opportunity for the general consumers of the outcome to express their views, especially

students who are required to learn and apply theory in practice.

Social work uses a broad range of theories from other disciplines and professions, such

as: sociology, gerontology, psychology, economics, and so on. In general, there are two major

terms used to describe theories in social work profession: human behavior in the social

environment (HBSE) theories and practice theories. Thyer (2001) states that HBSE theories are

general theories and can be utilize to explain and predict a variety of human behaviors. They can

help social workers to have a comprehensive understanding of their clients and environments.

This paper is summarized in three chapters. Chapter one discussed theories and models in social

work; their differences and similarities. Chapter two deals with Crisis intervention, its

characteristics and major assumptions; also contains a case illustration of Crisis theory. Chapter

three is the concluding part.

1.1 THEORIES / MODELS IN SOCIAL WORK

THEORY: A theory is a set of interrelated concepts, definitions, and propositions that explains

or predicts events or situations by specifying relations among variables (Karen Glanz 2008). It is

a conceptual frame work, a generalized phenomenon which is accepted by many people in the

society. What is accepted as a ‘good theory’ today may be shown to be inadequate and replaced

by a better theory tomorrow (Thompson,2010). Major Theories used in Social Work Practice as

identified by Ngwu (2014) include: Systems theory, Psychosocial theory, Social Learning theory,

Conflict theory, Functionalist theory, Role theory etc.
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MODEL: A model can be described as a physical, symbolical, or verbal representation of a

concept which has been found in order to make the understanding of something clearer.

According to Thomson (1995), a model describes a set of interrelationship but not necessarily

explain then. This goes to say that where the model stops in describing interrelationship, then the

theory comes in to fill the gap of offering a framework for understanding a model. Models are

developed as a remedy to inadequacy of a theory to set up the guide to practical solution (Ngwu

2014). Some Social work practice models include: Problem Solving model, Task Centered

model, Solution focused model, Narrative model, Cognitive-Behavioral model, Crisis, etc.

1.2 DIFFERENCES / SIMILARITIES BETWEEN MODELS AND THEORIES

We may sometimes wonder why something is as it is in the world or why we do things in

a particular way. Such questions are useful even if they are difficult to answer and for present

purposes they help us to distinguish a theory from a model.

A theory is a general statement about the real world whose essential truth can be supported by

evidence obtained through the scientific method. – Must explain in a provable way why

something happens. Example; Learning theory explains behaviour on the basis of what

organisms have learned from the environment. On the other hand, Model can be referred to as a

blueprint for action. It describes what happens in practice in a general way. Example; The

behavioral model (based on learning theory) gives specific guidelines for how to effect change.

If a parent complains that his child is having difficulty staying in his own bed at night and the

parent has been allowing the child to sleep in his/her bed( thereby reinforcing the child’s

difficulty) the practitioner would help the parent to extinguish the behavior by removing the

reinforcement.
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Whilst a theory attempts to explain why something is as it is, according to Thompson, ‘a

model seeks to describe . . . how certain factors interrelate, but it will not show why they do so’

(Thompson, 2000: 22). It follows that a model tends to be more descriptive but may also be used

as a tool that links theory to practice. For example, in direct work with children (a method) eco-

maps may be used as a model or tool in practice, drawing upon systems theory. Here the use of

an eco-map is the model or tool that links theory to practice. In their everyday work with service

users social workers will often seek to integrate theory and practice in a meaningful way, and

one way of doing this is by employing particular methods of intervention. Methods represent the

more formal written accounts about how to do the job of social work (Sibeon,1990). This occurs

when theory, or a combination of theories, is made concrete and applied in practice. Where a

group of theories is being discussed the term ‘paradigm’ may be used. This originates from the

work of Kuhn (1970) to denote an approach informed by a set of related theories and beliefs

about the nature of the world and the individual’s place within it (Mark, 1996). In brief, social

work practice models are like recipes. They are step-by-step guides for client sessions.

Perspectives represent what aspects of the session are emphasized or highlighted in a session (i.e.

questions asked or time spent). Theories are overall explanations of the person-in-environment

configuration. Theories help explain why the problem is occurring and where the most efficient

intervention should take place. However, the major difference between theory and model is that

theories can be considered as answers to various problems identified especially in the scientific

world while models can be considered as the representation in order to explain a theory.
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CHAPTER TWO

2.1 CRISIS INTERVENTION

Roberts (2005) defines crisis as an acute disruption of psychological homeostasis in

which one’s usual coping mechanisms fail and there exists evidence of distress and functional

impairment. It is a temporary state of upset and disorganization, characterized chiefly by an

individual’s inability to cope with a particular situation using customary methods of problem

solving, and by the potential for a radically positive or negative outcome. Unless an individual

receives relief, the crisis has “the potential to result in severe affective, behavioural and cognitive

malfunctioning. Crisis intervention therefore refers to the methods used to offer immediate,

short-term help to individuals who experience an event that produces emotional, mental,

physical, and behavioral distress or problems. Individuals are more open to receiving help

during crisis.

The length of time for crisis intervention may range from one session to several weeks,

with the average being four weeks. Crisis intervention is not sufficient for individuals with long-

standing problems. Session length may range from 20 minutes to two or more hours. Crisis

intervention is appropriate for children, adolescents, and younger and older adults. It can take

place in a range of settings, such as hospital emergency rooms, crisis centers, counseling centers,

mental health clinics, schools, correctional facilities, and other social service agencies (Aguilera,

Donna C, 1998). Local and national telephone hotlines are available to address crisis related to

suicide, domestic violence, sexual assault, and other concerns. A number of events or

circumstances can be considered a crisis: life-threatening situations, such as natural disasters

(such as an earthquake or tornado), sexual assault or other criminal victimization; medical

illness; mental illness; an accident (automobile or in home), unexpected pregnancy, financial
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difficulty, unemployment, thoughts of suicide or homicide; and loss or drastic changes in

relationships (death of a loved one or divorce, for example). For an intervention to be

successful the worker must possess an excellent Assessment and Listening skills.

ASSESSMENT: Assessment is an important part of each of the steps of crisis intervention.

Assessment can be referred to as a systematic process through which information is gathered,

reviewed, and applied in order to get a better understanding of a subject before applying any

intervention plan. Clear assessment enables both the service user and the practitioner to share a

sound understanding of the purpose, nature, and extent of professional involvement (Kate et. al.

2008). Good beginnings are recognized to be an essential component of effective professional

practice. They set the tone for future interventions (Parker and Bradley 2003).

LISTENING: This involves attending, observing, understanding and responding with empathy,

genuiness, respect, acceptance, and caring. It is essential to establish an environment that

provides individuals with “psychological first aid” which is defined as the establishment of

safety of the client, reducing stress-related symptoms, providing rest and physical recuperation

and linking clients to critical resources and social support systems is an essential part of the

helping process (James, 2008).

Crisis intervention has several purposes, some of which include the following:

 It aims to reduce the intensity of an individual's emotional, mental, physical and

behavioral reactions to a crisis.

 It helps individuals return to their level of functioning before the crisis.

Functioning may be improved above and beyond this by developing new coping skills and

eliminating ineffective ways of coping, such as withdrawal, isolation, and substance abuse. In

this way, the individual is better equipped to cope with future difficulties. Through talking
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about what happened and the feelings about what happened, while developing ways to cope

and solve problems, crisis intervention aims to assist the individual in recovering from the

crisis and to prevent serious long-term problems from developing. Research documents

positive outcomes for crisis intervention, such as decreased distress and improved problem

solving.

2.2 MAJOR ASSUMPTIONS OF CRISIS INTERVENTION THEORY

Roberts (2000) outlined the primary assumptions of crisis theory to include the following:

 Everyone at sometime in his life will experience acute stress that is not necessarily

pathological. It is the overall context in the person’s life that deems whether or not the

stressor is a crisis event.

 A period of disequilibrium in which the individual (or family) is vulnerable to further

deterioration or assistance, is present when a stressful event becomes a crisis.

 This disequilibrium makes the individual more amiable to intervention.

 Homeostasis is a natural state that all people seek and when an individual is in a state of

emotional disequilibrium he or she strives to regain emotional balance.

 New coping mechanisms are needed to deal with the crisis event.

 The dearth of prior experience with the crisis event creates increased anxiety and struggle

and the individual often discovers hidden resources.

 Certain affective, cognitive , and behavioural tasks must be mastered throughout the

crisis phase to move to resolution regardless of the stress

2.3 CHARACTERISTICS OF CRISIS

Myer, R.A. & James, R.K. 2005, the following are some characteristics of crisis:

 Crisis embodies both danger and opportunity for the person experiencing the crisis
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 Crisis is usually time limited but may develop into a series of recurring trans crisis points.

 Crisis is often complex and difficult to resolve

 The life experiences of crisis and other human services workers may greatly enhance

their effectiveness in crisis intervention

 Crisis contains the seeds of growth and impetus for change

 Quick fixes may not be applicable to many crisis situations

 Crisis confronts people with choices

 Emotional disequilibrium or disorganization accompany crisis

 The resolution of crisis and the personhood of crisis workers interrelate

2.4 THE SIX -STEP MODEL OF CRISIS INTERVENTION

James (2008) has developed a six step model of crisis intervention. They include:

1 Defining the problem

2 Ensuring client safety

3 Providing support

4 Examining alternatives

5 Making Plans

6 Obtaining commitment.

Defining the problem: The first step is to define and understand the problem from the client’s

point of view. The social worker will need to use the core listening skills of empathy, genuiness,

and acceptance.

Ensuring client safety: It is necessary that the intervener continually keep client safety at the

forefront of all interventions. Ensuring safety means constantly assessing the possibility of

physical and psychological danger to the client as well as to others. This step is a fluid one in

that, assessing and ensuring safety is a continuous part of the process of crisis intervention.

Providing support: It is important that you communicate to the client that you care about him

/her. The support given may be emotional as well as instrumental and informational.
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Examining alternatives: Alternatives are examined from three possible perspectives. The first is

supporting the individual to assess their situational supports or those people known to the client

in the present or past who might care about what happens to the client. The second perspective is

helping the client identify coping mechanisms or actions, behaviours, or environmental resources

that he/she might use to get through the present crisis. The third perspective is assisting the

client to examine her thinking patterns and if possible find ways to reframe her situation in order

that the client’s view of the problem will be altered which will in turn lessen the client’s anxiety
level.

Making Plans: The client is supported to make a plan that is very detailed and outlines the

persons, groups and other referral resources that can be contacted for immediate support; provide

coping mechanisms and action steps which are concrete and positive for the client to do in the

present. As much as possible it is important that the planning be done in collaboration with a

client in order that he/she feels a sense of ownership of the plan. It is important that she does not

feel robbed of him/her power, independence and self-respect. The most important issues in

planning are the client’s sense of control and autonomy. Planning is about getting through the

short term in order to achieve some sense of equilibrium and stability.

Obtaining commitment: In this last step the issues of control and autonomy are also important

to the process. This step involves asking the client to verbally summarize the plan. In some

incidents where lethality is involved the commitment may be written down and signed by both

individuals. The goal is to enable the client to commit to the plan and to take definite positive

steps designed to facilitate them moving towards re-establishing a pre-crisis state of equilibrium.

The commitments made by the client need to be voluntary and doable. A plan that has been

developed by the worker alone will not be effective.
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At the end of the intervention, the professional will review changes the individual made

in order to point out that it is possible to cope with difficult life events. Continued use of the

effective coping strategies that reduced distress will be encouraged. Also, assistance will be

provided in making realistic plans for the future, particularly in terms of dealing with potential

future crises (Follow up). Signs that the individual's condition is getting worse or "red flags" will

be discussed. Information will be provided about resources for additional help should the need

arise. A telephone follow-up may be arranged at some agreed-upon time in the future.

2.5 A CASE ILLUSTRATION OF TREATMENT USING CRISIS INTERVENTION
THEORY/MODEL

FACE SHEET

Name of Client: Mrs. D

Address: Owerri North LGA, Imo State

Ethnicity: Igbo

Religion: Christianity

Marital Status: Married

Age: 42 years

Sex: Female

Occupation: Civil servant

Educational level: B.sc.

Problem: Burn-out

Source of referral: The Employer

Reason for referral: To help Mrs. D return to her normal level of functioning before the
crisis.
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USING CRISIS INTERVENTION THEORY TO TREAT A CASE OF A WOMAN THAT

EXPERIENCED BURN-OUT AT HER WORK PLACE. (The Six -Step Model Of Crisis
Intervention Developed by James (2008) was adopted)

Defining the problem/Assessment: Mrs D was found looking tired and unable to discharge

her duties at work due to the fact that she was experiencing burn-out. The office of Mrs D.

requested the service of a social worker to help her return to her normal level of functioning.

In order make contact and to find out the root of the problem, I arranged a meeting with Mrs D at

her home (Mrs D’s home) hence she sujested that the meeting should be at her home. While

discussing with her, I was able to discover the following:

 Mrs D’s 72-years old mother in-law has lived with her for five years. She was receiving
hospice services as a result of recurrence of breast cancer that has metastasized to her
lungs; she was no longer receiving aggressive treatment due to lack of funds and her
condition is deteriorating.

 About 6 months ago, her 48-years old husband lost his job at a manufacturing company
where he worked as the district Manager; and he has been unsuccessful in finding new
job.

 They have been unable to make payments for the renewal of their house rent, and the
Land Lord has notified them that they are at risk of receiving quit notice.

 They were still managing financially and trying to cope with the unemployment when
Mrs D took a tumble down the stairs and injured her back and hip 3months ago. She had
surgery, which was followed by complications, and was out of work on disability. She
just returned to work a week before the burn-out.

 Their 17-years old daughter had gotten admission to study Engineering at University of
Nigeria Nsukka but there are no funds to sponsor her studies.

Ensuring client safety: I worked with her family members to monitor the client (Mrs D) to

ensure that she does not involve herself or others in any physical or psychological danger. This

continued till the end of the intervention.

Providing support: I listened attentively to the client, talked to her, and reassured her that there

will be a solution to her problems. I also made her understand how much I care about her case by
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keeping constant communication throughout the treatment period. The support given to her was

emotional, instrumental, and informational.

Examining alternatives: I helped the client to identify some stress coping strategies such as

taking enough rest, engaging in recreational activities, avoid staying in a lone place, etc. Also I

provided the client with a list of Charity Organizations where she can go and get help. For her

husband’s job, I equally gave them links of some companies where he might be gainfully

employed. In order to reduce her anxiety, I told the client some stories of worse situations that

later got better. I equally informed them of various scholarship schemes going on in the society

which their daughter can apply in order to receive help for her education.

Making Plans: A plan that has been developed by the worker alone will not be effective. I

supported the client to make plans that are very detailed and outlined the persons, groups and

other referral resources that can be contacted for immediate support; adequate coping

mechanisms were provided as well as action steps which were concrete and positive for the

client to do at that time. I tried to ensure that the planning was done in collaboration with the

client. This enabled her to develop a sense of ownership of the whole plan.

Obtaining commitment: At this stage, the client was asked to verbally summarize the plan. This

was to enable her commit to the plan and to take the exact positive steps designed to facilitate her

moving towards re-establishing a pre-crisis state of equilibrium.

I further encouraged the client to continue making use of the effective coping strategies that

reduced distress. I also assisted the client in making realistic plans for the future, especially in

terms of dealing with potential future crises. Follow up visits and phone calls were made to

confirm that the client was able to assess the resources available within the community.

Additional information was also provided about resources for additional help.
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CHAPTER THREE

CONCLUSION

Dealing with individuals in various states of crisis is one of the primary responsibilities of

Social workers whether it is in person or supporting someone on a telephone crisis line. In order

to manage a crisis situation it is helpful to have a framework from which to work. Roberts (2002)

stresses it is imperative for workers to have a blueprint to guide them in responding to crises.

Also some scholars believe that workers in this area must have “an understanding of crisis theory

and the techniques of crisis intervention” in order to meet the needs of clients. Roberts (2002)

stresses that a comprehensive model allows the worker to be aware of intervening in a way that

is active and directive enough but does not take problem ownership away from the client. A

crisis intervention model recommends steps to be taken in order to meet the client where she is

at, assess her level of risk, mobilize her resources and move strategically towards stabilizing the

crisis situation.

It has been noted that a profession such as Social work cannot separate theory from

practice (Ngwu 2014). Theories and models are part of the tools Social workers use both in

assessment, intervention and prediction of client’s problems. Therefore, the usefulness of

theories and models to Social work case treatment cannot be overemphasized. Effective

interventions and sound research both depend on marshaling the most appropriate theory and

practice strategies for a given situation. Different theories are best suited to different units of

practice, such as individuals, groups, and organizations. The choice of a suitable theory or

theories should begin with identifying the problem, goal, and units of practice, not with selecting

a theoretical framework because it is intriguing, familiar, or in vogue. The strongest interventions

may be built from multiple theories (Glanz et al 2008). When combining theories, it is important

to clearly think through the unique contribution of each theory. The question of when a “new”
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theory is needed requires careful thought and more attention. There is already a proliferation of

theories though only a few are widely used. When applying theory, there is no substitute for

knowing the audience (Joronen K, et al 2008). Participatory program design, evaluation and

research improve the odds of success.

Social workers need theory to understand a number of issues that are related to the human

being and relationship with the environment. Theories and models provide the social worker with

system of rules, assumptions and logical ideas about these relationships. Theories help Social

workers to justify our actions to our clients, funders, and society at large. With theory, social

workers are in a position to accommodate new ideas, situations and issues and also have basis to

provide explanations for it. Competent practice in social work mandates that social workers act

from an informed and research-based knowledge base. Theory provides social workers with the

tools to offer their clients effective services. Foregoing theory may easily result in negligent,

harmful, and unreliable practice. More so, not teaching from a model to provide consistency

across curriculum and for measurement of competency is also a negligible practice from those

teaching in academia. As social workers gain experience and knowledge in their field they will

begin to recognize their own patterns that may enhance previous theories or create new ones.

Interventions based on theory are tried and tested and produce somewhat of a track-record that

allows social workers to anticipate, with some confidence, the results of any action they take.

However, for social work students they still face various challenges when applying

theory to practice. They have difficulty in choosing relevant and applicable theories to solve

practical cases, learning to be flexible to adjust to the changes in the process of theory

application, and avoiding dogmatism and mechanism when using theory to practice. As a result,

efforts should be made by educators in social work programs to help students overcome these
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challenges. All in all, theory is essential for the social work profession. Many social workers

cringe at the idea of theory, when in reality it could be used as a tool to gain confidence in

working with clients or particular situations. Theory developers and theory users therefore must

consider more than ever how culture, context, and health problems can and should affect their

choices and applications of theory and interventions.

REFERENCES

Aguilera D. C. (1998). Crisis Intervention: Theory and Methodology. St. Louis Mo: Mosby –
Year Book.

DiClemente RJ, Crosby RA, Kegler MC, eds. (2002). Emerging Theories in Health Promotion
Practice and Research. San Francisco: Jossey-Bass

Glanz K, Rimer BK, Viswanath K, eds. (2008). Health Behavior and Health Education: Theory,
Research, and Practice (4th ed). San Francisco: Jossey-Bass

James, R. (2008). Crisis Intervention Strategies – 6th edition. Belmont, CA: Thomson.

Joronen K, Rankin SH, Astedt-Kurki P. (2008). School-Based Drama Interventions In Health
Promotion For Children And Adolescents: Systematic Review. J. Adv. Nurs.

Kate Wilson, Gillian Ruch, Mark Lymbery, Andrew Cooper (2008). Social work; An
Introduction to Contemporary Practice. Pearson Education Limited. Edinburgh Gate
Harlow; England.

Karen Glanz (2008), Social and Behavioral Theories. PhD is currently George A. Weiss
University Professor, a Penn Integrates Knowledge in the Schools of Medicine and
Nursing, and Director of the Center for Health Behavior Research at the University of
Pennsylvania.

Mark, R. (1996) Research Made Simple: A Handbook for Social Workers. Thousand Oaks,
CA: Sage.

Myer, R.A. & James, R.K. (2005). Crisis Intervention Workbook and CD-ROM. Belmont, CA:
Thomson Brooks/Cole

Ngwu C. N. (2014). Learning To Practice Social Work; A Guide To Field Work Education In
Nigeria. Department of Social work, University of Nigeria Nsukka. University of Nigeria
press limited.  Enugu.



18

Parker, J and Bradley, G (2003). Social work practice: Assessment, Planning, intervention and
Review, Exeter; Learning matters.

Roberts, A.R. (2002). Myths, facts and realities regarding battered women and their children:
An overview. In A.R. Roberts (Ed.) Handbook of domestic violence: Intervention
strategies (pp. 3-22). New York: Oxford University Press.

Roberts, A. R. (2000). An Overview Of Crisis Theory And Crisis Intervention. In A. R. Roberts
(Ed.), Crisis Intervention Handbook: Assessment, Treatment, And Research. New York.
Oxford University Press.

Robbins, Chatterjee,& Canda, (2000).Theory: A Critical Perspective for Social Work

Roberts, A. R. & Roberts, B. (1990). A Comprehensive Model For Crisis Intervention With
Battered Women And Their Children. In A.R. Roberts (Ed.) Crisis intervention
handbook: Assessment, treatment and research. (pp. 106-23). Belmont, CA: Wadsworth.

Roberts, A.R. (2002). Myths, Facts And Realities Regarding Battered Women And Their
Children: An Overview. In A.R. Roberts (Ed.) Handbook of domestic violence:
Intervention strategies (pp. 3-22). New York: Oxford University Press.

Sibeon, R. (1990) Comments on the Structure and Forms of Social Work Knowledge.
Social Work and Social Sciences Review, 1 (1).

Simon, B.L. (1994). Are Theories For Practice Necessary? Yes! Journal of Social Work
Education,

Thompson, N. (2000) Theory and Practice in Human Services. (2nd edn.) Buckingham:
Open University Press.

Thomson N. (1995). Theory and practice in Health and Social Buckingham: Open University
Press. In Ngwu C. N. (2014). Learning to practice Social work; A guide to Field work
welfare: education in Nigeria. Department of Social work, University of Nigeria Nsukka.
University of Nigeria press limited.  Enugu.

Trevithick, P. (2008). Revisiting The Knowledge Base Of Social Work: A Framework For
Practice. British Journal of Social Work, 38(6), 1212-1237.

Thyer, B.A. (2001). What Is The Role Of Theory In Research On Social Work Practice? Journal
of Social Work Education, 37(1), 9-25.

Thyer, B.A. (1994). Are Theories For Practice Necessary? No! Journal of Social Work
Education, 30(2), 148-151.



11/23/2020 Evidence-Based Practice | Encyclopedia of Social Work

https://oxfordre.com/socialwork/view/10.1093/acrefore/9780199975839.001.0001/acrefore-9780199975839-e-137 1/13

Evidence-Based Practice

https://doi.org/10.1093/acrefore/9780199975839.013.137
Published online: 11 June 2013

Summary
Evidence-based practice (EBP) is an educational and practice paradigm that includes a series
of predetermined steps aimed at helping practitioners and agency administrators identify,
select, and implement e�cacious interventions for clients. This entry identi�es de�nitions
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Evidence-based practice (EBP) is a �ve-step process used to select, deliver, and evaluate
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EBP appeared in the medical profession in the 1990s as a process to help physicians select
e�ective treatments for their patients. The introduction of EBP in medicine was viewed by many
scholars and practitioners as an e�ective way to bring research �ndings to medical practice
decisions. The rapid di�usion of EBP since then has been attributed to advances in knowledge
about the prevention and treatment of medial conditions and to economic forces that emphasize
the selection of e�cacious treatments as a strategy to reduce health care costs (Gray, 2001).

The growth of EBP in medicine has also been a product of an increasingly active and well-
informed patient population. Unlike prior generations, a signi�cant portion of today's patients
are well educated about their medical problems and demand that they receive the most optimal
treatments for their conditions. The sophistication of medical consumers has required physicians
to become more skilled at evaluating and applying evidence to medical practice decisions
(Gambrill, 2006; Gray, 2001; Wennberg, 2002).

De�nitions and perceptions of what EBP is—and what it is not—vary widely. In what is arguably
the most widely accepted de�nition of EBP, Sackett and colleagues (Sackett, Straus, Richardson,
Rosenberg, & Haynes, 2000) state that EBP is “the integration of best research evidence with
clinical expertise and [client] values” (p. 1). In this de�nition, EBP is implied to be a process
characterized by speci�c steps and actions. In an earlier publication, Sackett, Richardson,
Rosenberg, and Haynes (1997) had de�ned EBP as “the conscientious, explicit, judicious, use of
current best evidence in making decisions about the care of individual [clients]” (p. 2).

The introduction of EBP in medicine has created considerable interest in the process of applying
evidence to medical practice decision-making. Importantly, scholars also believe that EBP has
moved the medical profession away from its long-standing reliance on authority-based
decision-making processes that fail to adequately consider empirical evidence (Gambrill, 1999,
2005).

Essential Steps of EBP

As the above de�nitions imply, EBP is both a philosophy of practice and a process that implies a
series of structured steps. Sackett et al. (2000) have been credited with developing the �ve
essential steps of EBP.

Step 1: Converting Practice Information Needs into Answerable Questions
An important �rst step in the process of EBP requires practitioners to de�ne information needs
about a particular client problem. Sackett et al. (2000) suggest that this information needs to be
framed in the form of answerable questions. Further, they recommend that questions identify the
client population, intervention type, and anticipated outcomes.

Several scholars have brought elements of this �rst step in the EBP process to social work. In an
important book on the subject of EBP, Gibbs (2003) identi�ed a framework for posing questions
that emphasizes the need for practicality. According to Gibbs, questions must be client-oriented
and they must be speci�c enough to guide a search for evidence using electronic resources.
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Gambrill (2005) summarized e�ectively the types of questions that are generally posed in EBP
processes. Her synopsis includes the following question types: 1) e�ectiveness, 2) prevention, 3)
assessment, 4) description, 5) prediction, 6) harm, and 7) cost-bene�t.

Framing practice-relevant questions is the foundation of the EBP process. Questions must be
speci�c and posed in terms that lead to a rational search for evidence. An illustration of an
e�ectiveness question may be helpful in understanding the importance of this point. Suppose a
practitioner in a substance abuse program is interested in knowing whether a cognitive-
behavioral intervention is more e�ective than a 12-step treatment program for addressing
alcohol abuse in adults. In this case, a logical practice question might be: Is a structured cognitive-
behavioral intervention more e�ective than a self-help program in treating alcohol abuse in adults? In
a second example, suppose practitioners and teachers in a local elementary school are concerned
about the negative e�ects of bullying behaviors in the classroom. In this example, a school social
worker might pose a question about the best way to address aggression. A typical question might
be: Is a universal prevention approach aimed at changing social norms about aggression more e�ective
than a skills training approach that seeks to reduce aggression by targeting only high-risk youth?

Posing answerable questions requires precision and practice. Students and practitioners must be
trained to pose di�erent types of practice-relevant questions and learn ways to retrieve evidence
that is critical in answering such questions.

Step 2: Locating Evidence to Answer Questions
Step 2 requires practitioners to search for and locate evidence pertaining to the questions they
pose. At least four sources are available currently to search for empirical evidence: 1) books and
journals, 2) systematic reviews organized by client problem or treatment approach that detail the
e�ects of interventions on speci�ed outcomes, 3) published “lists” of e�ective programs by
federal entities and research centers, and 4) practice guidelines that o�er treatment protocols
based on empirical evidence.

Books and Journals

Books and journals represent a traditional approach to answering practice-relevant questions
identi�ed in step 1. Printed books and journal articles are readily available and have traditionally
been helpful information sources. However, practitioners must also be aware of the limitations
inherent in books and journals. For example, there is often a signi�cant time lag between the
submission and subsequent publication of a book or journal article. Practitioners must also have
the skills to identify and discern published �ndings that pertain to their questions. This requires
knowing how to select and search appropriate databases for information. In addition,
practitioners must be trained to recognize that �ndings reported in book chapters and other
outlets are quite likely not subject to peer review processes.

A �nal limitation of books and journals as information sources relates to the types of articles
commonly published in social work. For example, at least one investigation has revealed that
relatively few intervention outcome studies are published in social work literature (Rosen,
Proctor, & Staudt, 1999). The lack of outcome studies poses a limitation to practitioners
searching for evidence pertaining to the e�cacy of interventions.
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Systematic Reviews

Systematic reviews are comprehensive evaluations that examine evidence about the e�ectiveness
of interventions targeted to a range of client populations and problems. Leadership in
disseminating knowledge of e�ective prevention and treatment approaches through the
publication of systematic treatment outcome reviews has come from international
interdisciplinary teams organized under the Campbell Collaboration (2007,
http://www.campbellcollaboration.org <http://www.campbellcollaboration.org>) and the
Cochrane Collaboration (2007, http://www.cochrane.org <http://www.cochrane.org>). Each of
these groups disseminates the results of systematic reviews to inform practitioners about the
e�ects of interventions in health, behavioral, and educational settings. Importantly, systematic
reviews of treatment outcomes are also becoming more available in social science literature
(Vaughn & Howard, 2004).

Lists of E�icacious Programs

A third dissemination approach has been organized by federal entities and independent research
centers such as the Substance Abuse and Mental Health Services Administration (SAMHSA) and
the Center for the Study and Prevention of Violence (CSPV) at the University of Colorado. For
example, SAMHSA (2007,
http://www.modelprograms.samhsa.gov <http://www.modelprograms.samhsa.gov>) publishes a
list of e�cacious substance abuse prevention and treatment programs in the National Registry of
Evidence-Based Programs and Practices. The agency identi�es promising, e�ective, and model
programs on the basis of methodological rigor and client outcomes. CSPV (2007,
http://www.colorado.edu/cspv/ <http://www.colorado.edu/cspv/>) identi�es e�ective violence
prevention programs as part of its Blueprints for Violence Prevention dissemination e�ort. At least
one group concerned with the e�ects of school-based educational programs for high-risk youth
has also published lists of e�ective interventions (Collaborative for Academic, Social, and
Emotional Learning, 2003).

In psychology, concern about the failure of many therapists to use empirically supported
treatments led to the establishment of the American Psychological Association (APA) Task Force
on the Promotion and Dissemination of Psychological Procedures in 1993 (Barlow, Levitt, &
Bufka, 1999). The Task Force was established by the APA Society of Clinical Psychology (Division
12) to identify e�cacious treatments across a range of mental health disorders and problems.
Task Force members with expertise in diverse therapeutic approaches and populations developed
criteria for treatments deemed to be well established and empirically validated and for
treatments considered to be probably e�cacious. Well-established treatments were those
therapies that evidenced e�cacy in at least two independent and rigorous experimental studies.
Probably e�cacious treatments were therapies in which only one study supported a treatment's
e�cacy, or therapies that had been tested by a single investigator (Task Force on the Promotion
and Dissemination of Psychological Procedures, 1995).

The Task Force recognized randomized clinical trials as the most rigorous and acceptable method
of producing empirically supported treatments. In lieu of randomized trials, �ndings from a large
series of single case design experiments were accepted as criteria. The Task Force initiated a
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search for e�cacious and probably e�cacious treatments in 1993 (Task Force on the Promotion
and Dissemination of Psychological Procedures, 1995). The subsequent list of e�cacious
therapies has since been updated twice (Chambless et al., 1996; Chambless et al., 1998).

Compilations of e�ective programs allow practitioners to access considerable information about
the e�cacy of interventions targeted to a wide range of client groups and problems. Credible lists
such as those identi�ed above use rigorous selection criteria to identify e�ective programs. For
example, to be included on the program list compiled by the CSPV at the University of Colorado,
intervention studies must use strong research designs and demonstrate sustained e�ects.
Replication of e�ects is also required to meet criteria for the highest level of evidence. Similarly,
APA criteria clearly identify the levels of research rigor that are necessary to meet standards for
e�cacious or probably e�cacious treatments.

Lists of EBPs lead practitioners to potentially e�ective interventions. However, such lists cannot
simply be accepted uncritically. In all cases, practitioners should scrutinize the criteria used to
identify e�ective programs and interventions when they consider selecting and implementing
programs from lists of EBPs.

Practice Guidelines

Practice guidelines are a fourth method of disseminating knowledge of e�cacious interventions
to practitioners. Proctor and Rosen (2003) de�ned practice guidelines as “a set of systematically
compiled and organized knowledge statements designed to enable practitioners to �nd, select,
and use appropriately the interventions that are most e�ective for a given task” (p. 108).
Guidelines o�er speci�c treatment protocols for practitioners that, when followed, mirror the
strategies used in e�cacious interventions with similar types of clients. Clinical practice
guidelines were introduced in medicine and have recently spread to psychology and social work.
Guidelines in social work have been met with mixed reaction and their development and
application have been limited to date (see Howard & Jenson, 1999a, 1999b, 2003 and Rosen &
Proctor, 2003 for a discussion of practice guidelines in social work).

Summary

Sources of information and evidence have proliferated widely in recent years. Practitioners must
possess a range of information retrieval skills to identify appropriate sources of credible
evidence. The appraisal of such evidence, discussed next, is a critical next step in the EBP process.

Steps 3 & 4: Appraising and Applying Evidence to Practice and Policy
Decisions
EBP requires practitioners to use their knowledge of research design and methodology to evaluate
and apply evidence to practice situations. These steps require familiarity with research
methodology and the ability to draw conclusions about the utility of information on the basis of
levels of evidence. The scienti�c community recognizes �ndings produced by randomized
controlled trials as the most rigorous and acceptable level of evidence. However, results from
studies using correlation, single-subject, quasi-experimental, experimental, and meta-analytic
designs must also be considered and evaluated in steps 3 and 4 (Thyer, 2004).
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Evaluating the rigor of studies and selecting interventions that meet high research standards
require advanced training in methodology and intervention research. Unfortunately, current
standards for research training in most Master of Social Work programs fall short of assuring the
advanced skills necessary to critically evaluate the validity and applicability of research reports.
Additional course work in evaluating evidence should be included in the graduate social work
curriculum.

A second concern in appraising and applying evidence to practice situations comes from studies
suggesting that practitioners fail to routinely consult research evidence when selecting
interventions. For example, several studies show that practitioners often choose interventions for
reasons other than empirical evidence (Elliott & Mihalic, 2004; Rosen, Proctor, Morrow-Howell,
& Staudt, 1995). In addition, agency and organizational policies that limit the choice of
intervention approaches available to practitioners often constrain practitioners' ability to use
EBP.

The �urry of activity associated with EBP is not con�ned to selecting and implementing well-
tested programs. To develop new knowledge about the e�ects of interventions, a small but
increasing number of social work researchers are testing the e�ects of interventions across
di�erent problem areas in controlled e�cacy trials (Reid & Fortune, 2003). This is a promising
development in view of �ndings suggesting there is a dearth of intervention studies in social
work (Fraser, 2003; Jenson, 2005; Rosen et al., 1995). More intervention research by social work
investigators is needed to contribute to the knowledge base of e�cacious prevention and
treatment approaches.

Step 5: Evaluating the Process
The steps in EBP appear deceptively simple at �rst glance. However, the process of EBP requires
knowledge of current literature about the onset, prevention, and treatment of client or social
problems, the ability to search for relevant information and data, and skills to evaluate and apply
knowledge obtained in systematic searches. The complexity involved in steps one to four
demands an ongoing evaluation of one's knowledge of current literature, familiarity with
constantly changing electronic databases, and skills in drawing conclusions based on
methodological rigor.

Gibbs (2003) summarizes e�ectively the process of EBP: “Placing the client's bene�ts �rst,
evidence-based practitioners adopt a process of lifelong learning that involves continually posing
speci�c questions of direct and practical importance to clients, searching e�ectively for the
current best evidence to each question, and taking appropriate action guided by evidence” (p. 6).
Most scholars would agree that the social work profession is in the beginning stage of
implementing the process de�ned by Gibbs in practice, and education and research settings.

Challenges and Implications
The promotion of EBP in social work was attributed initially to individual scholars and small
groups of researchers (e.g., Gambrill, 1999, 2003; Howard & Jenson, 1999a; Proctor & Rosen,
2003; Thyer, 2004). These early e�orts were aimed largely at exposing social workers to
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de�nitions of EBP and to concurrent developments in evidence-based medicine. Discussion of the
process of applying EBP principles to social work practice and policy soon followed (for example,
Bilson, 2005; Gambrill, 2003, 2006; Gibbs, 2003).

A signi�cant number of social work researchers and educators have since acknowledged the
importance of EBP. Support is evident in the exponential growth in the number of books and
articles on EBP since 2003 (see Gambrill, 2005, 2007; Howard, Himle, Jenson, & Vaughn, in press;
Rosenthal, 2004 for reviews). Sessions on EBP have increased signi�cantly at recent national
social work conferences sponsored by the Society for Social Work and Research and the Council
on Social Work Education. Further, a 2006 University of Texas at Austin symposium on EBP
signaled an increasing recognition of the importance of teaching EBP in the social work
curriculum. The Austin conference led to the publication of a 2007 special issue of Research on
Social Work Practice that summarized the viewpoints of presenters at the symposium.
Transparency in the use of EBP in practice and education (Gambrill, in press), steps required to
teach EBP (Mullen, Bellamy, Bledsoe, & Francois, in press), and structural curricular reforms
consistent with EBP (Howard & Allen-Meares, in press; Jenson, in press) are among the topics
discussed in that issue.

An increase in attention to EBP by social work educators is indisputable. However, EBP is not
without its critics. There have been voices of skepticism (Taylor & White, 2002) and even
rejection (Webb, 2001) characterized by claims that EBP o�ers nothing new to the �eld. Others
point to the lack of an e�ective knowledge base for certain client problems and populations,
which hinders the advancement of EBP in the �eld.

EBP is at an important turning point in social work. To some, it re�ects a new and revolutionary
practice approach that holds great promise for building stronger bridges between science and
social work (Gambrill, 2007; Jenson, 2005). Others view EBP as a repackaged attempt to integrate
research and practice that is fraught with educational and implementation problems (Webb,
2001). Regardless, the challenges of EBP to social work education, practice, and research are
varied and complex.

EBP and Social Work Education

The Challenge of Educational Reform

Rubin and Parrish (2007) reported that more than 70% of respondents from a survey of social
work educators were in favor of teaching EBP in the MSW curriculum. Rapp-Paglicci (2007) noted
that as many as 40 social work programs have created classes that incorporate principles of EBP.
At least one school of social work—the Brown School of Social Work at Washington University—
has identi�ed EBP as the organizational framework for its graduate curriculum (Edmond,
Rochman, Megivern, Howard, & Williams, 2006; Howard, McMillen, & Pollio, 2003). Importantly,
the Council on Social Work Education has identi�ed EBP as an important principle in its
educational policy and accreditation documents (Council on Social Work Education, 2004). These
and other examples illustrate the increasing attention being paid to EBP in the social work
curriculum.
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It is also clear, however, that interest in EBP has not yet resulted in the adoption or
implementation of signi�cant curriculum reform. To illustrate, Woody, D'Souza, and Dartman
(2006) reported less than encouraging �ndings from a survey of social work deans and directors
examining whether and how their programs teach empirically supported interventions. Woody et
al. (2006) noted that, “only 31 programs, less than half, had endorsed teaching speci�c ESI
[Empirically Supported Interventions] content; still fewer, 26, had designated courses to teach
speci�c ESI content; and of the 31 programs that had endorsed teaching ESI, very small numbers
required ESI training materials designed for teaching students the skills and techniques for
implementing the interventions” (p. 474).

Signi�cant structural and pedagogical changes in social work education are necessary to teach
EBP. For example, a new generation of students must be exposed to the complexities involved in
posing relevant practice and policy questions. Students must become experts in information
retrieval and possess the methodological skills necessary to evaluate and apply evidence. New and
innovative teaching approaches will be required to systematically teach EBP. Faculty will need to
be trained, and in some cases retrained, to teach EBP. Finally, the appropriate location for
teaching the actual process of EBP must be determined in undergraduate and graduate curricula.

Teaching the Process of EBP

Above all, EBP is a process characterized by the �ve speci�c steps discussed above. Thus, a logical
assumption is that educators should focus their e�orts on teaching the actual process of
conducting EBP. However, the degree to which faculty members in schools of social work are
teaching the �ve-step process of EBP—or simply informing students of e�ective interventions—
is unclear. Several scholars, most notably Gambrill (2007), caution that exposing students to only
EBPs identi�ed on compiled lists and national registries is inconsistent with the fundamental
premise of EBP. She accurately notes that a singular focus on e�ective interventions, expressed
through commonly used terms such as best practices, is taking focus away from teaching students
the actual process of EBP. Gambrill (2007) further suggests that emphasizing EBPs at the cost of
understanding the process of EBP is inconsistent with the original intent of EBP as an approach
that fosters transparency and systematic decision-making with clients.

The importance of teaching students the actual process steps of EBP cannot be overstated. EBP is
a philosophy and an approach to practice that requires students and practitioners to understand
and apply its essential steps. Teaching students to identify and use lists of established EBPs to
select interventions is but one small part of the EBP process. As Gambrill (2007) so eloquently
states, the emphasis on EBPs “ignores the process of EBP that describes skills designed to help
practitioners to integrate external �ndings with other vital information (e.g., concerning client
characteristics and circumstances) such as posing well-structured questions, and ignores the
importance of creating tools practitioners need such as access to high-speed computers with
relevant databases” (p. 430).

Schools of social work must take bold steps to integrate EBP across the curriculum. Training in
EBP occurs sporadically in most schools, with little consistent application across key parts of the
curriculum. Therefore, discussions about the best place (e.g., practice or research courses) to
teach the process of EBP in the curriculum are needed. In addition, new teaching techniques such
as problem-based learning that are compatible with EBP should be examined for applicability in
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social work education (Gambrill, in press; Sackett et al., 2000). Finally, structural changes in
long-held traditions such as advanced standing may need to be considered in the interest of
increasing students' exposure to the complexities of EBP (Jenson, in press).

EBP and Social Work Practice
EBP is receiving considerable attention from local, state, and federal policy makers and funding
sources. State and local systems of care, private foundations, and federal entities have entered the
debate about the best ways to select and implement e�ective interventions for clients and client
systems. Agency administrators and practitioners are working diligently to understand EBP in an
e�ort to develop competitive research proposals and implement e�ective program components.

One signi�cant practice challenge is how to teach principles of EBP to practitioners and agency
administrators. Community agencies vary widely with respect to their awareness, understanding,
and acceptance of EBP. Community partnerships and collaborative research projects such as
those being developed at the University of Toronto (Regehr, Stern, & Shlonksy, 2007) are needed
to help practitioners apply EBP principles in a wide variety of practice settings. At Toronto, the
faculty of social work at the University of Toronto has created an institute for evidence-based
social work that aims to develop and foster community collaborations (Regehr et al., 2007). This
and similar models should be further developed and tested.

EBP and Research
EBP relies on the availability of accrued knowledge about a range of individual and social
problems. Thus, it is imperative that new knowledge about the etiology, prevention, and
treatment of problems be consistently developed. In this regard, rigorous research is needed
across many or all substantive areas in social work. Intervention research to assess the e�cacy
and e�ectiveness of social interventions is particularly lacking. Such studies are necessary to
advance the etiological and intervention knowledge bases available to practitioners who are
interested in implementing EBP.

The translation of research evidence to practice and policy is a second important area of research.
In many service sectors there is a considerable lag between the identi�cation of e�cacious
treatments and the application of such treatments to practice and policy. Recently, entities such
as the National Institute of Mental Health have emphasized the importance of translating
research �ndings to the �eld (Brekke, Ell, & Palinkas, 2007). Models for translating research
evidence to practice and policy in health care and adolescent service sectors have been o�ered by
Gray (2001) and Jenson and Fraser (2006) respectively.

The careful translation of research into practice is particularly important in view of the rapid
increase in practices and publications that are promoted as EBP but in reality fall short of the
principles implied in EBP. For example, the sudden infusion and proliferation of terms that
resemble EBP, but are not EBP, may have an adverse e�ect on the profession's interest in using
EBP to enhance the connection between science and intervention. Phrases such as “best
practices” and “exemplary programs” are frequently used for marketing clinical and community
interventions. On closer examination, these terms may or may not re�ect the underlying
processes of EBP. In many cases, interventions packaged under such names are not based on
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empirical evidence and have not been subject to rigorous evaluation. Promoting untested
interventions as evidence-based promotes a false sense of e�cacy, erodes the basic principles of
EBP, and dilutes commonly accepted de�nitions of EBP used in medicine and psychology.

Finally, research is needed to systematically assess the e�ects of implementing EBP with clients.
Embedded in EBP is the notion that client outcomes will be improved signi�cantly by using EBP.
As EBP becomes more widely applied in practice, studies will be needed to assess the relationship
between its use and client outcomes.

EPB o�ers the promise of a new approach to social work education and practice that will
dramatically alter the profession for years to come. The move to EBP as a guiding educational
framework will require schools of social work to include the essential elements of EBP training
(e.g., posing practice-relevant questions, gaining sophisticated information retrieval skills,
interpreting systematic reviews, applying clinical practice guidelines, etc.) in graduate courses. In
addition, schools of social work must also assume leadership in assisting community-based and
human service sectors to understand and apply EBP in practice and policy settings. The challenge
and risk of such comprehensive change represents an exciting new opportunity in social work
practice and education. The endorsement of EBP is a risk well worth taking.
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Abstract	

Social	work	theories	serve	as	the	foundation	for	social	work	practice	by	providing	an	

understanding,	explanation,	and	prediction	of	human	behavior	and	social	structures.	

Seven	general	categories	of	theories	used	in	social	work	practice	are	reviewed	and	their	

relevance	to	the	stages	of	social	work	practice	of	assessment,	intervention,	evaluation	

and	endings,	are	discussed.	

	

Introduction	

	 Social	work	theories	serve	as	the	foundation	for	social	work	practice	by	

providing	an	understanding,	explanation	and	prediction	of	human	behavior,	social	

structures	and	social	interactions.	Theory	informs	each	stage	of	the	social	work	process	

from	the	initial	stages	of	assessment,	to	selection	and	evaluation	of	interventions,	to	

deciding	when	it	is	best	to	end	services	with	clients.	The	profession	of	social	work	aims	

to	promote	social	change	and	social	justice	by	working	with	people	and	the	

environment	in	which	they	interact.	Intervening	within	several	different	layers	of	

society,	including	individuals,	families,	communities	and	societal	and	political	

structures,	is	necessary	to	achieve	this	aim.	Therefore,	social	workers	must	have	a	firm	
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understanding	of	the	operations	of	human	behavior,	relationships,	social	interactions	

and	social	and	political	organizations	and	structures.	Theories	provide	the	necessary	

knowledge	to	begin	to	achieve	this	aim.	

Social	Work	Theory	

	 A	theory	is	an	organized	set	of	assumptions,	beliefs	or	ideas	about	particular	

phenomena	in	the	world.	Theory	is	synonymous	with	hypothesis,	presumption,	

speculation,	belief,	idea	and	philosophy	and	is	used	to	help	explain	or	predict	situations,	

actions	and	consequences.	The	social	work	profession	aims	to	intervene	at	the	point	

where	people	meet	their	environment,	which	requires	social	workers	to	have	an	

understanding	of	the	operations	and	complexities	of	working	with	and	within	these	

different	systems.	Established	theories	serve	as	a	basis	on	which	to	explain	human	

behavior,	growth	and	development,	psychological	and	social	functioning,	the	

construction	of	social	order,	and	the	ideas	of	social	justice.		

	 Working	within	the	different	layers	and	multiple	systems	within	society	make	

social	work	a	unique	profession.	Social	work	is	a	relatively	new	profession.	It	originated	

in	the	19th	century	to	address	the	economic	inequalities	that	became	more	prominent	

after	the	end	of	feudalism	and	the	emergence	of	the	industrial	revolution.	Social	

workers	aimed	to	combat	the	effects	of	poverty	and	promote	social	justice.	In	doing	so,	

social	workers	needed	to	work	with	and	understand	human	behavior,	but	also	

understand	societal	and	political	structures	and	the	interactions	between	society	and	

individuals.	This	need	to	focus	on	individuals,	and	the	environment	in	which	they	live	

and	interact,	required	the	profession	to	look	to	other	academic	disciplines	where	

established	theories	of	humans,	society	and	the	interaction	between	the	two	were	

already	established.	Therefore,	theories	within	social	work	are	predominately	drawn	
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from	other	longer-standing	academic	disciplines,	such	as	psychology,	sociology,	and	

philosophy.		

The	Importance	and	Use	of	Theory	within	Social	Work	

	 The	social	work	process	involves	stages	of	assessment,	intervention,	evaluation	

and	endings	with	an	overall	goal	of	promoting	human	growth	and	development	and	

social	justice	(Teater,	2010;	Turner,	2011).	To	initiate	each	of	these	stages,	social	

workers	must	first	have	an	understanding	about	how	best	to	proceed	with	each	stage	

given	the	particular	situation,	circumstances	and	setting	in	which	the	practice	is	taking	

place.	Social	workers	are	working	with	vulnerable	people	in	situations	that	are	variable.	

A	single	approach	to	social	work	practice	will	not	fit	all.	Social	workers	must	tailor	their	

practice	to	fit	the	specific	needs	of	the	client	given	her/his	circumstances	and	given	a	

consideration	of	the	environment	in	which	the	client	is	interacting.	Theory	is	the	critical	

factor	in	assisting	social	workers’	understanding	of	a	situation,	hypothesizing	about	

how	to	intervene	and	speculating	and	predicting	what	might	happen	in	the	future	

(Teater,	2010;	Turner,	2011).		

	 Theory	guides	social	work	practice	at	every	stage.	During	the	assessment	stage,	

theories	help	to	explain	what	is	happening	with	a	client,	what	could	have	contributed	to	

the	presenting	problem,	and	what	is	needed	or	required	to	alleviate	the	problem.	A	

consideration	of	biological,	psychological	and	sociological	theories	during	the	

assessment	process	assists	in	explaining	the	presenting	problem	and	helps	structure	

and	organize	the	social	worker’s	thinking	toward	the	next	step	of	intervention.	The	

intervention	stage	is	based	on	theories	of	why	the	intervention	will	work	given	the	

particular	situation	and	setting.	Finally,	theories	will	guide	a	social	worker	in	the	

evaluation	stage	of	the	social	work	process	by	re-assessing	a	client’s	biological,	

psychological	and	sociological	functioning	and	explaining	the	best	time	to	end	services.		
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	 Social	workers	assess	for	risk	and	needs	and	then	recommend	the	best	course	of	

action	for	the	client.	The	outcome	is	anticipated	to	be	positive	by	alleviating	or	

diminishing	a	presenting	problem,	however,	it	could	equally	lead	to	negative	outcomes	

due	to	negligent	practice.	Therefore,	social	workers	should	be	held	accountable	for	their	

work.	One	way	to	ensure	accountability	is	to	work	within	established	theoretical	

frameworks,	justifying	the	choice	of	theories	and	methods	used	based	on	evidence,	and	

continually	reflecting	upon	and	evaluating	the	theories	and	methods	used	with	the	

client.	

The	Relationship	between	Perspective,	Theory,	Method,	and	Model		

	 Perspective,	theory,	method	and	model	are	all	important	in	understanding	the	

role	and	significance	of	social	work	theory.	A	perspective	is	a	particular	value	base	or	

point-of-view	that	informs	how	one	sees	the	world.	A	theory	serves	to	explain	or	predict	

situations	and	provides	a	rationale	as	to	the	course	of	action	that	is	needed	to	alleviate	

presenting	problems.	A	method	is	the	course	of	action	taken	to	alleviate	or	diminish	the	

presenting	problem	(method	is	often	used	interchangeably	with	intervention,	practice,	

or	approach).	The	choice	of	method	is	based	on	the	particular	theories	that	have	been	

used	to	explain	the	current	situation.	A	model	is	a	structured	and	organized	description	

of	what	generally	happens	in	a	particular	type	of	situation.		

Perspective,	theory,	method	and	model	are	all	equally	important	in	social	work	

practice	as	one	concept	depends,	influences	or	relates	to	another	(Payne,	2005).	

Theories	are	generally	developed	based	on	a	particular	perspective.	A	perspective	will	

influence	the	type	of	theories	that	are	used	in	practice.	Theories	influence	the	methods	

that	are	selected,	and	models	help	to	put	theories	into	practice	using	specific	methods.	

Therefore,	social	work	theories	can	only	be	fully	understood	when	considered	alongside	

perspectives,	methods	and	models.		
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Types	of	Social	Work	Theory	

	 Table	1	presents	seven	general	types	of	theories	that	underpin	social	work	

practice,	which	are	predominately	developed	within	the	professions	of	psychology	and	

psychiatry	and	the	academic	disciplines	of	psychology,	sociology	and	philosophy.	The	

following	theories	were	selected	as	they	serve	as	the	basis	for	understanding	human	

behavior,	social	interactions	and	social	constructions	that	is	required	to	conduct	

efficient	and	effective	social	work	practice.	The	theories	range	from	explanations	of	

individual	biological,	psychological,	and	social	development,	to	theories	that	explain	

psychological	functioning,	relationships	and	social	interactions,	to	theories	that	explain	

the	societal	influences	on	social	order,	construction	of	rules	and	norms,	and	

explanations	for	inequalities	and	disadvantage.	Table	1	includes	the	underlying	

perspectives	and	a	selection	of	practice	methods	often	employed	when	utilizing	a	

particular	theory.		

<Table	1	near	here>	

Developmental	Theories	

Developmental	theories	explain	the	biological,	psychological,	social	and	

emotional	development	as	stages	over	a	portion	(childhood;	adolescence,	adulthood,	old	

age)	or	the	whole	of	the	life	span.	Many	developmental	theories	focus	on	the	

development	during	childhood,	such	as	Piaget’s	theory	of	cognitive	development,	which	

describes	how	a	child	(from	birth	to	over	11	years)	moves	through	discrete	stages	of	

cognitive	development	and	intellectual	growth	to	where	she/he	learns	how	to	think	and	

reason	(Crain,	2011).	Bowlby’s	(1988)	attachment	theory	provides	an	explanation	of	

how	a	child	develops	socially	and	emotionally	based	on	her/his	attachment	to	a	primary	

caregiver,	and	subsequently	the	types	of	relationships	and	attachments	that	the	child	

will	possess	as	an	adult.		
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Other	developmental	theories	focus	on	individuals	across	the	whole	of	the	life	

span.	Erikson’s	theory	of	psychosocial	development	consists	of	eight	continuous	stages	

of	life	that	spans	from	birth	to	death	and	details	how	a	person	develops	based	on	

biological,	psychological	and	environmental	factors	(Crain,	2011).	The	eight	stages	

consist	of	a	type	of	tension	or	crisis	that	an	individual	needs	to	work	through	to	move	to	

the	next	stage.	Completing	each	stage	successfully	will	result	in	more	positive	and	

healthy	psychosocial	development.	Maslow’s	(1954)	hierarchy	of	needs	is	a	lifespan	

developmental	theory	that	explains	how	individuals	must	have	certain	needs	met	

before	they	can	move	to	achieve	a	higher	level	of	need.	Maslow’s	theorized	needs	starts	

with	the	basic	physiological	needs	for	survival	and	expands	until	the	individual	reaches	

the	final	need	of	self-actualization	(a	term	often	associated	with	humanistic	theories).	

Additional	theories	focusing	on	the	whole	of	the	lifespan	have	examined	faith,	or	

spiritual,	development	(Fowler,	1981),	and	moral	and	ethical	understanding	and	

reasoning	(Kohlberg,	1973).	Although	such	theories	influence	social	work	practice,	

particularly	through	assessment,	they	have	been	criticized	as	being	ethnocentric	as	they	

were	developed	based	on	Western	(individualistic)	societies,	primarily	with	White	men	

or	middle-class	individuals/families	(Cianci	and	Gambrel,	2003).		

Developmental	theories	influence	social	work	practice	by	providing	a	basis	for	

assessing	and	understanding	a	client’s	physiological,	psychological,	and	emotional	

development.	Such	theories	are	primarily	used	in	the	assessment	stage	of	social	work	

practice	where	a	social	worker	assesses	the	current	level	of	development	and	

functioning	and	uses	this	information	to	assist	in	explaining	the	client’s	situation,	

determine	the	most	appropriate	form	of	intervention,	and	hypothesize	about	future	

outcomes.	Developmental	theories	are	also	useful	during	the	evaluation	and	endings	

stages	to	determine	any	shifts	or	changes	in	levels	of	development.	
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Psychodynamic	Theories	

	 Psychodynamic	theories	focus	on	the	psychological	drives	and	forces	within	

individuals	that	explain	human	behavior	and	personality.	The	theories	originate	from	

Sigmund	Freud’s	psychoanalysis,	which	focused	on	the	unconscious	mind	as	the	source	

of	psychological	distress	and	dysfunction.	Psychoanalytic	theory	proposed	the	need	for	

psychoanalytic	therapy	where	the	aim	is	to	bring	the	unresolved	issues,	developed	

during	childhood,	or	repressed	trauma	buried	within	the	unconscious	to	the	conscious	

mind	in	order	for	the	client	to	begin	to	address	these	unresolved	and	underlying	

problems	(Sharf,	2012).		

	 Psychodynamic	theories	primarily	deal	with	the	unconscious	motives	that	

underpin	an	individual’s	personality	and	behavior.	Childhood	experiences	are	seen	as	

critical	in	the	development	of	the	personality,	behavior	and	psychological	thinking	of	an	

individual	in	later	life,	particularly	psychological	distress	and	dysfunction.	Freud’s	Drive	

Theory,	involving	the	three	states	of	being	(id,	ego,	and	superego),	are	seen	as	

important	in	understanding	the	role	of	the	unconscious.	The	id	is	the	unconscious	that	

seeks	self-gratification	and	fuels	instincts,	the	superego	is	the	conscious	moral	

reasoning	based	on	one’s	moral	values	and	society’s	values,	and	the	ego	is	the	mediator	

between	the	id	and	the	superego	and	seeks	to	make	decisions	based	on	the	id’s	instincts	

and	need	for	self-gratification	and	the	superego’s	call	for	decisions	based	on	moral	

values	(Sharf,	2012).		

	 Defense	mechanisms,	transference	and	counter-transference	are	terms	often	

used	when	considering	psychodynamic	theories.	Defense	mechanisms	are	the	tools	

used	by	the	unconscious	mind	to	prevent	anxiety	caused	by	unresolved	issues	and	

trauma.	The	mechanisms	distort	reality	and	are	used	to	protect	oneself	by	distancing	

from	reality.	Common	defense	mechanisms	include	denial,	disassociation,	regression,	
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acting	out,	projection,	or	displacement	(Sharf,	2012).	Transference	explains	the	act	of	a	

client	unconsciously	projecting	thoughts,	feeling	and	experiences	of	relationships	or	

interactions	with	previous	significant	figures	onto	a	social	worker.	Counter-

transference	is	where	the	social	worker’s	unconscious	responds	to	signals	received	

from	the	client	and	the	social	worker	acts	out	a	particular	role	(e.g.,	taking	a	parenting	

role)	(Ruch,	2010).	

Additional	theorists	have	expanded	on	the	ideas	of	the	role	of	the	unconscious	

and	have	shifted	the	attention	in	psychodynamic	thought	from	one	that	focused	on	

conflict,	to	one	that	focuses	more	on	relationships.	Jungian	analysis	and	therapy	

explores	the	conscious	and	unconscious,	but	is	equally	interested	in	extroverted	and	

introverted	personality,	archetypes,	symbols	and	dreams	(Sharf,	2012).	Adler’s	

individual	psychology,	more	commonly	referred	to	as	differential	psychology,	explores	

the	ideas	of	inferiority,	superiority,	birth	order,	and	individual	differences	(Sharf,	2012).	

Klein’s	object	relations	theory	explores	how	relationships	developed	in	infancy	and	

childhood	are	embedded	in	the	unconscious	mind	and	form	the	focus	of	individuals’’	

drives,	views	of	themselves	and	others,	influences	their	personality	in	adulthood,	and	

dictates	how	they	interact	in	interpersonal	relationships	(Sharf,	2012).	Kohut’s	self-

psychology	expanded	on	object	relations	theory	and	aims	to	focus	more	on	the	self	and	

the	deficits	within	the	self	(Sharf,	2012).		

Crisis	theory	is	also	classified	as	a	psychodynamic	theory	as	it	explains	how	

people	cope	with	stressful	situations	and	how	they	have	the	capability	to	grow,	develop	

and	change	based	on	the	crisis.	The	theory	holds	that	individuals	reach	a	state	of	crisis	

when	their	existing	coping	skills	are	unable	to	deal	with	stressful	or	traumatic	

situations	resulting	in	psychological	and	physiological	distress	(Caplan,	1964).		
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	 Psychodynamic	theories	are	useful	in	social	work	assessments	to	explore	a	

client’s	past	experiences,	hypothesize	about	how	such	experiences	are	contributing	to	

the	presenting	problem	and	how	to	address	the	problem	(or	crisis).	In	this	sense,	

psychodynamic	theories	influence	social	work	assessments	as	well	as	the	interventions	

employed,	such	as	psychotherapy,	crisis	intervention,	or	transactional	analysis.	

Acknowledgements	and	understandings	of	defense	mechanisms	can	assist	a	social	

worker	in	explaining	a	client’s	behavior,	interpersonal	relationships	or	reactions	to	

information.	Considering	the	role	of	transference	and	countertransference	can	assist	the	

social	worker	in	building	the	social	work-client	relationship	(Ruch,	2010).		

Behavioral,	Cognitive	and	Social	Learning	Theories	

	 Behavioral,	cognitive	and	social	learning	theories	explain	how	individuals	come	

to	learn	how	to	think,	feel	and	behave.	Behavioral	and	social	learning	theories	were	

developed	by	theorists	who	disagreed	with	the	psychodynamic	theorists.	Instead,	they	

hypothesized	that	individuals	learn	how	to	behave	by	cognitively	and	behaviorally	

responding	to	cues	received	from	the	interactions	with	their	social	environment.		

The	development	of	behavioral	and	social	learning	theories	originated	through	

experiments	conducted	by	psychologists	during	the	early	1900s	that	explored	how	

animals	can	be	conditioned	to	respond	in	a	particular	way.	The	studies	from	Ivan	Pavlov	

and	John	Watson	lead	to	the	ideas	of	classical	and	respondent	conditioning,	which	

proposed	that	behaviors	are	the	result	of	prior	learning	and	can	be	learned	and	

unlearned.	The	studies	from	Edward	Lee	Thorndike	and	B.	F.	Skinner	lead	to	the	ideas	

of	operant	or	instrumental	conditioning,	which	proposed	that	providing	positive	or	

negative	consequences	to	behaviors	lead	to	learning.	Thorndike	and	Skinner	found	that	

positive	consequences	for	behavior,	or	positive	reinforcers,	will	lead	to	an	increase	in	

the	occurrence	of	the	behavior	and	negative	consequences,	or	negative	reinforcers,	will	
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result	in	a	decrease	in	the	occurrence	of	the	behavior	(Teater,	2010).	Therefore,	the	

behavioral	theories	postulate	that	behaviors	can	be	learned,	unlearned	and	modified	

based	on	the	reinforcers	received	from	the	social	environment.	

Bandura’s	social	learning	theory	(1977)	extends	on	the	behavioral	theory	by	

stating	that	not	only	do	individuals	learn	to	think,	feel	and	behave	through	the	receipt	of	

reinforcers,	but	they	also	learn	through	observing	and	then	modeling	the	actions	of	

others.	Individuals	must	observe	a	model	(e.g.,	parents;	teachers;	media	characters),	pay	

attention	to	the	behaviors	or	actions	of	the	model,	imitate	the	behaviors	or	actions,	and	

receive	a	reinforcement	(positive	or	negative)	for	modeling	the	behavior	or	action,	

which	will	influence	whether	the	behavior	or	action	is	imitated	in	the	future.		

Cognitive	theory	is	also	a	learning	theory,	but	rather	than	addressing	the	

learning	of	behaviors	that	occur	merely	through	reinforcers	from	the	social	

environment,	cognitive	theory	aims	to	explain	how	humans	are	thinking	creatures	who	

will	make	choices	about	their	behavior	based	on	what	makes	the	most	sense	to	them.	

Cognitive	theory,	as	expressed	through	Ellis’	A-B-C	model,	states	that	individuals	

experience	an	activating	event	(A),	they	process	this	event	through	their	cognition	and	

belief	system	(B),	which	mediates	the	behavioral	consequence	(C)	(Sharf,	2012).		

Behavioral,	cognitive	and	social	learning	theories	are	useful	to	social	work	

practice	as	they	provide	a	basis	for	exploring	how	behaviors	are	learned	and	unlearned,	

how	a	client’s	social	environment	can	be	positively	or	negatively	reinforcing	particular	

thoughts,	feelings	and	behaviors,	or	how	a	client’s	cognition	and	belief	system	can	be	

contributing	to	problematic	behaviors.	Such	theories	are	primarily	used	in	the	

intervention	stage	of	social	work	practice	where	a	social	worker	attempts	to	modify	or	

eliminate	a	particular	thought,	feeling	or	behavior.	Such	interventions	often	used	in	
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social	work	practice	are:	task-centered	social	work,	cognitive	therapy;	behavioral	

therapy;	cognitive	behavioral	therapy;	or	group	work.	

Humanistic	Theories	

	 Humanistic	theories	used	within	social	work	practice	originated	from	humanistic	

psychology,	which	developed	in	response	to	the	psychodynamic	and	behavioral	theories	

that	focused	on	human	behavior	and	personality	being	determined	by	the	unconscious	

or	through	reinforcers	from	the	social	environment.	Humanistic	psychology	saw	that	

these	two	prominent	theories	viewed	individuals	in	response	to	events	that	they	were	

not	able	to	fully	control	and	failed	to	view	the	individual	as	meaning-making	and	

purposeful.	Humanist	theories	stress	the	ultimate	good	of	humans	and	their	potential,	

creativity,	health,	hope,	meaning,	connection,	purpose	and	ability	to	reach	self-

actualization,	or	for	individuals	to	achieve	their	full	potential	(Crain,	2011).		

	 Phenomenology	and	existentialism	are	two	theoretical	schools	of	thought	that	

underpin	Humanistic	theory.	Phenomenology	is	the	exploration	of	conscious	

perspectives	and	experiences	of	phenomena	and	the	meanings	one	attributes	to	such	

phenomena.	Existentialism	focuses	on	individual	existence	and	the	meaning	one	gives	

to	her/his	life.	The	central	aspect	to	both	phenomenology	and	existentialism	is	the	lived	

subjective	and	conscious	experiences	of	individuals,	how	individuals	experience	and	

attribute	meaning	to	the	phenomena	to	which	they	encounter,	how	they	make	sense	of	

life,	and	how	they	make	sense	of	their	place	and	meaning	within	the	world	(Sharf,	

2012).		

	 The	five	core	values	of	humanistic	theory	include	the	following:	(1)	human	

beings	supersede	the	sum	of	their	parts;	(2)	human	beings	have	their	existence	in	a	

uniquely	human	context,	as	well	as	in	a	cosmic	ecology;	(3)	human	beings	are	conscious.	

They	are	aware	and	aware	of	being	aware	both	of	oneself	and	in	the	context	of	other	
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people;	(4)	human	beings	have	some	choice	and,	thus,	responsibility;	and	(5)	human	

beings	are	intentional,	aim	at	goals,	are	aware	that	they	cause	future	events,	and	seek	

meaning,	value	and	creativity	(Greening,	2006,	p.	239).		

	 Humanistic	theory	can	be	found	to	underpin	aspects	of	developmental	theories,	

such	as	Maslow’s	hierarchy	of	needs,	where	an	individual	aims	to	achieve	self-

actualization,	and	Erikson’s	later	stage	of	old	age,	ego	integrity	versus	despair,	as	well	as	

many	therapeutic	approaches	that	aim	to	explore	and	respect	the	experiences	of	

individuals	as	humans	and	the	meanings	they	attribute	to	such	phenomena.	Humanistic	

theory	underpins	Rogers’	person-centered	approach,	which	highlights	the	importance	

of	empathy,	unconditional	positive	regard,	and	genuineness	in	developing	a	therapeutic	

relationship	that	will	lead	to	personality	and	behavioral	change	within	the	client	(Sharf,	

2012).	

Humanistic	theories	are	useful	to	social	work	practice	as	they	provide	a	

theoretical	basis	for	viewing	individuals,	their	experiences	in	the	world	and	the	

meanings	they	attribute	to	such	experiences.	Such	theories	are	primarily	used	in	

assessment	and	intervention	stages	of	social	work	practice.	Using	humanistic	theories	

in	the	assessment	stage	would	involve	a	social	worker	being	empathic,	having	

unconditional	positive	regard	and	being	genuine	when	interacting	with	a	client	in	order	

to	establish	a	relationship	and	fully	see	the	client	as	an	individual	when	assessing	

her/his	situation.	The	intervention	stage	might	involve	a	social	worker	employing	

interventions	that	would	explore	the	client’s	experiences,	meanings,	hopes,	and	

aspirations.	Such	interventions	often	used	in	social	work	practice	are:	person-centered	

approach;	existential	therapy;	counseling;	gestalt	therapy;	hypnosis;	meditation;	

motivational	interviewing	and	advocacy.		

Social	Constructivist	Theories	
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	 Social	constructivist	theories	focus	on	the	creation	of	reality	and	how	individuals	

view	the	world.	The	theories	are	related	to	the	humanistic	theories,	discussed	above,	in	

that	they	were	influenced	by	phenomenology	as	well	as	philosophical	ideas	of	what	is	

real	and	what	is	socially	constructed.	The	basis	of	the	modern	social	constructivist	

theories	stems	from	Berger	and	Luckman	(1966)	who	explored	reality	creation	and	the	

influence	of	individual	meaning	based	on	life	experiences,	societal	and	cultural	

expectations,	rules	and	norms,	which	they	termed	social	constructionism.	Since	then,	

several	theorists	have	refined	social	constructionism	into	three	more	specific	theories,	

which	emphasis	either	individual	or	social	forces	in	reality	construction	(Teater,	2010).	

Social	constructionism	holds	that	reality	is	constructed	through	the	use	of	language	in	

interactions	with	others	and	is	primarily	influenced	by	history,	society	and	culture.	

Constructivism	holds	that	reality	is	constructed	more	through	one’s	biological	forces	

through	developmental	processes,	cognitive	structures	and	the	human	mind.	Social	

constructivism	combines	both	social	constructionism	and	constructivism	by	placing	the	

emphasis	of	reality	construction	on	both	societal	and	biological	factors.	There	is	a	joint	

focus	on	reality	construction	being	influenced	by	both	nature	and	nurture.			

	 Social	constructivist	theories	have	underpinned	several	theories	often	used	

within	social	work	practice.	Symbolic	interactionism	focuses	on	three	core	principles	of	

meaning,	language	and	thought.	The	theory	proposed	that	people	use	symbols	(words,	

rules,	roles)	to	give	meaning	and	to	make	sense	of	the	world.	The	meanings	are	

transmitted	to	others	through	language.	People	are	believed	to	interact	with	others	and	

society	and	assign	meaning	and	symbols	to	these	types	of	interactions	and	relationships	

(DeLamater	and	Myers,	2011).	Future	interactions	are,	therefore,	dependent	on	the	

types	of	meanings	and	symbols	one	has	attributed	to	that	relationship	or	situation,	thus,	

individuals	act	on	what	they	believe	versus	what	is	objectively	true.	Communication	
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theory	holds	that	people	cannot	NOT	communicate	and	that	all	behavior	is	

communication	and	all	communication	affects	behavior	(Watzlawick	et	al.,	1967).	Role	

theory	examines	how	people	play	out	socially	defined	roles	(e.g.	mother,	sister,	wife,	

manager,	teacher)	and	their	ability	to	adhere	to	society’s	expectations	of	acceptable	and	

unacceptable	forms	of	behavior	for	the	particular	role	(DeLamater	and	Myers,	2011).	

Social	constructivist	theories	are	useful	to	social	work	practice	as	they	provide	a	

theoretical	basis	for	understanding	how	realities	and	views	of	the	world	are	individual-

specific	and	created	through	a	combination	of	interactions	with	society,	the	societal	

structures	of	history,	culture,	rules	and	norms,	and	the	meanings	that	individuals	

attribute	to	such	interactions.	Such	theories	are	primarily	used	in	the	assessment	and	

intervention	stages	of	social	work	practice.	Using	social	constructivist	theories	in	

assessment	involves	a	social	worker	taking	a	position	of	curiosity	with	the	client,	using	

language	to	attempt	to	understand	the	client’s	reality	and	view	of	the	world,	and	

acknowledging	that	no	two	clients	have	the	same	reality	of	view	of	the	world	despite	

living	through	similar	experiences.	The	intervention	stage	involves	a	social	worker	

employing	interventions	that	would	explore	the	client’s	experiences	and	meanings	and	

attempt	to	reframe	thoughts	or	views	that	are	contributing	to	the	presenting	problem	

into	ones	that	are	more	acceptable.	Interventions	also	include	the	social	worker	

challenging	societal	assumptions	or	social	constructs	that	are	preventing	the	client	from	

growing	and	developing.	Such	interventions	often	used	in	social	work	practice	are:	

narrative	therapy;	social	constructivist	approach;	solution-focused	brief	therapy;	anti-

oppressive,	anti-racist	and	anti-discriminatory	practices;	cultural	competency	and	

advocacy.		

Systems	Theories	
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	 Systems	theories	are	based	on	the	belief	that	individuals	do	not	operate	in	

isolation,	but	rather	grow	and	develop	in	interaction	with	their	physical	and	social	

environment.	Systems	theories	derive	from	general	systems	theory,	which	explores	the	

parts	of	a	system	that	interconnect	and	interact	to	make	a	complete	whole	(Teater,	

2010).	Within	social	work,	systems	can	constitute	individuals,	couples,	families,	

communities,	organizations,	society,	and	the	world.	Systems	theories	hold	that	each	

system	should	be	viewed	as	consisting	of	several	elements	that	make	the	system	a	

functional	whole,	and	each	system	should	be	viewed	in	relation	to	the	other	systems	

that	can	cause	a	change	or	reaction	within	the	main	system.	For	example,	when	working	

with	clients,	social	workers	should	consider	the	bio-psycho-social	aspects	of	the	client	

by	looking	at	physical	and	psychological	functioning,	social	relationships,	and	

community	or	societal	structures	that	impact	on	the	client.	

	 The	life	model	(Gitterman	and	Germain,	2008)	of	social	work	practice	was	

greatly	influenced	by	system	theories	as	well	as	the	person-in-environment	perspective	

(Karls	and	Wandrei,	1994),	both	of	which	examine	how	social	work	is	a	unique	

discipline	in	that	it	focuses	on	the	point	where	individuals	interact	with	their	

environment.	Such	systems	theories	aim	to	move	social	work	practice	away	from	

focusing	solely	on	the	individual,	such	as	with	development	theories,	psychodynamic	

theories	and	behavioral	theories,	and	instead	focus	holistically	on	the	individual	within	

her/his	environment	(often	referred	to	as	human	behavior	in	the	social	environment).	

Consideration	of	the	environment	includes	the	physical	space,	the	social	context,	and	

the	individual’s	culture	and	history.	The	aim	of	systems	theories	is	to	create	

homeostasis,	or	a	favorable	person-environment	fit,	in	that	the	individual	interacts	and	

responds	to	her/his	environment	where	interactions	and	change	are	contributing	to	

positive	growth	and	development	and	social	functioning.	
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	 Family	systems	theory	adapted	the	main	concepts	of	general	systems	theory	in	

understanding	and	working	with	families.	The	family	is	viewed	as	a	system	with	each	

family	member	playing	a	critical	part.	Family	systems	theory	holds	that	a	change	in	one	

part	of	the	family	system	will	create	a	change	in	other	parts	of	the	family	system,	yet	

this	is	often	variable	depending	on	the	boundaries	of	the	family,	the	patterns,	messages	

and	rules	of	the	family,	and	the	family’s	responsiveness	to	change	(Sharf,	2012).	

Systems	theories	are	useful	to	social	work	practice	as	they	provide	a	theoretical	

basis	for	assessing	a	client	holistically	by	examining	all	the	systems	within	her/his	

environment.	Such	theories	are	primarily	used	in	assessment	and	intervention	stages	of	

social	work	practice	where	the	social	worker	assesses	the	client	holistically	by	

considering	psychological,	biological	and	social	functioning,	as	well	as	assessing	the	

interaction	of	other	systems	within	the	client’s	environment,	particularly	those	that	

could	be	contributing	to	the	presenting	problem.	Based	on	the	assessment,	underpinned	

by	systems	theory,	the	social	worker	determines	which	system	needs	the	intervention.	

Although	the	client	may	be	an	individual,	the	social	worker	may	deem	the	family	

system,	community	system,	or	even	political	systems	as	the	focus	for	intervention.	

Interventions	most	commonly	used	in	social	work	practice	include:	couple	and	family	

therapy;	family	systems	therapy;	community	development;	and	community	practice.	

Critical	Theories	

	 Critical	theories	in	social	work	aim	to	examine	and	critique	social	and	political	

structures	and	functioning	and	their	effects	on	individuals,	families	and	communities	

(Payne,	2005).	Such	critiques	and	understanding	of	social	and	political	structures	will	

assist	in	social	work’s	aims	of	tackling	inequalities	and	disadvantage;	and	promoting	

social	justice.	Conflict	theory	is	a	form	of	critical	theory,	based	on	the	works	of	Karl	

Marx	and	Max	Weber,	which	focus	on	inequalities	within	society,	such	as	wealth,	power,	
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class,	and	how	such	inequalities	impact	on	individual	life	experiences	and	chances	

creating	conflict	between	and	within	social	groups	(see	Hier,	2005	for	a	review	of	

critical	theories).	Numerous	critical	theories	have	been	applied	to	social	work	practice	

in	an	attempt	to	acknowledge	the	inequalities	and	disadvantage	that	clients	can	and	do	

experience	within	the	current	social	and	political	structures	and	to	encourage	courses	

of	action	and	interventions	that	will	challenge	such	inequalities.		

	 Empowerment	theory	acknowledges	that	oppression	is	present	within	society	

and	affects	individuals	and	communities,	yet	individuals	and	communities	do	have	

strengths	and	resources	and	can	combat	such	societal	oppression	(Adams,	2008).	

Individuals	need	to	have	power	and	control	over	their	lives	in	order	to	obtain	and	use	

the	resources	necessary	for	positive	growth	and	development,	which	can	be	achieved	

through	individual	and	collective	strategies.	Feminist	theory	explains	the	inequalities	

between	women	and	men,	the	oppression	of	women,	the	development	and	

consequences	of	socially	defined	gender	roles	and	seeks	to	explain	how	development	

and	life	experiences	differ	for	women	and	men	(Enns,	2004;	Hyde	and	Else-Quest,	

2003).	Anti-oppressive,	anti-discriminatory	and	anti-racist	theories	acknowledge	the	

structural	oppression	and	discrimination	that	impacts	on	clients	and	seeks	to	promote	

social	work	practice	that	challenges	such	structures	by	working	individually	with	clients	

and	participating	and	joining	in	social	movements	that	challenge	oppression	and	

discrimination	within	larger	structures	(see	Dalrymple	and	Burke,	2006;	Dominelli,	

2008;	Robbins,	2011;	Thompson,	2006).	Environmental	and	green	social	work	applies	a	

social	work	perspective	to	the	ways	in	which	environmental	issues	and	crises	can	lead	

to	disadvantage	and	limit	resources,	and	focuses	on	targeting	the	social-political	forces	

that	impact	on	individual,	community	and	global	well-being	in	order	to	promote	

environmental	and	social	justice	(Dominelli,	2012;	Gray	et	al.,	2013).		



	 19	

Critical	theories	are	useful	to	social	work	practice	as	they	provide	a	theoretical	

basis	for	assessing	a	client	within	her/his	environment	by	acknowledging	how	societal	

and	political	structures	and	processes	can	be	oppressive	or	discriminatory.	Such	

theories	take	the	focus	away	from	blaming	the	client	and	examining	other	factors	much	

larger	than	the	client	that	could	be	contributing	to	the	presenting	problem.	Such	

theories	are	primarily	used	in	assessment	and	intervention	stages	of	social	work.	

Assessment	strategies	involve	the	social	worker	examining	societal	and	political	

structures	and	how	these	are	impacting	on	the	client	(e.g.	individual,	family,	

community).	Intervention	strategies	involve	the	social	worker	providing	direct	work	

with	the	client	or	participating	in	social	movements	and	advocacy	to	eliminate	

structural	oppression	and	discrimination.	Such	interventions	commonly	used	in	social	

work	practice	include:	advocacy,	the	empowerment	approach,	anti-oppressive,	anti-

racist	and	anti-discriminatory	practice,	consciousness-raising,	crisis	intervention;	

community	practice	and	community	development.	

Conclusion:	The	Application	of	Social	Work	Theory	

	 The	seven	broad	categories	of	theories	range	from	a	focus	on	individual	

psychological	development	to	the	influence	of	societal	and	political	structures	on	

human	and	communal	growth	and	development.	The	profession	of	social	work	seeks	to	

promote	human	growth	and	development	as	well	as	social	justice;	therefore,	knowledge	

of	the	complete	range	of	theories	is	necessary	for	effective	social	work	practice	although	

the	choice	and	application	will	vary.		

The	use	of	theoretical	approaches	within	social	work	practice	will	vary	

depending	on	social,	political	and	cultural	structures,	agency	and	organizational	

structures,	and	individual	social	worker	preference.	Social	workers	practice	under	legal	

mandates,	which	prescribe	when	and	how	a	social	worker	can	intervene.	Such	legal	
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mandates	are	influenced	by	social	and	cultural	values	and	norms,	which	dictate	what	is	

socially	acceptable	behavior.	For	example,	a	social	worker	will	utilize	different	theories	

when	working	with	mental	illness	based	on	the	social	and	legal	structures	which	define	

mental	illness,	theorize	its	cause,	and	hypothesize	about	ways	in	which	it	is	to	be	

treated	or	not.	Agency	and	organizational	structures	also	dictate	the	types	of	theories	

social	workers	use	in	practice.	Agencies	may	specialize	on	a	specific	aspect	of	social	

work	practice,	such	as	mental	health	or	community	development,	and	will,	therefore,	

utilize	theories	that	help	to	achieve	the	agency’s	aim.	For	example,	one	mental	health	

agency	may	work	from	humanistic	theories	and	focus	on	person-centered	counseling	or	

solution	focused	brief	therapy	to	alleviate	a	presenting	problem,	whereas	another	

agency	may	work	from	psychodynamic	theories	and	concentrate	on	psychoanalysis	or	

psychotherapy	that	aims	to	bring	the	unconscious	to	the	conscious.	Finally,	the	

application	of	social	work	theories	is	dependent	on	the	social	worker’s	values	and	

preferences.	For	example,	one	social	worker	may	believe	that	behavioral	change	is	

initiated	through	conditioning	(behavioral	theory)	whereas	another	may	believe	

behavioral	change	is	initiated	through	individual	motivation	(humanistic	theory).	The	

theoretical	stance	of	the	social	worker	will	influence	the	choice	of	intervention	

(cognitive	behavioral	therapy	versus	motivational	interviewing).	It	is	important	to	note	

that	the	influences	of	societal/political,	agency/organization,	and	social	worker	

preferences	may	not	be	congruent.		

Social	work	practice	does	not	necessarily	adhere	to	one	category	of	theories,	but	

often	social	workers	must	choose	from	a	range	of	theories	to	create	an	intervention	

package	that	is	suitable	for	the	client.	For	example,	a	child	welfare	social	worker	may	

use	developmental	theories	to	explain	the	current	developmental	stage	of	a	child,	

systems	theories	to	conduct	a	holistic	assessment	of	the	biological	family,	social	
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constructivist	theories	to	understand	the	child	and	family’s	perspective,	behavioral,	

cognitive	and	social	learning	theories	to	hypothesize	about	how	thoughts,	feelings	and	

behaviors	are	contributing	to	the	presenting	problem,	and	critical	theories	to	

understand	the	context	in	which	the	child	and	family	operate	and	in	which	the	social	

worker	practices.	In	selecting	theories	for	practice,	social	workers	must	acknowledge	

that	not	all	theories	will	be	applicable	to	all	clients	and	that	theories	that	appear	to	fit	in	

one	situation	will	not	always	fit	in	similar	situations.	Social	workers	must	combine	

theoretical	knowledge	with	research	evidence	and	reflections	on	practice	to	promote	

most	accurately	human	growth	and	development	and	social	justice.		
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Abstract 

Surrender is an important and foundational spiritual/religious belief and practice found within 

many faith traditions. However, despite this important practice, valued by many clients who see 

social workers, little has been done to integrate this concept into social work theory and practice. 

This paper examines the fundamental beliefs of psychodynamic theory and practice, as well as 

several recent social work practice models, as they relate to spiritual surrender. It is suggested 

that areas of cooperation and conflict exist between the fundamental tenets of these models and 

the practice of surrender. These areas of difference and commonality have important practice 

implications for religious/spiritual clients. A danger exists within social work theory and practice 

to overemphasize time limits and control for some religious/spiritual clients. 

 

Introduction 

Strengths, Solution-focused and Brief Treatment models have become key theoretical 

perspectives in social work education and clinical treatment. Social work textbooks generally 

support these ideologies and encourage the fledgling social work student to incorporate the basic 

tenets of these models into their social work practice. Within these models, client deficits take a 

back seat or, as in application of the Strengths Perspective within some models, deficits are not 

conceptualized at all. Both the Brief and Solution-Focused models, which are often used in 

tandem, suggest that the worker and client quickly define the problem(s) and encourage the 

client toward self-efficacy to solve said problems. The role of the worker is to help clients 

recognize internal and/or external resources and take initiative toward solutions to their 

problems. While all three models suggest that many client problems can be resolved through 

proper application of methods of the model, each model, while acknowledging its application 

limits with certain client problems, poorly defines those specific disorders or problems for which 

the model is not appropriate. 
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Psychodynamic theory and practice often requires longer treatment and always emphasizes client 

deficits. These deficits are seen as arising from fixations, conflicts, or arrests along specifically 

prescribed developmental lines. While short-term psychodynamic treatment is used, longer-term 

treatment is often necessary for client deficits to emerge and be resolved in the context of the 

therapeutic relationship. Unlike the strengths, solution-focused, or brief models which emphasize 

client capacity to garner internal and external resources to change their environment with the 

help of the therapist, psychodynamic theory presupposes the necessity for the client to resolve 

something through the relationship with the social worker before moving on to master intra-

psychic, interpersonal, as well as problems in the environment. In other words, the strengths 

perspective as well as solution-focused and brief models, view the worker’s role as one in which 

she, like a coach, helps the client recognize internal and external resources and quickly mobilizes 

these resources toward a solution. Psychodynamic theory places the emphasis on the therapeutic 

relationship for the resolution of client problems. 

Surrender is a general spiritual practice conceptualized and utilized by many major and minor 

religious and spiritual systems. Social work has increasingly understood the importance of 

religion and spirituality for its clients, its workers, as well as its theory and practice. Surrender 

suggests limitations in the human capacity to resolve certain problems. Instead, this practice 

suggests that these specific problems are only resolved through one’s surrender to some power 

beyond the self. The ‘god’ representation of this higher power is defined according to the 

specific religious or spiritual system that proposes the practice. 

Very little work has been done to incorporate the practice of surrender with social work theory. 

What little work that has been done in this area is in the area of psychodynamic theory and 

surrender. More broadly, psychodynamic theory has been used in an attempt to explain the 

inextricable tie between one’s religious and spiritual functioning and their psychological 

functioning. Often, this theory has been used to suggest specific theoretical and treatment 

approaches to mitigate the defensive and non-productive aspects of one’s religious and/or 

spiritual functioning, while developing or enhancing the positive aspects of these functions. 

The purpose of this article is to explore the question, “What social work theory (or theories) best 

accommodate(s) the religious/spiritual practice of surrender?” It is the goal of this paper to raise 

awareness of those areas of cooperation and conflict between old (psychodynamic) and new 

(strengths perspective, brief and solution-focused) social work models, and a foundational 

religious/spiritual practice adhered to by many of the clients seen by social workers. While 

attempting to answer this question, the authors acknowledge the postmodern view that all theory 

evolves and arises within a specific cultural and historical context. Strengths, Solution-Focused, 

and Brief Models arose within a context responsive to existing weaknesses in theory, as well as 

to a lack of worker accountability and a concern for economic savings and profits. Also 

consistent with a postmodern view, the authors acknowledge their heuristic choice in the 

discussion. Heuristics understands that practitioners necessarily make certain choices in 

perspective (Tyson, 1994). Surrender can be compared and contrasted to a myriad of theories 

used in clinical social work. However, we assume that the models presently explored are 

prominent ideologies in clinical social work. It is also our goal to explore innovations in social 

work theory, while concurrently recognizing those theoretical ideas that have historically been 

part of social work’s core identity and essential to the amelioration of the problems the 
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profession has addressed as they relate to a foundational religious/spiritual practice. Important 

distinctions exist between religion and spirituality (Canda & Furman, 1999). Religion frequently 

is seen to denote a more formal set of beliefs and practices. Spirituality, on the other hand, is 

often understood to represent personal beliefs and experiences as they do, or do not, relate to 

religion. For the purposes of this article, the constructs will be used interchangeably. 

Strengths Perspective and Solution-Focused Brief Therapy 

A current model being largely promoted to combat suffering with client groups in the social 

work profession is the strengths perspective (Gleason, 2007; Taylor, Austin & Mulroy, 2004; 

Wilson, 2006; Yip, 2006). According to Saleebey (1996), the U.S. has historically long been 

focused on the negative aspects of social work clients, emphasizing deficits and problems as the 

guiding point for work with individuals. This perspective led to an unprecedented rise in 

pathology in society. Therefore, Saleebey (1996) notes that the strengths perspective was created 

as “an attempt to correct this overwrought and, in some instances, destructive emphasis on what 

is wrong, what is missing, and what is abnormal” (p. 297). The strengths perspective promotes 

an alternate way to approach social work with clients which does not focus on individual deficits. 

As the name suggests, this method involves focusing on strong positive factors that a person or 

community possesses. In addition, resources, abilities and experiences are often drawn on as the 

foundations for intervention work under this model. 

Concurrently, the strengths model promotes empowerment, which is defined as assisting clients 

with “discovering and using the resources and tools within and around them” (Saleebey, 1996, p. 

298). The author posits that empowerment hinges on recognition of issues that cause 

powerlessness or oppression, and the need for clients to move past these hindrances. Resilience 

is another concept vital to the strengths perspective, which provides for the possibility of moving 

past these barriers. This concept refers to a person’s inherent ability to gather self-knowledge and 

cultivate skills that will assist the client with overcoming trials she may face throughout her 

lifetime. Possessing this trait is generally considered very beneficial for clients. 

Saleebey (1996) concludes his discussion of the strengths perspective by stating “the strengths 

perspective honors two things: the power of the self to heal and right itself with the help of the 

environment, and the need for an alliance with hope that life might be otherwise” (p. 303). This 

attitude is shared by Hepworth, R.H. Rooney, G. Rooney, Strom-Gottfried, & Larson (2006), 

who share the belief that people, through their own volition and with the help of internal and 

external resources, can change and through collaboration “are capable of solving their own 

problems” (p. 363). Thus, in the strengths perspective, the role of the social worker is to assist 

the individual in quickly calling on strengths and resources to optimally adapt to the 

environment; in addition, the development of a long-term working relationship between the 

social worker and client is often discouraged within this model. While this appears to contradict 

previous models for intervention, the strengths perspective has gained a following among 

researchers and practitioners that has critically influenced social work practice. 

In fact, the social work profession has introduced the strengths perspective into several 

intervention methods used within the profession (Hepworth et al., 2006). One intervention 

method that has received considerable attention is Solution-Focused Brief Therapy (SFBT). 
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Solution-Focused and Brief Therapy models are often used in conjunction with each other 

(DeShazer, 1988; Hepworth et al., 2006; Koob, 2006; Nichols & Schwartz, 2004). According to 

Koob (2006), this therapy technique de-emphasizes the role of the therapist in forming solutions 

as the power is given to the client. This intervention posits that “families have the knowledge, 

resources, and strengths to find their own solution” (p. 146). The author also asserts that SFBT 

decrees that the problem does not affect the solution, and therefore the therapy involves working 

toward a solution with little or no reflection on the problem and the underlying causal factors. 

This work toward solutions is accomplished with help from the therapist to make problems 

surmountable. According to this model, changing the “whole” of the individual should not be the 

therapeutic goal. Instead, the social worker / therapist should help the client break down person-

in-environment problems into manageable problems and goals. Successful completion of the 

tasks, as the individual works toward these goals, creates incremental changes that lead to greater 

client efficacy as they interact with their environment. Indeed, Hepworth et al. (2006) advise 

social workers to avoid “setting goals that seek to transform clients. Likewise, they should avoid 

establishing goals that are vague or that might unreasonably subject clients to an unproductive 

experience that might erode their confidence in their own capacities” (p. 313). 

Koob (2006) discusses the aspect of solution focused brief therapy termed the miracle question. 

The premise of this question is to help the client start to adopt a positive viewpoint of their life. 

This positive attitude is thought by the author to influence the success of the client, in large part 

by helping the client envision a bright and meaningful future. Language is a large part of this 

positive attitude, according to Koob (2006). He discusses the impact of language on clients and 

how rephrasing dialogue between the worker and client to emphasize strengths and positives, is 

effective in SFBT. 

Indeed, discussion between the worker and the client is a vital way to discover and examine 

strengths and resources available in the client. Koob (2006) asserts that SFBT sessions often 

assign the clients the task of evaluating positive factors in their lives and discussing them within 

the session. The clients are urged to accept that progress is based on developing these strengths 

and resources from session to session. In fact, SFBT practitioners often encourage the patient to 

move forward as quickly as possible. The focus is on what can be rather than what is. The 

therapy works to reveal choices and options for each family or client to determine their path to 

the positive solution (Koob, 2006). The Strengths-Perspective, as well as Brief and Solution-

Focused Models, hold to common fundamental underlying assumptions, that individuals, 

couples, and families possess, or may gain, internal and external resources to solve their 

problems. The use or acquisition of these resources is understood by these models to be within 

the individual’s volition and quickly applied. 

Psychodynamic Theory 

From very early, social work theory has been heavily influenced by psychodynamic theory 

(Deal, 2007; Goldstein, 1995). The earliest models of formalized casework were infused with 

aspects of Freudian and Ego psychology. For example, both the Psychosocial and Functional 

Schools of social work were influenced by the seminal ideas of Freud and his prodigy, Otto 

Rank. These two schools of thought became formalized and taught through academic social work 

programs. Subsequent to the contributions of Freud’s drive theory and ego psychology to social 
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work theory was the contribution of object relations and self-psychology. Even more recent 

social work models maintain an allegiance to foundational psychoanalytic models. For example, 

Germain’s Life model was influenced by ideas from ego psychology (Germain, 1983). This 

person-in-environment perspective maintains an allegiance to ego psychology by recognizing the 

importance of one’s adaptation to the environment. Within both ego psychology and the Life 

model, problems are seen as a misfit between the individual and the environment. While social 

work theory and practice have been built by many hands, Freud and his followers, from early on 

to present, have left a huge thumbprint on the systems of thought and techniques used by social 

workers in their efforts to ameliorate mental health issues. 

Psychodynamic theory is comprised of a belief that individuals experience failure and success 

along delineated stages (Deal, 2007; Mitchell & Greenberg, 1983). From the traditional Freudian 

model, mental health issues are understood to occur as a result of fixations and conflicts derived 

from problems along the psychosexual stages. Object relations theory, while often maintaining 

loyalty to this Freudian lens, also understands optimal or pathological functioning to relate to 

arrests and deficits along pre-oedipal stages. Therefore, a primary concept of psychodynamic 

theory, seen as essential to the amelioration of mental health problems, is an understanding and 

conceptualization of the deficits. In other words, within the psychodynamic model an awareness 

of problems is essential to and inextricable from diagnosis, assessment, and treatment. 

Perhaps equally important within this model is the psychodynamic appreciation of relational 

dependency. While fundamental to psychodynamic theory, increasingly, the theory is moving 

toward a relational focus (Deal, 2007). Whether the social worker adheres to the Freudian 

concept of the analyst as the “blank screen,” Heinz Kohut’s concept of the empathic analyst, or 

the more contemporary interpersonal psychoanalytic suggestion that the therapeutic dyad 

involves two unique people with their own subjectivity, psychoanalytic theory recognizes the 

ongoing need for the social worker to be available for relationship for healing to occur. Deal 

(2007) succinctly underscores the psychodynamic preoccupation of relationship in its 

conceptualization of development and treatment when she states psychodynamic theory “has a 

long history of emphasizing the importance of interpersonal relationships, including the client-

worker relationship, in understanding how individuals develop and change.” (p. 192). Unlike 

brief or strengths models that emphasize the agency of the client, psychodynamic theory 

underscores the therapeutic alliance as the catalyst for change. 

Finally, psychodynamic theory recognizes the therapy relationship as essential to the working 

through of deficits/problems. The client’s problems are understood to take the form of 

transference, as they are brought to therapy. The client’s unresolved and problematic past is 

brought into the therapy dyad, consciously or unconsciously, through the feelings, thoughts, and 

behaviors they exhibit in and out of therapy. Competent handling of the transference allows a 

proper regression by the client to earlier stages of development for a resolution and enhanced 

functioning in the present. The client’s struggle to transfer, regress, and progress through what 

was and is problematic in their lives only occurs through a compassionate, knowing, and 

facilitative partnership, developed over time. According to this model the client’s trust in 

something beyond their own agency (the relational dyad) allows them to resolve what is 

fundamentally problematic and beyond their own control to repair 
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While still used in social work education (Deal, 2007; Saltman & Greene, 1993) the popularity 

of psychodynamic theory has diminished since the 1960’s (Deal, 2007). Multiple criticisms have 

been leveled at psychodynamic theory including accusations of not only relegating individuals to 

play out early formed patterns, but also for putting too much emphasis on the individual for 

his/her problems (Deal, 2007; Goldstein, 1995). Closely related to the latter, it has been 

suggested that psychodynamic theory has not adequately addressed the broader cultural context 

of human functioning (Deal, 2007; Robbins, Chatterjee, & Canda, 2006). In other words, 

psychodynamic theory has not adequately conceptualized the facilitative, as well as the 

diminishing and oppressive, aspects of the broader environment on human development. It is 

well understood that individual problems are often a result of power imbalances and prejudice 

(Hamilton & Sharma, 1997; Young, 1990). Finally, psychodynamic theory has been criticized 

for its under-appreciation of human strengths and capacity (Robbins, et al., 2006). 

Surrender 

The concept of surrender has been minimally integrated with social work theory, practice, and 

research (Davis & Jansen, 1998; Ellor, Netting & Thibault, 1999); most theory and research on 

the construct have been developed in the fields of psychology and theology (Albers, 1994; 

Baugh, 1988; Holley, 2007; Pargament & Cole, 1999; Spezzano, 1997; Tiebout, 1958). While 

social work has acknowledged the concept of surrender as important to the conceptualization and 

treatment of addictions, one of the author’s foundational research projects was the first attempt in 

social work at exploring the concept as it relates to clinical social work theory. Outside of social 

work, much of the literature on the construct conceptualizes surrender from a Twelve-Step or 

Christian perspective; a paucity of literature recognizes its application in other religions and 

spiritualities. While important, the nuanced understanding of surrender within all faith traditions 

is beyond the scope of this paper. Surrender will be explained in general terms applicable to all 

faith traditions. 

Surrender is not an easy construct to understand. Baugh (1988) recognizes the potential 

confusion with the concept of surrender when he states, “It sounds like double-talk to speak of 

strength through accepting powerlessness, or of controlling certain aspects of one’s life by giving 

up control” (pp. 125-126). Tiebout (1958) adds to the idea that the concept of surrender can be 

confusing; he believes that the concept can sound defeatist. Davis & Jansen (1998) suggest that 

the concept of surrender goes against the Western ideological emphasis on control and autonomy 

and should not be understood as a construct simply denoting oppression and victimization. 

According to these authors, from the perspective of the West, surrender might be seen as 

counter-intuitive. 

Pargament & Cole (1999) suggest that surrender is “a profound spiritual practice within many 

different religious traditions that transcends times of crisis” (p. 184). The authors suggest that 

surrender can be used, as well as during times of crisis, as a general coping mechanism. 

According to the literature, surrender can be defined through several fundamental tenets. First, 

the surrender mindset includes an acceptance of one’s human limitations. According to 

Pargament & Cole (1999), one stops “playing God” (p. 195) by trying to control things that are 

humanly impossible to control. A primary belief of those who adhere to the practice of surrender 

is that certain life problems and character deficits are beyond human control. To illustrate the 
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point about certain life problems being beyond human control, Pargament and Cole (1999), cite 

the example of a woman trying to control the outcome of an adoption. Her attempts to 

manipulate a decision that is clearly beyond her control cause her undue stress. The authors cite 

her acceptance of her limits as an integral part of the surrender sequelae that led to her well-

being. A research participant in a study by one of the authors, who understood his panic attacks 

to be related to a character problem of dependency, reported his experience of surrendering to 

these panic experiences as leading to his psychological well-being. The Twelve-Step notion that 

one cannot control their addiction (a deficit) and must surrender it to a higher power is another 

example of human limits to control an internal deficit. 

Surrender also includes the belief in some power beyond the self to manage areas beyond human 

control. The nature of this higher power, or god representation, and the doctrine that supports 

surrender to this higher power varies according to the religious/spiritual tradition. Surrender not 

only includes a decision to trust this higher power with situations and problems that cannot be 

controlled, but also includes a belief that this higher power has a will that may, or may not, align 

with the individuals will in any given situation. However, whether this higher power’s will aligns 

with the surrendered individual’s will, surrender theory supports the belief that this higher power 

and higher will is ultimately operating for one’s good. For example, one participant in a research 

project of one of the authors suggested that his own struggle with panic attacks (something he 

reported not being able to control and requiring surrender) uniquely allows him to have greater 

empathy and competence working with those clients he sees who are in emotional distress (a 

higher will or purpose). 

Locus of Control 

Indeed, issues surrounding control are inherent to the concept of surrender. At first glance, the 

concept of surrender seems to run contrary to foundational research on control, and emotional 

and physical health. Significant research has been done that suggests that personal control can 

enhance emotional and physical health (Folkman & Lazarus, 1988; Giannetti, 1987; Lazarus & 

Folkman 1984; Taylor & Aspinwall, 1996). Taylor & Aspinwall (1996) states, “across a wide 

range of investigations, belief that one can control the stressful event’s in one’s life has been 

related to emotional well-being, successful coping with a stressful event, good health, behavior 

change that may promote good health, and improved performance on cognitive tasks” (p. 78). 

Giannetti (1987) concurs with this analysis, emphasizing that, “in the general literature on the 

relationship between locus of control and mental health, external locus of control has been found 

to be associated with psychopathology, while internal locus of control has been related to 

adaptive behavior” (p. 192). According to the research, control and mastery of the environment 

are essential to one’s well being. 

The concepts of primary and secondary control are integral to the literature that supports control 

of the environment as prognostic for emotional and physical health (Folkman & Lazarus, 1984). 

Primary control is the process whereby one plans and problem solves to control the external 

environment to meet needs. Secondary control involves controlling emotional reactions and 

dealing with distressing situations. Primary control is best used in situations in which one has a 

high possibility to control while secondary control is best used in low control situations, 
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according to this research. Therefore, we can predict that the more one believes that they are in 

control of their environment and their emotions the better their emotional and physical health. 

The concept of surrender, while appearing to contrast sharply with the prior research on locus of 

control, is in actuality a practice that augments the existing theory and research. Research 

supports the contention that surrender, in addition to primary and secondary control, can be an 

effective coping strategy (Duckham, 2007; Pargament & Cole, 1999: Reinert, 1993; 1997). 

Surrender can be viewed as an additional coping mechanism and it has implications for primary 

and secondary control. In consideration of defensive religious functioning that abdicates one’s 

responsibility or, conversely, a coping position of attempting to take on too much responsibility 

for change, Pargament & Cole (1999) suggests that the belief in, and practice of, surrender 

understands the importance of human control, but sees limitations in its capacity to enact change. 

Surrender theory suggests that the practice can be especially useful in situations where persons 

have little primary control and are struggling to exert secondary control. In other words, when 

those who adhere to the practice cannot control a particular situation and are struggling 

emotionally, surrender is most appropriate as a coping strategy. Pargament & Cole (1999) 

emphasize that the act of surrendering places responsibility for primary control in situations 

where one does not have it in the hands of the higher power. The surrendered individual now 

trusts outcomes in the hands of a higher power, as they understand that a higher value or good is 

operating in the surrendered situation; this byproduct of this process includes a positive impact 

on secondary control in the form of “completeness, serenity, gratitude and compassion” 

(Pargament & Cole, 1999, p. 185). 

In addition to assisting in the area of primary and secondary control, the surrendered stance may 

lead to imaginative solutions to problems. Religious practices have been connected to the 

religious imagination in and out of social work (Green, 1989; Keane, 1984; Niebuhr, 1932). 

Religious experiences, including the religious imaginative function, can have a positive 

individual and social impact (Bullis, 1996; Guare, 2001). Guare (2001), in reference to the ideas 

of the theologian Abraham Heschel, suggests that the prophet can gain social vision and 

commitment through the imagination by holding “God and the human person in one thought” 

(p.80), Martin Luther King Jr.’s religious beliefs and practices, as they informed his commitment 

to civil rights, can be seen as this type of imaginary social vision and commitment. The research 

participant mentioned earlier who shared his belief that his own emotional struggles help him 

with others who struggle emotionally is an example of the individual insight that may be gained 

through surrender. Surrender, therefore, may assist in both individual and social functioning. 

In summary, according to surrender theory, in situations beyond one’s control and in which the 

surrendered individual is struggling emotionally it may be helpful to recognize the need for a 

higher power with its own will and intent. This shift in focus and surrender to this higher power 

and will can lead to positive changes in feelings and thinking; in addition, through surrender the 

individual may gain unique insight into individual and/or social problems. 

Surrender, Religion, and Theory 

As illustrated, a fundamental aspect of the surrendered mindset is the belief that a higher power, 

with benevolent intent, is accessible for help in certain situations beyond the surrendering 
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individual’s control. Surrender includes a fundamental trust and dependence on some higher 

power. The potentially surrendering individual’s capacity to depend on, and trust, this higher 

power and higher good, is inextricably tied to their overall religious/spiritual functioning. The 

capacity for one to surrender and be successful, or experience difficulties, in their religious 

functioning has not been considered within the Strengths Perspective or Brief and Solution-

Focused Models. However, surrender has been conceptualized within psychodynamic theory 

(Fatuex as cited in Spezzano, 1997; Tiebout, 1950, 1958). For example, in direct reference to 

surrender as it relates to the Freudian idea of regression in service of growth, Fatuex (1997) 

states, “surrendering control rewinds the fabric of the self” (p. 13) and may lead to a “divine 

illumination” (p. 13). Tiebout (1950), through his psychoanalytic work and association with 

Alcoholics Anonymous, came to believe that surrender could be a healthy movement backwards 

to resolve past problems related to unhealthy aspects of the ego and profound transformations of 

narcissism. Surrender, therefore, as a religious practice, may lead to a backward movement 

towards healing and greater religious/religious awareness. 

Importantly, it has been well established in social work (Cornet, 1998; Northcut, 2000) and 

outside the profession (Holliman, 2002; Jones, 1997; Meissner, 1984; Pruyser, 1985; Spero, 

1998; Ulanov, 2001) that an individual’s religious functioning, which includes the practice of 

surrender, is dependent upon their negotiation of stages related to their psychodynamic 

development. In fact, elaborate, intricate, and rich schemas have been developed which seek to 

explain the relative health and/or pathology of religious and psychodynamic functioning. These 

schemas seek to explain specific successes and failures in negotiating psychodynamic 

development as they relate to the development of human relations and a person’s god 

representation. Success or failure at a particular psychodynamic stage is understood as 

contributing to one’s ability to use human relations or a god representation in a self-enhancing or 

self-diminishing way (Cornet, 1998; Holliman, 2002; Jones, 1997; Northcutt, 2000; Spero, 

1998). 

While work has been done to integrate all psychodynamic schools with religious functioning, 

extensive work has been done to integrate the object relations theory of D.W. Winnicott with 

religious functioning (Jones, 1997; Pruyser, 1985; Ulanov, 2001). Winnicott (1965) suggested 

that the infant begins its life “unintegrated” (p. 44) and develops into an individual through its 

association with the mother. According to the author, the mother from the first is preoccupied 

with the infant’s needs. She is to gratify and soothe the infant without significant failure during 

the child’s infancy. This gratification allows the child to create the illusion that she is creating 

the object that is gratifying her. The mother’s initial gratification eventually gives way to the 

child’s ability to soothe itself. 

Winnicott suggests a preliminary developmental stage to the one that relates to religious/spiritual 

development (the transitional object). According to Winnicott (1951), the breast is the first “not 

me” (p. 256) object that is used for soothing and gratification. Following the infant’s use of the 

breast for traversing the poles of independence and closeness, she uses the transitional object for 

essentially the same function. That is, at some point the infant uses an object such as a teddy bear 

or blanket to soothe itself as it deals with inevitable maternal limitations as it continues to 

develop an independent self. A “good enough” (Winnicott, 1965, p. 145) maternal experience 

will leave the infant functioning in the broader environment (what Winnicott saw as the broader 
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cultural field) while remaining close to others. Significant failures or impingements may leave 

the infant to panic and distrust. Negative affect-laden experiences can lead to overwhelming ego 

distortions with primitive defenses to ward off the anxiety. 

Winnicott (1965) believed that these negative experiences create a “false self” (p. 144) that 

would lead to a “poverty of cultural living” (p. 150); the individual will be left to interact with 

others and her/his world in a persecutory and dead manner. Winnicott (1965) included religion in 

this process. Therefore, significant failures in development, according to Winnicottian theory, 

may lead one to interact with a god representation in a dead or persecutory manner. In fact, Paul 

Pruyser (1985) suggests this direct link by asserting that the transitional object prefigures the 

transcendent figure. Whether through Winnicott’s object relations theory, or other 

psychodynamic theories, it has been cogently argued that early trauma/failure by caregivers can 

lead individuals to use religion and spirituality in a problematic manner (Cornet, 1998; Jones, 

1997; Spero, 1998; Holliman, 2002). This can have a dire effect on a person’s ability to 

surrender and therefore affect that person’s ability to use this coping mechanism to resolve 

significant issues within his or her life. 

The importance of the therapy relationship to repair fixations, conflicts, and arrests, as they relate 

to religious functioning is an important preoccupation with all theory that relates religious 

functioning to psychodynamic development. Without exception, those who incorporate 

psychodynamic development with religious functioning understand that it is essential that the 

therapist be available for the working through of the transference as clients’ conflicts, arrests, 

and fixations present in the therapy relationship (Cornet, 1998; Holliman, 2002; Jones, 1997; 

Northcut, 2000; Spero, 1998). These authors suggest that an awareness of deficits and regressive 

moves to unresolved psychodynamic developmental stages with concomitant resolution is 

necessary for improvements in human relations, as well as one’s relationship to a god 

representation. 

Discussion 

Brief, solution-focused, strength’s, and psychodynamic social work theory models, as they relate 

to religion/spirituality, hold both promise and concern. These models may not only uniquely 

facilitate religious/spiritual functioning, including surrender, but may also delimit growth in 

these important areas of human functioning. An over-emphasis on the therapy relationship and 

deficits may miss important aspects of clients’ lives, including important experiences, as well as 

internal and external resources available to the client. In addition, this kind of micro-focus, in its 

attribution of client problems to individual functioning, may miss the oppressive cultural forces 

that contribute to client problems, including oppressive religious systems (Canda & Lewondoski, 

1995). However, an over-emphasis on control and independence, as well as broader forces, may 

overlook the potential for the therapy relationship to facilitate spiritual/religious growth toward 

the enhancement of the individual and the broader culture. 

The Strengths Perspective, due to its emphasis on human agency, and the human capacity to rely 

on strengths to right itself in relation to the environment, may appreciate the role of spiritual 

rituals, traditions, and community in the individual’s life and outside the therapeutic alliance 

toward this goal. Similarly, this model may also value aspects of religion, including codified 
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religious beliefs (doctrine), religious imagery and icons, community, and charity, as well as other 

aspects of religious functioning, and encourage clients to rely on these resources. An under-

emphasis on therapeutic dependence may also appreciate those spiritual experiences one may 

have with others, as well as those direct experiences with one’s god representation. 

Brief and Solution-Focused Models, while also emphasizing the capacity for people to use their 

own agency to solve problems, also hold the potential to appreciate and facilitate 

religious/spiritual growth in clients much like the Strengths Perspective. They too may 

appreciate, or encourage, religious/spiritual experiences and the use of religious and spiritual 

resources outside of therapy. Importantly, like the Strengths Perspective, these models emphasize 

client problems in a broader context (person-in-environment). While acknowledging the intra-

psychic or interpersonal realm, Brief, Solution-Focused, and Strength Models conceptualize 

problems in a broad context, including the oppressive systems that influence client functioning. 

Therefore, these models hold the potential to understand the fuller context of clients’ lives and 

help them mobilize resources (internal or external), including religious/spiritual resources, to 

change their environment or themselves in relation to the environment. 

For some clients, however, severe time limits and too much emphasis on strengths and 

independence will prevent or inhibit the healthy relational dependence necessary to resolve 

deficits and past issues. As mentioned, this relational dependence and working through the past 

via the presentation of transference in the therapy relationship is often inextricably tied to the 

development of a healthier and more functional god representation. Extended time in therapy, 

which can facilitate trust and openness, as understood by psychodynamic theory, may be the only 

way some clients, especially those with severe distortions in their relationship to a god 

representation, may improve their spiritual/religious functioning. These clients must have the 

time to work out the way their early experiences colored their attitudes and behavior toward their 

god representation. Some clients, therefore, will only be able to engage in the healthy practice of 

surrender as they relate to a healthier god representation through this type of corrective 

emotional and spiritual experience. 

Furthermore, certain religious systems understand the acceptance and surrender of problems, as 

well as deficits, beyond one’s control as essential to the construction of meaning for their lives. 

For example, Alcoholics Anonymous suggests that one’s experience with addiction can uniquely 

help other alcoholics. Christianity suggests that one’s problems can lead them to be comforted by 

God and others in a way that uniquely allows them to comfort others. In addition to the story 

shared by a research participant about his panic attacks, a participant in a research project told 

the story of a woman whose toddler was killed. In making the point about the potential meaning 

in problems and suffering, he shared the perspective of the mother of the child; she shared her 

belief that those who were most comforting to her in her grief were those who had lost a child. A 

profound aspect of many religious traditions is the potential for deficits, problems, and sufferings 

to be embraced and transformed for some good. While the Strength’s Perspective, Brief, and 

Solution-Focused models may appreciate the role of resilience in clients’ lives, by de-

emphasizing or ignoring problems they may miss the belief found in surrender that meaning can 

arise through the transformation of problems and deficits. While psychodynamic theory does not 

necessarily adhere to this foundational religious belief, its appreciation of the importance of 

relational dependency and the limitations of independence, as well as the transformational 
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potential in the resolution of deficits, may be a better fit for religious/spiritual clients who adhere 

to the belief and practice of surrender. 

Finally, the criticism that psychodynamic therapy may over-emphasize client responsibility for 

broader oppressive social structures should not be taken lightly. Thus, any treatment should 

always consider how the worker and client may work together to advocate for social justice and 

influence the broader environment for individual and collective betterment. Efforts have been 

made within psychodynamic theory to correct its myopic interpersonal and intra-psychic focus 

(Deal, 2007). However, it also should not be overlooked that the imaginative capacity may be 

enhanced as a result of this type of therapy. Psychodynamic treatment, with its potential to create 

a positive alteration of one’s god representation, may influence a client’s ability to use this 

imaginative capacity to mitigate oppressive social structures. Profound social impact has been 

made through surrender and the imagination. In fact, many of the pioneers of the early social 

work movements toward social justice were conceived or furthered through religious beliefs and 

practices (Canda & Furman, 1999). As clinicians, we must appreciate the potential in our clients 

to create social change as they improve their religious functioning through movements toward 

the acceptance and resolution of their problems, as well as through trust and relational 

dependence. However, as this process improves aspects of religious/spiritual functioning, we 

must concurrently recognize the need to act on the broader environment. 

In conclusion, it may be essential for clinical social workers to understand and utilize certain 

core principles from psychodynamic theory and practice to improve their client’s religious 

functioning, including their capacity to practice an important aspect of their religious/spiritual 

lives, surrender. Clinicians who value this theory and practice should not, however, lose sight of 

their client’s internal and external resources, as well as the influence of the broader environment 

on client functioning. In addition, social workers have a responsibility to work toward the 

amelioration of harmful environmental influences, while at the same time helping their clients do 

the same. Too much emphasis on strengths, time limits, and individual will, may not only short 

cut the potential to improve client religious functioning, but may also short cut the potential for 

religious experience to transform the broader culture. It is suggested that clinicians accept the 

challenge to walk the tightrope between seemingly competing theories of practice. The 

implications of this work suggest the need for continued efforts to research areas of co-operation 

and conflict between religion/spirituality and social work theory and practice. 
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Crisis Intervention as A Theory and A Model in 
Social Work: A Panacea Against Militancy in The 

Niger Delta of Nigeria 
Chukwu Ngozi, Ebue Malachy, Obikeguna Christy, Okala Uche, Okafor Agnes, Agwu Prince 

Abstract - The practice of social work is one that is inextricably linked to a sound theoretical base, owing to the wide range of systematic 
procedures it follows in problem solving. Social work can’t be separated from science because of its emphasis on empiricism and scientific 
methodologies in case treatment. Therefore, sets of ideas and constructs well captured in theories and models become germane to the 
explanation, description and eventual antidotes to social work cases. It is in this context that model and theory would be made to fit into 
jurisdictions different from each other. This would be buttressed with the crisis intervention, utilized repeatedly in social work to deal with 
cases that occasion disequilibrium at micro, mezzo and macro levels of social work practice and engagement. In order to achieve this, 
militancy in the Niger Delta which have necessitated political, social and economic crisis for the citizens, Nigerian state and the 
government, would serve as a point of reference. The Crisis Intervention and its relationship to militancy in the Niger Delta region, would be 
further established in the light of explaining, describing and remedying the phenomenon. 

Key Words - Amnesty, Crisis, Crisis Intervention, Militancy, Model, Niger Delta, Theory 

——————————      —————————— 
 

1. Introduction 

The utilization of theories and models in the practice of 
social work has become an integral part of the profession. 
This is hinged on the notion that social work is largely a 
scientific discipline that deals with problem solving in 
human relationship (Okafor, 2004). Hence, in handling 
cases in social work, there must be scientifically justified 
reasons that would explain, describe, offer possible 
predictions and make predictions where necessary. Where 
such reasons are lacking, the social work profession 
becomes nothing but a field not different from the layman’s 
problem solving engagement with the society (Coulshed & 
Orme, 2006). Such absence would also necessitate social 
work profession losing its relevance among disciplines that 
are respected for their strict adherence to empiricism and 
systematic methodologies of enquiry and actions. It is in 
this regard that definitions offered to social work 
profession ensure the inclusion of an unwavering 
compliance to the norms and values of the scientific 
community. Very pivotal to these norms and values are 
theories and models. Among such definitions offered to 
social work is that made by the IFSW (2014) which has been 
consensually agreed to be the universally acceptable 
definition of the profession. The definition states that: 

“Social work is a practice-based profession and an 
academic discipline that promotes social change and 
development, social cohesion, and the empowerment and 
liberation of people. Principles of social justice, human 
rights, collective responsibility and respect for 

diversities are central to social work.  Underpinned by 
theories of social work, social sciences, humanities and 
indigenous knowledge, social work engages people and 
structures to address life challenges and enhance 
wellbeing.” 

 The above definition compartmentalizes the 
demands of the topic under research. It clearly shows the 
interconnections between the social work profession and 
the utilization of theoretical underpinnings and as well the 
unavoidable place of the profession in conditions of crisis 
that challenge individuals (micro), groups (mezzo) and the 
society (macro). To this end, social work has been viewed to 
be a scientific based problem solving discipline that 
engages people at different levels of the societal space. It is 
scientific because it does not operate in a vacuum or from 
common sense but with detailed rules of engagement 
determined and predetermined by theoretical approaches 
and models that have gone through the furnace of 
empirical verifications and confirmed for application 
(Richmond, 1917). Social workers handle various problems 
with varying intensity which determines the degree of 
exigency required to remedy them (Lewis, 2005). When 
cases possess very high intensity such that if exigent 
responses are not made, there could be the possibility of a 
total breakdown, crisis could be said to have surfaced. In 
handling such cases, the social worker resorts to the 
utilization of crisis intervention strategies which would be 
discussed in this paper as both a theory and model with 
special reference to issues of militancy in the Niger Delta 
area of Nigeria.  
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 The difference between a theory and a model is 
one that seems a bit confusing for users of such terms. This 
is because of the scientific origin and implication of both 
terms. Hence, it would be rightly said that the similarities 
of the terms are greater than their differences. Theories 
have their roles in practice and so do model too (Nilsen, 
2015). However, this paper hopes to x-ray their differences 
amidst their similarities for the purpose of understanding 
their implications in the course of actual practice and 
further refrain from conflicting their various stance. It is 
pertinent for social workers to understand this, because of 
their frequent usage of the variants of the terms during 
their engagements with service users (Adams, 2009). 

 In another development, the Niger Delta area of 
Nigeria has been more or less a hotbed in the country 
alongside the Boko-Haram ravaged North-East of Nigeria. 
This area despite its richness in oil resources has been 
dotted with series of unrest, owing to uneven distribution 
of state resources, oil exploration/drilling instigated ecocide 
and less attention being paid to their plight. This was 
described by Ogege (2011) as a place filled with frustrated 
expectations. The oil resources of the Niger Delta account 
for over 95% of the Nigeria’s export earnings and up to 70% 
of the revenue accruing to the Federal Government of 
Nigeria annually (Faleti, 2012). Yet, it was observed that the 
region has had severe sufferings relating to poverty, 
environmental degradation, poor economic redistribution, 
absence of Federal presence and among others (Ojakorotu, 
2006; Nnorom & Odigbo, 2015). From the foregoing, series 
of non-violent measures have been adopted to draw the 
attention of the Federal Government and other significant 
bodies, but they all proved abortive. Worthy of note is the 
Movement for the Survival of the Ogoni People (MOSOP), 
headed by Ken Saro Wiwa, who and eight others, faced 
death penalty under the military regime of Late General 
Sani Abacha on November 10, 1995 (International Crisis 
Group, 2015).  
 The abortiveness of peaceful measures regarding 
the plight of the Niger Deltans, led to a shift to violent 
measures, climaxing militancy which became a precedent 
to other vices such as: youth restiveness, kidnapping, pipe 
line vandalism, oil theft and other forms of outlawed 
actions and guerilla combat with national security outfits 
(Ogege, 2011). This seriously posed huge threats to the 
economic and social sustainability of the Nigerian State 
(Ikelegbe, 2010; Ubhenin, 2013). To this end, amnesty 
became an option and was pursued differently by the 
President Olusegun Obasanjo’s administration and Late 
President Umaru Musa Yar’dua. Finally, the later sustained 
the programme alongside his predecessor, President 
Goodluck Jonathan from the years 2009 – 2015 (Mitee, 

2010). 30,000 ex-militants were captured in the programme 
(Mbalisi, Eheazu & Kiyenowei, 2012).  
 Nonetheless, with the return of militancy (Niger 
Delta Avengers) to the region in 2016 soon after the 
ascendancy of President Muhammadu Buhari, it is obvious 
that the amnesty initiative did not arrest the vice 
(Ogundipe, 2016). This has led to shortage in the 
production of crude oil which is the mainstay of the 
country’s economy, as militants usually take to the attack of 
oil installations (Wodu, 2015). With the serious economic 
recession in Nigeria and the return of militancy in the Niger 
Delta plunging more hardships alongside unrest in the 
North-East coming from Boko-Haram which has deepened 
the nation’s expenses on security, Nigeria is obviously in a 
crisis situation. This paper would thus seek to achieve 
logical relationships between the Niger Delta Saga and the 
crisis intervention theory and model utilized by social 
workers in the face of similar situations.  

2. An Overview of Theory and Model 

 Theory and model are products of scientific 
enquiry and they are utilized for scientific purposes of 
investigations, explanations, descriptions and predictions. 
Theory has been defined to be a set of analytical principles 
or statements designed to structure our observation, 
understanding and explanation of the world in cause and 
effect terms (Nachmias & Nachmias, 1996). Thompson 
(2010) puts it further that a theory is a statement with a 
general implication about the real world whose 
fundamental truth is evidential and obtained through 
rigorous scientific methodologies. It must as well explain 
relationships of the embedded variables in the statement in 
a provable way. More so, Teater (2010) also defined theory 
to be a hypothesis, an idea or prediction about what can or 
might happen in certain situations given certain 
circumstances.  
 From the definitions, it can be deduced that a 
theory largely plays predictive and explanatory roles of 
variables that usually take a cause and effect position. 
Theories are more or less passive since they are not yet 
active in the realities of the tasks they seek to explain. They 
could be likened to policy documents and compass for 
directions leading to actions. In the case of social work, 
theories are made for problem solving purposes, as they are 
regarded to be templates guiding identification of 
problems, understanding and predicting dimensions of 
problems, assessment of problems and eventually problem 
solving (Payne, 2005). Also, theories do not just all of a 
sudden happen. They follow a systematic process before 
they are formed which is usually led by critical observation, 
formulation of hypothesis, before the gathering and 
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analysis of relative data to confirm or refute the 
relationship among variables in the hypothesis, construct or 
ideas. This climaxes the essence of empiricism in science 
that is hinged on critical observation and experience 
(Barbie, 2010). Examples of theories favoured in social work 
include: Social systems theory, role theory, psychodynamic 
theory, social learning theory, conflict theory, 
empowerment theory, game theory, attachment theory and 
among others. It is in this respect that the crisis intervention 
would be shown to have fulfilled the requirements to be 
referred to as a theory capable of explaining in scientific 
logical terms the case of the Niger Delta. 
 On the other hand, models are not farfetched from 
the definitions and features of theories. There is just a thin 
line separating the both terms. It is in corroboration to the 
foregoing that Teater (2010) asserts that a model is usually a 
theory or method depicted logically and/or graphically 
with the intention of not just the ‘what’ of phenomena but 
the ‘how’. This puts forward the action oriented nature of a 
model as capable of driving theories into the field of reality 
for pragmatic exercise. In also defining model, Carpiano & 
Daley (2006) opined that a model is consistent with the 
expressions of phenomenology, as it typically involves a 
deliberate simplification of a phenomenon or a specific 
aspect of it. They maintained that the difference between a 
model and a theory is usually not clear. While theories take 
a broader scope of explanation, models tend to be narrow 
and precise in explanation. Thus, models are more 
descriptive to explanatory whereas theories are largely 
explanatory (Cairney, 2012). In corroboration to the 
foregoing, Thompson (2011) is of the view that models are 
largely descriptive but they are pivotal to breathing life into 
theories. Hence, models serve as a bridge connecting 
theories to practice. In summary, it can be rightly said that 
models are theories in operation. They are like programmes 
responsible for the driving of policies. Examples of models 
favoured in social work include: Task Centred model, 
Problem Solving model, Behaviour Modification model, 
Crisis model, Solution Focused model, Narrative model 
and among others.  It is in lieu of the foregoing that this 
paper seeks to view crisis intervention as a model capable 
of remedying the Niger Delta saga. 
 One of the leading features of science is skepticism 
(Neuman, 2007). This factor is responsible for the reason 
why the assumptions and tenets of theories and models 
cannot go unquestioned. Present day theories and models 
are subject to being refuted with valid arguments and 
propositions which could end up in the establishment of 
new theories and models in the future. Fundamental to this 
circle of contest is that theoretical knowledge is often 
partial, provisional and value laden. What is accepted as a 
‘good theory or model’ today may be shown to be 

inadequate and replaced by a better one tomorrow 
(Thompson, 2010). It is on this note that theories and 
models are best utilized in the context of the peculiarities of 
the issues they face. Achieving such validity becomes their 
essence. A quick table would be shown below categorizing 
the differences and between theories and models. 
Table 1: Differences between theories and models 
S/No THEORIES MODELS 
1 They are collection of 

statements not always 
concise and precise.  

They are always straight 
to the point depicted 
through diagrams and 
step by step approaches. 

2 They are not always 
readily operational for 
direct practice.  

They are readily 
operational for practice. 

3 Theories link ideas, 
hypotheses and 
constructs bringing 
about fundamental 
assumptions in an 
analytical statement like 
fashion. 

Models link the analysis 
of theories to the 
realities of practice in a 
pragmatic fashion. 

4 Theories are like policy 
documents ready for 
implementation. 

Models are like 
programmes 
implementing the 
dictates of the content of 
the policy document. 

5 Theories are largely 
explanatory and 
predictive. 

Models are largely 
descriptive and action 
oriented. 

6 They are complex. They are for the most 
simplified. 

         
3. Similarities between theories and models 
 Theories and models are products of scientific 

enquiry and methodologies. 
 Theories and models offer scientific analysis to 

social phenomena. 
 Both express relationships between variables in a 

cause and effect style either directly or indirectly. 
 Theories and models are responsible for the 

scientific justification of practice, secluding the 
haphazard implications associated with practicing 
with common sense. 

 Both are objective. 
 Theories and models are subject to be contested 

and flawed, leading to the development of better 
ones.  

4. Crisis and Crisis Intervention 
 Literally, crisis refer to situations that tend to have 
exceeded the immediate capacity of a person or system. It 
usually demands urgent attention because of the severity of 
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its dangerous implications. It is in this vein that Roberts 
(2000) avers that crisis is a period of disequilibrium and 
severely reduced functioning, which is a resultant effect of 
an event or situation that ensues a significant problem that 
exceeds familiar coping strategies of an individual or a 
system. In another definition, crisis guru, Rapoport (1970) 
defined crisis from a homeostatic implication. She 
maintained that crisis is an upset in a steady state that 
necessitates hazardous situations for individuals. These 
situations are fostered by a problem that could be described 
as loss, threat or challenge. In further defining crisis, 
Roberts and Yeager (2009) are of the opinion that it is a 
subjective response to a stressful or traumatic life event or a series 
of events that are perceived by the person as hazardous, 
threatening or extremely upsetting, which do not resolve using 
traditional coping methods. From the definitions above, it can 
be summarily stated that crisis is a self-perception of threat 
to the smooth frequency of existence and development of 
people and also transcending their innate abilities to 
overcome. It is in this vein that Roberts (2005) highlighted 
three interrelated factors that must be present before it can 
be said that crisis has occurred. They are: 

 A stressful and hazardous event 
 Self-perception that defines the situation 

stressful and hazardous 
 Inability to respond with familiar and 

traditional coping mechanisms 
 At the point of crisis, people are said to have been 
exhausted and obviously must have lost the tendency to 
function unaided. This becomes the place where the social 
worker comes in using skills in crisis intervention to 
guarantee a return to homeostasis and restore quality of life 
(Pincus & Minahan, 1977). It should be noted that what 
might be perceived by an individual or system as crisis 
might be a smooth ride for another. Hence, crisis is relative 
and must be treated in such regard according to the 
perception of the individual or system facing the situation 
(Lewis, 2005). However, social workers must ensure the 
provision of supportive mechanisms to avoid conflagration 
of situations by service users to the status of crisis, when in 
all actual sense they are not. Therefore, social workers must 
be diligent in assessing the cognitive perceptions and 
environmental stimuli of service users in crisis situation, to 
enable them provide effective responses.  
 In furtherance, crisis intervention is a term that is 
used as a response to crisis related situations. It is an 
integral part of the social work profession and has become 
a point of reference for handling situations that have 
exceeded the traditional problem solving and coping 
capacity of service users. Which occasions a case where 
these service users crave for exigent professional attention 
(Pierson & Thomas, 2010). Teater (2010) summarily defined 

crisis intervention to a brief model that seeks to mobilize 
resources of service users in a well calculated attempt to 
improve their level of coping and problem solving skills 
and as well boost confidence so as to achieve a sustained 
homeostasis and quality of life. In Roberts (2005: 5), “crisis 
intervention has an ultimate goal to bolster available coping 
methods or help individuals re-establish coping and 
problem solving abilities while helping them to take 
concrete steps toward managing their feelings and 
developing an action plan”. The foregoing apparently 
implies that crisis intervention is both reactive and 
proactive as it takes to both curative and preventive 
measures respectively (Dziegielewski & Powers, 2005).  
 Crisis in its literal sense conveys huge sense of 
negativity. This is because, when people hear the term, all 
they readily think are cases of devastation. In this vein, this 
paper seeks to debunk that notion as crisis should be more 
defined in terms of its outcome than motive. 
Etymologically, crisis emanated from the Greek word – 
“krisis” which implies decision or turning point (Poal, 1990). 
Hence, the essence of crisis is akin to the fact of making 
decisions, given its importance capable of engendering 
growth and development. It is for this reason that Roberts 
(2005) argued that crisis experience may be traumatic for 
people but such experience can serve the purpose of 
growth and development. Therefore, this paper seeks to 
view crisis from its essence as against its literal implication. 

5. Crisis Intervention as Theory and Model 
 Having explained the conditions of a theory and a 
model, this session of this work would delineate the crisis 
intervention into two functional jurisdictions of theory and 
model. While the former would be concerned with the 
fundamental assumptions and interconnectivity of the 
variables, the later would be pragmatic regarding 
providing a step by step consequential process that should 
be followed in the realities of cases. Crisis intervention as a 
theory would explain the conditions necessary that should 
define the status of crisis with particular reference to the 
Niger Delta saga, while crisis intervention as a model 
would be more concerned with solution focused strategies 
to remedy the ills and vices obtainable in the Niger Delta.  
 The fundamental assumption of the crisis theory is 
that people are endowed with resilience and coping 
mechanisms to accommodate, deal and surmount stressful 
and hazardous events, yet in certain exceptions, their 
resilience and coping capacity become insufficient and 
inadequate which leads them into a disequilibrium and 
failing state. At this point, the victims now describe their 
situation as crisis. However, this experience can still foster 
an opportunity that would consequentially amount to 
growth and development of the victims (Eaton & Roberts, 
2009; Teater, 2010). From the foregoing, the crisis theory has 
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set the benchmark for cases that would be attributed the 
status of crisis. These benchmarks are consistent with the 
three interrelated factors cited earlier that characterize the 
fact of crisis. 
 The goal of the crisis intervention model becomes 
therapeutic and action oriented. Fundamentally, the crisis 
model is aimed at restoring homeostasis and quality of life 
through pragmatic systematic solutions that would 
improve and restore problem solving and coping capacity 
of service users, and as well restore their confidence, 
strength and resources (Lindemann, 1944; Caplan, 1964). 
Crisis intervention model is being used by several 
disciplines but in social work, we adopt Robert’s (1991) 
seven-stage crisis intervention model for our own 
intervention. It flows in the order below: 

1. Plan and conduct crisis and biopsychosocial 
assessment (considering consequences of lethality) 

2. Establish rapport and rapidly establish relationship 
3. Identify dimensions of presenting problem(s) 
4. Explore feelings and emotions 
5. Generate and explore alternatives 
6. Formulate, develop and implement an action plan 
7. Follow-up plan and agreement 

 
6. Crisis Intervention Model Remedying the Niger 

Delta Question 
 From the fundamental assumptions of the crisis 
theory, it has been established that the Niger Delta region 
of Nigeria and the entire country is at crisis. The resurge of 
militancy in the region and the various dimensions of losses 
it portends for the Nigerian state is devastating and 
inimical to the growth and development of the country. It is 
upon such precedent that it is expedient for the Nigerian 
state to think through possible and pragmatic solutions to 
circumvent the gargantuan consequences of economic rape 
and socio-political ruptures and mishaps it has been deeply 
plunged into. It is in favour of such solutions and remedies 
that the crisis intervention theory has been used in 
justifying the country as really in crisis, and the crisis 
intervention model as a solution focused approach to the 
saga. Thus, this section of this work would be dedicated to 
the applicability of this model to the Niger Delta question 
following its systematic outline of procedures. More so, the 
model would be used in this work as a social work 
prescription but not necessarily exclusive to the profession 
and its professionals in practice. Hence, significant bodies 
and persons associated to resolving the Niger Delta crisis, 
can actually adopt the model and its positions. 
1. Plan and conduct a crisis assessment paying 
attention to consequences of lethality: The assessment of 
the Niger Delta area as crisis affected is an established fact. 
Its lethal consequences threaten the socio-economic and 

political sustainability of both the region and the entire 
country. Nigeria as an oil dependent nation relies so much 
on oil operations in the Niger Delta as a primary source of 
its revenue generation. Nigeria is already losing an estimate 
of 16billion dollars daily owing to its drop in oil production 
from over 2.1 million barrels per day to less than 1.5mbpd 
(Onuoha, 2016). This is coming in the face of the drop in 
global oil prices since mid-2014. Thus, the government of 
the day has since its ascendancy to the seat governance, 
consistently complained of the harsh economic conditions 
facing the nation. This has further led to serious hardships 
for the citizens. More so, the resurge of militancy in the 
Niger Delta has also affected the business and social life of 
corporate bodies and individuals who due to the 
restiveness of the area are making serious adjustments to 
preserve their lives. This also has dire economic 
consequences for the nation. Also, the militants who are 
usually young persons and are supposed to form the active 
workforce of the nation or undertake studies in knowledge 
and skills acquisition are obviously in the battle field. With 
all of the mentioned effects of the Niger Delta saga on both 
the region and the nation, it is apparent that there is the 
possibility of death of the system if appropriate measures 
are not considered. Therefore, attention must be paid to the 
core antecedents of the crisis and a sustainable approach is 
offered to clamp on its lethal consequences and further 
restore homeostasis and quality of life. 
2. Rapid establishment of rapport and therapeutic 
relationship: The Niger Delta militants are not faceless and 
thus could be reached. They have equally stated their 
demands with their priorities on ecological attention, fair 
resource distribution, implementation of the proceeds of 
the 2014 national conference, fair corruption trials and 
inclusive governance (Ukwu, 2016). This clearly shows that 
they could be engaged in a rapport and further made to 
have an established relationship. An established 
relationship would provide for more information that 
would be responsible for an understanding of the length 
and breadth of the crisis at hand. The issue becomes the 
extent to which the relationship turns out to be truly 
therapeutic. The government as the leading conflict 
resolution party at this stage must ensure that transparency 
becomes a virtue, with discipline and commitment 
fostering the implementation of compromise reached. 
Politicizing the relationship would definitely be a cog in the 
wheel. The extent to which the relationship is valued by the 
government, would definitely facilitate the positive 
response of the militants, especially when efforts are being 
made to understand them and impeccable attention offered 
to their demands.  
3. Identify dimensions of presenting problems: The 
stated demands of the militants clearly put forward the 
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presenting problems of the region. In social work, it is 
advised that a background check is always done to check if 
the presenting problem differs from the real or actual 
problem which could be the precipitating events of the 
crisis (Ngwu, 2015). Given the Niger Delta saga, 
dimensions of the presenting problems as stated by the 
Niger Delta Avengers (Ukwu, 2016) largely involve 
economic and political implications. Probing questions 
should suffice here for parties involved so as to clearly 
understand positions and consequences for actions. The 
government follows quickly, through running a cost-benefit 
analysis that will help ascertain implications for 
compromise and interventions. The aim of this stage is to 
clarify covert and overt issues. 
4. Explore feelings and actions: This stage is usually 
more perceptive. This would help significant bodies 
involved in the crisis to understand the reasons behind 
their present feelings and actions and the necessary 
conditions that must be satisfied to change them. At the 
dialogue table, parties must reach a consensus regarding 
conditions for remedies so as to avoid relapse. Therefore, 
the government, militants and other affected bodies must 
conclude on those therapeutic conditions after carefully and 
collectively embarking on a cost-benefit analysis of choices 
flowing from the previous stage. Having a humane 
approach is very key to the success of the stage.  
5. Generate and explore alternatives: A very 
important reason that occasions the failure of most policies 
and programmes in Nigeria, is because of the top-bottom 
approach government usually takes as against a people 
centred bottom-top approach (Ezeh, 1999). Alternatives 
suffice as solutions to the crisis and this should not 
exclusively be determined by the government. The 
militants and other representatives of the Niger Delta 
should be accorded respect as stakeholders and allowed the 
leverage to make suggestions that would remedy their 
plights. Technical committees are equally necessary, but 
that should not cloud the direct suggestions of more direct 
victims of the crisis. It will be suggestive to allow the 
militants and other Niger Delta representatives an upper 
hand in proffering alternatives while the Nigerian 
government plays technical roles and oversight in 
reconciling the possible implementation of suggested 
alternatives to the benefits of the State. 
6. Implement an action plan: After alternatives have 
been reviewed and an action plan has been formulated, 
implementation comes next. It is at this stage where policies 
and programmes in Nigeria usually hit the rock. This could 
be fundamentally traced to lack of commitment, 
transparency and accountability in getting the said done. It 
is very important that those designated to carry out the 
demands of this stage have a strong reputation for 

commitment and accountability. They should as well 
consider the inclusion of native hands to give the feeling of 
‘our’ and not ‘their’. Politicizing this stage would definitely 
impede on the expected outcomes and would also set in the 
possibility of relapse. Designated ministries and agencies 
charged with this responsibility must be monitored by an 
independent body or better still, an independent body 
bearing the features of decency, commitment, nativity and 
accountability should be set up to drive the implementation 
to the very last. Targets must be set and constantly 
monitored with feedbacks being returned by the victims of 
the crisis intermittently. 
7. Establish a follow-up plan and agreement: After 
implementing the action plan, follow-up plans must be 
made alongside agreements that will consolidate deadlines 
for target. Follow-up plans would largely involve 
monitoring agencies, media reports of progress and 
feedbacks from parties affected by the crisis. This stage 
would continue and be sustained, until it can be guaranteed 
that the possibility of a relapse into the crisis is completely 
eroded.  

7. Conclusion 
 Crisis, though an inevitable part of human 
existence can be challenged and prevented as scientifically 
proven (Dix & Smith, 2009). It affects not just individuals 
but systems. It is a threat to homeostasis, quality of life and 
equilibrium. Therefore, because of the disadvantages it 
portends, it has become an object of study that could be 
theorized. This has given birth to the crisis intervention 
theory and model as discussed extensively in this paper. 
While the theory explains conditions for crisis, the model 
variant of it establishes a practical remedy that could be 
used in remedying and circumventing crisis. To bring this 
to bear, the Niger Delta crisis has been made to fit into the 
applicability of crisis intervention as a theory and as a 
model. This has given the possibility of dealing decisively 
with the unrest in the Niger Delta region of Nigeria until 
traces of resurgence are no more. To this end, the far 
reaching advantages of the crisis intervention theory and 
model to the social work profession and social engineering 
become undisputed and expedient for the growth and 
development of crisis victims. 
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Introduction

Questioning the relevance of social work codes of ethics strikes at the

heart of professionalism and professional control. Codes of ethics have

been reified and upheld as one of the defining aspects of the social work

profession (Banks 1995). In recent years however, there have been

increasing critiques of codes and their purpose in social work education

and practice.

This paper presents research which I have undertaken with Carolyn

Noble from the University of Western Sydney for more than five years.

The project emerged as we questioned the role of social work ethics as an

arbiter with students who were floundering during the fieldwork

practicum. Since that time our work has taken new twists and turns as we

sought to explore perceptions of social work practitioners, educators and

students and to look for theoretical insights, particularly from

postmodernism. In particular we have questioned the incorporation of

universal content in codes of ethics for the social work profession. Our
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analysis is consistent with a developing critique of universalising

approaches which has emerged following engagement with postmodern

perspectives in social work (Howe 1994, Leonard 1994, 1997). The

exploration has been part of a journey to see the formulation of a more

relevant moral framework for the profession. This paper takes the work a

step further by applying our reflections to the situation of Indigenous

people in Australia, Aborigines and Torres Strait Islanders.

Unravelling codi�cation of ethics

Reasons identified for codes of professinal ethics include a contribution

to the professional status of an occupation, to establish and maintain

professional identity, to guide practitioners how to act and to protect users

from malpractice or abuse (Banks 1995, p. 89). Codes of Ethics seem

here to stay, although some challenges have been presented this notion.

For Bauman (1993, p. 2) ethics is 'denigrated or derided as one of the

typically modern constraints now broken and destined for the dustbin of

history'. However, he is not necessarily calling for the abandonment of

ethics, but the rejection of typically modernist ways of going about moral

problems, including the search for absolutes. This means social work has

to rise to the challenge of dealing with competing voices (Flax 1990) and

embracing an ethic which asserts a responsibility to those who have been

reduced to objects and acted upon by those with knowledge (Leonard

1997). As codes of ethics appears to be a non-negotiable requirement of

professional activity, the solution may rest with a reformulated Code and
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one which takes into account and champions the multitude of emerging

concerns (Briskman & Noble 1999). What this Code should look like, is

yet to be resolved.

Although social work has always had a progressive element in its ranks,

it is in the past two decades that a perspective has developed which

challenges the hegemony of conventional social work theories of 'person

reform' and 'social reform'. These perspectives have placed emphasis on

the power relations between people of different ethnic, religious and

cultural backgrounds, different sexual preferences and different

generational positions. The concept of difference and the emphasis on

diversity has extended social work's theoretical concerns into the

development of more pluralistic notions of theory and practice

perspectives. A problem with the development of the emerging

frameworks is that to now they have received inconsistent treatment in

the literature and have been slow to progress beyond conventional

analysis of conventional social work. In the main, the conventional and

the progressive views stand in opposition to each other, representing

conflicting philosophies and ideologies. Leads from the postmodern

conception of difference further challenges singular notions of

rationalism and universalism and focus attention on those positioned as

'other'.

An examination of the social work codes of a number of western

countries supported our concerns about the critical lag between theory
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and ethics. These codes incorporated at best, global assumptions based on

general notions of social justice, elimination of discrimination and self-

determination. As social work associations that are members of the

International Federation of Social Workers are required to write a code

consistent with the IFSW Code of Ethics (Gaha 1997, p. 101), it is

perhaps not surprising that we found similarities to many aspects of the

codes in different countries. In our view, these codes are informed by and

place high value on individualism, independence, and homogeneity of the

client characterised by a liberal democratic philosophy (Noble &

Briskman 1996). It was the universality of such claims, without defining

a socio-political-cultural context, combining with generalist categories of

client/service user and social worker that inherently assumed a universal

subject that alerted our interest. For example, the Standards of Practice

incorporated in the Australian Code of Ethics includes a statement under

the umbrella of commitment to social justice that:

Social workers will act without prejudice, seeking to prevent and eliminate
negative discrimination based on grounds such as: national origin, race, culture,
appearance, language, gender, sexual preference, ability, age, place of
residence, belief, religion, political affiliation and social, economic, health or
marital status... (AASW 1999, p. 9)  

At first glance this provision would suggest support for a pluralistic

society, which encourages diversity of belief (Rhodes 1986, p. 13). But

what is the shared value this is premised upon? Is it that social workers

should always act to produce the greatest amount of good, or the least

amount of harm? Or is it the acceptance of the intrinsic value of freedom
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itself, freedom to act in particular ways and/or freedom to be protected

from the arbitrary acts of others (Noble and Briskman 1996).

Rhodes (1986) advances concerns about the application of justice

principles within the United States (NASW) Code of Ethics, arguing that

there is not general agreement on such fundamental concepts. She states

(1986, p. 13) that the 'new right' conception of justice differs from the

'liberals' which differs from 'socialist' conceptions. By not specifying the

nature of justice, a social worker cannot be expected to understand the

form of their responsibility. This resonates for me in respect of

Indigenous peoples, Australia's Aborigines and Torres Strait Islanders.

Through the colonisation process Australia's original inhabitants were

systematically stripped of their culture, their land and their rights, and

have been subjected to Eurocentric impositions by a variety of

professions, including social work. The 1989 AASW Code of Ethics did

not refer to Aboriginals and Torres Strait Islanders. The revised 1999

Code does, but is limited. In section 3.2.1 which espouses principles of

social justice, the 1999 Code states:

Social workers recognise Aboriginal and Torres Strait Islander people as the
indigenous people of Australia. They acknowledge the historical disadvantage
suffered by indigenous people and the implications of this for social work
practice.

Social workers recognise and respect the racial and cultural diversity of
Australian society, taking into account the further diversity that exists among
the individuals, families, groups and communities with indigenous and other
cultures.

These are noble sentiments indeed, and reverse the exclusion of

Indigenous people in the previous AASW Code, an invisibility which



11/23/2020 A Moral Crisis for Social Work: Critical Practice & Codes of Ethics

https://ojs.uwindsor.ca/index.php/csw/article/download/5623/4594?inline=1 6/15

mirrors the exclusion of Aboriginal and Torres Strait Islander peoples

from the annals of Australian history. Yet, these new provisions do not go

far enough. Following on from direct references to Indigenous peoples,

the revised Code leaps from the rights of Indigenous people to more

general statements on cultural diversity, which can be seen as an

endeavour to 'universalise' the particular. It also does not lament the place

social work has had in the oppression of Indigenous people; nor does it

specify the need to consult with Indigenous groups on matters of concern

to their communities; nor does it comment on the existing over-

representation of Indigenous children in the systems which are serviced

by social workers, particularly the child welfare and juvenile justice

systems. It also presents Indigenous peoples as 'other' failing to

acknowledge the increasing number of Indigenous social workers.

The new clauses fail to unravel the complexities of cultural diversity,

anti-oppressive practice and discrimination. They fail to distinguish

between individual rights and collective rights, between mainstreaming

approaches and sovereignty and between service delivery and rights to

land and culture. The provisions reflect a view that Aboriginal people are

a minority who suffer particular disadvantages, not that they are

Indigenous people with rights and status (D'Souza 1996). As a profession

we need to be careful to avoid a return to what Colin Tatz (1996, p. 15)

refers to 'old time Christian paternalism'. This would be particular

unfortunate in the light of the inclusion of the AASW as a signatory to a

Statement of Apology from Australia's social welfare sector to
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Indigenous people for the damage caused by the separation of Aboriginal

and Torres Strait Islander Children from their families (ACOSS 1997,

AASW 1997).

It was the concern that social work in the main continues to give credence

to universal principles, which attracted us to a postmodern analysis of

social work ethics. This tension has been expanded by Williams (1996, p.

69) who argues for a theoretical development which takes into account

what she defines as the conceptual markers of postmodernist thinking -

particularism, difference, relativism, contingency, fragmentation - and

works out their relationship to the modernist precursors of universalism,

commonality, truth, pattern, structure, essentialism and determinism.

Discussing the Indigenous situation, Dodson refers to the 'societal

stability' argument which is posed by those who, in order to promote the

dominance of a chosen system, actively discourage, suppress, marginalise

or neglect benignly other competing systems, with such sacrifices

required 'in the name of justice, stability and the majority interest' (1996,

p. 199).

One Code which leads the way is the New Zealand Code which

incorporates detailed provisions about Maori people. Reformulated in

1993, the New Zealand Code attempts to accommodate difference and

diversity. Section 3 of this Code, the Bicultural Code of Practice of the

NZASW, gives recognition that power over resources and decision-

making is at present held by non-Indigenous people and that 'bicultural



11/23/2020 A Moral Crisis for Social Work: Critical Practice & Codes of Ethics

https://ojs.uwindsor.ca/index.php/csw/article/download/5623/4594?inline=1 8/15

practice must occur at a structural as well as an individual level to

achieve social justice for the Maori'. The AASW Code however, does not

refer to the need for Indigenous Australians to shape the overall policies

that govern their lives in accordance with their own cultural traditions

and practices. This is despite the well-documented claims by Indigenous

people that by being free to determine their own destinies, their

circumstances will improve (Dennis 1995, p. 9).

Practice relevance

What does our critique of codified ethics in the Australian context mean

for practice? We interviewed a small group of social workers in

Melbourne and Sydney - practitioners we identified as coming from a

progressive or critical perspective, for their views. These practitioners

were working outside the 'mainstream', including with refugees, people

from non-English speaking backgrounds, survivors of sexual assault and

those with HIV/AIDS. Criticisms from the practitioners of the 1989

AASW Code included that it was not adequate in addressing issues of

gender, sexuality, ethnicity, race, disability, age and class; the Code was

seen as based on middle class and western notions and Anglo-Celtic

institutions; and the Code had limited reflection of other world views and

diversity of practice. Those interviewed stated that they rarely referred to

the Code in their practice (Briskman & Noble 1999).
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Most practitioners did not want the Code abandoned but recast in some

way to address the concerns. This was similar to what academics and

students told us in the course of our inquiry. Comments from practitioners

included:

I think the current Code of Ethics is very much within a very Western model
and therefore may not necessarily be appropriate with other groups of people
who hold a different world view.

The AASW needs to change its image from an Anglo-Celtic institution to
something else'

The Code could be improved to be less tokenistic about difference, more
specific and taking account of the diversity of practitioners.

For Bauman (1993), although the postmodern perspective offers more

wisdom, the postmodern setting makes acting on that wisdom more

difficult. Yet we argue that as social workers we need to work to find

pathways to act on that wisdom and to apply the lessons of the

postmodern paradigm to practice. Social work is not advanced by a

postmodern approach which merely condemns everything and proposes

nothing (Fawcett and Featherstone (1996, p. 211)

>

One endeavour to tackle the modernist/postmodernist dilemmas has been

the analysis by Riley in trying to make sense of a complex case scenario

(Riley 1996). She discusses a case scenario as a hospital social worker,

documenting how modernist theories of social work did not allow her to

deal adequately with the scope of responses she faced when dealing with

a mother who murdered her child. She found that calling on the

modernist theoretical perspectives did not deal with the contradictions
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facing her in trying to provide explanations for the inconsistencies and

concerns she experienced when dealing with complex and extraordinary

events. There have been few such analyses of practice, and we call on

social work practitioners to take Riley's lead in unravelling the limitations

of traditional theoretical explanations in practice.

Future challenges

The challenge remains as to what might exist if social work codes of

ethics were based on postmodernist concepts of celebrating and accepting

diversity, difference and multiplicity. Although many practising social

workers would deny working on 'universalist' assumptions and would

hail the acknowledgment of difference as paramount to their practice

methods, constraints under which such workers operate do not reflect

this. These constraints are more pronounced under the current economics-

driven new managerialist agendas which confront the social work

profession and which propose 'global' solutions to complex issues. Flax

1990, p. 233) raises the question as to how to resolve conflict among

competing voices, to ensure that everyone has a chance to speak and to

ensure that each voice counts equally. If we accept the impossibility of

now finding 'one voice' in which to represent difference and if we

embrace a politics of difference (Yeatman 1994) , then it may be possible

to have a Code which reflects diversity.
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We need to return to those moral considerations and ideological positions

to which Rhodes alluded. In joining with the Aboriginal position we need

to be clear about the ideological stance we are embracing. In particular,

we need to take care that we are not coopted by the prevailing discourse

with its focus on individual rights and responsibilities. This necessitates

clearly articulating what is meant by the conception of social good. For

example Aboriginal claims to land for example should not be expressed

merely in terms of access to resources and income, but also about a

means to recover and maintain aspects of culture (Patton 1995).

Another challenge for the profession and its Code is to more actively

respond to the needs of the diverse constituents of the profession by

directly confronting policy and practice concerns. One of the practitioners

we interviewed commented that social workers don't see themselves

sufficiently as change agents and this needs incorporating (in the Code).

Yet as de Maria notes, the Code does not encourage social activism

(1997). Although the social work profession has joined with others in

advocating for a reconciliation process between Aboriginal and non-

Aboriginal peoples, there has been little evidence of more direct

advocacy.

And what of the revised AASW Code of Ethics. It is still individualistic

in approach although to its credit it does make statements about

distributive justice, human rights and recognition and respect for racial

and cultural diversity, as well as the need for social workers to act to
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change social structures that preserve inequalities and justice. It does

incorporate some statements about Indigenous Australians but these are

minimal. Although the Australian Code meets its international

obligations by adhering to the principles established by the International

Federation of Social Workers (IFSW 1994), this is not sufficient in

tackling the complexities inherent in a pluralistic society. The future of

social work codes in the light of the postmodern project is uncertain and

fraught. The question remains of how social work codes can give full

recognition to differently positioned groups or individuals (Briskman &

Noble 1999). This remains unfinished business for the profession.
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5  We would further extend these criticisms in two ways: the reliance on principlism and the
lack of a concept of personhood. With regard to the first of these, to the extent that the Code
encompasses the principlist approach to ethics (as found in standard social work texts such as
Banks, 2006, and Parrott, 2006) they embody a peculiarly Western way of thinking about
fundamental concepts such as the individual, autonomy, liberty, and equality (see Tan Alora &
Lumitao, 2001, for a discussion of this in relation to bioethics and Wong, 2004, on the Confucian
focus on harmony of the family and the community rather than individual interests). Similarly, there
is some evidence to suggest that some groups of service users such as family carers of people living
with dementia may find narrative ethics more pertinent than principle-based approaches (see Elliott,
et al., 2009). Further, such an approach curtails ethical creativity and leads to the sterility and
uniformity of approach complained of by Harris in his discussion of the principlist approach to
bioethics (Harris, 2003). In framing ethics as the application of pre-determined principles, such
codes undermine the professional autonomy necessary to approach new and unique situations and
individuals and the use of one’s authentic self in social work practice, as the only self that is allowed
to be used is that bounded by the professional commitment to principlist, deontological, or utilitarian
ethics. In other words, there is a conflict between the promotion of professional autonomy and a
commitment to ethical heteronomy (see Baldwin, in press).

6  Our second criticism arises from the fact that, while social work codes of ethics frequently
refer to individuals and persons, there is no underlying conceptualisation of what it means to be a
person or of moral personhood. This may seem rather too philosophical a criticism to be relevant to
most, but our practice may depend on such—for example, Brock (1993) argues that people with
severe dementia are no longer persons and this may justify more limited ethical obligations towards
them and consequently, lessened treatment. A notion of personhood, we would argue, is thus
essential to ethical action.

7  Given that the revised code of ethics failed to address such issues, the criticisms are still
highly pertinent and thus we suggest that the need to develop a more appropriate ethical framework
for social work remains. The challenge for social work (and perhaps for other professions) is to
develop a framework for ethical reflection and action in such a way that it can deal with multiplicity
and diversity (see, for example, Briskman, 2001). If social work is to realise its values and principles
it is essential, in our view, that it has an ethical framework that aligns philosophically and practically
with those values and principles. In other words, it needs an ethical framework that focuses on a
dynamic rather than essentialist Self, on difference and uniqueness rather than abstract homogeneity,
on persons in relationship, on emergence and becoming rather than stasis, on ethical autonomy
rather than heteronomy. We shall suggest in what follows that a strong narrative ethics can provide
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Revisiting Social Models of
Mental Health Social Work

This article is a key points summary of evidence given to the All Party Parliamentary Group on Social Work on 9th December
20141.  The APPG inquiry into mental health social work was called because of strong concerns among social workers mental
health services, particularly social work. 

The social perspective on mental health has a tradition going back many years. It is a perspective that locates an understanding
of mental health within the social contexts within which people exist and uses practice and evidence to work with communities
and individuals to help prevent mental health problems and to help with their recovery. The social model recognises other
perspectives such as a biological one, but believes that prevention and recovery are best achieved in a holistic way. Social work
has contributed greatly to the development of mental health services but in recent years its place and the social perspective
has tended to become marginalised. This is to the detriment of people with mental health problems and the well-being of us all.

“If society opts for a wider social model, which social workers can do, it is cheaper and more effective.”
Alleyne Wilson, Chair, Board of Trustees, Social Perspectives Network

“It costs far more to deal with everything down the line. All the evidence says that early intervention works.”
Dr. Jerry Tew, Reader in Mental Health Social Work, Birmingham University

Service user perspective wwwwwww 

Social work is in a good position to
consider the whole person, rather than
the dominant medical model, when it

came to mental health social work; the
physical, mental and social well-being

of people. Social work looks at the
person’s history, not just their behaviour
and medication, and can help service
users think beyond the medical model.
Currently, people’s experience of the

system is very chaotic; if an individual is
feeling their life and thoughts are

chaotic it is harmful for people to enter
that chaotic system. Relationship based
work is an important role of social work,
and social workers are well-placed to

support people through a system.

Sarah Carr
Co-Vice Chair, National Survivor User Network

of National Survivor User Network (NSUN)

“

“



1 The full transcript is available, with views and comments from the 21 people who gave evidence to the APPG Available on request
from england@basw.co.uk

The meeting ended the following proposals that the APPG should further examine, via a Mental Health Inquiry, the following:

1 Organisational setting is less important than the model. After the next election the organisation of mental health services may be
very different. There are very real threats with all the problems and potential changes but we have to make it an opportunity 

2 Service user co-production is powerful way of developing services and campaigning

3 We do know what good integration is in mental health and this should be highlighted to other sectors

4 To look at and get evidence of the positive impact of the social model and early intervention and give examples of good practice
and things that might show value for money.

“There is a need to give consideration to the roles of Clinical Commissioning Groups and Health and Well Being Boards
as possible opportunities to shape the future of the social in mental health.”

Terry Bamford, SPN Trustee

The social workers’ perspective wwwwwww

“Social work is potentially a wonderful job, being able to be able to walk the journey
with service users”. But she added that “whilst social work training is good, not all the
skills of social workers are valued. Social work has become more about care co-
ordination, moving people through the system, which was never the intention.
Some social workers have been marginalised, and with it their ability to challenge.”

Faye Wilson, social worker and chair of BASW’s mental health reference group

“We should recognise that with the

Care Act coming into effect, and

with a lot of stress on integration, the

rest of the social care system is

looking to mental health to see how

integration is working. What makes

a difference is good leadership”

A. Social Worker

“The amount of work is unbelievable and there are
no extra resources… you just don’t have the time

and it feels exhausting”
A. Social Worker

Can we bring mental health back into being central to social work?
Bridget Robb, Chief Executive, BASW

“Mental health is important to all of social work,
silos are not helpful, social workers should be
able to move between adults and children’s

services as experienced social workers”
A. Social Worker

“The Care Act has personalisation at its centre, there is potential therefore to strive to achieve this in mental health.”

Mark Godfrey, Chair of the Principal Social Workers Adult’s Group

“We are in a mess. Patently a lot of that relates to a lack of resources. As much as we keep hearing we no longer want it
[mental health] to be the Cinderella service, if we keep constraining and reducing the resources that is what it will be.”

John Woodcock MP

It is very important that
social workers
find a voice.

Mike Wood MP

The view from the politicians wwwwwww

“Many articulate people don’t think they need social workers or
have mental health problems. They think it is others who have

social workers; we have therapists. They are wrong.”
Sir Peter Bottomley, MP

“ “
“

““It is a car crash. I am doing six assessments in an evening back to back. By the time you deal with the sixth one
your ability to deal with risk, knowing the nearest bed is 300 miles away, is completely out the window. Yet I am the

one who is going to be dragged up in front of the judges. The medical model is driving treatment by pushing
pharmacological solutions, but with drugs the more you take the worse you get.”

Daisy Bogg, social worker and Chair of the Social Perspectives Network
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We believe the success of applying theory in practice is largely contingent on how students define social 
work theory, identify the role of theory in practice, and categorize benefits and challenges in applying 
theory to practice. It is on this premise that this article is presented. Two datasets were used to form the 
students’ perspectives. The first dataset is a seven year compilation of 109 undergraduate student theory 
papers and the second is a pre-test/post-test online survey of graduate students in an advanced social 
work theory course. The work offers a context for educators in teaching and helping students to apply 
theory in their own practices.  
 

SOCIAL WORK THEORY AND APPLICATION TO PRACTICE: THE STUDENTS’ 
PERSPECTIVES 

 
As a helping profession, the primary mission of social work is to help clients meet their needs and 

enhance their well-being. In order to effectively respond to clients’ needs and demands, professional 
social workers are equipped with a wide range of knowledge. However, what constitute social work 
knowledge base remain a major concern and a controversial issue (Trevithick, 2008). A classic debate in 
social work is whether theories are necessary for practice. Thyer (1994) argues that it is a waste of time 
for social work educators to teach theory for practice because they do not do a good job of teaching 
theory. He espouses that most theories in social work are taught incorrectly, and are invalid, which may 
lead to ineffective methods (Thyer, 1994). In contrast, Simon (1994) insists that it is crucial for social 
work practitioners to learn theoretical knowledge because theory can serve as an anchoring frame and a 
conceptual screen for case assessment, causal explanation, intervention planning, and outcome evaluation. 
Although this kind of expert debate provides a vehicle for scholars or educators to thoroughly discuss the 
role of social work theory in practice, it does not offer an opportunity for the general consumers of the 
outcome to express their views, especially students who are required to learn and apply theory in practice. 
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Because students are receivers and users of social work theory, it is important for them to have a say and 
learn about their views about social work theory and application to practice. Views on how do they define 
social work theory, how do they identify the role of theory in practice from their perspectives, and what 
they see as benefits and challenges when applying theory to practice. Instead of a top-down approach 
such as the expert debate, this article aims to explore the role of theory in practice from a bottom-up 
approach; that is, from the students’ perspectives. Grounded in this empirical review outlined below, this 
article is followed by a literature review, methodology, data analysis/findings, discussion and limitations, 
and a conclusion organized largely around four parts: defining social work theory, identifying the role of 
social work theory in practice, benefits of applying social work theory to practice, and challenges of 
applying social work theory to practice.  
 
LITERATURE REVIEW 
 
Defining Social Work Theory 

When formulating theories there are at least four basic components: formulating concepts, facts, 
hypotheses, and principles (Turner, 1996). Concepts are agreed upon terms often used within a discipline; 
facts are information gathered, tested, or researched in relation to phenomena, and evaluated for influence 
and correctness; hypotheses are the structural way of using the information to link observations for testing 
and evaluation; and principles are the stated research outcomes and findings (Turner, 1996). However, 
there is not such a clear and consistent path when defining theory. Tripodi, Fellin, and Meyer (1969) 
define theory as an interlocking set of logically related hypotheses, which “seeks to explain the inter-
relations among empirical generalizations” (p. 13). Barker (1999) consider theory a set of correlated 
concepts, hypotheses, and constructs grounded in observations, as well as facts, which aims to explain a 
particular phenomenon. Theory is a framework of interrelated concepts (Lipsey, 1993). They provide 
meanings and explanations to particular events and helps to solve pertinent problems. Obviously, the 
definitions of theory become complicated and pluralistic when components, functions, and nature of 
theory are combined. The following are seven definitions of theory giving an idea of the varied scope in 
defining theory (See Table 1). 

 
TABLE 1 

DEFINITIONS OF THEORY 
 

Authors 
 
Tripodi, Fellin, & Meyer (1969) 
 
 
 
Lipsey (1993) 
 
 
 
Tolson, Reid, & Garvin (1994) 
 
Turner (1996) 
 
 
 
Barker (1999) 
 
 

Definitions 
 
Theory consists of an interlocking set of hypotheses that are 
logically related, and it seeks to explain the inter-relations among 
empirical generalizations. 
 
Theory is a framework of interconnected concepts that gives 
meaning and explanation to relevant event and supports new 
insights and problem-solving efforts. 
 
Theories are set of concepts and constructs that describe and 
explain natural phenomena. 
 
Theory is a model of reality appropriate to a particular discipline. 
Such a model helps us to understand what is, what is possible, and 
how to achieve the possible. 
 
Theory is a group of related hypotheses, concepts, and constructs, 
based on facts and observations that attempts to explain a particular 
phenomenon. 
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Thyer (2001) 
 
Kendall, Adler, Adler, Cargan, & 
Ballantine (2008) 

 
Theories are attempts to retrospectively explain and to 
prospectively predict. 
 
Theory is a set of logically, interrelated statements that attempts to 
describe, explain, and (occasionally) predict social events. 

 
Social work uses a broad range of theories from other disciplines and professions, such as: sociology, 

gerontology, psychology, economics, and so on. In general, there are two major terms used to describe 
theories in social work profession: human behavior in the social environment (HBSE) theories and 
practice theories. Thyer (2001) states that HBSE theories are general theories and can be utilize to 
explain and predict a variety of human behaviors. They can help social workers to have a comprehensive 
understanding of their clients and environments. Thyer’s definition of HBSE theory is often founded and 
adopted in social work literature (Munro, 2002). Connolly and Harms (2012) further clarified that HBSE 
theories should include theories of inner worlds (e.g., psychodynamic approaches), as well as, theories of 
outer worlds (e.g., structural inequalities). Practice theories on the other hand, mainly focus on how 
conceptual theories can inform empirical practices. Practice theories link knowledge about clients’ 
problems and its contexts to knowledge about professional intervention (Simon, 1994). After reviewing 
the literature it was clear that the line separating HBSE theories and practice theories is blurred in use and 
in teaching. These two types of theories are interlocking and overlap. Many definitions of theory in social 
work often include some functions of social work, which makes the main difference between definitions 
of theory in general and definitions of theory in social work. The following are eight definitions of theory 
in social work from the literature demonstrating this point (See Table 2). Together they help identify the 
role of theory in social work. 
 

TABLE 2 
DEFINITIONS OF THEORY IN SOCIAL WORK 

 
Authors 
Simon (1994) 
 
 
 
 
Thyer (2001) 
 
 
Greene (2008) 
 
 
 
Towland (2009) 
 
 
Howe (2009) 
 
 
 
Babbie & Rubin (2010) 
 
 

Definitions 
Practice theory links knowledge about an identified problem and 
its context with knowledge about an intervention with a 
conceptual format that is oriented towards action and rooted in 
previous research. 
 
Theories pertain to explaining and predicting various aspects of 
human behaviors. 
 
Theories helped social workers explain why people behave as 
they do, to better understand how the environment affects 
behavior, to guild their interventions, and to predict what is 
likely to be the result of a particular social work intervention. 
 
A theory helps to explain a situation and perhaps, how it came 
about. 
 
Theories are particular ways of making sense. They help social 
workers see regularities and familiar patterns in the muddle of 
practice.  
 
A theory is a systematic set of interrelated statements intended 
to explain some aspect of social life or enrich our sense of how 
people conduct and find meaning in their daily lives. 
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Teater (2010) 
 
 
 
 
 
Miley, O’Melia, & DuBois (2011) 

 
Theory is an essential ingredient in practice that guides the way 
in which social workers view and approach individuals, groups, 
communities, and societies. Theory helps to predict, explain, 
and assess situations and behaviors, and provide a rationale for 
how the social worker should react and intervene.  
 
A theory represents a plausible explanation about the 
relationship between a set of facts and a framework for change. 

 
 
Identifying the Role of Social Work Theory in Practice  

The role of theory in practice continues to be an on-going discussion in the profession. There are two 
major camps in the dialogue of theory application in practice. One camp insists theory-free in practice, 
and the other emphasizes theory-driven in practice. The theory-free camp eliminates the role of social 
work theory in practice. Thyer (2001) states most etiological theories and intervention theories are wrong, 
so it is neither essential nor necessarily desirable for practice to be theoretically driven. Rosen and 
colleagues (1995) found that there were rarely any clear theoretical reasons in practitioners’ rationales for 
practice decisions. In contrast, the theory-driven camp emphasizes the indispensable role of social work 
theory for practice. Boisen and Syers (2004) think “social work education rests on the assumption that 
competent social work practice is grounded in the intentional use of theory. Practice informed by theory 
distinguishes professional social work from informal forms of helping” (p. 205).  

Again, irrespective of the fierce the dialogue, an agreement has been made that there is no 
dichotomous answer to end the debate claiming social work practice must be either theory-free or theory-
driven. In recent years, however, there has been a trend that theory and practice should be integrated, 
which implies that social work theory should play certain roles in practice. Lam (2004) states that “not 
only are social workers expected to be informed about relevant theories, but they must apply these 
theories to practice so that unfavorable conditions in our society can be ameliorated” (p. 317). As a matter 
of fact, Puolter (2005) thinks learning and applying social work theory in practice is an on-going 
reflective evaluation of practice guided by current and emerging theoretical knowledge and research to 
learn when and how to add or replace theory and practice strategies for practice effectiveness. This bridge 
emphases that practitioners are engaged in a quest of self and practice-correction and improvement done 
most effectively through the use and replacement of tested and researched strategies and approaches 
found in theory application (Sung-Chan & Yuen-Tsang, 2008). 
 
Benefits of Applying Social Work Theory to Practice 

Due to the positive roles of theory in practice mentioned above, there is no doubt that applying theory 
to practice is beneficial to social workers. The value of theory application in practice is that it: (1) 
explains clients’ situations and predicts their behaviors; (2) provides a starting point for social workers; 
(3) helps social workers have an organized plan to their work and reduces the wandering that can happen 
in practice; (4) offers social workers a clear framework in a chaotic situation and provides accountability 
to their work; (5) gives social workers a perspective to conceptualize and address clients’ problems with 
appropriate interventions; and (6) identifies knowledge gaps about practice (Walsh, 2010; Turner, 1996; 
Gilson & DePoy, 2002; Kendall, et al., 2008, Royse, 2011). Without the integration of theory and 
practice, social workers are easily and overly affected by their own attitudes, moods, and reactions, which 
may result in infectiveness, inefficiency, even harm clients (Walsh, 2010).  

For example, the theory of ego psychology, which assumes clients better achieve their goals if they 
reflect on their ways to address life challenges, can guide social workers to utilize the intervention 
strategy called person-situation reflection to help clients understand their situations and solve their 
problems (Walsh, 2010). Or using critical race theory, social workers can have an individual-context 
perspective to rethink power differentials, understand cultural diversity, empower marginalized 
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populations, and promote social justice, all of which are emphasized by the 2008 CSWE Educational 
Policy and Accreditation Standards (Ortiz & Jani, 2010). Or with the aid of ecological theory, social 
workers are able to have a whole picture of systems and member functioning and find out effective ways 
to develop reciprocal transactions and relations between clients and their environments (Ashford & 
LeCroy, 2010). As such, it is obvious that social work theory can serve as anchoring frame and theoretical 
underpinnings in directing social work practice. 
 
Challenges of Applying Social Work Theory to Practice 

When theory is applied to practice, one of the biggest challenges facing social work students is 
integrating theory with practice in an effective way. Although many social work programs espouse the 
importance of integrating theory with practice in their field courses, there are still difficulties in realizing 
such integration. Vayda and Bogo (1991) state that social work students often experience the 
disconnection between classroom and practicum, and frequently experience difficulty in applying 
concepts learnt in the classroom to practice. Munro (2002) points out social work students cannot 
explicitly and systematically apply any relevant theory when they work with clients unless practice 
supervisors provide a clear theoretical framework. What is worse, because of disconnection between 
classroom and practicum, social work students are more likely to “see theories as irrelevant to their 
practice and as merely some kind of game played by academics” (Munro, 2002, p. 462). 

In addition, when applying theory to practice, social work students often lack the ability to identify, 
understand, and use relevant theories to their work with clients (Boisen & Syers, 2004). Because one 
theory alone may not understand clients’ situations, social work students are likely to draw on multiple 
theories. Although the use of various theories allows for flexibility and comprehensiveness, it presents a 
big challenge for social work students to achieve real mastery of theory application in practice especially 
when different theories are incompatible with each other (Walsh, 2010; Boisen & Syers, 2004). Actually, 
social work students are often overwhelmed with theoretical knowledge learnt in limited time and have 
difficulty in selecting most useful information for their practice (Lam, 2004; Boisen & Syers, 2004; Caspi 
& Reid, 1998).   
 
Methodology  

Two datasets were used to form the students’ perspectives – one qualitative and the latter quantitative 
– both of which were collected in a social work program at a Midwestern University. The first dataset is a 
seven year compilation of 109 student theoretical papers from an undergraduate social work theory and 
practice course. All students who took this course from 2007 to 2013 and who completed the assignments 
were included in the analysis. There were incentives for participation. The second dataset is a pre-
test/post-test online survey with a control and an intervention group of graduate level students enrolled in 
an advanced social work theory course. Using an online randomization tool, students from three courses 
were automatically chosen to be in the intervention or control group. Only the experimental group 
received an online module on theory application. The control group received regular course content 
presented in the context of the course in which they were enrolled. Students completed the 15 item survey 
on social work theory and application to practice and were asked to apply theory to solve a case and 
reflect on their theoretical application. A total 67 students were invited of which 44 students completed 
the pre-test and 27 completed the post-test. These students completed the survey on social work theory 
and application to practice. The key questions they answered included: (1) what is theory? (2) what are 
the common types of social work theory? (3) how do social workers apply theory to practice? (4) how 
should social workers evaluate theory? and, (5) can lack of theoretical application and evaluation cause 
harm in practice?  
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DATA ANALYSIS & RESULTS 
 
Defining Social Work Theory 

It was evident from the literature on the definitions of theory in general and social work in particular 
that many were written by varied scholars or educators but did not adequately reflect the views of social 
work students who are required to learn theory for practice. In the empirical study, 44 social work 
students were questioned on what they thought the common types of social work theories were and what 
they thought theory was. Approximately 77.3% of students (n = 34) thought social work theory should 
include both practice and HBSE theories. 20.5% students (n = 9) thought social work theory only meant 
HBSE theories. None of them thought practice theories equaled to social work theory. Most social work 
students placed high value on the integration of theory and practice, which meant social work theory 
should not only include theoretical knowledge but also practical knowledge. In addition, almost all 
students (n = 43) felt that HBSE theories were the indispensable component of social work theory.  

In defining theory, 56.0% of the students surveyed (n = 25) thought social work theory was a 
complicated concept. They thought that theory was a roadmap of sorts for understanding human 
behaviors and that it included a set of concepts and constructs that described and explained situations. 
They also felt it was a model of reality used to help describe human behaviors, and worked as a 
framework to explain past behaviors and predict future behaviors. Yet almost 25.0% of the students 
surveyed (n = 11) thought social work theory was only a set of concepts and constructs that described and 
explained situations. From these students’ perspectives, human behaviors and the social environment 
seemed to be the two key words in social work theory, while social work theory seemed to be a tool to 
described, explained, explore, and predict human behaviors and situations (or environment). This view 
carried through in how they defined the role of social work theory in practice.  
 
Identifying the Role of Social Work Theory in Practice  

As the receivers and users of social work theory, social work students have their own understandings 
of the role of theory in practice. In the online survey, almost 75.0% of students (n = 33) agreed that lack 
of theory application and evaluation could cause harm in practice. From the dataset of student theory 
papers, students further described their thoughts about the role of social work theory in practice as follows 
(See Table 3).  

 
TABLE 3 

STUDENTS’ VIEWS ON THE ROLE OF SOCIAL WORK THEORY IN PRACTICE 
 

Students 
Shelly3 (2013)  
 
 
 
 
Kaitlin6 (2013) 
 
 
Nicole11 (2013) 
 
 
Leila17 (2013) 
 
 
Erin18 (2013) 
 

Comments 
Human behavior is way too complex for any of us to understand in its 
entirety so a theory is just a perspective or a “lens” that we assume so that we 
can narrow down what we’re looking at and do the best we can at 
understanding people and their experiences. 
 
Theory allows a social worker to understand and explore meanings behind a 
client unique situation. Theory can provide much more than just categorized 
information and is a vital key to success in this career. 
 
Without incorporating theory in practice, social workers would be found 
incompetent and much less effective at working with clients and groups. 
 
Each theory consists of different facts and concepts, and serves as a model 
that practitioners can use to guide their practice. 
 
Theories provide a holistic approach to analyzing the client and using 
theories to better serve clients. 
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April12 (2013) 

 
The utilization of theory allows for the practitioners to be able to reference a 
guild to explain a client’s behavior, the effects of the client’s environment, 
and how to determine what is likely to be the result of the intervention. 

 
From the students’ perspectives, social work theory does play an important role in practice: (1) it is a 

theoretical tool to understand complicated human behaviors and social environment, both of which are the 
core factors influencing clients’ lives and problems; (2) it is a critical kind of knowledge with which 
competent social workers should be equipped to effectively work with clients; (3) it is a practical 
guideline to help social workers analyze cases, understand clients, develop interventions, and increase 
effectiveness; and (4) it is a conceptual screen to identify the most useful information, which can be used 
to understand clients’ situations and solve their problems. In essence, the role of social work theory in 
practice is just as a student described in his paper: “Theory in social work is like the rudder that guides 
the boat to its destination. It gives the captain (social worker) and its passenger (client) a sense of 
direction, purpose, and a form of control”. So what are the benefits of applying such important concepts 
to our work? 
 
Benefits of Applying Social Work Theory to Practice 

The students’ views are somewhat similar in their understanding of the benefits of applying theory to 
practice (See Table 4). 
 

TABLE 4  
STUDENTS’ VIEWS ON THE BENEFITS OF APPLYING SOCIAL WORK  

THEORY TO PRACTICE 
 

Students 
Jonathan2 (2013) 
 
 
 
Shelly3 (2013) 
 
 
Shanteal4 (2013) 
 
 
 
 
Rachel1 (2013) 
 
 
 
Jess8 (2013) 
 
 
 
Kaylin13 (2013) 

Comments 
Another benefit of using theory is that it gives a sense of security and 
increase effectiveness. It also shows clients that a social worker is 
competent. 
 
Theory can also provide a confidence to practitioners that they are grounded 
in their approach. 
 
Another benefit of using theory is that it allows us to explain our activities to 
others, transfer our knowledge and skills, and have others evaluate our 
activities. By using theories that have been supported by empirical 
observations, social workers are able to feel confident with their ability to 
work with clients. 
 
Using theory in practice can help social workers create a treatment plan, 
increase sense of security, and explain and predict occurrences in the client’s 
life. 
 
Having knowledge of various theories and how they apply to different clients 
and situations can help social workers determine a course of action with 
clients. 
 
It provides explanation and reasoning as to why a client behaves in the way 
they do. Utilizing a particular theory in practice can also help when deciding 
what treatment to use for a client. 
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From the students’ perspectives, there are four major benefits of applying social work theory to 
practice. First, applying theory to practice can increase effectiveness of social work intervention. One 
student in her paper cited Green (2008) believing that social work theory explains why clients behave as 
they do, describes how social environment influence clients’ behaviors, implies how social workers can 
make intervention plans, and predicts what is likely to be the results of intervention. As a result, by 
applying theory to practice, social workers can have a clear and systematic framework to help them 
effectively analyze cases, develop interventions, and evaluate outcomes.  

Second, applying theory to practice can promote confidence among social workers. Social work 
theory is a systematic body of knowledge which is grounded in professional experiences, empirical 
research, and logical analysis, so it can be used as an important indicator showing that social workers are 
competent and professional. Being equipped with theory, social workers can feel more confident about 
their professional knowledge and skills when working with clients.  

Third, applying theory to practice provides a good opportunity for social workers to transfer 
theoretical knowledge to solve practical problems. Social workers can use theory to conceptualize and 
address clients’ concerns, which makes theoretical knowledge applicable and useful. In particular, theory 
application in practice helps social work students connect classroom to real world.  

Fourth, applying theory to practice helps social workers make an in-depth reflection and evaluation 
on theory learning and application, which can enhance the effectiveness of theory application in practice. 
Social work theories are not written in stone, so they need to adjust to the changes in real life. By 
applying theory in practice, social workers are able to know which parts of theory can help them 
effectively respond to clients’ problems, and which parts of theory are out of date. In this way, social 
workers also have an opportunity to contribute to theory progression.  As there are benefits, there are also 
challenges to theory application.  
 
Challenges of Applying Social Work Theory to Practice 

Besides the integration of theory with practice, social work students also face other challenges. In 
order to better understand the challenges of applying social work theory to practice, a case example was 
designed in the empirical study. Forty-four social work students were asked to solve this case by applying 
relevant theory. They were also asked to answer questions about their reflections on theory application to 
practice. One of these questions was: “Having read the case above, do you think you have a model or 
method to respond to using theory?” Some 45.5% of students (n = 20) thought they had a theoretical 
model in their minds when they had read this case. Another, 11.4% of students (n = 5) thought they might 
have or might not have had a theoretical model in their minds. Also, 43.2% of students (n = 19) had no 
idea and just skipped this question. Thus, it seemed as if many social work students were unable to locate 
relevant theories when encountering a practical case. They seemed to lack a plan, process, or model of 
how to respond to cases in order to apply theory. At the end of the empirical survey with MSW students, 
an open question was asked about students’ general thoughts and feedbacks on theory application to 
practice. A text analysis of the 11 comments shared found five common themes: Believe theory, social 
work, clients, knowledge, and practice). Respectively the students reported (See Table 5). 

 
 

TABLE 5  
MSW STUDENTS’ GENERAL THOUGHTS AND FEEDBACKS ON THEORY APPLICATION 

 
Students 
Susan11 (2013) 
 
 
April32 (2013) 
 
 

Comments 
I believe theory classes should involve some practice to demonstrate how a 
particular theory is applicable. 
 
I believe theory is very important for understanding clients and practicing in 
an appropriate manner. 
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John15 (2013) 
 
 
 
Jim04 (2013) 
 
Bob93 (2013) 

I feel as though I am still learning a lot of this as it applies to social work. 
My S503 course was a good overview of theories, now in S513 I am hoping 
to learn more about application and evaluation of theories. 
 
I thought HBSE was helpful, clarified different theories, and approaches to 
use with clients. It also provided information to assess client progress, and 
the option to shift to a different theory if one was ineffective. 
I need more practice. 

 
 

In addition to this feedback, the paper dataset of 109 BSW students also mentioned challenges in 
theory application. Some of the students’ answers are below (See Table 6). 

 
TABLE 6  

STUDENTS’ VIEWS ON THE CHALLENGES OF APPLYING SOCIAL WORK  
THEORY TO PRACTICE 

 
Students 
Elizabeth18 (2007) 
 
 
 
Manda17 (2007) 
 
Kaylin13 (2013) 
 
 
Nicole 11 (2007)  
 
 
LaQuisha9 (2013) 
 
 
 
Jess8 (2013)  

Comments 
It is a hard area for me to wrap my head around because theory application 
process is fluid. There are many theories to be considered, and there are rarely 
100% correct answers. 
 
I am still a little unaware of which theory to use in which situation. 
 
There are some risks when theory is relied on too much in practice. If a 
practitioner relies too heavily on theory to define a client, then they are limited by 
that theory. 
 
Dogmatic theory causes harm by closing other explanations and dismissing the 
use of other ideas. 
 
It can limit and not take into account alternative explanations of the situation. 
Theory closes out other explanations and dismisses those which offer them as 
heretics. 
 
As a practitioner, you could become too focused on implementing the theory and 
use it as too strict of a guide for treatment. This can also cause you to begin to see 
the clients not as people, but as projects. 

 
 
Discussion 

Despite the challenges noted by the BSW students in their assessment there seemed to be no more 
improvement in the MSW level theory courses. In fact when comparing the pre- and post-test from the 
online survey it was evident that the students lacked confidence and consistency in their answers. For 
instance when examining the experimental group, to which 22 students were assigned, only four of the 
thirteen who responded to both the pre and post-test scored higher on the post-test. More specifically nine 
of thirteen students did better guessing on the pre-test, choosing random answers, than they did on the 
post-test after having watched an online module on theory application. Coincidentally one female score a 
perfect score on the pre-test and failed the post-test. However it was evident that it was not because they 
were not exposed to the content. Because on average, the pre-test and post-test both showed students 
scoring 100% on item four of the online survey. This question asked “when evaluating theory social 
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workers should ….” The correct answer was “consider the theory strengths, area of focus, limitations, and 
other theories to fix the limitations to determine best use and effectiveness with client groups”.  

From the students’ perspectives, there are three major challenges of applying social work theory to 
practice. First concern is that of choosing relevant and applicable theories to solve a practical case. Social 
work students are taught a broad range of theories in a limited time and they cannot have an in-depth 
understanding of all theories especially given that each theory contains a lot of information. Additionally, 
the complexity of the case itself makes it much more difficult for social work students to locate a relevant, 
applicable theory to solve the case. At this point, this is where teaching a model of theory application is 
better than teaching a multitude of theories for implementation (Gentle-Genitty, 2013).  

Secondly, students struggle with the flexibility to adjust to the changes in the process of theory 
application. Yes, theory application is a fluid process to apply theory to practice. A theory may be 
applicable at a certain stage of an intervention process, but it may be inappropriate when the clients’ 
situations change or if they are at different levels of the stages of change. When this occurs students 
should be taught how to use and apply alternative theories to adjust for new or emerging situations. This 
may alleviate the confusion that comes with determining which theory can be used and in what kind of 
situations. It will also allow flexibility to adjust or switch between theories as they will have more 
options.  

Thirdly, trying to avoid dogmatism and mechanism in theory application to practice is hard for many 
social workers and continues to be a concern for students. As the receivers of social work theory, those 
students with little critical thinking are more likely to consider theory as incontrovertibly true and neglect 
other possible explanations. The dogmatism can also lead to mechanism, which means social work 
students may have very strong beliefs in one theory and strictly follow the theoretical guideline of that 
theory alone. If so, they may easily forget here and now, which leads to the ignorance of clients’ unique 
personalities and special situations. Thus, it is a great challenge for social work students to effectively 
apply theory to practice if they cannot critically evaluate theory case by case. 

In order to help social work students overcome these challenges in theory application, social worker 
educators should devote their time to teaching theory application in practice using a model for application 
and learning. Teaching and learning theory application in a non-standardized way is constrained in the 
academy (Buchan, Rodenhiser, Hull, Smith, Rogers, Pike, & Ray, 2004). Herein lays the main difficulty 
in theory to practice knowledge transference. Educators tend to teach theory using what we call a basic 
encoding-retention-retrieval hierarchical model with tightly prescribed guidelines. They call for formality 
but if one can teach steps for theory application students may take more away from the classroom to use 
in application to practice (Gentle-Genitty, 2013).  

Therefore, social work educators should become more interested in learning and application outcomes 
and less concerned with amount of knowledge acquisition and regurgitation. They should also push 
similar curricula to make it easier to measure, develop, and share approaches on theory application across 
curriculum. This will give multiple points of learning, exposure, and also help field instructors to 
appropriately assess and enforce theory application in field. Competency based education on theory and 
field for practice will then become more of a reality rather than continue just as an aged-old debate.  
 
Limitations 

The databases used for this analysis and presentation shared the perspective of students and offered a 
start in the conversation of teaching theory for effective transference to practice. In fact the paper dataset 
of 109 students, over seven years of which one of the authors was the instructor, added constructive 
context to the discussion in the students’ own words. There are some limitations however. First, though 
this dataset of papers presented an honest view of theory from the students’ perspectives – in their own 
words – the papers were written for a grade and may have only included what students thought the 
instructor needed to hear. This is a flaw in any student reporting, or self-reporting – especially while still 
in the course. A second limitation is the small number of students (44) who completed the pre-test from 
the advanced theory course. A normal class at the advance MSW level enrolls 16. The forty-four students 
represented students from three courses, with three different instructors – none of whom are authors of 
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this article. Therefore 44 is a high response rate. However, having a larger dataset to generalize the results 
would have been more effective. Recommendation for future research include: (1) bringing together both 
quantitative and qualitative datasets to inform the discussion; (2) ensure the voice of students in the 
results; and (3) increasing the dataset sample size, and ensuring that the data represented more than a 
snapshot in time, giving a truer picture of the situation. 
 
Conclusion  

As the receivers and users of social work theory, social work students considered theory as a 
complicated and pluralistic concept, which should include both HBSE theories and practice theories. 
They think of social work theory as a roadmap for understanding human behaviors, a set of concepts and 
constructs that describe and explain situations, a model of reality used to help describe human behaviors, 
and a framework to explain past behaviors and predict future behaviors. Social work theory plays an 
important role in practice, including a theoretical tool to understand human behaviors and social 
environment, a necessary knowledge to be competent social workers, a practical guideline to direct 
interventions, and a conceptual screen to identify relevant information.  

Competent practice in social work mandates that social workers act from an informed and research-
based knowledge base. Theory provides social workers with the tools to offer their clients effective 
services. Foregoing theory may easily result in negligent, harmful, and unreliable practice. More so, not 
teaching from a model to provide consistency across curriculum and for measurement of competency is 
also a negligible practice from those teaching in academia. As social workers gain experience and 
knowledge in their field they will begin to recognize their own patterns that may enhance previous 
theories or create new ones. Interventions based on theory are tried and tested and produce somewhat of a 
track-record that allows social workers to anticipate, with some confidence, the results of any action they 
take. However, for social worker students they still face various challenges when applying theory to 
practice. They have difficulty in choosing relevant and applicable theories to solve practical cases, 
learning to be flexible to adjust to the changes in the process of theory application, and avoiding 
dogmatism and mechanism when using theory to practice. As a result, efforts should be made by 
educators in social work programs to help students overcome these challenges. All in all, theory is 
essential for the social work profession. Many social workers cringe at the idea of theory, when in reality 
it could be used as a tool to gain confidence in working with clients or particular situations. 
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ABSTRACT 

 
This study aims to determine the self-identified role of clinicians working within the 

medical model.  Secondly, the study intends to determine if art and play therapy 

interventions were regularly implemented by clinical social workers practicing with 

hospitalized children within a pediatric medical facility.  The study hopes to gauge both 

the clinicians’ understanding of possible barriers to these interventions within the medical 

model, and also the clinicians’ beliefs about the importance of play within pediatric 

hospital settings as a determining factor to patients’ psychological needs during their 

illnesses.    

A mixed-methods online survey was sent to over 300 medical social workers within 

the United States.  All 137 participating clinicians held at least an MSW and worked 

within a pediatric medical facility.  Clinicians were asked to self-identify their primary 

time commitments within their current setting, their primary theoretical orientation, and 

their beliefs on the benefits of play, any barriers they felt existed within their current 

medical setting, and any examples of play techniques they utilize within the medical 

model.   

The conclusion of the study indicates that art and play therapy interventions are not 

commonly utilized within pediatric medical settings due to structural barriers such as 

time constraints, a lack of space or appropriate materials, and the lack of exiting policies 

that refer patients to child life specialists or volunteers for such interventions.  Further, 



 

this study’s results indicate that most medical social workers find that their primary role 

is to conduct psychosocial assessments, conduct patient and family counseling and 

psycho-education around illness and hospitalization, plan patient discharge, and serve as 

a case manager, which includes resource referrals for patients and families.   
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CHAPTER I

 

  

 
INTRODUCTION 

 This study examines the role of the clinical social worker within a pediatric hospital 

setting.  The study emphasizes the importance of art and play therapy psychological 

interventions with children who are living within a medical care facility.  The study 

explores the intervention methods most commonly used by hospital social workers, with 

special analysis given to the clinical social worker’s ability to practice play and/or art 

therapy intervention techniques within the medical model.  The research touches on the 

empirical data surrounding the emotional needs and psychosocial symptoms of physically 

ill children within a hospital setting.  Common feelings and fears for these children can 

include a sadness surrounding their illnesses, the fear of death and of being alone, and the 

struggle to conceptualize the physical symptoms and outcomes of their illnesses.  

Psychosocial needs include the need for play and creative expression, the desire for 

caretaker closeness, the need for participation in care and treatment, the importance and 

need for good relationships with the medical team, the need for physical and emotional 

mastery, and the need to socialize and communicate with others, especially primary 

caretakers, regarding their illnesses (Bjork, Hallstrom, & Nordstrom, 2006).   

 Prior to data analysis this study predicted that due to the limitations within the 

current medical model and additional demands of the medical social worker, play and art 

therapy interventions would not be commonly utilized with ill children living in the 
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hospital.  The study identifies the ideologies and realities of the current medical model 

that prevent the common teaching and practicing of art and play therapy.  It also 

determines the changes that are necessary in order to incorporate more effective 

psychological interventions into the existing medical model. 

 According to Nora Mindell, there is a pressing concern and need in pediatric 

medical units around the world to improve the quality of psychological care for children 

suffering from life threatening illnesses (Mindell, 1998).   In the United States, it was 

estimated by the National Cancer Institute (2001) that cancer would be detected in 8600 

children under the age of fifteen.  In 2000, the number of children with cancer in the 

United States was calculated at 67 million, making the incident of cancer 156 cases out of 

every 100,000 children (Fochtman, 2006).  These figures are continuing to grow.  While 

the incident rate of childhood cancer is increasing, as well as the incident rates of 

pediatric genetic blood disorders and pediatric brain tumors, so is the survival rate of 

childhood cancers and other pediatric illnesses.  With the advancement of available 

medical treatments, more children are surviving their illnesses and recovering to lead 

healthy lives with normal life expectancies.  In 2000, the average survival rate for all 

types of childhood cancers was 78 percent.  Today, the survival rate for Acute 

Lymphocytic Leukemia in children fifteen years old or younger is 85 percent, unlike 

twenty years ago when the survival rate was only 56 percent (Fochtman, 2006).  

Although survival rates have increased, little changes have been made in psychological 

interventions within the hospital setting by pediatric oncology social workers (Jones, 

2006).  
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Traditionally, the hospital social worker takes on numerous roles within the 

medical model.  It is common for the role of the social worker to shift depending on the 

medical facility.  Their role could differ in community-based teaching hospitals, non-

profit medical facilities, university-affiliated hospitals, and county hospitals, as each 

setting takes on its own culture and model of practice.  The interpretation of the social 

worker’s role also fluctuates depending on the type of medical setting and available 

financial funding within each institution.  Camille Gregorian’s (2005) research exploring 

the multifaceted role of the medical social work found that there are numerous roles one 

can hold and within a multitude of medical settings.  There are many hospitals in which 

the social worker holds the responsibility of discharge planning, including collaboration 

with community mental health agencies, as well as assisting patients and families with 

community resources while on inpatient units and thereafter hospitalization.  Yet, in other 

medical facilities, discharge planning is assigned to the hospital’s nursing staff and 

clinical care coordinators, and the social work departments are primarily focused on the 

psychosocial concerns and needs of the patients and families.   

Today, many medical institutions include social workers as part of the medical 

team and interpret the social workers to be the primary provider of emotional support to 

patients and families.  It is also evident in most medical facilities that social workers 

regularly hold multiple roles with various responsibilities, including but not limited to: 

patient and family counseling, community referrals, discharge planning, interdisciplinary 

team consultation, collaboration and treatment planning, psychosocial assessments, child-

abuse assessments, grief counseling, crisis intervention, medical team meetings and 

seminars, new diagnosis meetings, and multi-purpose family conferences (Gregorian, 
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2005).  These roles can vary depending on the medical setting, available funding and 

primary patient unit within the hospital.  Medical social workers partake in various 

responsibilities and make multiple contributions to the medical model, which helps social 

work departments around the country maintain importance and necessity within the 

hospital setting.  However, the various roles also can create confusion and differing 

opinions on the skill set of the medical social worker.  The more misinterpreted this role, 

the less likely social workers will be able to best and most effectively serve their patients 

and families within the hospital.     

It is imperative that social work departments within hospital settings remain 

valuable to the medical model within their respected institutions.  As a result of the 

financial demands on many hospital facilities, social service departments are often the 

first to downsize and receive cost cuts (Cowles, 2000).  In order for social work services 

and practices to be most effectively used, the medical model should incorporate the skills 

and immeasurable importance of the hospital social worker, ensuring that patients receive 

the necessary referrals from the medical team and appropriate time for psychological 

care.  As seen in Mizarahi and Abramson’s (2000) study on the perceived role of the 

social worker from a physician’s standpoint, Collaboration Between Social Workers and 

Physicians: Perspectives on a Shared Case, researchers suggested that most physicians 

were “…less likely to perceive patient problems related to the hospital environment or 

accessing community resources…many physicians have only a limited grasp of the 

complexities of social work intervention in these arenas” (p.18).  Further, most 

physicians did not interpret the clinical social worker as proficient in delivering 

psychological counseling services for patients and families.  
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Without an appropriate understanding of the competencies and responsibilities of 

the social worker within the medical model, physicians will not regularly refer patients to 

social work departments or even recognize the psychosocial affects of hospitalization on 

the patient or family members.  The outcome of this misinterpretation only limits patient 

care and reduces the psychosocial services received by patients and families within the 

hospital setting.  It also devalues the role of social work departments within the medical 

models.   

 In medical settings where social workers are regarded as adept in practicing 

therapeutic interventions, the struggles of pediatric medical care still transpire.  Medical 

treatments for childhood cancers, genetic blood disorders, and brain tumors occurring 

most often in children are arduous and often cause dire physical and emotional pain.  

Psychological interventions become extremely important in decreasing distress and long 

term affects of hospitalization.  Social work interventions with children can help increase 

communication with the ill child, her family, and the medical team.  Clinical social 

workers can assist in aiding more fluid communication between the child’s emotional and 

physical needs and the medical team’s treatment plan.    

 Clinical social work interventions within the hospital have the ability to decrease 

long term psychological affects of surviving cancer, as well as decrease anxiety and 

depression for children currently living with an illness.  As noted by Zebrack, Walsh, 

Burg, Maramaldi, and Lim (2008) in their study, Oncology Social Worker Competencies 

and Implications for Education and Training, “…oncology social workers are the 

primary providers of psychosocial services in major oncology treatment centers and 

community health care settings throughout the world” (p. 354).  Oncology social workers 
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are often the only member of the medical team with knowledge surrounding cancer and 

the psychosocial impact of such chronic or life-threatening illnesses.  Clinical social 

workers also maintain a range of practice versatility, making hospital interventions 

fundamentally important for children experiencing life-threatening illnesses or physically 

ill children living within a hospital, especially with the increase in survival and recovery 

rates.   

 Controlled studies on the efficacy of psychological interventions in the prevention 

and treatment of psychological disturbance in chronically ill youth are scarce, especially 

in children under the age of ten with limited verbal skills (Gariepy & Howe, 2003).  

Cindy Davis’ study regarding the current research on hospital social workers found that 

from 1991-2001 only 44 peer reviewed journal articles were identified for inclusion of 

research assessing the effectiveness of hospital social workers implementing 

psychological interventions (Davis, 2004).  The research does show, however, that the 

psychological implications of living with a life-threatening illness within a hospital 

setting can be vast and long lasting.  As noted by Sheilds, et al (1995) the impact of 

childhood cancer can be described as “a series of chronic, uncontrollable, and stressful 

life events that have long-term impact on survivors and their family members” (p. 41).  

Hospital social workers can design appropriate and effective interventions in order to 

help prevent or at least ameliorate, as much as possible, the emotional suffering of these 

children in the hospital setting and in their future lives outside of the hospital.    

 Several medical settings lack psychosocial components when treating chronic 

pediatric illnesses.   Limitations within the medical model can include funding, and 

shifting social service roles within the hospital setting, as well as time constraints and a 
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misunderstanding of the skills of the hospital social worker (Cowles, 2000).  Hospital 

social workers face the stressful challenge of constantly working with numerous 

organizational restructurings and the demands of working within a multi-disciplinary 

medical team of doctors and nurses and various other medical staff.  There can often be 

emphasis on discharge planning, length of hospital stay, and pressures to maintain a 

certain amount of available beds as requested by many medical insurance groups.  These 

case management roles are important, however, and can thwart a clinician’s ability to 

meet a patient’s psychosocial needs (Davis, 2004).  These structural constraints in social 

work practice can create medical institutions where the psychological ramifications of 

treatment are not prioritized during social workers interventions (Crom, Chathaway, 

Tolley, Mulhern, & Hudson, 1999).  However, pediatric social workers within a hospital 

setting have an important responsibility to help meet the psychosocial needs of the 

children.  In many hospital settings today, trained clinical social workers are often the 

only member of the patient’s medical team able to communicate patients’ implicit 

psychosocial needs and psychological coping with illness and hospitalization through age 

appropriate intervention techniques.   

  Empirical evidence does exist regarding the importance of play for children in their 

ability to cope with distress; theoretical evidence shows that children’s play serves the 

child in alleviating anxiety and increasing adjustment (Gariepy & Howe, 2003).  There is 

a clear importance for play with children as a means of communication into the child’s 

inner psyche, as a method for the child to process her fears and anxiety.  Play also acts as 

a coping tool during stressful situations and events in which the child feels a loss of 

control.  In 1971, Smitansky defined dramatic play therapy as “…including imitative role 
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play, make-believe in regard to objects, make-believe in regard to action and situation, 

and persistence [for at least ten minutes]” (Curry, 1988, p. 142).  Play is a critical social 

work intervention and an applicable communicative tool in working with children; 

however, use of this type of play may be incorporated differently within an inpatient 

hospital setting due to physical and emotional restrictions and the current medical model.   

 In a hospital setting, the themes will be unique to other life circumstances, corollary 

the implications and meaning behind themes in play will differ with hospitalized children 

than with healthy children.  A more comprehensive understanding of the role of the 

hospital social worker, the medical social workers use of play and art therapy 

interventions, and the ability to utilize these modalities within the medical model has 

relevance for social work practice, theory, education and preparation for pediatric social 

workers.   An improved understanding of the role and responsibilities of the medical 

social worker will elicit enhanced psychological interventions within the medical model 

for future medical practice.   

The research purpose for this study aims discover the current roles of pediatric 

hospital social workers and ability of the hospital social worker to implement play and art 

therapy interventions within the current medical model.  

 

 



 

 9 

 

 

CHAPTER II 

 Winnicott saw play as central to the therapeutic experience, believing that 

children’s play was the means whereby children manage the transition between their 

inner and outer reality (Wikstrom, 2005).  Most theoreticians agree that play in infancy is 

fundamentally sensorimotor, beginning with play with ones own body and caretakers 

body.  The infant’s exploration of body soon transfers to that of objects and the infants 

surrounding environment.  During the first year of life, children with healthy 

development usually begin pretend gestures with external objects and their surrounding 

environment (Curry, 1998).  Between eighteen to twenty-four months of age it is 

common for children to begin the transition from solely sensorimotor play skills to the 

capacity to use symbolism through play, with objects and surrounding environment and 

the use of language (Curry, 1998).   

LITERATURE REVIEW 

Development and Play for Children 

As noted by Davies (2004), “during preschool period the ability to play 

imaginatively is a major adaptive mechanism for the mastery of stress, as well as the 

primary pathway for exploration that facilitates learning and socioemotional 

development” (p. 321).  Preschool years mark a time characterized by make-believe or 

fantasy play, while school aged children’s use of play usually involves formal games 

such as board games and puzzles, as well as more reality based games and inclusion of 

peer relationships (Curry, 1988).  
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 During the beginning stages of emotional development and the building of 

coping mechanisms, play acts as a multipurpose tool for children.  Play allows children to 

process frustrations, confusions, and difficulties.  This is largely due to children’s lack of 

sophisticated defenses, such as repression, rationalization, and denial in fantasy (Davies, 

2004).  Preschool is also a time when secure attachments are an important part of the 

development of ones sense of the self as autonomous, self-reliant, and purposeful.   

The preschooler can therefore use play as a way to “think” about her experiences, 

consider alternative ways of viewing her circumstances, and exploring new methods of 

acting out those circumstances (Oremland, 1988).  In cognitive development, a 

preschooler’s symbolic play can allow the child to practice and understand cause-and-

effect thinking, it can increase the child’s ability to construct narratives, and help the 

child gain a broader perspective of environmental situations (Webb, 1995).  Play can 

function as a protective factor for young children, helping them learn to organize their 

experiences with more clarity than their limited verbal dialogue allows (Davies, 2004).   

History of Medical Social Work in the United States 

By the early 1900’s medical practice began to shift from primarily home visits by 

physicians and medical practitioners, to the hospital setting as the primary site for patient 

care, diagnosis, and treatment (Cowles, 2000).  As medical care relocated from patient’s 

homes to the hospital, the role of the physician also began to shift.  The physicians were 

no longer able observe patients in the context of their living environment and social 

conditions.  As the transition continued and the hospital setting became commonplace for 

medical practice, it became particularly evident that patients were emotionally affected 

by their illnesses, especially as patients were uprooted from their home setting and forced 
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to live within the hospital (Beder, 2006).  Yet, physicians and nurses were not aware of 

the effects of the patient’s social and psychological states in relation to chronic illness 

and medical recovery, nor did they have the proper training to interpret these effects on 

the patient’s illnesses.   

Richard C. Cabot, a physician at Massachusetts General Hospital was the first 

medical practitioner to introduce social workers into the hospital setting.  He originally 

appointed Garnet Pelton, a nurse at the hospital, to fill the first position (Cowles, 2000).  

Ida Cannon, a registered nurse with university level education in psychology and 

sociology, quickly replaced Pelton as the lead social worker in the hospital.  Cannon 

innovated the role of the hospital social worker and while helping to create the first 

medical social services department, became one of the leading pioneers in the field.  

Cannon, along with Ethel Cohen, helped to shape the role of the medical social worker as 

it is seen today (Praglin, 2007).     

In 1905, Cannon began a small social service clinic in the back corner of the Out-

Patient Department at Massachusetts General.  It consisted of a small area of the hospital 

and was not recognized by the director or trustees of the hospital until nine years later.  

By 1914, Cannon and Cabot created the first official hospital Social Services Department 

at Massachusetts General Hospital.  It was not until 1919, that the department became 

fully financed and recognized as an authorized department within the hospital (Praglin, 

2007).   Physicians were notoriously rigid in their beliefs about the role of the social 

worker.  Physician’s forbade social workers to enter inpatient units and would only allow 

patients referred by physicians to visit with social work staff.  The medical model 

originally interpreted the social work department as solely a facilitator of communication 
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between the medical teams and the patients.  Social workers were primarily needed to 

assist patients and families with additional resources and services beyond the hospital 

within the community (Cowles, 2000).  Even Cabot, the leading physician for the cause, 

remarked that the role of the social worker was to educate the medical team on “social 

and psychological aspects of disease” (Cowles, 2000, p. 4).  Although these practices still 

adhere to hospitals today, psychological interventions were originally excluded from 

medical social worker’s scope of practice.     

While resistance and hierarchical politics between the medical professionals and 

social workers continued throughout Cannon’s career, Cannon worked with Cabot and 

developed a medical social work model that reflected the Progressive Era of the time. 

Cannon’s program addressed the major public health concerns of that time period, 

including tuberculosis, venereal disease, teenage pregnancy and immigration issues.  

Cannon was one of the first social workers to address the medical fields and medical 

professionals lack of cultural competency (Gregorian, 2005).   

As noted by Praglin (2007) in her research on the cultural competence of early 

social work, the Progressive Era began the evolution of more moderate ideologies 

surrounding poverty.  One’s socioeconomic status was less looked upon as immoral or 

due to personal failure, rather, embedded in “social and economic conditions, especially 

illness” (Praglin, 2007, p. 28).  Hence, Cannon assessed the influence of patients and 

families living conditions at home, interpersonal relationships, and occupational issues on 

their illnesses, and then focused on the collaboration of the interdisciplinary team of 

social workers, physicians and nurses.  
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 In addition to case management and interdisciplinary team collaboration, Cannon 

hoped medical social work would be involved in direct clinical practice with patients and 

families. Cannon worked to make the social work role a professional position within the 

hospital setting and attempted to set it apart from volunteerism through her direct clinical 

work.  Cannon began teaching social work students, along with medical and nursing 

students at Massachusetts General and Boston School for Social Work.  She created 

training programs, and full curriculums on hospital social work, as well as established 

professional standards.  Other social service departments in hospital settings around the 

country and abroad soon adopted these practices.   

In 1918, a group of medical social workers created the American Association of 

Hospital Social Workers (AAHSW).  From 1919 to 1933, the AAHSW published the 

Hospital Social Service Journal (Cowles, 2000).  Around the 1950’s other social work 

specialty groups began to emerge and AAHSW collaborated with the American 

Association of Social Workers (AASW) to become the National Association of Social 

Workers (NASW) the association still stands today (Cowles, 2000).  By 1924, there were 

420 social service departments in United States hospitals (Rappaport, 1996).  

The importance for professionalizing medical social work came around the early 

nineteen twenties.  The need for academia and professional standards was a reaction to 

the introduction of Freudian psychoanalytic concepts and the extensive psychiatric and 

medical needs of the returning serviceman from World War I (Cowles, 2000).  Medical 

social services were also seen with resistance by other already existing professional 

medical and psychiatric fields.  Abraham Flexner, a pioneer in medical education, 

negatively remarked on the field of medical social work, stating “…social work was not a 
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‘profession’ because it did not have a body of knowledge rooted in science and did not 

focus on direct services of individuals, as much as on environmental modifications and 

consultation and linkage of clients to other direct-service providers” (Cowles, 2000, p. 8).  

Feedback such as this kept hospital administrative boards and financer’s interpreting 

social work departments as extraneous and low priority within the hospital for decades to 

come.   

Criticism and the continued psychosocial needs of the patients helped the pioneers 

in the field prioritize additional responsibilities and attributes to the social work role.  

Many departments restructured to incorporate a focus on psychoanalytic theory, while 

continuing a dual focus on the interaction between the individual and their social context 

(Bywaters, 2004).   The transition in roles helped the practice integrate with the medical 

model.  By 1938, full social histories and previous social service interventions were 

included in patient’s medical records and by the end of WWII conferences among social 

workers and the medical teams were common practice (Praglin, 2007).   

In the post WWII era, the ‘biopsychosocial model’ or the theoretical perspective 

that “…physical, psychological, and social environmental conditions tend to influence 

one another and must be taken into account in order to understand and help clients and 

their families in health settings,” (Cowles, 2000, p. 12) became a primary theoretical 

orientation for most medical social work departments.  The biopsychosocial acted as a 

foreground for social work assessments of patients and families and helped the entire 

medical team create effective and customized treatment plans within the medical model. 

While almost a century has passed since the inception of social work into the medical 

setting, the primary focus continues to be addressing the psycho-social needs and factors 
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correlated with diagnosis, medical treatment, practice and care around ones medical 

illness (Gregorian, 2005).  

Within the past twenty years there have been comprehensive changes to the 

delivery of health care across America.  Most hospitals work within a cost-conscious 

culture and in efforts to ameliorate high cost care, many social work departments have 

made serious reductions in their delivery of care and role within the setting (Gregorian, 

2005).  In the 1990’s a large amount of hospitals around the country were bought by ‘for-

profit’ companies, which continued the trend of consolidation of social service 

departments.  Many departments had to merge with other services within the hospital, 

such as nursing or volunteer departments.  Other settings adopted the “health care 

systems” in order to manage the budget crises and insurance companies reimbursement 

demands (Gregorian, 2005).   

The fusing of departments within hospitals put pressures on medical social 

worker’s to retain their professional identity and more importantly continue to be 

clinically present for patients and families.  These financial restructurings often influence 

the social work role within the hospital.  For example, in many hospitals, the social 

worker holds the title “multi-skilled case manager,” which negates all previous efforts to 

professionalize the role and incorporate a psychoanalytic theoretical base.  Since social 

work departments traditionally do not generate high amounts of revenue, in many 

hospitals social services are often struggling to survive and maintain a professional 

identity (Gregorian, 2005).    

The 1990’s brought change in the medical insurance groups and financial 

demands.  It was then put on the hospital social work departments around the country to 
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be flexible and creative with interpretation of responsibilities and care provided to 

patients and families.   The allotted social work department budget in each medical 

setting created differences in the hospitals standards of care, the priority of psychological 

aspects of hospitalization, and the social services provided to patients and families.  The 

pioneers of social work in health care breeched new grounds with their ability to 

professionalize hospital social work and create a financial and authorized space for the 

field.  Yet, hospital social workers continue to be misinterpreted by administrators, 

doctors, nurses and patients (Praglin, 2007). 

Play with Hospitalized Children 

Early psychoanalytic writers such as Anna Freud interpreted play as valuable and 

important for children’s sense of mastery and control over their sense of self and 

environment (Curry, 1998).  The process of being diagnosed and treated for cancer and 

other life-threatening illnesses is invasive with apparent effects on children’s 

psychosocial adjustments.  Children’s notion of normalcy is challenged and they are 

faced with multiple vulnerabilities, including the physical pain, the separation from their 

caretakers, family and home mingled with tremendous amounts of loss and fear (Gariepy 

& Howe, 2003).  According to Jungian theory, children’s play can be a metaphor for their 

unconscious mind.  At a time when communication and awareness is limited, play can 

trigger the psyche and physical processes during developmentally formative years 

(Mindell, 1998).  According to Mindell’s (1998) qualitative study, Children with Cancer: 

Encountering Trauma and Transformation in the Emergence of Consciousness, 

children’s fantasies express “elements of reality into a spellbinding cocktail of 

impressions that conveys an irrational significance.  Whether the object is a beloved toy, 
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a casual observations or a sudden turn of fantasy, the child’s natural mind mingles 

commonplace events with chains of unconscious associations…coupled with intense 

emotions” (p. 4).   

There is research specifically exploring hospitalized children’s ability to live with 

life-threatening illnesses over an extended period of time.  While Mindell’s research does 

not take culture or family systems into account, it explores the importance of play and 

highlights children’s ability to communicate their deepest feelings and fantasies through 

play.  Self-expression has been found to help children develop the capacity to cope with 

the dangers and problems assailing them, it can also be seen as an indicator for future 

developments (Mindell, 1998).  

Evaluating the fantasy, dreams, and impromptu play of children is an authentic 

and informative way of strengthening the clinician’s comprehension of the psychological 

implications, defenses, and internalizations of hospitalized children (Mindell, 1998).  

Often the symbolic medium is the only safe medium for children to express feelings of 

guilt, anger, pain, and abandonment.  For these children the “…distress can well up in 

controlled affects and dissociated states, sometimes verging on pathological dimensions” 

(Mindell, 1998, p. 12).  Life-threatening illnesses can have a serious impact on children’s 

emotional development and can cause much distress to children’s psyche if issues around 

their illness are not appropriately addressed.  

The themes of play and the understanding of play for physically ill hospitalized 

children are significant indicators of their emotional suffering and crucial for 

practitioners to recognize and understand.  Children under ten have limited coping 

resources; it is possible the stress of their illnesses could change their cognitive maps.  A 
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child is more vulnerable and susceptible to  “…develop distorted notions about the cause 

of her illness, including mistaken associations between the onset of the illness and the 

coincidental external events, and is likely to regard invasive and painful medical 

procedures either as sadistic abuser or as punishment for misdeeds” (Davies, 2004, p. 

322).  A patient’s reaction to her illness, such as self-blame, self-loathing or punishment, 

or misunderstanding regarding the cause of her illness, can be recognizable through 

appropriate clinical social work interventions.   

Age appropriate interventions can inform clinicians of the reactions listed above.  

Once recognized by the clinician, applicable therapeutic interventions can help alleviate 

the negative thinking and ease the child of some of her anxieties surrounding her illness.  

Children from ages 0-12 months undergo influential developmental changes, including 

the development of children’s psyche and defenses.  Hospitalization can be a drastic 

trauma during this critical developmental period, infringing on a child’s ability to interact 

with the world and properly adjust back into life outside of the hospital.  Allowing time 

and space to review the implications of the illness is imperative in the healing process for 

the ill child (Brooks, 1994).   

Hospitalization and invasive medical protocol can cause disruptions in children’s 

ability to play, depriving children of one of their most principal coping mechanisms 

(Gariepy & Howe, 2003).  Research concludes that activities such as drawing or playing 

with toys may no longer be pleasurable or of interest to hospitalized children.  The 

temporary loss of these mastered skills are common in traumatized children (Brooks, 

1994).  Therefore, a better understanding of the emotions communicated through play can 

help the practitioner appropriately engage in therapeutic interventions that address the 
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anxieties displayed in play.  Therapeutic play not only helps children’s stress levels and 

fears, however, it may assist the children in regaining their sense of mastery through their 

play and further help coping with feelings of loss of control found in most pediatric 

hospitalizations.   

With many hospitalized children loss of control is a frequent source of 

psychological trauma and a common stressor for children and their families.  A child’s 

feelings of being out of control can infringe on her ability to cope with her illness 

(Koocher & Williams, 1998).  The medical setting can foster feelings of dependency and 

children can regress to earlier developmental stages as a result of the stress of 

hospitalization.  This is usually seen in younger children who do not fully understand 

their illness (Curry, 1988).  Children’s feelings of being out of control are further 

exaggerated by the separation from their home and family and the lack of power over 

their bodies, physical surroundings, medications and medical procedures.  The defenses 

and reactions to these situations differ for each child and depend on temperament and 

age.  While some children will react passively, others will employ more action-oriented 

responses, such as angry outbursts, physically refusing to take medications, or yelling at 

caretakers and medical team (Koocher & Williams, 1998).  These reactions can often 

emphasize even more feelings of loss and lack of mastery.  It is important for clinicians 

to recognize these feelings in hospitalized children and be aware of appropriate 

interventions that can help alleviate some of these reactions.  

As Davies (2004) notes, “school-aged children are more aware than younger 

children that their illness makes them different from peers…” (p. 350).  This 

understanding of difference can foster feelings of isolation and low self-esteem.  These 
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anxieties can be processed through the appropriate use of play and be better understood 

by the clinician through their analysis of play and metaphors observed in play.  While 

there is much information regarding the importance of play for children and the 

importance of play as a coping tool for children within stressful situations, there is a lack 

of information regarding the evaluating pediatric social worker’s use of play.  Some 

helpful themes for clinicians to understand when working with hospitalized children are 

those of death, sadness, fear, loneliness, and loss (Webb, 1995).  The clinician should be 

equipped to be able to speak openly about those issues and express appropriate empathy 

and analysis of those anxieties and themes.   

Other themes that are likely to emerge during interventions, according to Bjork, et 

al (2006), are feelings of wanting to communicate with caretakers about fears and death, 

a desire to have caretaker’s physically close, building good relationships with medical 

staff, and the need to play and feel joy.  While the hospital setting has limits and certain 

methods and techniques of art and play can be difficult to incorporate during therapeutic 

interventions, there are numerous methods that are fitting for a hospital setting.  The 

realities of hospitalization make certain types of dramatic or pretend play unattainable for 

patients, however, altered play methods can still create corrective experiences for 

children and provide therapeutic relief and emotional mastery.   

Art and Play Interventions within a Hospital Setting 

Although some restrictions exist for play therapy interventions within the medical 

model, there are numerous methods that can be appropriately implemented in the fast 

paced health care setting.  For example, the Ipastive Method as used in Rae’s (1991) 
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study, Analyzing Drawings of Children who are Physcially Ill and Hospitalized, Using 

the Ipsative Method. The ipsative method is:  

 
A procedure whereby psychosocial adjustment and 
coping are assessed using the child’s own drawings as a 
standard for comparison.  Instead of looking solely at 
traits, content, or themes in a single drawing, the child’s 
psychosocial and emotional progress is evaluated as a 
function of the changes in his or drawings over time    

 
The ipsative method involves comparing a child’s projective drawings as a series.  

For example, asking the child to “draw a person in a hospital” three different times 

throughout the child’s hospital stay – such as one drawing in the beginning, one drawing 

in the middle, and one drawing in the end of the stay at the hospital.  The technique 

involves only few open-ended questions thereafter drawing is complete.  Questions will 

likely differ for each child and depend on the drawing presented.  The questions can be 

vague and as basic as, “Can you tell me more about your picture?” The question can be 

slightly more directive, however, still in the scope of the design, such as “What is this 

person doing?” Clinicians can even more specifically ask, “How does the person in the 

picture feel?” The design only calls for one drawing per meeting.  The design then 

involves analyzing the drawings over time.  The social worker can assess for themes 

throughout and observe the change in themes in the drawings through time.  The design 

can be used with those who are not trained in art therapy.   

The analysis of drawings is not to be used as a diagnostic tool, rather as a 

hypothesis about a child’s current psychosocial status and the change in that status as 

hospital time progresses and ultimately comes to an end (Rae, 1991).  This design 

structure is efficient for hectic child health professionals to conduct an accurate emotional 
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assessment of children who have limited verbal skills and limited time with the social 

workers.  These limitations can be a result of the demands of the children’s illnesses and 

medical procedures, as well as the demands of social worker’s schedule.   

Other psychological intervention techniques equipped for the demands of the 

medical setting include work with puppets, using an array of puppets, asking similar 

questions as that of the Ipsative drawing method.  These intervention modalities take little 

time and do not require superfluous tools to implement within the setting.  They are 

examples of ways to implement art and play therapy and increase awareness regarding 

patient needs and stressors.  

For hospitalized children play can be difficult, this can be caused by the child’s 

regressed developmental stage making it difficult for the child to engage in symbolic play 

and more importantly by the intense medications and medical procedures that can make 

play unfeasible.  As Gunter (2000) notes in his research regarding art therapy 

interventions as a stabilizing factor to the defense mechanism of chronically ill children, 

patients can be intensely preoccupied with their overwhelming feelings around their 

illnesses, making denial of their fears of death, loss of control, sadness, and overall 

depressive and aggressive affects a common defense mechanism.  All of their fears of 

death and doubts about a stable narcissistic self-image, frustrations around 

hospitalization, and separation anxiety from home environment and caretakers are then 

processed on an unconscious level.  

Gunter (2000) found success in the “Squiggle Game” in his research with 

hospitalized children.  Winnicott originally developed this game in 1971 as a technique 

to communicate by metaphor during his work with children.  The Squiggle Game 
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involves both the clinician and the child drawing together.  It is a basic game that does 

not involve advanced art skills.  Both the patient and the clinician have a piece of paper 

and drawing tool (pencil, marker, crayon).  It begins with the clinician drawing any 

kind of line or squiggle on one of the pieces of paper.  The patient then creates a basic 

drawing from the original squiggle.  After the patient finishes the drawing she can tell a 

story about it if she is willing to do so.  Either way, it concludes with the clinicians 

asking questions about the patients drawing.  Thereafter, the patient draws a line or 

squiggle and then the clinician creates a drawing from the original line and tells a story 

and answers patient’s questions regarding the drawing.  The game can be continued for 

as long as clinician desires.   

 The child remains in control by leading the drawing and having the choice of 

rejecting or correcting the clinician’s interpretations of the drawing, allowing for a 

needed sense of mastery over the process (Gunter, 2000).  It was found to be an effective 

way of addressing defenses due to illness, however, not invasive enough to completely 

diminish the needed coping mechanisms. The drawing has the possibility of helping the 

clinician better understand the patient’s struggles or frustrations through the use of 

metaphor and can help introduce new themes into the therapeutic dialogue. 

Similar techniques were analyzed in a hospital setting and found to be effective in 

the use of metaphor and communication of needs, as well as relief of symptoms.  The 

“Color-your-life” game involves a similar sense of mastery and control as the Squiggle 

Game through the use of color rather than structured drawings (Hall, Kaduson & 

Schaefer, 2002).  More similar to the ipsative method and the Squiggle method is the 

“draw-your-bad-dream” intervention tool.  This includes simply asking children about 
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their dreams.  It does not identify the dreams as being the children’s actual feelings; 

therefore children can still feel a separation from the activity and actually verbalizing 

their own fears or feelings (Hall, Kaduson & Schaefer, 2002).  All of these activities are 

similar in that they attempt to access the child’s acute stress reactions to her illness in a 

psychotherapeutic context; however, they are facilitated by avoiding direct verbal 

discussion around the child’s difficult situation through the use of metaphor as a barrier 

or additional medium (Gunter, 2000).    

When selecting toys and materials for play with hospitalized children, social 

workers must consider materials that will allow children to channel their imaginations 

and will not disrupt the medical setting.  Materials traditionally used within a hospital 

setting include, play dough, watercolor paints, paper and crayons, doll houses, toy cars 

and trains, and coloring books (Kunzman, 1972).  Children on bed rest or restricted to 

small hospital rooms may benefit more from board games or story telling.  Researchers  

found that play with water in a contained arena, such as used with sponges, cups, straws, 

brushes, and plastic kitchen utensils, can be fascinating for children and provide sensory 

experiences (Kunzman, 1972).  The use of books and psycho-educational videos is 

another commonly used medium for hospitalized children.  These mediums can help 

clinicians effectively prepare children for the process of their medical procedures and 

recovery.  These mediums can also be used with siblings and other family members 

(Kunzman, 1972 & Oremland, 1988).   

The use of building blocks and blocks representing imaginary aspects of the body, 

such as blood cells and chemotherapy and radiation treatments is a helpful use of play 
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within a hospital setting  (Oremland, 1988).  This activity embodies aspects of 

repetitiveness and purposefulness, reflecting the process of mastery.   

Role-playing can capture these psychological effects as well.  The social worker 

and child can create roles with pretend “super powers” or other physically powerful and 

confident figures mirroring the child’s current situation, however, with the imaginary 

freedom to combat the feelings of vulnerabilities and fear about the child’s illness or 

hospitalization (Oremland, 1988).  Exercises such as these can help the child create visual 

images of overcoming the situation.  Story telling, whether it is a story the patient and 

clinician create together or a story from a book or common fairy tale, elicits similar 

opportunities for children to imaginatively master feelings around their current situation 

(Oremland, 1988).  Depending on the developmental stage and age of the child, writing 

stories can produce the same affects as reading stories and help the child work through 

anxieties and stressors around hospitalization.  All themes and metaphors observed in 

play with children will allow the clinician to gain insight into the patient’s perceptions of 

their illness and hospitalization.   

Pediatric Social Workers Role within the Hospital Setting 

Social work literature going back to the 1950’s has alluded to the discomfort of 

the perceived conflict in role and responsibilities and misunderstood clinical practice of 

the hospital social worker (Cowles & Lefcowitz, 1992).  In most hospital settings a 

hierarchical structure similar to the original medical model is still embedded within the 

institutions, putting physicians as the most important (Dabelko & Zimmerman, 2007).   

These structural barriers and attitudes create a medical model in which the social workers 

are left with constrained responsibilities of providing assistance for transportation, 
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arranging post-hospital care, assisting with community referrals, and other case 

management and discharge planning functions, with little emphasis, time, or space for 

psychological interventions and psychodynamic clinical practice.  Conclusions of 

multiple studies, including Cowles and Lefcowitz (1992) research around the 

expectations of the medical social worker within a hospital setting, found that medical 

social workers expect their responsibilities to primarily include “…counseling, 

psychotherapy, psychosocial problems, or emotional behavior and problems (affective-

expressive tasks)” (Lefcowitz, 1992, p. 2).  Unfortunately, this is often more than other 

health professional groups expect of hospital social workers.  Rationale behind these 

misinterpretations includes the differences in the medical model in comparison to the 

biopsychosocial model, the uncertainties around social work competencies, and the 

territorial conflicts between departments, the political systems within the institution, and 

the misconceptions of the focus and practice of the hospital social worker (Cowles & 

Lefcowitz, 1992).     

In the United States today the hospital setting still makes a strong distinction 

between curing a patient and caring for a patient.  In Dabelko and Zimmerman (2007) 

study, Collaborative Models of Patient Care: New Opportunities for Hospital Social 

Workers, researcher’s found the perceptions of health care providers are glib and in 

general the subjects felt “…hospital staff are not emotionally supportive” (p. 35).   The 

study goes on to attest much of this to the realities of the current U.S health care system.  

Most hospitals are under pressures from their imposing payment systems.  These 

financers ultimately affect length of hospital stay and the implications for the types of 

medical procedures and medical protocol used for patients and families.  Furthermore, 
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“…in the health field, discharge planning is commonly referred to as the primary function 

of the hospital social worker, especially when viewed from the traditional perspective of 

the medical model” (Dabelko & Zimmerman, 2007, p. 39).   

Conventionally, the medical model produces an environment where physicians 

and nurses expect social workers to practice primarily with the social-environmental 

factors surrounding patient care, including family practice and referral pursuits, rather 

than emotional concerns of patient and direct clinical treatment activity with patients 

(Cowles, Lefcowitz, 1992).  The current health care system can restrict psychological 

care; subsequently clinical social workers must conduct appropriate psychosocial 

interventions, such as play or art therapy with patients within a limited framework. 

Snow, Warner and Zilberfein (2008) explored the treatment and impact of social 

work with inpatient care in their study, The Increase of Treatment Options at the End of 

Life: Impact on the Social Work Role in an Inpatient Hospital Setting.  Researcher’s 

found with the medical advancements in the past twenty years there has been an increase 

in survival rates of many illnesses that were once considered terminal.  Yet, in the United 

States, the health care system was not prepared for the shift.  There were no professional 

or structural transitions created or appropriately implemented in order to handle the 

demands and complexity of the psychosocial needs of these patients.  

 Unfortunately, due to the system in place most hospitals prioritize case 

management, such as assuring bed availability and insurance approvals.  As Miller et al. 

(2007) conclude, the reality still remains that social work interventions are effective in 

improving quality of life with patients with advanced cancer, and medical social work 

involvement will help patients cope with hospitalization and the psychological aftermath 
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of surviving cancer or other life threatening illnesses.  Therefore, a shift needs to take 

place in order for medical social workers to be able to properly perform those needed 

interventions.    

Researchers Snow et al (2008) remark on the current focus on discharge planning 

in acute care hospital.  Their research suggests the outcome of prioritizing discharge 

planning includes inadequate time for appropriate psychosocial interventions, such as art 

or play therapy methods, with hospitalized patients.  This becomes especially true for 

patients who are too ill to be discharged.  Since the clinical social worker is often the 

communication bridge between the patient and the patient’s medical team, and they are 

most often considered part of the medical team and included in many patient conferences 

and medical rounds, it is important they remain informed on psychosocial needs of 

patients and families. 

Most modern medical facilities are equipped with playrooms for patients and 

siblings. These facilities are usually staffed with hospital volunteers and child life 

specialist whose primary role with patients is to conduct play and art activities.  However, 

volunteers and child life specialist are not part of the medical team, consequently they do 

not have routine collaboration with the medical team members regarding patients ability 

to cope with hospitalization and their psychosocial needs.  Most importantly, they are not 

trained as social workers in assessing the psychological needs of patients.  Therefore, the 

play does not elicit the same analysis by child life specialist or volunteers as it would if 

done by a trained clinical social worker.   
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CHAPTER III 

METHODOLOGY 
 

Formulation 

The research purpose for this study aims to discover the interpreted role of and 

intervention methods most commonly used by clinical social workers within a medical 

setting.  Once the roles and interventions methods are more accurately exposed, the study 

infers the frequencies of art and play therapy interventions within the hospital setting.  

The research puts an emphasis on the clinical social worker’s ability to perform such 

interventions, including observed limitations (if any) and perceived scope of practice.  

The research also inquires about the participant’s belief in art and play therapy 

interventions as important in assessing the psychosocial needs of hospitalized children.   

The research questions asked in this study were - what is the current interpreted 

role of the pediatric hospital social worker? Do pediatric hospital social workers 

commonly utilize play and art therapy interventions? Do pediatric hospital social workers 

believe play and art therapy to be effective psychological interventions? If these methods 

are not being used then what are the reasons or barriers to these interventions? Would 

pediatric hospital social workers recommend play and art therapy interventions?  Do 

pediatric hospital social workers believe that analyzing themes in play will help social 

workers better infer about both the individual and overarching emotional needs of 

children within a hospital setting? What are the most common theoretical orientations of 
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the medical social worker with ill children? If play interventions are being used, then 

what are techniques most commonly practiced within the medical model?  These 

inquiries were contrived from research on the current perceived role of the hospital social 

work and the current literature on the importance of art and play therapy intervention 

methods.   

Research Design 

 The study utilized a mixed-methods quantitative design with both descriptive 

statistical data and content analysis.  The design was appropriate for the study since it 

allowed researcher to obtain a large amount of responses from all over the country in a 

short time span.  This design also allowed for descriptive statistics.  The purpose of the 

study was to better infer the role of the clinical social worker within the medical model of 

practice, particularly their use of art and play therapies within this setting.  Researcher 

self-constructed an online anonymous twenty-one question structured survey through the 

Survey Monkey, an online survey publishing service.   

 The design included fixed questions, allowing for participants to only choose 

between provided answers.  A small amount of open-ended questions were included 

within the design.  These questions were added in order to obtain more refined and 

distinguished responses about specific art and play therapy intervention techniques used 

by participants, as well as participants identified theoretical orientation within their 

current work setting.  The survey included the proposed research questions, as well as 

demographic information such as environmental setting, licensure status, type of 

licensure, years in practice, and primary patient unit.  Please refer to Appendix A.   

 The research design was based on researcher’s experiences as a clinical social 
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worker within a pediatric medical setting and the presented literature on the subject.  The 

questions were designed to elicit the type of information needed to answer proposed 

research questions.  The design is quantitative in nature, including mostly multiple-choice 

questions, with few open-ended and short answer questions for more in-depth analysis. 

The open-ended questions were additionally incorporated for the researcher to better 

understand the phenomenon in the participant’s own words and ensure that no 

assumptions were made about the role of the medical social worker, the barriers to art and 

play techniques within the medical setting, the theoretical techniques mostly commonly 

practiced by participants, and the actual use of play within the medical model.  This 

methodology was chosen in order to obtain more descriptive statistics on a group with 

limited descriptive data and prior empirical evidence.   

 Corollary, due to the quantitative nature of the survey a much larger amount of 

clinicians were able to participate from hospitals around the country in a limited time 

frame, unlike if this were a solely qualitative design.  The design allowed clinicians to 

anonymously describe their role within the scope of the survey and explain their use (or 

lack of use) of art and play therapy interventions without taking too much of clinicians 

time and without inconveniencing clinicians with an in person interview.  This method 

was also a cost effective way of obtaining a large and diverse sample.  The survey was 

only intended for medical social workers, holding at least an MSW, currently working 

within a pediatric medical care facility with inpatient-hospitalized children.  

Sample 

The sampling process for this design included both fixed methods and snowball 

sampling methods in order to gain participants.  All the participants were clinical social 
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workers, working within a pediatric medical care facility with chronically ill children or 

inpatient hospitalized children.  Consent was gained from 137 participants (N=137).  The 

participants included 11 male and 123 female clinicians with 3 participants not disclosing 

gender.  For this design there was no presented data involving race or ethnicity of 

participating clinicians.  Of the participants, 131 held a MSW, one participant identified 

as a MSW candidate, one participant identified as additionally holding a doctorate degree 

in social work (DSW), and one participant identified as additionally holding a Masters of 

Education (M. Ed), lastly one participant identified as additionally holding a Masters of 

Science.  Of the 137 participants, 107 had obtained licensure status and 30 had not 

obtained licensure status.  The participants with licensure status included 8 different types 

of licensure.  Table 1 in the Findings Chapter breaks down the sample by licensure status.  

Data Collection 

On February 5, 2009, researcher received written approval from the Smith 

College Human Subjects Review Board (HSR).   The board approved the research design 

as adequately protecting the rights of intended participants and set appropriate research 

guidelines.  Please refer to Appendix B.  Thereafter HSR approval, the researcher 

informed the social work department at Children’s Hospital Los Angeles of research 

requirements and intended research project during a scheduled weekly social work team 

meeting.  Following the researcher’s verbal explanation, researcher sent the informed 

consent page as an email on February 12, 2009.  Please refer to Appendix C.    

The emailed informed consent page explained the research study, the purpose of 

the study and the goals of study.  The informed consent gave specific participation 

requirements, stating that participants must hold at least an MSW in order for 
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participation to be valid.  Informed consent included a brief overview for the need of the 

study for the advancement of pediatric social workers within a hospital setting and the 

importance of understanding the emotional needs of physically ill hospitalized youth.  

The email specifically addressed the intended use of the collected data, ensuring data 

would only be used as a tool to help better understand the role of the medical social 

worker, with a focus on the use of play and art therapy intervention methods within the 

medical model.   

The informed consent included confidentiality protocol and confirmed that 

confidentiality of the participants will be upheld throughout the entire process including 

during the data analysis process.  The informed consent assured participants the contents 

of their information would only be used for the purpose of the study and kept for three 

years as a result of federal law; however, no personal information such as names would 

or could be used due to the anonymity of the research design.  Additionally, the informed 

consent requested and encouraged participants to forward the email along to other 

pediatric medical social workers who matched participation guidelines.  

Each participant signed the informed consent when they clicked the “I Agree” 

icon at the end of the page.  By agreeing to the informed consent, participants were 

automatically led to the online survey.  If participants clicked the, “I Disagree” icon they 

were led to a ‘skip logic’ page.  The ‘skip logic’ page encouraged the reader to forward 

the original informed consent email to other pediatric medical social workers.  Please 

refer to Appendix D.  Data was collected until March 22, 2009, at which time a valid 

amount of participants had successfully completed the survey.  The survey was properly 
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closed by researcher on the Survey Monkey website.  The data was then downloaded 

onto a zip drive.   

Recruitment 

In addition to the social work department at Children’s Hospital Los Angeles, 

informed consent was forwarded as an email to researchers FFA, Grace King, LCSW 

with requests for her to forward it to those clinicians who fit necessary criteria for the 

research study.  Informed consent was sent as an email to researcher’s thesis advisor, 

Colette Duciaume-Wright MSW, LCSW, who posted the link on the San Antonio local 

chapter NASW website for recruitment purposes.  Informed consent was sent as an email 

to fellow Smith College School for Social Work community members who work in or 

have worked in pediatric medical settings, including the researcher’s previous FFA, 

Cheryl Spurlock, LCSW.  Informed consent was forwarded as an email to personal 

friends and family in the field with requests for recruitment support.   

Researcher became a member of the Association for Pediatric Oncology Social 

Work (APOSW) and the Association of Social Work in Health Care (ASWHC) for 

recruitment purposes as well.  Once a member of these online associations researcher 

posted a web link on available forums.  The web links led to researcher’s informed 

consent page.  Within the post, it was requested and encouraged members forward the 

information to fellow clinicians in the field.  Informed consent was individually emailed 

to all of the listed clinical social work members on the associations available list serves.  

In those emails, it was requested and encouraged for potential participants to forward the 

information to fellow clinicians in the field.  Informed consent was specifically emailed 

to the board of directors and chair members of both listed associations (APOSW and 
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ASWHC).  Researcher made individual phone calls to the presidents and vice presidents 

of both of these associations.  During phone calls the researcher explained the intended 

research study and the research design with requests for assistance with recruitment.    

The process of recruitment involved outreach to as many pediatric care facilities 

as possible, including the researcher posting on oncology social work websites and 

association pages, the researcher utilizing internship at the time of recruitment, and the 

researcher advocating for the study through phone calls and emails.  This process also 

included snowball sampling.  Potential participants were encouraged to help with 

recruitment by forwarding the emailed informed consent colleagues within the medical 

social work field.  Informed consent was sent as an email to over 300 medical social 

workers within the United States.  The presented information was sent to medical social 

workers in all 50 states.  The data collection process began on February 12, 2009, and the 

survey was formally closed on March 22, 2009.   

Data Analysis 

Once the researcher closed the survey, the results obtained by Survey Monkey 

were downloaded onto a zip drive.  Researcher forwarded the materials to the Smith 

College School For Social Work Statician, Marjorie Postal.  All open-ended questions 

were, as accurately as possible, transcribed by researcher into a codebook.  Transcription 

included those questions which requested written responses, such as question numbers 20 

(theoretical orientation) and 21 (example of play therapy inventions in current practice), 

as well as shorter open-ended questions throughout the survey, including question 

numbers 1 (gender), 2 (most advanced degree), 4 (type of licensure other than those 

listed), 7 (current work setting other than those listed), 9 (primary patient unit) and 19 
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(any additional observed barriers other than those listed).  All of the coding for this 

design was nominal.  All of the downloaded results were kept on a separate zip drive and 

sent to Smith Statician.   

Descriptive statistics were used to describe the interpreted role of the presented 

sample of clinical social workers practicing within an inpatient medical facility. 

Additionally, descriptive statistics were used to describe the participant’s use of art and 

play therapy interventions within their medical setting.  Researcher analyzed the data 

manually and Smith Statician provided descriptive statistics for collected data.   

Researcher utilized such computer programs as Survey Monkey and Microsoft Excel to 

further deduce the numerical and ordinal data.  Survey Monkey was used for frequencies 

and valid percents of each data set and Microsoft Excel was used for charting the 

descriptive statistical findings.    
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CHAPTER IV 

FINDINGS 

The research questions asked in this study were: what is the current interpreted 

role of the pediatric hospital social worker? Do pediatric hospital social workers 

commonly utilize play and art therapy interventions? Do pediatric hospital social workers 

believe play and art therapy to be effective psychological interventions? If these methods 

are not being used then what are the reasons or barriers to these interventions? Would 

pediatric hospital social workers recommend play and art therapy interventions?  Do 

pediatric hospital social workers believe that analyzing themes in play will help social 

workers better infer about both the individual and overarching emotional needs of 

children within a hospital setting? What are the most common theoretical orientations of 

the medical social worker with ill children? If play interventions are being used, then 

what are techniques most commonly practiced within the medical model? All of the 

participants in this study held MSW degrees and were clinicians within a medical setting 

with children.   

Demographics of Participants 

Gender 

The total population of the sample was 137 participants (N=137).  The first 

demographic characteristic outlined the participant’s gender.  The majority of the 

participants identified as female.  There were 123 female participants that completed the 

survey; this population was 89.8% of the sample.  There were 11 participants who 
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identified as male, which constructed 8.0% of the sample population.  There were 3 

participants who did not identify their gender; this population included 2.2% of the 

sample.  Please refer to Table 1.   

Most Advanced Degree and Licensure Status 

 Participants varied in most advanced academic degree obtained within the field 

and licensure status within the field.  One of the qualifications for participation included 

having at least a Masters in Social Work (MSW) degree.  However, the design also 

inquired about more advanced degrees of the participants, asking specifically about DSW 

and PhD level degrees.  Within the sample, 134 participants identified as obtaining an 

MSW, with a majority of 97.8% of the sample.  Only one participant identified as having 

a DSW or PhD in the field, representing only .7% of the sample.  Two of the participants 

identified as having another degree outside of a MSW, DSW and/or PhD.  These 

participants made up 2.2% of the sample population.  These degrees were noted as a 

Master’s in Education (M. Ed) and a Master of Science.  While 6 participants disclosed 

other aspects of their degree status in allotted space in this section of the survey, only the 

2 responses noted above were significant responses to the research and the descriptive 

data presented.  Please refer to Table 1.      

Within the sample, 107 of the participants identified as being licensed social 

workers, making up 78.1% of the sample.  Thereby, 30 of the participants identified as 

not being licensed social workers, representing 21.9% of the sample.  Gender, most 

advanced degree, and licensure status of the sample population are outlined in Table 1.  

 
 
 



 

 39 

Table 1  
 
Demographics of Sample: Gender, Most Advanced Degree, Licensure Status 
  
 
Gender 
 

 
Frequency  

 
Valid Percent  

 
Female  
Male  
Missing  

 
123 
11 
2 

 
89.9%  
8.0% 
2.2% 
  

 
Most Advanced Degree 
 

 
Frequency  

 
Valid Percent  

 
MSW 
DSW 
Other 

 
134 
1 
2 

 
97.8% 
.7% 
1.5% 
 

 
Licensure Status 
 

 
Frequency 

 
Valid Percent  

 
Yes 
No  

 
107 
30 

 
78.1 
21.9 
 

 
Current Work Setting 

 
 The survey identified 4 different hospital setting categories: academic or university 

affiliated hospital, a county hospital, a privately funded hospital, or a freestanding 

medical care facility.  The majority of the sample worked within an academic or 

university affiliated hospital or privately funded hospital for this study.  A small amount 

of the participants were involved with a freestanding medical facility or county hospital.  

The breakdowns were as follows: 70.8% with a frequency of 97 participants worked 

within a university affiliated hospital.  There were 20 participants working within a 

privately funded hospital, making up 14.6% of the sample population.  There were 11 
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participants who identified as working within a freestanding facility, representing 8% of 

the sample, and only 2 participants working in a county hospital, making up 1.5% of the 

sample population.  Please refer to Table 2.  

 In this question, participants were given the option to select ‘other’ as an answer 

choice, if their work setting was not listed.  These answers were nominally coded by 

researcher and fell into two categories, non-profit hospitals and community based 

hospitals.  There were 7 participants who responded with this option, making up 5.1% of 

the sample population.  Please refer to Table 2.   

Table 2 
 
 Current Work Setting  
 
 
Current Work Setting 
 

 
Frequencies  

 
Valid Percent 

 
Academic/University 
Affiliated 
 

 
County Hospital  
 

 
Privately Funded Hospital  
 

 
Freestanding Medical 
Facility  
 

 
Other: Non Profit Hospital 
or Community Based 
Hospital 
  

 
97 
 
 
2 
 
 
20 
 
 
11 
 
 
 
7 

 
70.8 
 
 
1.5 
 
 
14.6 
 
 
8.0 
 
 
 
5.1 

 
Years in Practice and Training in Art and Play Therapy Interventions 

 The survey questioned the participants on the number of years they had worked 

with chronically or terminally ill youth within an inpatient hospital setting.  The fixed 
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categories included, less than 1 year, 1-5 years, 5-10 years, more than 10 years.  Of the 

136 participants who responded to the question (with one missing system for this 

question), it was found the highest percent of years in practiced was from 1-5 years with 

62 participants identifying with this grouping at 45.6%.  There were 35 participants who 

had worked within the field for over ten years, representing 25.7%.  The 5-10 year sub 

group included 23 participants at 16.9%.  Lastly, 16 of the participants identified as 

working for less than 1 year within a medical setting, making up 11.8% of the 

participants.  Please refer to Table 3.   

 The survey inquires participants training in art and play therapy intervention 

methods within their current medical setting.  There were 4 missing responses for this 

question.  Interestingly, of the 133 responses it was found that 124 of the participants at 

93.2% did not receive training in art or play therapy interventions in their current work 

setting.  Only 9 of the participants identified as receiving training representing a small 

percent of 6.8% of the sample.  Please refer to Table 3.   
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Table 3 
 
 Years in Pediatric Medical Social Work and Training in Art/Play Therapy 
 
 
Years in Medical SW 
 

 
Frequency 

 
Valid Percent  

 
Less Than 1 Year 
1-5 Years 
5-10 Years 
More Than 10 Years 
 

 
16 
62 
23 
35 

 
11.8 
45.6 
16.9 
25.7 

 
Training in Art/Play 
  

 
Frequency 

 
Valid Percent  

 
Yes 
No 
 

 
9 
124 

 
6.8 
93.2 

 
Social Work Roles Within the Medical Model 

 The participant’s were asked to indicate, as best they could, their time commitment 

to a list of medical social work roles in a liker type scale format.  The time commitment 

sub groups included, never, every 3-6 months, every month, every 2 weeks, weekly, 

multiple times per week and daily.  The roles listed were as follows: patient and family 

counseling, administrative duties, patient and family education, program development 

and/or evaluation, social work or continuing education, research within the field, time 

committed to provided clinical supervision and receiving clinical supervision, community 

organizing, grant-writing, community referrals and resources, discharge planning, crisis 

intervention and code blue situations, pre-admission and new diagnosis meetings, family 

conferences, interdisciplinary team support, team meetings and consultation, medical 

rounds, bereavement counseling and time spend conducting psychosocial assessments 
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with patients and families.  

 For each listed role there were participants who did not respond, missing systems 

are included at end of Table 4.  Table 4 displays the frequencies (listed in parenthesis 

under listed percentages) and valid percents for each social work role and the time 

commitment predicted by participants for each role. Please refer to Table 4.  
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Table 4 
 
  Time Commitment and Social Work Roles 
  
  

Never 
 
3-6 
Months 

 
Monthly 

 
Every 
2 
Week
s 

 
Weekly 

 
Multiple 
Times 
Per 
Week 
 

 
Daily  

 
Missi
ng  
Syste
ms 

 
PT/Fam 
Counseling 
 
 
Admin Duties 
 
PT/Fam 
Education 
 
Program 
Devel/Eval 
 
SW/Cont. Ed 
 
 
Research  
 
 
Providing 
Clinical 
Supervision 
 
Community 
Organizing 
 
Grant-
Writing 
 
Receiving 
Clinical 
Supervision 
 
Comm. 
Referrals/Res
ources 
 
Discharge 
Planning 

 
1.5 
(2) 
 
7.4 
(10) 
 
.8 
(1) 
 
6.6 
(9) 
 
3.0 
(4) 
 
57.0 
(77) 
 
60.7 
(82) 
 
 
65.9 
(82) 
 
82.4 
(112) 
 
17.5 
(24) 
 
 
0.0 
(0) 
 
 
17.0 
(23) 

 
.7 
(1) 
 
3.7 
(5) 
 
0.0 
(0) 
 
27.4 
(37) 
 
39.3 
(53) 
 
29.6 
(40) 
 
2.2 
(3) 
 
 
20.7 
(28) 
 
15.4 
(21) 
 
4.4 
(6) 
 
 
0.0 
(0) 
 
 
8.1 
(11) 

 
3.7 
(5) 
 
5.2 
(7) 
 
3.1 
(4) 
 
22.2 
(30) 
 
37.0 
(50) 
 
4.4 
(6) 
 
5.2 
(7) 
 
 
5.9 
(8) 
 
1.5 
(2) 
 
31.6 
(43) 
 
 
2.2 
(3) 
 
 
10.4 
(14) 

 
1.5 
(2) 
 
1.5 
(2) 
 
5.3 
(7) 
 
5.2 
(7) 
 
8.1 
(11) 
 
1.5 
(2) 
 
4.4 
(6) 
 
 
2.2 
(3) 
 
.7 
(1) 
 
7.4 
(10) 
 
 
3.7 
(5) 
 
 
7.4 
(10) 

 
10.3 
(14) 
 
12.2 
(16) 
 
11.5 
(15) 
 
19.3 
(26) 
 
8.1 
(11) 
 
5.2 
(7) 
 
13.3 
(18) 
 
 
3.7 
(5) 
 
0.0 
(0) 
 
30.9 
(42) 
 
 
9.6 
(13) 
 
 
10.4 
(14) 

 
27.2 
(37) 
 
20.7 
(28) 
 
32.1 
(42) 
 
11.9 
(16) 
 
2.2 
(3) 
 
0.0 
(0) 
 
8.9 
(12) 
 
 
0.0 
(0) 
 
0.0 
(0) 
 
4.4 
(6) 
 
 
32.4 
(44) 
 
 
17.8 
(24) 

 
55.1 
(75) 
 
49.6 
(67) 
 
47.3 
(62) 
 
7.4 
(10) 
 
3.0 
(4) 
 
2.2 
(3) 
 
5.2 
(7) 
 
 
1.5 
(2) 
 
0.0 
(0) 
 
3.7 
(5) 
 
 
52.2 
(71) 
 
 
28.9 
(39) 

 
.7 
(1) 
 
1.5 
(2) 
 
4.4 
(6) 
 
1.5 
(2) 
 
1.5 
(2) 
 
1.5 
(2) 
 
1.5 
(2) 
 
 
1.5 
(2) 
 
.7 
(1) 
 
.7 
(1) 
 
 
.7 
(1) 
 
 
1.5 
(2) 



 

 45 

  
Never 

 
3-6 
Months 

 
Monthly 

 
Every 
2 
Week
s 

 
Weekly 

 
Multiple 
Times 
Per 
Week 
 

 
Daily  

 
Missi
ng  
Syste
ms 

 
Crisis 
Intervention/ 
Code Blue 
 
Pre –Admin /  
New 
Diagnosis 
 
Family 
Conferences 
 
Interdisciplin
ary  
Team 
Meetings 
 
Interdisciplin
ary  
Team 
Support  
 
Interdisciplin
ary  
Team Consult 
 
Medical 
Rounds 
 
Bereavement 
Counseling 
 
Conduct 
Psychosocial 
Assessments  
 

 
13.6 
(18) 
 
 
5.9 
(8) 
 
 
1.5 
(2) 
 
1.5 
(2) 
 
 
 
0.0 
(0) 
 
 
 
0.0 
(0) 
 
 
10.4 
(14) 
 
5.9 
(8) 
 
 
1.5 
(2) 

 
19.7 
(26) 
 
 
8.1 
(11) 
 
 
8.8 
(12) 
 
.8 
(1) 
 
 
 
1.5 
(2) 
 
 
 
.7 
(1) 
 
 
2.2 
(3) 
 
31.1 
(42) 
 
 
2.2 
(3) 

 
16.7 
(22) 
 
 
18.5 
(25) 
 
 
19.1 
(26) 
 
4.5 
(6) 
 
 
 
7.5 
(10) 
 
 
 
3.7 
(5) 
 
 
3.7 
(5) 
 
23.7 
(32) 
 
 
2.2 
(3) 

 
9.1 
(12) 
 
 
17.8 
(24) 
 
 
23.5 
(32) 
 
1.5 
(2) 
 
 
 
4.5 
(6) 
 
 
 
5.2 
(7) 
 
 
1.5 
(2) 
 
20.7 
(28) 
 
 
7.4 
(10) 

 
15.2 
(20) 
 
 
22.2 
(30) 
 
 
19.9 
(27) 
 
24.2 
(32) 
 
 
 
29.1 
(39) 
 
 
 
21.5 
(29) 
 
 
24.6 
(33) 
 
14.1 
(19) 
 
 
18.5 
(25) 

 
18.9 
(25) 
 
 
23.0 
(31) 
 
 
22.8 
(31) 
 
27.3 
(36) 
 
 
 
37.3 
(50) 
 
 
 
31.9 
(43) 
 
 
27.6 
(37) 
 
4.4 
(6) 
 
 
31.9 
(43) 

 
6.8 
(9) 
 
 
4.4 
(6) 
 
 
4.4 
(6) 
 
41.7 
(55) 
 
 
 
20.9 
(28) 
 
 
 
37.0 
(50) 
 
 
29.9 
(40) 
 
1.5 
(2) 
 
 
36.3 
(49) 

 
3.6 
(5) 
 
 
1.5 
(2) 
 
 
.7 
(1) 
 
3.6 
(5) 
 
 
 
2.2 
(3) 
 
 
 
1.5 
(2) 
 
 
2.2 
(3) 
 
.7 
(1) 
 
 
1.5 
(2) 

 
The findings for this dataset are important to the research aims presented in this 

study.  The trends found in this dataset reflect how the sample self-identify their most 

commonly utilized responsibilities within the medical model and hospital setting.  On a 
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daily basis, the majority of the participants identified as practicing patient and family 

counseling, completing administrative duties, as well as completing patient and family 

education within the hospital.  Other daily majorities included providing patients and 

families with community referrals and resources, patient discharge planning, 

interdisciplinary team support and consultation, attending medical rounds, and 

conducting psychosocial assessments.   

Other trends for primary responsibilities included interdisciplinary team support, 

attending new admission and pre-diagnosis meetings, and receiving clinical supervision.  

These roles were found to occur at least as weekly responsibilities, if not conducted 

multiple times per week.  It was found that on average, every two weeks (valid percent of 

23.5%) of the participants attended family conferences within the hospital.  It was also 

found that pre-admission and new diagnosis meetings were very close in statistical data 

ranging from monthly to multiple times per week, 25 (18.5%) of the participants reported 

they attend these meetings every month, 24 (17.8%) reported that they attend these 

meetings every two weeks, 30 (22.2%) of the participants reported they attend on a 

weekly basis and very closely related 31 (23.0%) of the participants stating that they 

attend these meetings multiple times per week.  This question, as well the results for 

participants practice of crisis interventions and code blues, showed results in which the 

findings were in very close proximity between each time frame.  

The findings for practicing crisis intervention and code blue interventions reveal 

that the majority of the sample practices these intervention techniques every 3-6 months 

within the hospital with 26 (19.7%) of the participants reporting this time frame.  

However, 25 (18.9%) participants stated they practice these intervention techniques 
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multiple times per week.  There were 22 (16.7%) of the participants who stated they 

conduct these interventions on a monthly basis and 20 (15.2) of the participants stated 

they do them weekly.  Interestingly, there were 18 (13.2%) participants who reported 

never conducting such interventions.   

There were several responsibilities within the hospital setting that involved trends 

with very low participation.  For instance, 82 participants (60%) of the participants stated 

that they never provide clinical supervision.  This statistic correlates appropriately with 

earlier findings, which revealed that 78 participants (57.4%) have only been working 

within the hospital setting for under 5 years.  This finding makes providing clinical 

supervision less likely, as it is typically a more seasoned clinical responsibility.  

Community organizing was another social work responsibility in which the findings 

conclude that the majority of the participants at 90 (66.7%) never practice such activities.  

Conducting research within the social work field was another responsibility in which the 

trend included low participation.  There were 77 (57.0%) who stated they never 

conducted research within the field, 40 (29.6%) reported conducting such research every 

3-6 months.  Similarly, 112 (82.4%) of the participants reported never practicing grant-

writing activities within their current work setting.   

Utilization of Play Interventions 

Interestingly, participants were asked about if they commonly practice art and play 

interventions within their current practice.  The majority of the participants at 72.6% 

stated that they did not practice such interventions.  Only 37 participants at 27.4% 

reported utilizing such practices.  Please refer to Table 5. 
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Table 5 
 
 Utilization of Play and Art Therapy Interventions 
 
 
Utilization of Play 
 

 
Frequency  

 
Valid Percent  

 
Yes 
No  
 

 
37 
98 

 
27.4 
72.6 

  
Frequency and Effectiveness of Play Interventions 

Participants were asked how often they utilize such interventions with patients on 

a likert type scale.  The trends for this data set are similar to the findings listed above.  

There were 69 or 51.1% of participants who stated they never utilize such interventions.  

There were 13.3% who identified as using such interventions once a month and 11.1% 

who identified as using such interventions every three to six months.  There were only 13 

participants, representing 9.6% who reported using such interventions multiple times per 

week and 4 participants at 3.0% who reported using them daily.   

Yet, the majority of participants reported to find play interventions effective 

psychological interventions.  For example, participants were asked if they believed these 

interventions to be effective techniques within the setting on a liker type scale.  There 

were 100 participants at 74.1% who felt these interventions were sometimes effective.  

There were 32 participants (at a valid percent of 23.7%) who reported they find these 

interventions to always be effective.  There was only 1 participant at .7% who reported 

these techniques as never effective.  Please refer to Table 6.   
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Table 6 
   
Frequency Play Interventions and Effectiveness of Play Interventions 
 
 
Frequency of Interventions 
 

 
Frequency  

 
Valid Percent  

 
Daily  
Multiple Times Per Week 
Weekly  
Every Two Weeks 
Monthly 
Every Three to Six Months 
Never  
 

 
4 
13 
8 
8 
18 
15 
69 

 
3.0 
9.6 
5.9 
5.9 
13.3 
11.1 
51.1 

 
Effectiveness  
 

 
Frequency  

 
Valid Percent  

 
Always Effective 
Sometimes Effective 
Rarely Effective 
Never Effective  
 

 
32 
100 
2 
1 

 
23.7 
74.1 
1.5 
.7 

 
Recommendations of Art and Play Therapy 

Findings suggest that clinicians within this sample would recommend play and art 

therapy to other medical social workers.  It was found that the majority of participants at 

57.0% stated they sometimes recommend play therapy.  Further, 36.3% reported they 

would always recommend such interventions.  There was only 4.4% of the sample that 

noted they would rarely recommend and the minority of the sample at 2.2% reported they 

never recommend such intervention styles.  Please refer to Table 7.    
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Table 7 
 
Recommendations of Play and Art Therapy  
 
 
Recommendations 
 

 
Frequency  

 
Valid Percent  

 
Always Recommend  
Sometimes Recommend  
Rarely Recommend  
Never Recommend  
 

 
49 
77 
6 
3 

 
36.3 
57.0 
4.4 
2.2 

 
Barriers of Art and Play Therapy within the Medical Model 

Participants were asked to identify any barriers within their setting to the use of 

art and play therapy interventions within a fixed array of barriers listed.  There was also 

space at the end of the question for participants to self-identify barriers (listed below) 

they found within their setting that were not listed. Participants were allowed to mark as 

many reasons as they thought applicable to question.  The trends for the most common 

reasons for the lack of use of such interventions included: other hospital team members, 

such as child life specialist and volunteers engage patients in therapeutic play (71.5%), 

time constraints (56.9%), too big a work load to manage art and play therapy intervention 

styles (43.1%), art and play therapy are not in the scope of job responsibilities (37.2%), 

and lack of training or experience with such interventions (33.6%).   

The minority of participants noted that at 2.9% noted they did not believe there 

were any barriers within the current setting.  There were also a small percent of 

participants at 8.0% who reported they thought there were organizational difficulties that 

inhibit the use of these intervention styles.  Lastly, 3.6% of the participants stated they 
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felt there were too many general restrictions within the medical model to implement such 

interventions.  Some of the self-identified barriers included; No appropriate clinical   

space within current setting, patient’s illness is too severe for play/art therapy, working 

primarily with caregivers, since placed on neonatal and infant unit, No appropriate   

resources within current setting for such interventions.  Please Refer to Table 8.   

Table 8 
  
Barriers for Use of Play within Medical Setting 
 
 
Barriers 
  

 
Frequency  

 
Percent  

 
No barriers 
 
Time constraints  
 
Too big of a work load to 
manage such interventions 
 
Out of scope of practice  
 
Organizational difficulties 
within hospital  
 
Other team members 
engage in such 
interventions 
 
Restrictions within medical 
model  
 
Lack of training  
 
Other Barriers 
 

 
4 
 
78 
 
59 
 
 
51 
 
11 
 
 
98 
 
 
 
5 
 
 
46 
 
16 

 
2.9 
 
56.9 
 
43.1 
 
 
37.2 
 
8.0 
 
 
71.5 
 
 
 
3.6 
 
 
33.6 
 
11.7 
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Theoretical Orientation 

 The participants were asked to self-identify the theoretical orientation they most 

often utilize with children in their current hospital setting.  There were 85 participants 

who responded to this question and 102 participants who skipped this question.  

Researcher coded the responses and discovered 29 different theoretical orientation types.  

Themes for the most often utilized theoretical orientation included, strength-based 

perspectives, family/child/person centered, family systems theory, supportive counseling, 

medical crisis theory, ego supportive theories, psychodynamic theory, solution focused, 

bereavement counseling, dynamic systems, psycho-educational theories, biopsychosocial 

models and case management.  From these responses the researcher deduced that most of 

the medical social workers within the sample worked from a dynamic, person/family 

centered approach.  However, the findings of psycho-educational and case management 

are consistent with previous findings, deducing that this sample of clinicians work to 

educate patients and families and assist patients and families with resources and referrals.   

Other theory types that were mentioned were brief counseling theories, Erickson’s 

life cycle theory, motivational interviewing, expressive therapies, play therapies, 

empowerment theory, and functional social work theory.  The theories that were sparsely 

reported in the data set included visualization/insight oriented therapies, humanistic 

theory, self-psychology and cognitive behavioral theory.  There were multiple 

participants who noted coming from an ‘eclectic theory base’ and stated which multiple 

theory systems used most often.   
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Examples of Play 

 Participants were asked to give a brief example of a typical use of play or art 

therapy interventions within their current setting.  Of the participants, 76 answered this 

question and 111 skipped this question.  Researcher coded the responses and came up 

with 27 different examples of play within the dataset.  The most prevalent examples of 

play within the sample included, medical play with dolls or medical equipment and 

materials.  Some of the materials mentioned were dollhouses with nurse and doctor 

figures, plastic medical supplies typically used such as needles, stethoscopes, and other 

tools.  Examples that also fit into this category included the use of ‘blood cell blocks,’ 

which are little blocks that represent blood cells within the body.   

 The other most prevalent trends for this dataset included examples of clinicians 

drawing with patients.  Drawing examples included self-portraits, family portraits, and 

patients within the hospital.  Many clinicians labeled this use of drawing as part of the 

patients ‘illness narrative.’  Other examples of clinicians using ‘illness narratives’ 

involved clinicians working with patients to create coloring books displaying their illness 

narrative from beginning, middle and end.  Some clinicians stated creating such books 

with patients and their siblings during expressive interventions.  Similar examples 

included the use of ‘cancer color sheets’ with patients and siblings of patients.  Other 

clinicians noted the use of psycho-educational videos and bibliotherpy with patients and 

families within the hospital setting.  Another expressive intervention involved the use of 

guided imagery with patients and families.   

 A majority of the responses involved the use of board games, playing with 

puzzles and card games with patients during hospitalization.  Some of the clinicians 
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reported engaging in role-plays with patients around their illness or fears around their 

illness.  Another trend with clinicians involved behavior charts within patients rooms, 

playing games around patient’s worries and/or fears with the use of ‘punch pillows.’  

Some less significant examples of interventions in the data set included sand tray therapy, 

expressive work with clay, and scrape booking.  Lastly, of the responses there were 

participants who did not answer question and reported that they did not use such 

interventions.  There were also participants who stated that they ‘referred out’ for such 

intervention techniques.   
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CHAPTER V 

DISCUSSION 

 This chapter presents the study’s findings in comparison with the current 

literature on play and art therapy with hospitalized children and the self-identified role of 

the medical social worker.  Secondly, the chapter discusses the intrinsic strengths and 

limitations within the study and the inferences for social work practice and future 

research.   

Current Findings and Previous Literature 

 According to the sample of clinical social workers presented in the study, play 

and art therapy intervention methods are not commonly used within the medical model.  

However, the findings did suggest that the sample found play and art therapy to be 

effective psychological interventions for hospitalized children.  These finding closely 

correlate with Cowles and Lefcowitz (1992) literature suggesting that medical social 

workers believe the psychotherapy and emotional behavior issues observed in affective-

expressive task, such as art and play therapeutic techniques, to be an important aspect of 

the work.  Yet, due to the current medical model, a majority of hospital social workers 

practice mostly with the social-environmental stressors with their patients and families.   

 The results for the sample’s interpreted role within the hospital setting infer that 

medical clinicians practice patient and family counseling, administrative duties and 

patient and family education, as well as patient discharge planning, interdisciplinary team 

support and consultation, attending medical rounds and conducting psychosocial 
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assessments.  These findings are consistent with Cowles (2000) and Gregorian (2005) 

literature on medical social worker current roles and responsibilities today.  These 

findings are also comparable to Snow et al (2008) literature regarding the focus on 

discharge planning within medical social work departments around the country.  

The study’s findings include much emphasis on work within the interdisciplinary 

team, in terms of interdisciplinary team support, consultation and meetings including 

medical rounds.  The findings imply that among the sample a primary time commitment 

for medical social workers includes the interdisciplinary team.  Current literature does 

allude to the importance of the social worker as a member of the medical team, as noted 

in Mizarahi and Abramson (2000), Cowles (2000), Zebrack, et al (2008) and Crom et al 

(1999).  However, these works did not highlight the frequency with which social workers 

collaborate and work with the other medical team members as seen in the study’s 

findings.   

The findings around the current barriers within the medical model for the use of 

art and play therapy interventions are somewhat consistent with the presented literature.  

However, the findings propose that the primary barriers are that other team members, 

such as child life specialist and hospital volunteers, engage patients in play and art 

activities.  Other major barriers found within the sample were time constraints within 

current medical setting and too big of a workload to handle such intervention techniques.  

These findings were consistent with current literature as mentioned in Cowles (2000).  

These findings are not consistent with Cowles literature in terms of issues of funding 

within hospitals.  The findings do not emphasize of the use of funding and the shifting 

roles due to structural changes within the precarious medical setting.  This was not found 
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in the presented data of this study, and there were no mention of insurance groups 

interference or funding restrictions as a cause for the lack of use of art and play therapy 

within hospitals.  Structural obstacles that were presented in the study’s findings include 

physical space and necessary physical materials within the hospital setting for such 

interventions.     

The findings for theoretical orientation were vast and extended the current 

literature regarding commonly used theoretical practice of medical social workers.  The 

data did attain that the biopsychosoical model, medical crisis theory, and bereavement 

therapy are used within the medical setting, as seen in Cowles (2000), Mindell (1998), 

Jones (2006) and Gregorian’s (2005) literature on the role of the medical social worker.  

The results revealed many other psychoanalytic theoretical bases for medical practice as 

well, such as strength-based perspectives, family/child/person centered care, family 

systems theory, supportive counseling, Erickson’s life cycle theory, ego supportive 

theories, motivational interviewing, and functional social work theories.  While less 

common, the use of cognitive behavioral theory, self-psychology theory, and humanistic 

theory, were still reported by clinicians in the sample.  These findings bring new insight 

to the use of psychoanalytic theory and clinical work within the medical model.  These 

findings also imply that although the majority of participants may not utilize art and play 

therapy techniques within their current setting, the participants are utilizing 

psychoanalytic practice and theory base with patients and family.  There were only few 

participants who noted solely practicing from a case management framework.    

The findings regarding examples of play and art therapies within the medical 

model also produced vast results.  There were a numerous amounts of overlap between 
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the current literature on the subject and the presented data.  The findings displayed the 

use of medical play with dolls, equipment and materials, such as dollhouses plastic 

medical supplies and building blocks.  Interventions such as these were seen in Oremland 

(1988), Kunzman (1972) and Curry (1988).  The use of drawing, color game sheets and 

workbooks, and creating artwork was found to be a prevalent use of art techniques 

utilized by sample.  These examples correlate with the literature of Gunter (2000) and 

Rae (1991), as well as the works of Oremland (1988), Kunzman (1972) and Curry 

(1988).  Story telling, role-playing, psycho-educational videos and board games were also 

found within the study, these findings are seen in current literature and consistent with 

previously presented literature, such as Oremland (1988), Kunzman (1972) on the use of 

art and play within the medical model.   

The findings did suggest examples beyond the presented literature, such as scrape 

booking with patients and siblings, behavior charts with patients, ‘punch pillows’ as an 

expressive exercise took, sand tray therapy.  The findings did entail a number of 

participants who stated they refer out for such interventions.  Unfortunately, it was not 

noted what members of the medical team received such referrals for these interventions.  

Strengths and Limitations of Study 

 The results for the study support researcher’s original predictions regarding the 

limited practice of art and play therapy within the medical model due to structural 

demands and protocol.  The findings also supported the researches predictions that 

medical social workers believe in the effectiveness and benefits of play with hospitalized 

children.  The findings connect with researcher’s original discussion on the importance of 

psychodynamic theory base within the medical setting.  The findings for the interpreted 
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role of the medical social worker were also consistent with researcher’s original 

predictions on the priority of case management, discharge planning, and administrative 

duties.  However, the findings did suggest that psycho-educational practice and patient 

and family counseling are as well at the forefront of hospital social work.   

 For this study quantitative data was implemented due to its distinct and consistent 

nature.  It was helpful for researcher to collect concrete descriptive statistical information 

regarding the presented research questions, rather than transcribe verbal responses if a 

more qualitative methodology was used.  Another, more tangible benefit of the 

quantitative nature of this design was its cost-effectiveness given the large amount of 

participants (Anastas, 1999).  The design allowed participants to self-disclose in an 

anonymous and speedy manner.  The design tolerated a very large sample in a limited 

time frame and as a result was able to generate a very significant sample size, adding 

more validity to the dataset.  An aspect of the study that would not have been obtainable 

if a qualitative design was applied.  Additionally, the design permitted researcher to send 

the survey to all 50 states, as compared with one geographic location or region.  This 

generated findings that can be more generally applied to the medical social work 

community.  

 In conjunction with the advantages of the design for this study, there were 

subsequent disadvantages due to the method of data collection.  The design posed several 

limitations around the type of information obtained by the researcher.  For example, 

researcher inquired about participant’s patient unit and type of medical setting.  These 

questions generated interesting data towards the overall findings, however, there were no 

correlative testing done on this information.  However, if a qualitative design was 
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utilized, researcher could have gained a more integrative and expansive insight on the 

differences of roles within each patient unit and the expectations of each participant due 

to their designated patient setting.    

 The participant’s patient unit had much influence on their role within the hospital 

setting.  For instance, if placed on a neonatal, ICU or an emergency type setting then 

those participants work with patients and families greatly differs than if placed on an 

oncology unit or chronic illness unit.  For example, several participants noted that art and 

play therapy interventions were not within their scope of practice due to the nature of 

their patient unit.  Participants on such units stated they primarily work with infants and 

parents or caregivers, or work on an intensive care unit where most of the patients are 

unconscious due to severity of illness or injury.  On units such as these, clinical practice 

solely involves work with parents, caretakers and other family members.  If a qualitative 

method was employed, researcher could have obtained more information and in depth 

research about the nature of care provided by the participants due to their primary patient 

unit.   

The majority of literature and research for this study was based on the role of 

clinicians when practicing within acute long-term patient settings.  Therefore, it is a 

limitation that the design did not specifically require only medical social workers, 

holding at least an MSW, working exclusively on units that involve long-term medical 

care and chronic illness.  The diversity of patient units represented by sample may have 

affected the outcome of the research.  There were 17 patient units represented in the 

dataset, eight of these units were not particularly applicable to presented literature due to 

the nature of the unit.  These units included, CTICU, PICU, NICU, Cardiology 
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Outpatient, Emergency Dept., Oncology Outpatient Clinic, Outpatient Surgical, and SW 

Managers.  If more boundaries were in place regarding the type of medical social worker 

permitted to be part of the design, data presented would have applied more accurately to 

the study.    

Furthermore, there was much emphasis put on funding within the presented 

literature, however, the design did not incorporate or highlight within any questions the 

samples beliefs on how their current settings use or lack of use of provided funding 

affects their ability to practice art and play therapy interventions with patients.  There 

were some responses around the barriers of the medical model to play interventions that 

suggested the lack of space and materials within participant’s current setting.  These 

barriers imply that some medical settings do not have the funding to support such 

interventions.  A qualitative design or a design that put more of a focus on the effects of 

funding could have produced more information around these financial barriers.   

  Another limitation includes the lack of information regarding race and culture 

within the medical setting and in practice with hospitalized youth.  The only demographic 

information inquired throughout the study involved geographic location and participants 

were able to self-identify gender.  Implications for race and culture were not included 

within the literature presented for this study and therefore, researcher believed to be 

outside of the scope of this design.  However, examining a more diverse sample 

population would have allowed researcher to explore the role of race, culture, and 

ethnicity influence the use of art and play therapy interventions and the self-identified 

role of being a social worker within the medical model.   
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Implications for Policy and Practice 

 Gaining knowledge on the roles of the pediatric medical social worker and the use 

of such clinical interventions as art and play therapy within the medical model has 

implications for social work practice and policy.  Research on the importance of play and 

art for children living within a hospital setting and the limits of such interventions can 

influence medical social work departments to implement more time and space for these 

types of intervention methods.  It could also allow social work department managers to 

prioritize such interventions and provide seminars and training on these interventions.  

With proper training and prioritizing of such interventions, medical social work teams 

could understand the benefits of play and art therapy and be given tools and suggested 

materials in order to understand how to utilize and implement such interventions within 

the medical model.  Information within this study implies that more training on art and 

play therapy needs to take place for social workers within hospital settings.   

 Furthermore, the study found a primary barrier to be the ability to refer such 

interventions out to volunteers and child life specialist within the hospital.  Literature 

found in this study can help medical social work departments understand the benefits of 

trained psychodynamic social workers implementing such interventions.  For instance, 

due to clinical social work training, clinicians are generally more able to understand the 

metaphors and themes communicated by patients when conducting such interventions, 

more so than untrained volunteers and child life specialist, who are not considered part of 

the medical team.   

 Information found in this dataset regarding the role of the clinical social worker 

within the medical model indicates that medical social work practice does prioritize 
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patient and family counseling and psycho-dynamically addressing environmental and 

psychological stressor due to hospitalization, rather than a sole focus of discharge 

planning and case management.  The study also discovered that there is more room for 

growth with addressing age appropriate psychological interventions with hospitalized 

children and re-structuring some departmental barriers, such as policy on referring out for 

services and policy around time allotted for psychological interventions with patients.  

Attention to these areas of medical social work practice could help further clinician’s 

ability to meet the psychological needs of patients living within the hospital setting.    

Implications for Future Research 

Future research surrounding the role of the clinical social worker within the 

medical model and the use of art and play therapy intervention methods is important for 

the improvement of medical social work departments around the country.  Future 

research around the implication of one’s primary patient unit, number of years in practice 

and licensure, as well as the affects of funding on primary theoretical orientation and 

intervention styles are all important aspect of the field to explore.   

Research focused on how primary patient unit correlates with most commonly 

utilized intervention techniques would benefit the field.  A more qualitative look into the 

specific role of the pediatric oncology social worker may shed light the use of art and 

play therapy interventions and the role of the pediatric social worker when solely 

involved in long term care.  Specifically seeking out oncology and other medical social 

workers involved in long term patient care may improve information on the clinical 

social worker’s ability to meet the psychological needs of patients within the medical 

model.   
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The design inquired about number of years in practice and number of years with 

current licensure.  This information was not correlated with data found regarding training 

in play and art therapy and data found on utilization of such interventions.  Future 

research pertaining to the length of time working as a clinician within the medical model 

and the length of time licensed as a clinical social worker may lead to further insight on 

the ability to incorporate art and play therapy into regular practice.   

The consequential ramifications around hospital funding are highly identified 

within the current literature as a barrier to clinical social work practice within the medical 

model.  Further research regarding clinician’s beliefs around the effects of funding or 

lack of funding around their clinical practice and their implementation of psychological 

interventions with patients would shed light on needed changes around the use of hospital 

funding.  Clinical directors would be able to better advocate for social work department 

needs if more is known on how funding directly effects clinical practice and the use of art 

and play interventions.     
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Appendix A 

Anonymous Online Survey:   

 
1. Gender: __________________________ 
 
2. Most Advanced Degree: ____________________________ 
 
3. Licensure status:  
 *YES   
 *NO  
  
4. What type of licensure did you obtain?  
 *MSW  
 *DSW/PhD  
 *Other (please specify)  
 
5. How many years have you had your current licensure?  
 *Not licensed  
 *Less Than 1 year  
 *1-5 years 
 *5-10 years  
 *More Than 10 years  
 
6. How would you categorize your geographic location?  
  *Urban  
 *Suburban 
 *Rural  
 
7. What is your current work setting? 
 *Academic/University-Affiliated Hospital 
 *County Hospital  
 *Privately Funded Hospital  
 *Free Standing Medical Care Facility  
 *Other (please specify)  
  
8. How many years have you been a clinical social worker within an inpatient 
medical setting with chronically or terminally ill youth?  
 *Less Than 1 year 
 *1-5 years  
 *5-10 years  
 *More Than 10 years  
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9. In your current setting, what is your primary patient unit?  
_______________________________________________________ 
 
 
 
 
10. Did you receive training in art and/or play therapy intervention methods in your  
current medical setting?  
 *Yes   
 *No  
 
11. Please indicate, as best you can, your time commitment to the following roles  
within your medical setting.  
 
 
 Never  

Every 3 to 6 
Months 

Every 
Month 

Every 2 
Weeks Weekly  

Multiple times per 
week Daily  

Patient/Family Counseling        
Administrative Duties        
Patient/Family Education        
Program development and/or 
evaluation         
Social work/continuing 
education         
Research         
Providing clinical supervision        
Community organizing        
Grant-writing         
Receiving clinical supervision        
Community referrals/resources        
Discharge planning        
Crisis intervention/Code Blue        
Pre-Admission/New Diagnosis        
Family Conference        
Interdisciplinary team support        
Interdisciplinary team meetings        
Interdisciplinary team 
consultation        
Medical rounds         
Bereavement counseling  
        
Conduct psychosocial 
assessments         
 
12. Do you believe play and art therapy interventions are helpful for clinicians to  
assess the emotional needs of children within an inpatient hospital setting?  
 *Always helpful  
 *Often helpful  
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 *Rarely helpful  
 *Not helpful  
 
13. In your current practice do you commonly utilize play and art therapy  
interventions?  
 *Yes  
 *No  
 
14. On average, how often do you utilize these interventions with your patients?  
 *Daily  
 *Multiple times per week  
 *Once a week  
 *Every two weeks 
 *Once a month  
 *Every three to six months  
 *Never  
  
15. Do you believe play and art therapy to be effective psychological interventions?  
 *Always Effective  
 *Sometimes Effective  
 *Rarely Effective  
 *Never Effective  
 
16. In your estimation, what percentage of your population benefit from art and 
play therapy interventions?  
 *0-25%   
 *25-50% 
 *50-75%  
 *75-100%   
 
 
17.  If you do practice art and play therapy interventions, how long have you used  
these methods in your work?  
 *Do not practice these interventions  
 *Less than 1 year  
 *1-5 years  
 *5-10 years  
 *More Than 10 years  
 
18. Would you recommend play and art therapy interventions to other clinicians  
within a medical setting?  
 *Always Recommend  
 *Sometimes Recommend 
 *Rarely Recommend  
 *Never Recommend   
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19. In your practice, do you believe there are any barriers to your use of art and 
play therapy interventions with your patients? (Please note all that apply)  
 *No Barriers  
 *Time constraints  
 *Too big a workload to manage art and/or play therapy intervention styles  

*Art and play therapy intervention methods are not in the scope of my job 
responsibilities  
*There are organizational difficulties that inhibit the use of these intervention styles 
*Other hospital team members, such as child life specialist and volunteers, engage   
patients in therapeutic play  
*There are too many restrictions within the current medical model to implement 
such interventions  

 *Lack of training or experience with such interventions  
*Other (please list any other structural barriers to the use of art and play therapy 
interventions in your work place) 
_________________________________________________________________ 

 
 
20. What is your primary theoretical orientation with chronically and terminally ill  
patients?  
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
21. Can you give a brief example of a typical intervention method that involves play  
or art therapy from your practice? 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Appendix B 
 
 
February 5, 2009 
 
 
Corye Goodman 
 
Dear Corye, 
 
Your final revisions have been reviewed and all is now in order. We are happy to give 
final approval to your interesting study. 
 
Please note the following requirements: 
 
Consent Forms:  All subjects should be given a copy of the consent form. 
 
Maintaining Data:  You must retain all data and other documents for at least three (3) years past 
completion of the research activity. 
 
In addition, these requirements may also be applicable: 
 
Amendments:  If you wish to change any aspect of the study (such as design, procedures, 
consent forms or subject population), please submit these changes to the Committee. 
 
Renewal:  You are required to apply for renewal of approval every year for as long as the study is 
active. 
 
Completion:  You are required to notify the Chair of the Human Subjects Review Committee 
when your study is completed (data collection finished).  This requirement is met by completion 
of the thesis project during the Third Summer. 
 
Good luck with your project. 
 
Sincerely, 
 
 
 
Ann Hartman, D.S.W. 
Chair, Human Subjects Review Committee 
 
CC: Colette Duciaume-Wright, Research Advisor 
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Appendix C 
 
Clinical Social Work and the Medical Model Anonymous Survey Informed Consent  
 
Dear Participant:  

 
My name is Corye Goodman and I am a graduate student at Smith College School 
for Social Work. While working on my master’s in social work, I am required to do 
a master’s thesis based on a research project. The data found in this project may 
also be used for other presentations and publications, as well as for my thesis. With 
my current internship as my inspiration, the purpose of my research is to provide 
an in- depth look at how one sample of clinical social workers interpret their role 
within a pediatric medical setting. Within this sample, I am interested in discovering 
the interventions most commonly used by clinicians in a pediatric medical setting 
and specifically look at clinician’s use of play or art therapy intervention methods 
within the medical model.  
 
Your perspective is important and valuable to further the development of research 
on the role of the medical social worker, an area of clinical social work where 
research is limited. I would like for you to be a participant in this study. In order to 
participate, you must be a clinical social worker, holding at least a master’s degree 
in social work (MSW) and you must work in a pediatric medical setting. 
Participants must be able to read the English language and complete this short 
anonymous survey, conducted through Survey Monkey. The survey begins with 
demographic information such as gender, number of years working within a 
medical setting, geographic location and licensure status. The majority of the 
questions focus on your preferred intervention styles, your interpretation of your 
primary role within your current setting, your use of art and play therapy 
interventions, and the current barriers (if any) surrounding these intervention styles 
within the medical model. The survey includes multiple-choice questions and only 
two short answer questions to further understand your role in your current medical 
setting.  
 
Confidentiality will be maintained throughout the entire data collection and analysis  
process. I will keep data on a separate H drive and not process information on my  
personal computer.  The information will be used solely for the intended research  
project. Through the use of Survey Monkey, all information is anonymous.  Due to 
the anonymity of the study, it is impossible to withdraw once participants submit 
the survey. Please do not include names or any identifying information when 
discussing cases. After the data analysis is complete, I will keep all survey materials 
in the locked file cabinet for three years, according to federal regulations. This is a 
very low-risk study and your participation is completely voluntary. You may choose 
to omit any questions in the survey. I will accept the completed survey until April 
30, 2009. Thank you for your time and participation in this study!  
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If you have any questions or concerns regarding your rights or any aspect of the  
study, please feel free to contact me: corye.goodman@gmail.com or the Chair of the  
Smith College School for Social Work Human Subjects Review Committee at (413)  
585-7974.  
 
CLICKING ON THE ‘I AGREE’ BUTTON INDICATES THAT YOU READ AND  
UNDERSTAND THE ABOVE INFORMATION AND HAD THE OPPORTUNITY 
TO ASK QUESTIONS ABOUT THE STUDY, YOUR PARTICIPATION, AND 
YOUR RIGHTS. IT INDICATES THAT YOU AGREE TO PARTICIPATE IN 
THE STUDY.  
 
* Agree    *Disagree  
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Appendix D 
 
Do Not Consent “Skip Logic” Page:  
  
Thank you for your time and consideration. Please contact me if you change your mind 
and would like to participate.  
 
Please feel free to forward the survey link to fellow clinicians working in a pediatric 
hospital setting.  
 
Take Care,  
 
Corye Goodman  
corye.goodman@gmail.com  
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Evidence-Based Practice
NASW Practice Snapshot

Social workers increasingly are seeking information about evidence-based practices. Numerous

resources are emerging to help connect research to practice and provide information that can be

helpful to practitioners. Since the term evidence-based practice (EBP) is used in numerous ways,

de�nitions will be provided that can help expand social workers understanding of EBP. resources, and

publications will be identi�ed that can be useful to inform practice and guide policymakers. Since the

identi�cation of evidence-based practices involves assessing the available body of practice-relevant

research, having a robust social work research base is important.

In April 2007, the National Institute of Mental Health (NIMH) hosted an invitational symposium of social

work leaders, representatives from federal agencies and national organizations, consumer and

advocacy groups, and experts who were implementing model EBP e�orts in states and at schools of

social work. The report from the symposium, Partnerships to Integrate Evidence-Based Mental Health

Practices into Social Work Education and Research, was prepared by the Institute for the Advancement

of Social Work Research (IASWR) under contract to NIMH. Portions of this Web page are adapted from

a report and the brie�ng paper developed by IASWR in conjunction with a symposium. 

The symposium attendees identi�ed a number of issues related to the incorporation of EBP into

mental health practice including the following:

Social workers and other mental health professionals must be skilled in assessment and diagnosis

so the interventions they select appropriately match the identi�ed problem.

Evidence-based treatments (EBT) must be adapted and personalized for individuals based on their

culture, interests, and circumstances.

Consumers and professionals are important stakeholders in developing research agendas so

research moves from e�ectiveness and e�cacy to intervention research and takes into account
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real-world issues of resources, access, consumer and organizational culture, and organizational

climate.

Given the nature of mental illness, the prevalence of co-occurring conditions, and the wide array of

settings in which treatment may be provided, incorporation of EBT must take these multiple

disorders and multiple settings into account.

Due to the breadth of the services that social workers provide to persons with serious mental

illness, knowledge of interventions must be broader than being able to implement speci�c

evidence-based mental health psychotherapies; however, social workers working with persons with

mental health disorders should also be exposed to relevant EBT.

De�nitions
Evidence-Based Practice. The term evidence-based practice (EBP) was used initially in relation to

medicine, but has since been adopted by many �elds including education, child welfare, mental heath,

and criminal justice. The Institute of Medicine (2001) de�nes evidence-based medicine as the

integration of best researched evidence and clinical expertise with patient values (p. 147). In social

work, most agree that EBP is a process involving creating an answerable question based on a client or

organizational need, locating the best available evidence to answer the question, evaluating the quality

of the evidence as well as its applicability, applying the evidence, and evaluating the e�ectiveness and

e�ciency of the solution.

EBP is a process in which the practitioner combines well-researched interventions with clinical

experience, ethics, client preferences, and culture to guide and inform the delivery of treatments and

services.

Evidence-Based Practices, Evidence-Based Treatments, Evidence-Based Interventions, and Evidence-

Informed Interventions are phrases often used interchangeably. Here, for consistency, we will use the

term evidence-based treatments (EBT). Di�erentiating from the evidence-based practice process

described above, one de�nition of an evidence-based treatment is any practice that has been

established as e�ective through scienti�c research according to a set of explicit criteria (Drake et al.,

2001). These are interventions that, when consistently applied, consistently produce improved client

outcomes. Some states, government agencies, and payers have endorsed certain speci�c evidence-

based treatments such as cognitive behavioral therapy for anxiety disorders and community assertive

treatment for individuals with severe mental illness and thus expect that practitioners are prepared to

provide these services.

Evaluation of Research on Practice Interventions. Randomized controlled trials (RCT) are frequently

viewed as the gold standard for the evaluation of interventions. However, it is not always possible or

ethical to conduct RCT in social, health, and human services, and thus there is a lack of that type of
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research evidence for some interventions provided by social workers. Qualitative research can

enhance quantitative research and help us better understand cultural issues and contexts related to

interventions. 

Some view research as falling into a hierarchy with the highest level of the strength of research being

systematic reviews and meta-analyses. From this perspective, the next levels of evidence from highest

to lowest are: RCT; quasi-experimental studies; case-control and cohort studies; pre-experimental

group studies; surveys; and qualitative studies (McNeece & Thyer, 2004). A number of organizations

have attempted to develop objective evidence grading systems to rate the strength of evidence for

interventions. For example, the California Evidence-Based Clearinghouse for Child Welfare has

developed a detailed six-level system. The Institute of Medicine (IOM) has convened a multidisciplinary

roundtable on evidence-based medicine that is exploring multiple issues including examination of the

lack of consistency in assessing the strength of evidence regarding what works. 

The Campbell Collaboration conducts systematic reviews of research and promotes systematic reviews

because such rigorous analysis of research endeavors to minimize bias in the identi�cation,

assessment and synthesis of research results (Littell, 2006, p. 9). In these systematic reviews, the

review process and decision-making criteria are transparent and established in advance. 

While there is no consistent agreement on the hierarchy of best available research, a common

perspective on a hierarchy of evidence might be: 

Surveillance data; 

Systematic reviews of multiple intervention research studies; 

Expert opinion/narrative reviews; 

A single intervention research study; 

Program evaluation; 

Word of mouth/media/marketing; and Personal experience. 

For practitioners trying to identify EBT for the clients they serve, there are a growing number of Web

sites and guidebooks available to provide some useful information to help guide practice. In

identifying EBT, the practitioner must assess the extent to which the particular EBT is adoptable and

adaptable for their client and speci�c situation. In particular, practitioners may have concerns that

many interventions are tested on very homogenous samples and therefore may not represent the

complex co-occurring conditions or cultural and community contexts of many of the clients with whom

social workers work. 

The University of Minnesota School of Social Work convened a group of researchers, practitioners,

educators, consumers, legislators, and judges to address this issue at a symposium on Evidence-Based

Practice and Cultural Competence in the Context of Child Welfare. Read the symposium report .

Resources

http://www.cachildwelfareclearinghouse.org/
http://www.iom.edu/ebm
http://ssw.cehd.umn.edu/EBP-CulturalCompetence.html
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Anxiety Disorders Association of America (ADAA) provides detailed information on anxiety disorders

and treatment options.  

University of Texas at Austin Symposium: Improving the Teaching of Evidence-Based Practice was held

October 16-18, 2006. 

California Evidence-Based Clearinghouse for Child Welfare provides up-to-date information on

evidence-based child welfare practices. It also facilitates the utilization of evidence-based practices as a

method of achieving improved outcomes of safety, permanency, and well-being for children and

families involved in the California public child welfare system. 

Cancer Control PLANET provides access to data and resources that can help planners, program sta�,

and researchers design, implement, and evaluate evidence-based cancer control programs. 

Cochrane Collaboration is an international, nonpro�t organization that produces and disseminates

systematic reviews of health care interventions. 

Campbell Collaboration is an international, nonpro�t organization that reviews the e�ectiveness of

behavioral, social, and psychological interventions in the �elds of social welfare, criminal justice, and

education.  

Evaluation Center at Human Services Research Institute is a national technical assistance center

dedicated to adult mental health systems change. The Evaluation Center provides technical assistance

in the area of evaluation to states and nonpro�t public entities for improving the planning,

development, and operation of adult mental health services. The toolkits give users access to some of

the most current approaches and instructions on how to implement sound evaluation studies. Toolkits

are available in the areas of outcomes measurement, evaluation methodology and statistics, managed

care, performance measurement and quality, Internet evaluation issues, multicultural issues in

evaluation, and evidence-based practices.  

Evidence-Based Behavioral Practice (EBBP) creates training resources to help bridge the gap between

behavioral health research and practice. Professionals from the major health disciplines are

collaborating to learn, teach, and implement evidence-based behavioral practice. 

Institute for the Advancement of Social Work Research (IASWR) o�ers information on research briefs,

workshops and conferences, and funding opportunities for social work researchers.

National Alliance of Multi-Ethnic Behavioral Health Associations (NAMBHA) promotes the behavioral

well-being and full potential of people of color and to eliminate disparities in behavioral health services

and treatment. NAMBHA works to identify culturally appropriate best practice models.  

National Association of State Mental Health Program Directors Research Institute (NRI) o�ers

information about de�ning evidence-based practices, a directory of resources that describe criteria for

de�ning which practices are evidence-based, and important information regarding the implementation

of evidence-based mental health practices.

http://www.adaa.org/
http://www.utexas.edu/ssw/ceu/practice/
http://www.cachildwelfareclearinghouse.org/
http://cancercontrolplanet.cancer.gov/
http://www.cochrane.org/
http://www.campbellcollaboration.org/
http://www.tecathsri.org/
http://www.ebbp.org/
http://www.iaswresearch.org/
http://www.nambha.org/
http://nicenet.aging.utoronto.ca/
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National Initiative for the Care of the Elderly (NICE) is a Canadian national network of researchers and

practitioners involved in the care of older adults through medicine, nursing social work, and other

allied health professions. The overarching goal is the dissemination of research and best practices for

the care of older adults. Speci�cally, NICE shares research about evidence-based practice within an

interdisciplinary team context across the university-community continuum.  

National Implementation Research Network (NIRN) closes the gap between science and service by

improving the science and practice of implementation in relation to evidence-based programs and

practices. NIRN conducts implementation research and creates practical implementation frameworks

to guide the transformation of behavioral health systems.  

National Institute of Mental Health (NIMH) o�ers information on many mental disorders, as well as

information on NIMH research, publications, and activities. 

National Working Group on Evidence-Based Health Care represents consumers, caregivers,

practitioners, and researchers committed to promoting accurate and appropriate evidence-based

policies and practices that improve the quality of health care services in the United States.  

Dr. Leonard Gibbs' Evidence-Based Practice for the Helping Professions is a resource for social workers

who want to learn about EBP and how to conduct a search of evidence.  

The Ohio Substance Abuse and Mental Illness Coordinating Center of Excellence (SAMI-CCOE) is a

technical-assistance organization that helps service systems, organizations, and providers implement

and sustain the Integrated Dual Disorder Treatment (IDDT) model (an evidence-based practice),

maintain �delity to the model, and develop collaborations within local communities that enhance

quality of life for consumers of mental health services and their families.  

Research and Empirical Applications for Curriculum Enhancement in Social Work (REACH-SW) a

resource for faculty members teaching evidence-based social work practice and practice-based social

work research. The REACH-SW modules will focus on mental health applications, but the information

will be applicable to other �elds of practice. The modules will include key ideas, extensive resources,

and teaching aids, such as case examples, class activities, lecture notes, and references.

IOM Roundtable on Evidence-Based Medicine brings together key stakeholders from multiple sectors

patients, health care providers, payers, employers, manufacturers, policymakers, and researchers for

cooperative consideration of the ways that evidence can be better developed and applied to drive

improvements in the e�ectiveness and e�ciency of medical care in the United States. 

Social Care Institute for Excellence (SCIE) works to disseminate knowledge-based good practice

guidance; involve service users, carers, practitioners, providers, and policymakers in advancing and

promoting good practice in social care; and enhance the skills and professionalism of social care

workers through tailored, targeted and user-friendly resources. 

http://nicenet.aging.utoronto.ca/
http://nirn.fmhi.usf.edu/
http://www.nimh.nih.gov/
http://www.evidencebasedhealthcare.org/
http://www.evidence.brookscole.com/
http://www.ohiosamiccoe.cwru.edu/
http://www.danya.com/reach/about.html
http://www.iom.edu/CMS/28312/RT-EBM.aspx
http://www.scie.org.uk/
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National Registry of Evidence-based Programs and Practices (NREPP) is designed to support informed

decision making and to disseminate timely and reliable information about interventions that prevent

and/or treat mental and substance use disorders. The NREPP is a searchable online registry that allows

users to access descriptive information about interventions as well as peer-reviewed ratings of

outcome-speci�c evidence across several dimensions. The NREPP provides information to a range of

audiences, including service providers, policymakers, program planners, purchasers, consumers, and

researchers. 

SAMHSA Center for Mental Health Services (CMHS) Evidence-Based Practice Implementation Resource

Kits guide the implementation of mental health evidence-based practices. The toolkits contain

information sheets for all stakeholder groups, introductory videos, practice demonstration videos, and

workbooks or manuals for practitioners. The toolkits cover Illness Management and Recovery;

Assertive Community Treatment; Family Psychoeducation; Supported Employment; and Integrated

Dual Diagnosis Treatment.  

SAMHSA Guide to Evidence-Based Practices (EBP) connects the public with information about

interventions to prevent and/or treat mental and substance use disorders. The guide links to websites

with speci�c evidence-based practices or provide comprehensive reviews of research �ndings. The

guide can be used by stakeholders throughout the behavioral health �eld to promote awareness of

current intervention research and to increase the implementation and availability of evidence-based

practices. 

University of Maryland School of Social Work's Evidence-Based Practice Blog . EBP Exchange enables

faculty, students, and other interested individuals to read, share, and discuss evidence-based research

and practice and its impact on the school and the social work profession. The blog contains

discussions on a wide variety of evidence-based issues, research articles, presentations, and links to

other resources.
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http://ebpexchange.wordpress.com/
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Grand Challenges for Society: Evidence-Based Social Work Practice
To help us focus on what matters most, the American Academy for Social Work and Social Welfare set out

12 grand challenges for social work and society, in three broad categories of individual and family well-

being, social fabric, and social justice. Social workers must strive toward social progress in these categories

by relying on evidence-based methods.

Purchase "Grand Challenge for Society"

https://www.naswpress.org/product/53465/grand-challenges-for-society
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  Ethical Decision-Making Framework 

Introduction - Ethical Decision-Making and Social Work Practice 

The CASW Code of Ethics (2005) sets forth the values and principles that guide social work 

practice in Newfoundland and Labrador.  Social workers uphold the following core values: 

 

Value 1: Respect for the inherent dignity and worth of persons 

Value 2: Pursuit of social justice 

Value 3: Service to humanity 

Value 4: Integrity in professional practice 

Value 5: Confidentiality in professional practice 

Value 6: Competence in professional practice 

 

“Ethical behaviour comes from a social worker’s individual commitment to engage in ethical  

practice.  Both the spirit and the letter of this Code of Ethics will guide social workers as they act 

in good faith and with a genuine desire to make sound judgements”.  

       CASW Code of Ethics (2005) 

 

Ethical decision-making is an integral part of social work practice.  On a daily basis, social 

workers are faced with ethical dilemmas that require thoughtful reflection and critical thinking.  

An ethical dilemma is a choice between two actions based on conflicting professional values; 

both may be morally correct and professionally grounded.  Both may be right or good.  It is this 

ambiguity that creates the dilemma for the social worker (Linzer, 1999). 

 

As social workers grapple with ethical issues in practice, a review and reflection on the CASW 

Code of Ethics (2005) and Guidelines for Ethical Practice (2005) is crucial.  In addition, social 

workers may find other strategies and resources helpful, including peer consultation, discussion 

with a supervisor/manager, review of best practices and relevant standards, use of ethical 

decision-making models and ethics consultations.   

     

This guide, which is grounded in the CASW Code of Ethics (2005) and professional literature, is 

intended as a resource for social workers to use as they navigate ethical complexities in practice 

and make sound ethical decisions.  An ethical decision-making model is outlined and the 

document covers areas where critical thought and reflection is encouraged.  The material can 

be incorporated into discussions with peers, managers and supervisors, and can be used by 

social workers providing field instruction to social work students.   
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Components of Ethical Decision-Making  

The resolution of ethical dilemmas in practice is rarely black and white.  As a profession we 

have come to appreciate uncertainty and ambiguity.  We embrace the opportunity to step back 

and reflect on ethical dilemmas from different vantage points.  Antle (2005) developed a model 

outlining the components of ethical decision-making that social workers may find helpful as a 

reflective framework.     

 

 

Risk Tolerance  

When resolving ethical dilemmas in practice, risk tolerance is a concept that should be 

incorporated.  Risk tolerance can be defined as one’s comfort level with risk.  This includes risk 

for oneself and on behalf of another (e.g. clients) to achieve a goal or purpose.  As professionals 

we can make arguments for and against risk; from no risk to high risk.  Our tolerance for risk, 

which is part of the broader ethical framework, can fall along this continuum.   

It might be helpful to reflect on the following questions as they pertain to specific ethical 

dilemmas in practice:    

 What factors primarily inform my tolerance for risk? 

 Is my personal and professional tolerance for risk similar or different?    

 How comfortable am I with uncertainty and ambiguity? 

 Am I guided by deontological principles (rules) or utilitarian principles (consequences)?  

 What other theories inform my practice?   
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 Are there times when my risk tolerance may have been too high? Too low?  What were 

the contributing factors? 

 

Ethical Decision-Making Model 

Social workers are encouraged to use ethical decision-making models that promote critical 

thinking and reflection.  A multitude of ethical decision-making models exist. The following 

model, or ethical decision-making steps, is an accumulation of aspects from the models 

included in the literature and is based on a best practice approach.  Social workers may find this 

helpful in working through ethical dilemmas in practice.       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

Ethical Princies Screen  

 

1) What is the ethical dilemma?  Clearly articulate the professional values that are in 

conflict.  What personal values if any may be influencing my decision making? Is 

there a conflict between my personal and professional values?   

2) What is my immediate reaction or instinct for the best way to address the ethical 

dilemma?   

3) Consult the CASW (2005) Code of Ethics and Guidelines for Ethical Practice.  Does the 

Code provide direction and guidance?  Identify the sections from the Code of Ethics 

and Guidelines for Ethical Practice that are applicable to the dilemma.  

4) Consult applicable agency policies and best practice standards (e.g., NLASW 

Standards for Technology Use in Social Work Practice). 

5) Are there legal considerations? Consult relevant legislation where necessary. 

6) What are some of the cultural considerations? 

7) Was this issue addressed through informed consent? 

8) What are some of the available options or choices for resolving the dilemma?  

Analyze the risk and benefits of each option.  What steps do I need to take to 

minimize risk and not compromise my ethical responsibilities? 

9) Consultation with a peer, manager or supervisor can be extremely helpful. 

10) Does the context of practice make a difference?  

11) Discuss the dilemma with the client where appropriate. 

12) Consider the impact on the therapeutic relationship. 

13) What other resources might be helpful in my decision-making? 

14) Document the ethical decision-making process.  For additional information refer to 

the NLASW Standards for Social Work Recording (2014). 

15) Monitor and evaluate the impact of the decision and modify if necessary.   
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When consulting the Code of Ethics, there may be times when the Code will not specifically 

address the dilemma, or when the Code provides conflicting guidance.  In these instances, 

social workers may find it helpful to use the Ethical Principles Screen developed by Dolgoff, 

Loewenberg, & Harrington (2005).   

 
 

 
 

The ethical principles screen involves the ranking of ethical principles.  For example, in this 

model, the protection of life supersedes privacy and confidentiality.   

 

As with any ethical decision-making tool, social workers must use professional judgment when 

using these tools and consult with a colleague or supervisor as needed.  For a detailed 

description of the Ethical Principles Screen, please see Dolgoff, Loewenberg, & Harrington 

(2005).  Ethical decisions for social work practice.  Thomson Brooks/Cole.   

 

Critical Reflection and Professional Judgment 

“Social work is a multifaceted profession.  As professionals, social workers are educated to 

exercise judgement in the face of complex and competing interests and claims.  Ethical decision-

making in a given situation will involve the informed judgement of the individual social 

worker”(CASW 2005, p. 3).       

 

In critically reflecting on ethical dilemmas in practice, some questions that you might want to 

consider include: 

 Am I placing the client first?  Am I motivated by my own needs? 

Protection 
of Life 

Equality and 
inequality 

Autonomy and 
freedom 

Least harm 

Quality of Life 

Privacy and Confidentiality 

Truthfulness and full disclosure 
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 Are professional boundaries being challenged? Have I set clear boundaries with my 

client? 

 Is this situation/dilemma creating a blend between my personal and professional life? 

 Would I consider it to be reasonable for another social worker to make a similar decision 

given the facts and circumstances?   

 Can I explain the rationale for my decision and link it to my professional code of ethics?   

 Are there other influences (that have little to do with my professional role) that may be 

influencing my decision-making?   

 

Ethical Considerations 

Ethical decision-making is a key component of professional social work practice.  On a daily 

basis, social workers in all areas of practice throughout NL will be working through the 

resolution of ethical dilemmas.  These dilemmas may pertain to the following:  

 Self-disclosure 

Should social workers disclose personal information about themselves to clients? How 

much personal information is appropriate to share with clients?  Are there times when 

self-disclosure is unavoidable and if so, how should these be handled? What is the 

impact of self-disclosure on the social worker-client relationship? 

 

 Personal/professional boundaries 

How should social workers respond when a client offers them a gift or complimentary 

services/products?  Should social workers engage in physical contact with clients (e.g., 

hug a client)?  How should social workers respond when meeting a client in the 

community who asks for advice?  Should social workers develop friendships with clients 

or former clients? Should social workers accept clients as friends or contacts on social 

media sites such as Facebook, Twitter or LinkedIn? 

 

 Privacy and confidentiality 

How should social workers respond when a client sends them an e-mail with personal 

information?  Who should have access to client information?  Is it ethically appropriate 

for social workers to post non-identifying client information on social media platforms?  

 

 Conflicts of Interest 

How should social workers respond when they find out that a new client is a relative of a 

current client and both have requested therapy for the same family issue, yet neither 
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client is aware of the social-worker client relationship with each other?  How should 

social workers employed with an organization respond when a client of that 

organization requests to see them in their private practice?  How should social workers 

respond when a client wants to donate to a charity with which the social worker is 

affiliated?   

 

Conclusion 

Social work is a profession committed to improving the health and social well-being of 

individuals, couples, families and communities. Accountable, Competent, Professional and 

Ethical:  social workers are employed in diverse areas of practice throughout Newfoundland 

and Labrador and use our skills, knowledge and professional judgments to ensure that clients 

receive the highest quality services.  Social work practice is grounded in a code of ethics that 

sets forth values and principles that provides a common ethical framework.  Ethical decision-

making is a core component of social work practice.  It is anticipated that this document will be 

a useful resource to social workers as they navigate ambiguity and make sound ethical 

decisions.   
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Perspectives Social Work Competencies 

and Multidimensional Assessment

JOHN POULIN

SELINA MATIS

The authors review the Council on Social Work Education’s 2015 Educational Policy
and Accreditation Standards (EPAS) related to the assessment of social work
competencies. The 2015 EPAS focuses on the multidimensional assessment of holistic
competencies (Drisko, 2015). This is a significant change from the assessment of
practice behaviors approach of the 2008 EPAS. This article aims to clarify the intention
and language related to assessment in the 2015 EPAS and to provide programs with an
overview of possible ways of developing assessment plans that are in compliance with
Accreditation Standard 4.0–Assessment. 

KEYWORDS accreditation, assessment, best practices, social work competencies 

What is the goal of higher education? This is a complex question that requires
an equally complex answer. Boahin and Hofman (2012) suggest that “the main
goal of education is to prepare an individual for life which involves a multiple
of roles in order to function effectively in one’s community” (p. 285). Related
to preparedness, it is necessary for learners to gain knowledge and skills; this
obtainment of knowledge and skills is considered competence. Undoubtedly,
achieving competence is a cornerstone in the pursuit of higher education and
the preparation for professional practice.

This article reviews  competency- based social work education and the
multidimensional assessment of social work competencies by baccalaureate
social work educational programs.

 Competency- Based Education

Competence is both a professional and pedestrian term. According to Drisko
(2014), competence refers to “the ability of an individual to perform a task,”
further adding that “the task must be performed fully and properly” (p. 416).
McKnight (2013) proposes that competence is an “ongoing ability” to
“integrate knowledge, skills, judgment, and professional attributes in order to
practice safely and ethically” within one’s professional scope (p. 460). Simply,
competence refers to the ability of the individual to complete tasks related to
 real- life situations within his or her profession (Blomeke, Gustafsson, &
Shavelson, 2015). 
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Competence assessments are a growing norm in higher education (Rissi &
Gelmon, 2014).  Competency- based assessments focus on the result of the
educational process  (Kiguli- Malwadde et al., 2014). A goal of  competence-
 based assessments is to provide learners with relevant skills and knowledge in
order to best prepare them for their professional futures (Maxwell, 2012).
Theeb, Muhaidat, and  Al- Zboon (2014, p. 133) consider  competency- based
educational programs to be an “institutional process” that has produced a
shift in focus from “what teachers think is important (teacher based) to focus
on what students need to know and be able to perform (based on the
student/workplace),” as well as considering “skills associated with vocational
needs identified by employers and specialists.”  

Schuwirth and Ash (2013, p. 555) submit that this form of  outcome- based
education is “conquering the world” and is the most prevalent framework
within curricula of the health professions. Despite the burgeoning focus on
competence in higher education, there remains some challenges related to
this approach. Rissi and Gelmon (2014, p. 336) see these as “identifying
appropriate competencies . . . and assessing the development of student
competence” along with more specific concerns such as “the relationships
among competence, program curricula, and course content . . .;  course- level
teaching, learning, and assessment methods . . .; and the validity, relevance,
and balance among competencies.”  

Accreditation

Accreditation is “a process of external quality review created and used by
higher education” (Eaton, 2011, p. 1). Moskal, Ellis, and Keon (2008) set forth
that accreditation serves to “encourage continuous quality improvement
through assessment” (p. 269). For social work education programs in the
United States, the accrediting body is the Commission on Accreditation (COA)
of the Council on Social Work Education (CSWE). CSWE’s Commission on
Educational Policy (COEP) creates educational policy for social work
education, and COA creates accreditation standards. The educational policy
and accreditation standards together form the Educational Policy and
Accreditation Standards (EPAS), the guide to the accreditation of
baccalaureate- and  master- s- level social work educational programs. The
2015 EPAS focus on holistic competence (Drisko, 2015).

Social work competence is the ability to integrate and apply social work
knowledge, values, and skills to practice situations in a purposeful,
intentional, and professional manner to promote human and community
 well- being. EPAS recognizes a holistic view of competence; that is, the
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demonstration of competence is informed by knowledge, values, skills, and
cognitive and affective processes that include the social worker’s critical thinking,
affective reactions, and exercise of judgment in regard to unique practice
situations. (CSWE, 2015, p. 6, emphasis added)

Social Work Competencies

The 2015 EPAS identify nine social work competencies: (1) demonstrate
ethical and professional behavior; (2) engage diversity and difference in
practice; (3) advance human rights and social, economic, and environmental
justice; (4) engage in  practice- informed research and  research- informed
practice; (5) engage in policy practice; (6) engage with individuals, families,
groups, organizations, and communities; (7) assess individuals, families,
groups, organizations, and communities; (8) intervene with individuals,
families, groups, organizations, and communities; and (9) evaluate practice
with individuals, families, groups, organizations, and communities. The 2015
EPAS provide a description of each competency that defines the competency.

Holistic Competencies

The nine social work competencies mandated by CSWE are connected and
interrelated components of professional social work practice. The
relationships among the competencies are bidirectional and circular. The
relationships are not hierarchical or linear. Figure 1 shows a conceptualization
of the interrelationships among the nine professional social work
competencies. The competencies in the outer ring are those that apply
broadly to all practice situations. Ethical behavior, diversity, and social justice
competency are fundamental components of effective social work practice.

The competencies in the middle ring of the figure are the two areas of
social work practice that are not  client- based. Policy practice and research
competence are informed by the competencies of diversity, social justice, and
ethical behavior and in turn inform social work practice with clients and
constituencies. The competencies in the inner circle are those related to
social work practice with individuals, families, groups, organizations, and
communities. Diversity, social justice, ethical behavior, policy practice, and
research competency all inform the practice competencies of engagement,
assessment, intervention, and evaluation with different clients and
constituencies.

The 2015 EPAS identifies six dimensions that are associated with each
social work  competency— performance, knowledge, values, affective
reactions, critical thinking, and professional judgment. Performance is the
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behavioral dimension of the competency, and knowledge is the cognitive
dimension. The performance dimension is best measured by observation and
the knowledge dimension by examinations or course assignments.

The values dimension is less clear. It can have knowledge and/or
performance components. Students’ knowledge of social work values related
to each competency could be assessed as well as their ability to make ethical
decisions in practice. The values dimension is a component of each
competency that can be measured in terms of performance (ethical behavior
and decision making) or knowledge (social work values).

Affective reactions generally refer to the affective component of practice with
clients (Rubaltelli & Slovic, 2008). It is the worker’s emotional response to the
client and his/her situation, which is tied to empathy and other affective
processes. Affective reactions have relevance for social work competency in
that effective social work practice requires cognitive and affective
understanding of the client as well as one’s own feelings, emotions, and
reactions. It is an internal process that cannot be directly observed. The
measurement of the affective reaction dimension with any of the social work
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competencies will need to be done through some form of  self- reflection or
 self- report and then assessed by social work faculty members or field
personnel.

Critical thinking is the  “open- minded search for understanding, rather than
for discovery of a necessary conclusion” (Kurfiss [1989], qtd. in Mumm &
Kersting, 1997, p. 75). Critical thinking is a process with the center of the
cycle focused on explaining the why. The process includes “recognising
contradictions...providing evidence . . . examining implications of evidence. . .
[and] questioning or challenging an interpretation of the evidence and offering
an alternative” (Heron, 2006, p. 221). As with affective reactions, critical
thinking is an internal process and is not directly observable. Measurement of
the critical thinking dimension requires some form of  self- report and
subsequent assessment by faculty members or field personnel.

The final competency dimension listed in the 2015 EPAS is professional
judgment. Professional judgment is about decision making in social work
practice. A key issue debated in relation to  decision- making in social work is
the extent to which social workers use analytical versus intuitive reasoning
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styles (Collins & Daly, 2011). O’Sullivan (2011) “caution[s] against the dangers
of polarizing between intuitive and analytical  decision- making and suggest[s]
that both approaches have a role to play in social work practice” (Collins &
Daly, 2011, p. 4). Thus, professional judgment is reasoned decision making
based upon evidence, knowledge, analytical reasoning, and practice wisdom.
It is a process of examining all facets of a case and making a reasoned
decision supported by both objective and subjective evidence. Measuring
professional judgment goes beyond an assessment of the practice decisions.
It entails an examination of the process used to reach the decision. This
requires an examination of internal processes as well as the observable
decision. As with affective reactions and critical thinking, the professional
judgment dimension requires some form of  self- report and subsequent
assessment by faculty members or field personnel.

Levels of Competence

Competency is a complex concept that focuses on what practitioners or
students are able to do and not just what they know (Bogo, Rawlings, Katz, &
Logie, 2014). It involves “both performance and the knowledge, values, critical
thinking, affective reactions, and exercise of judgment that inform
performance” (CSWE, 2015, p. 18, emphasis added). The 2015 EPAS do not
distinguish between different levels of competency. We believe that social
workers and social work students can vary in their levels of competence for
each social work competency. We, therefore, are proposing three levels of
competence that we hope will help BSW programs conceptualize their
outcomes assessment plans. The three levels of competence are cognitive,
behavioral, and holistic. The three levels are hierarchical. Achieving competence
at a lower level is a prerequisite for achieving a higher level of competence. 

We are calling the lowest level cognitive competence. Mastery of a body of
knowledge related to each social work competency is a prerequisite to being
able to demonstrate competency in the world of practice. We have include
the knowledge level in our model because we believe that assessing students’
knowledge about each social work competency provides importance
information for quality assurance and program renewal. Programs need to
know if their curricula are providing students with the knowledge needed to
achieve practice competence. Although social work competence is defined as
the ability to integrate and apply social work knowledge, values, and skills
(CSWE, 2015), we believe that assessment of students’ mastery of curricular
content is an important component of any outcomes assessment plan. 

The second level of practice competence in our model is behavioral
competence. This is the ability to apply knowledge and skills to practice
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situations. Assessment of this level of competence requires the identification
of observable practice behaviors for each professional competence. This is
the level of competence assessment associated with the 2008 EPAS. Students
are assessed upon their ability to perform an identified behavior and apply
knowledge and values to practice situations. This approach involves assessing
students’ ability to demonstrate the competencies identified in the
educational policy. We believe that this is a basic level of practice
competence. Students demonstrate the ability to perform identified practice
behaviors in practice tasks or activities that approximate social work practice
as closely as possible. Students achieving this level of competence are judged
to be competent social workers.

The third and highest level of practice competence is holistic competence
(Bogo et al., 2014). This level of competence entails a demonstration of
competence that is “informed by knowledge, values, skills, and cognitive and
affective processes that include the social worker’s  critical thinking, affective
reactions, and exercise of judgment in regard to unique practice situations”
(CSWE, 2015, p. 6). Students who achieve this level of competence are able to
integrate knowledge and skills associated with different competencies, apply
critical thinking and reflection, and apply their skills in unique practice
situations. The key components of holistic competence are internal
processing components of critical thinking, reflection, and affective
processes. Therefore, assessment of holistic competence must capture the
demonstration of the competencies and the quality of internal processing
informing the performance of the competencies. Thus, holistic competence
extends behavioral competence by including the dimensions of critical
thinking, affective reactions, and professional judgment.

Assessment 

Baccalaureate social work programs are mandated to implement programs of
assessment to evaluate their students’ mastery of the professional
competencies. Education Policy 4.0:Assessment of Student Learning
Outcomes states that “assessment is an integral component of  competency-
 based education. Assessment involves the systematic gathering of data about
student performance of Social Work Competencies at both the generalist and
specialized levels of practice” (CSWE, 2015, p. 18).

In 2008, with the release of the new EPAS, there was a shift from
assessment of program objectives to a competency approach with
measurement of practice behaviors. The new 2015 EPAS contains another
shift in assessment. The 2015 EPAS no longer focus on measuring practice
behaviors, but rather on multidimensional assessment of the competencies. 
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Educational Policy 4.0 (CSWE, 2015) provides a general framework to help
guidance program’s competency assessment:

Competence is perceived as holistic, involving both performance and the
knowledge, values, critical thinking, affective reactions, and exercise of
judgment that inform performance. Assessment therefore must be  multi-
 dimensional and integrated to capture the demonstration of the
competencies and the quality of internal processing informing the
performance of the competencies. (p. 18, emphasis added) 

Although it is up to individual BSW programs to design and implement
their assessment plans, Accreditation Standard (AS) 4.0—Assessment
requires the following:

4.0.1 The program presents its plan for ongoing assessment of student
outcomes for all identified competencies in the generalist level of practice
(baccalaureate social work programs) and the generalist and specialized
levels of practice (master’s social work programs). Assessment of
competence is done by program designated faculty or field personnel. The
plan includes: 

•A description of the assessment procedures that detail when, where, and
how each competency is assessed for each program option. 

•At least two measures assess each competency. One of the assessment
measures is based on demonstration of the competency in real or
simulated practice situations. 

•An explanation of how the assessment plan measures multiple
dimensions of each competency, as described in EP 4.0. 

•Benchmarks for each competency, a rationale for each benchmark, and a
description of how it is determined that students’ performance meets the
benchmark. 

•An explanation of how the program determines the percentage of
students achieving the benchmark. 

•Copies of all assessment measures used to assess all identified
competencies. 

4.0.2 The program provides its most recent year of summary data and
outcomes for the assessment of each of the identified competencies,
specifying the percentage of students achieving program benchmarks for
each program option. 

4.0.3 The program uses Form AS 4(B) and/or Form AS 4(M) to report its
most recent assessment outcomes for each program option to
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constituents and the public on its website and routinely updates (minimally
every 2 years) its findings. 

4.0.4 The program describes the process used to evaluate outcomes and
their implications for program renewal across program options. It discusses
specific changes it has made in the program based on these assessment
outcomes with clear links to the data. 

4.0.5 For each program option, the program provides its plan and
summary data for the assessment of the implicit curriculum as defined in
EP 4.0 from program defined stakeholders. The program discusses
implications for program renewal and specific changes it has made based
on these assessment outcomes. (CSWE, 2015, p. 18)

AS 4.0 Clarified

The 4.0 accreditation standard described above details the components of
assessment that are the minimum standards for compliance. This section
attempts to provide further clarification based upon our interpretation of
these standards. The assessment standard in the 2008 EPAS was the one
most frequently cited by the Commission on Accreditation. Between 2009
and 2011, AS 4.0 was cited 51.2% of the time in reaffirmation decisions, and
between 2013 and 2015 AS 4.0 was cited in 46.3% of the reaffirmation
decisions by the Commission on Accreditation (J. A. Regan, personal
communication, May 2015). Clearly, a great many social work programs
struggled with the assessment standard under the 2008 EPAS. The following
interpretation of the 2015 AS 4.0, although not official COA policy, is meant
to help BSW programs develop and implement assessment plans that are
found compliant by the Commission on Accreditation.

One significant change from 2008 is that “assessment of competence is
done by program designated faculty or field personnel” (CSWE, 2015, p. 18).
Those responsible for assessing student competence must be program faculty
members or field professionals. COA will no longer accept  self- efficacy
measures of competency. Student  self- report cannot be one of the two
required measures. The assessing of competence must be done by faculty
members or field personnel. This is a significant change that will affect the
current assessment plans of many programs.

As noted earlier, a major change is the level of assessment. Under the 2008
EPAS, programs were required to measure practice behaviors that were
assumed to be behavioral indicators of the social work competencies. Under
the 2015 EPAS, programs are required to assess students at the competency
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level. The 2015 EPAS states that programs must assess “student outcomes for
all identified competencies in the generalist level of practice (baccalaureate
social work programs)” (p. 18). The shift to  competency- level assessment is
another significant change from the 2008 EPAS that will significantly impact
many BSW program’s current assessment plans. 

AS 4.0.1 focuses on the program’s assessment plan and has a number of
components. The first is a description of the assessment plan used by the
program. The program must provide “a description of the assessment
procedures that detail when, where, and how each competency is assessed
for each program option” (CSWE, 2015, p. 18). The assessment plan at a
minimum should describe the measures that are used to assess each
competency at the generalist level of practice, when and how the data are
collected,  competency- level benchmarks, the rationale for each benchmark
and how the benchmarks are calculated, and how the data are analyzed and
used for program renewal for each program option. Program option refers to the
method of delivery (seated, online, satellite campus, and so forth); it does not
refer to regular versus advanced standing or  part- time versus  full- time
options. The assessment plan should be detailed and communicate to the
COA the details of how, when, and where assessment of competencies is
accomplished. Many programs have included other components of their
assessment process in their  self- studies such as exit surveys, student focus
groups, employee surveys, and licensing pass rates. We recommend that
programs, in their  self- study narrative, separate these components of their
assessment plan from the required outcomes assessment component. The
compliance with AS 4.0 is based upon the outcomes assessment, and it
should stand alone. The other aspects of the program’s assessment plan
provide additional information but are not reviewed for compliance. For
clarity, the components of the assessment plan that measure achievement of
student competencies should be identified explicitly.

The narrative describing the program’s assessment plan should also
include “an explanation of how the assessment plan measures multiple
dimensions of each competency” (CSWE, 2015, p. 18). The dimensions
referred to include skills, values, knowledge,  self- reflection, critical thinking,
and professional judgment. The outcomes assessment must be
multidimensional. For each competency, programs may choose to measure
behaviors or knowledge related to the competency. Measuring both would
make the program’s assessment of each competency multidimensional.
Furthermore, adding a values,  self- reflection, critical thinking, or professional
judgment dimension to each measure would make the assessment truly
multidimensional. 
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The 2015 EPAS state that “practice often requires the performance of
multiple competencies simultaneously; therefore, assessment of those
competencies may optimally be carried out at the same time” (CSWE, 2015,
p. 18). The assumption is that the measures used will be able to assess more
than one competency.

Programs must submit copies of all measures used for assessment of
student competencies. This includes the class assignments and the rubrics
used to evaluate each  assignment— rubrics used to evaluate real and
simulated practice behaviors as well as all questionnaires, scales, and indices.
We recommend that the measures be clearly linked to the specific
competencies they measure. The connection between the measure and the
competence cannot be assumed to be obvious. It must be made explicit.

Another point of clarification related to assessment involves the
measurement of the competencies. Each competency has many component
parts that are used to define the substance of the social work competency.
Programs are not required to attempt to measure every component that
appears in each competency of the 2015 EPAS. Such a situation would result
in an excessive number of measures. Programs are free to select the
components of the competency that they choose to measure. It is the
programs’ responsibility to provide a justification for their choices and an
articulation of how their assessment plan and measures capture the social
work competencies.

AS 4.0.2 requires programs to submit “its most recent year of summary
data and outcomes for the assessment of each of the identified
competencies” (CSWE, 2015, p. 18). There are three important points of
clarification. The first is that programs must submit a year’s worth of data.
Partial data based upon one semester would be out of compliance. Second,
the summary data must report the percentage of students achieving the
identified benchmarks for each competency. The percentages and
benchmarks must be reported at the competency level. Finally, summary data
must be provided for each program option. Again, program option refers to the
mode of delivery. The intent is to have programs submit separate data for
each program option. For example, one school of social work in the  Mid-
 Atlantic region reported summary data on online or hybrid courses in the
 campus- based MSW program as less than 50%, summary data on online
courses for the online MSW option as 100%, and summary data for its
satellite campus. As noted earlier, program option does not refer to different
curriculum ladders such as  full- time,  part- time, or advanced standing.

AS 4.0.4 is about program renewal. The standard requires programs to
describe the specifics of how the outcome data are reviewed and the specific
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changes that have been made for program renewal based upon the outcome
data. The changes reported made must be tied to the outcome findings and
review process. Listing changes unconnected to the data will probably result
in the COA citing AS 4.0.4. The  self- study narrative for AS 4.0.4 describes
program renewal and the changes made for each program option. 

AS 4.0.5 represents a significant change from 2008. COA now requires
programs to develop assessment plans and collect data on the implicit
curriculum as defined by EP 4.0. The program may assess all or some
combination of the various components of the implicit curriculum. It is the
responsibility of the program to provide a rationale for its assessment plans
and choice of measures. AS 4.0.5 also requires programs to provide a
discussion of how the implicit curriculum assessment data were used for
program renewal. As with the assessment of student competencies, the
program changes should be data driven and clearly linked to the assessment
data. Assessment of the implicit curriculum must be done for each program
option. Program renewal and the changes made should be reported by
program option.

Measurement

Finding and/or developing measures that can be used to assess the nine
social work competencies is challenging. This section will provide examples of
possible measures for the three levels of  competency— cognitive, behavioral,
and holistic. This discussion is organized by levels of competence rather than
the competency dimensions because we feel this approach provides
programs with the greatest flexibility in designing their assessment and
measurement plans. We also believe that multidimensional assessment should
involve the layering of the dimensions of values, critical thinking, affective
reactions, and professional judgment upon the foundational dimensions of
knowledge and performance. Although simply measuring cognitive and
 behavioral- level competence satisfies the minimum requirement for COA
compliance, such an approach will not provide information on the higher level
of holistic competence. 

Cognitive Competence

Cognitive competence refers to the student mastery of a body of knowledge
associated with each competency. It is essentially the knowledge dimension
identified in the 2015 EPAS. The narrative in the 2015 EPAS of the nine social
work competencies contains numerous substantive components for each
competency. As noted earlier, programs do not have to assess every
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component of the competency mentioned in the narrative description.
Programs may choose the aspects or components of the competency that
they will assess. Possible cognitive components of Competency 1:
Demonstrate Ethical and Professional Behavior include social work values,
ethics, ethical decision making, and the NASW Code of Ethics. Programs, for
example, may also choose to include the distinction between personal and
professional values, and ethical issues in the use of technology, as part of
their Competency 1 knowledge assessment.

The key to assessment at all three levels is that the assessment instrument
measures what it is intended to measure. For example, course grades in a
course that covered social work values and ethics would not be a sufficient
measure of Competency 1. They would be too general and cover content not
directly related to Competency 1. Measures that directly target the knowledge
components identified by the program are needed. In this example, course
assignments with specific faculty assessment rubrics targeting the specified
content would be one possible way to measure the knowledge component of
Competency 1. For this approach to be effective, the assignments or parts of
the assignments must be directly related to the identified Competency 1
knowledge components. In addition, the grading rubric must also be directly
linked to the identified knowledge components. As a general practice, we
strongly recommend rubrics that operationally define the different levels of
achievement for all aspects of the competency being evaluated.  Non-
 anchored rating scales are problematic in terms of  inter- rater reliability among
those scoring the rubrics (Moskal & Leydens, 2000; Peat, 2006). 

Another possible way of measuring student knowledge mastery of
Competency 1 is a course test graded by faculty members. Again, the key is
to link specific test items to the identified knowledge areas. Whether they are
 multiple- choice test items,  short- answer questions, or essay questions, the
questions have to be linked directly to the competency. As with course
assignments, anchored grading rubrics are recommended for course tests that
include  short- answer and/or essay questions.

A third possible way to measure students’ knowledge mastery of
Competency 1 is through the use of standardized measures. The advantage of
standardized measures is that they are already developed and have known
psychometric properties. They also tend to be easy to administer and score.
The disadvantage is the difficulty in locating measures that directly assess
knowledge related to each social work competency. One standardized
measure that could be used to assess students’ knowledge related to
Competency 1 is the Foundation Curriculum Assessment Instrument (FCAI)
developed by the Social Work Education Assessment Project (SWEAP, 2015).
The FCAI is a 64-item,  multiple- choice instrument that covers all the major
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social work curricular areas, including ethics and values. Another standardized
measure that could be used to assess knowledge related to Competency 1 is
the Social Work Values Inventory (Pike, 1996).

Behavioral Competence

Many social work programs have been doing this level of competency
assessment for outcome assessment under the 2008 EPAS. The 2015 EPAS
provide a set of behaviors that “represent observable components of the
competencies” (CSWE, 2015, p. 7). Programs may adopt the suggested
behavioral indicators or create their own based upon their program context.
The behaviors associated with Competency I areas follows:

•make ethical decisions by applying the standards of the NASW Code of
Ethics, relevant laws and regulations, models for ethical  decision- making,
ethical conduct of research, and additional codes of ethics as appropriate
to context;

•use reflection and  self- regulation to manage personal values and maintain
professionalism in practice situations;

•demonstrate professional demeanor in behavior; appearance; and oral,
written, and electronic communication; 

•use technology ethically and appropriately to facilitate practice outcomes;
and

•use supervision and consultation to guide professional judgment and
behavior. (CSWE, 2015, p. 7)

The Accreditation Standard 4.0 states that “one of the assessment
measures is based on demonstration of the competency in real or simulated
practice situations. . . [a]ssessment of competence is done by program
designated faculty or field personnel” (CSWE, 2015, p. 18). The wording of this
accreditation standard assumes that one of the assessments is based upon a
behavioral demonstration of the competency, and it requires that the rating
or assessment of the behavioral demonstration be made by social work
professionals, faculty members, or field personnel. This means that student
 self- assessments cannot be one of the two required measures. 

A logical source of students’ practice assessment is their work in their field
placements. Many programs have used behavioral rating forms to assess
students’ achievement of the identified practice behaviors that are completed
by field instructors. If this type of measure is used, we recommend that the
rating form have descriptive anchors for each level of the scale used. Doing
so will increase  inter- rater reliability among field instructors. We also
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recommend that programs create ongoing systems to document students’
practice behavior development and that field instructors systematically
monitor their students’ professional development related to the identified
behavioral components of the nine professional social competencies. Tasks
associated with the behavioral indicators can be incorporated into field
placement learning contracts that are incorporated into the students’ ongoing
field supervision. Some possible ways of documenting student progress are
process recordings, video clips from  role- plays or client interactions, audio
recordings, and case notes. These data can provide the field instructor with a
basis upon which to evaluate students’ behavioral competency. Simply having
field instructors fill out a rating form at the end of the year without some form
of documentation upon which to base their judgments will most likely result
in inflated and meaningless assessment data.

Another possible way to collect behavioral assessment data is through the
use of the objective structured clinical examination (OSCE; Bogo et al., 2012,
2014; Fang et al., 2013). This form of skills assessment is widely used to
evaluate students’ skills in a range of  health- care disciplines, including
medicine, nursing, trauma studies, occupational therapy, physiotherapy, and
radiation therapy (Clarke, McDonald, & Rainey, 2012). Nursing education is
using OSCEs more frequently to assess students’ clinical skills (Nulty, Mitchell,
Jeffrey, Henderson & Groves, 2011): “The OSCE is an assessment method
based on objective testing and direct observation of student performance
during planned clinical situations” (Clarke et al., 2012, p. 35). OSCEs have
attracted considerable attention in a number of disciplines because of a “high
level of reliability, creditability and objectivity, content validity of the achieved
skills, fairness, creating motivation for learning, and instructors’ and students’
satisfaction” (Eldarir & Abd el Hamid, 2013, p. 63). OSCEs require the creation
of simulated case scenarios, the development of rubrics to rate the behaviors
being assessed, and the observation and assessment of the behavior by
social work faculty members or designated field personnel. OSCEs and their
use of case scenarios satisfy the accreditation standard requiring that one of
the assessment measures be based on demonstration of the competency in
real or simulated practice situations.

Holistic Competence

Holistic competence entails the addition of one or more of the social work
dimensions of critical thinking, affective reaction, professional judgment, and
values to either the knowledge or behavioral measures of competence. In our
opinion, the addition of the holistic competence dimensions is better suited
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to assessment of behavioral competence than knowledge competence.
However, it would be possible to develop holistic assessments by
incorporating the critical thinking dimension into assessments of knowledge
competence. However, such a scenario would result in a weaker holistic
assessment. The objective of competency assessment is to assess students’
ability to do social work effectively and not just assess their knowledge about
social work principles and concepts. 

As noted earlier, the competency dimensions of critical thinking, affective
reaction, professional judgment, and values (to a lesser extent) are all internal
processes. They cannot be observed. Therefore, incorporation of these
dimensions into behavioral assessment requires some sort of  self- report or
reflection by those being assessed. This is easily accomplished by adding a
 self- report component to behavioral measures and course  assignment- type
measures. The  self- report could be on any or all of the internal process
dimensions. As with all assessment measures, rubrics will need to be created
to measure the various dimensions, and the  self- reports will need to be
assessed by social work faculty members or designated field personnel to be
compliant with the 2015 EPAS accreditation standards.

Discussion

Due to the increase of  competence- based educational programs it is
important to reflect upon assessment measures used in higher education.
Within the profession of social work, CSWE’s Commission on Accreditation
outlines several accreditation standards related to assessment that must be
addressed in order for programs to be in compliance. Utilizing these
standards as guides, we propose that the use of multidimensional
assessments can be regarded as best practice. Integrating the dimensions of
social work competencies (values, knowledge, affective reactions, professional
judgment, performance, and critical thinking) into authentic or simulated
behavioral assessments provides a holistic assessment of student
achievement of professional competence. Furthermore, utilizing a
multidimensional approach can assist in identifying the level of competence
achieved by the student. There are a variety of ways to conduct
multidimensional assessments, and it is necessary for each educational
program to determine which assessment best meets the needs of its
students. Nevertheless, we recommend that programs develop assessment
plans that use at least one knowledge or  behavioral- level measure and one
 holistic- level measure of each competency. 

It would be possible to be compliant with the 2015 EPAS accreditation
standards related to assessment without any  holistic- level measures, but this
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approach is not advisable. The fundamental purpose of educational
assessment is to provide information that will guide program renewal and
improvements so that more competent social work graduates will be
prepared. Assessment plans that just meet minimal accreditation standards
will, most likely, yield data that provides little to no useful information. The
NASW Code of Ethics (2005) requires us to provide the best possible level of
service to our clients. This requires social work programs to prepare
competent social workers who have the knowledge, skills, and professional
judgment to provide clients with competent social work services.
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assumptions, therapeutic process, techniques, use in culturally competent practice,
and strengths and limitations of CBT. This podcast is longer than most because I use a
lot of clinical examples and dialogue to illustrate the concepts. 
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A partial list of cognitive distortions can be found at Wikipedia: http://en.wikipedia.org/wiki/Cognitive_distortion 

This figure illustrates levels of thinking, from external to internal. The downward arrow technique moves the client from
external beliefs about the future, the world and others, to internal beliefs about themselves. 

Transcript: Cognitive Behavioral Therapy 

Hello and welcome. You have found the social work podcast. My name is Jonathan Singer and I’ll be your host as we
explore all things social work. 

In today’s podcast, I’m going to be talking about Cognitive-Behavioral Therapy, or as it is often referred to as CBT. CBT is
a relatively new kid on the psychotherapy block. If we think about the neighborhood, we can say that Freud lives in the
old and somewhat creaky mansion on the hill; B.F. Skinner known to the folks in the neighborhood simply as Burrhus, lives
in a very functional, if somewhat boxy condo. Down the road you’ll find Carl Rogers; although, not primarily known as a
decorator. Rogers has an uncanny ability to take his vision of what his house should be like and match it with what his
house actually is. As a result, Rogers’ place is a genuinely cozy and authentic house, and although Freud, Skinner and
Rogers don’t usually agree on much, they routinely get together and complain to the neighborhood association about the
‘in your face’ appearance of Fritz Perls house. The existentialists Yalom and May, they are more likely to rent than to
own. After all, who knows what life will bring, right? But because they are regularly consulted by others during
renovations, their influence can be felt in almost every house on the block. This brings us to the new kids on the block.
The Cognitive-Behavioral therapists like Albert Ellis, Aaron Beck, Donald Meichenbaum, and Michael Mahoney. They grew
up in this neighborhood. Ellis and Beck followed Rogers’ footsteps and moved out of Freud’s house when they were young
and set up their own places. Meichenbaum and Mahoney, on the other hand, they were staying with Skinner. What we
know called, CBT, grew out of both the psychoanalytic and the behavioral houses. In future podcasts, we’ll talk more
about the other inhabitants of this psychotherapy neighborhood, including: William Glasser, Insoo Kim Berg and others.  

The Theoretical Neighborhood (click to enlarge) 

This visual of the "theoretical neighborhood" I described in the introduction to the podcast was created by MSW students
in Claudia Dewane's Clinical Practice I course at Temple University Harrisburg. Thank you! 

Today, however, we will focus on CBT, the theoretical assumptions, the therapeutic processes, techniques, use in cultural
competent practice and strengths and limitations. Before we start though, I want to make it clear that CBT is not a single
therapeutic approach. CBT is a collection of therapies that place differing amounts of emphasis on the roles of
cognitions, emotions, behaviors and the roles that they play in our happiness. Some like Albert Ellis’ rational emotive
behavior therapy or REBT assumes that there is an objective reality that can be distorted. Others like Mahoney’s
cognitive constructivism assume that reality is socially constructed. The REBT therapists can safely argue that someone’s
thoughts are rational because the assumption is that some thoughts are rational and some are not, are all based on an
objective reality. Now, although the constructivists would contend that mental processes are central to understanding the
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human condition, they would never say that what we thought could be objectively more rational than another. Yet these
are two therapies that fall under the category of cognitive behavioral. So, if someone says, ‘Yeah, I do CBT’ ask them for
more specifics.  

Theoretical Assumptions: The most basic assumption of CBT is if you want to change the way you feel and the way you
behave, you have to change your thinking. As Vonk and Early (2009) write in their excellent summary of CBT in the Social
Workers’ Desk Reference: “Psychological distress is largely a function of disturbances in cognitive processes.” CBT
assumes that negative and unrealistic thinking give rise to emotional disorders. Altering our cognitive processes can
reduce emotional disorders and increase our functioning; however, research also supports the idea that our thoughts are
influenced by our emotions and behaviors. For example, the physical act of smiling improves mood, that is, behavior
influences mood. Arthur Freeman and his colleagues, in their text, Clinical Application of Cognitive Therapy cite research
that found that sadness facilitated the recall of sad events, whereas happiness facilitated the recall of happy events.
These are examples of mood affecting how we access cognitions, and of course, multiple times a day we choose to
behave certain ways based on our thoughts. 

So, another assumption of CBT is that there is a reciprocal relationship among cognitions, emotions, and behaviors.
Imagine you’re working with a woman whose daughter died in a car accident. We’ll call her Isabella. What is the
relationship between Isabella’s thoughts, feelings and actions? Freeman and his colleagues suggested that this reciprocal
relationship can turn into a self-perpetuating cycle. So, let’s say that Isabella had a biological predisposition to
depression. The external event, her child dying in a car accident, triggered a depressive episode. Let’s say that Isabella
also had a core belief that she is unworthy of happiness. In this situation, her core beliefs, mixed with the external
events triggering automatic thoughts such as: ‘this was my fault’, ‘I should have kept her at home’, and ‘I don’t deserve
to live’. These automatic thoughts influence her emotional response, sadness and hopelessness. They also influence how
she behaves around other people. For the sake of simplicity, let’s say that Isabella withdraws from social situations. Her
behavior then influences the way others respond to her. They might stop calling, talking to her and these responses then
influence her automatic thoughts. At the same time, these automatic thoughts triggered the feelings of sadness. As I
mentioned before, sad feelings facilitate the recall of unhappy events. So, her sadness makes it easier to remember the
unhappy experiences in her life, providing her with further evidence (however biased it may be) that support her
thoughts and feelings that things are hopeless. This example illustrates the reciprocal influence of thoughts, feelings and
actions and how psychopathology can be perpetuated by this cycle.  

The therapeutic process can intervene at any point in this cycle, that’s why CBT has interventions that address behaviors
and emotions, as well as cognitive processes. Now, the therapeutic process in CBT has to do with the goals of treatment,
the relationship between the client and the therapist, as well as the particulars of assessment and intervention.
Regardless of the particular variant of CBT, the goals of treatment share the following elements: identifying cognitive
content, examining cognitions to determine their effects in emotions and behaviors and developing interventions to help
clients utilize alternative and more adaptive cognitions. 

[7:20] Also common to all CBTs is that these elements can be applied in an individual, family or group setting. Albert Ellis
states that two of the main goals of rational emotive behavior therapy are: to assist clines in the process of achieving
unconditional self-acceptance and of others, and to see how the two are inter-related. The assumption is that as clients
start to accept themselves, they will be better able to accept others. Now, Ellis assumes that although people have the
potential for happiness, that we are also fallible. Because we are fallible, Ellis believes that a goal of therapy is to help
people accept themselves as they are, fallible creatures who will make mistakes, but at the same time, have the
potential to learn and grow from those mistakes. Ellis illustrated this idea very clearly in the now classic therapy session
with Gloria. Gloria says she doesn’t want to be an ordinary Jane Doe. Ellis challenges her to consider what would be so
awful about being an ordinary Jane Doe. He is not saying she should settle for mediocrity or have no sense of
achievement, rather he’s addressing a core belief that ‘if my life isn’t special or unique, then it’s awful’. In Beck’s
cognitive therapy, schemata, also known as core beliefs, are the targets of interventions. So, a basic goal of cognitive
therapy is to change the way clients think, using their automatic thoughts to reach their core beliefs or schemata and
begin to restructure how they understand the world.  

Depending on the variant of CBT, the role of the therapist and the client is more didactic, that is, teacher/student
focused or more collaborative, for all CBT treatment is seen as an educational process. The therapist is seen as an expert
in cognitive behavioral methods, someone who actively teaches or coaches the client about automatic thoughts, core
beliefs, and ways to restructure thinking, as well as someone who gives homework. The CBT practitioner strives to be as
transparent as possible. What I mean by transparent is that if the practitioner recognizes an automatic thought, she will
say to her client, “I just heard you express what I call an automatic thought”. The practitioner would then go on to
define the term, give examples of what an automatic thought looks like and tell the client how they can do just what the
therapist did. In REBT, Gerry Corey (2005) notes that clients learn three things; the first is to identify and dispute
irrational beliefs that are maintained by self-indoctrination; Second, to replace ineffective ways of thinking with
effective and rational thoughts; and finally, to stop absolutist thinking, blaming, and repeating false beliefs. In contrast,
Beck sees the client/therapist relationship as being most successful when there is empathy, genuineness, and
unconditional positive regard. Now if these qualities sound familiar, it’s because they are associated with Carl Rogers, you
know, the guy that lives down the block. Unlike Rogers, however, Beck believes that although these qualities are
necessary for therapeutic exchange, they’re not sufficient to produce optimum therapeutic effect. 

In CBT, as with all other forms of treatment, the therapeutic process starts with an assessment. I review the basic
components of assessments: bio, psycho, social spiritual, mental status exam, and diagnostic statistical manual for social
workers in podcasts that can be found on socialworkpodcast.com. The unique contribution of the CBT assessment is what
Vonk and Early call the cognitive analysis. Although the analysis can take many forms, it essentially identifies the
problems, thoughts, feelings and actions that accompany those problems. Then a working hypothesis is developed to
explain the relationship between the specific problem and the client’s unique responses. In REBT, the cognitive analysis
uses the ABC technique. In this approach, the therapist looks for an ABC pattern where: A is the activating event (for
example, a child is killed in a car accident), B is the belief (now that she’s dead everything will be awful) and C is the
resultant emotional and behavioral consequences (such as sadness, fear and isolating behaviors). Notice how the belief
comes in-between or mediates the relationship between the event and the feelings and behaviors. That’s because CBT
assumes that events do not cause feelings and behaviors, rather our views of those events, or interpretations of those
events, are what causes our feelings and behaviors. This assessment allows the therapist to identify consistent and
predictable patterns of behavior that can then become the target of intervention. The ABC assessment has a
corresponding D, E and F intervention and outcome component that we’ll talk about later on in the podcast. 

helping profession (including psychology,
nursing, psychiatry, counseling, and education).
The general public might also find these
podcasts useful as a way of learning what social
workers understand to be important. If you
have ideas for future podcasts, please send an
email to jonathan dot b dot singer at gmail dot
com.  

VISITORS

@Health.com Weekly Mental Health Newsletter

#SWTech on Twitter

American Association of Suicidology

American Foundation for Suicide Prevention

Centers for Disease Control and Prevention

Council on Social Work Education

Current Psychiatry Online

DomesticShelters.org

How to Listen to the Social Work Podcast

Information for Practice

inSocialWork University at Buffalo

Jesse Kahn Creative

My Sober Roommate

National Association of Social Worker

National Institute of Mental Health

New Social Worker Magazine

Psychotherapy Networker

PubMed

Social Work Today

Substance Abuse and Mental Health Services
Administration

Suicide Prevention Resource Center

The New Center for Advanced Psychotherapy
Studies (commercial site)

LINKS

Jonathan B.
Singer, Ph.D.,
LCSW

I'm an associate
professor of social
work at Loyola
University Chicago
and a licensed
clinical social worker
who specializes in
working with
children and
families. I have
always been an
advocate of
technology. In the
1990s, I created a
number of “first”
Web sites for social
service agencies in
Austin, Texas. In
1996 I developed the
first electronic
medical record for
my agency,
ATCMHMR, leading to
my involvement in
the selection and
pilot testing of the
first agency-wide
remote EMR
program. From 1996
– 2002 I worked for
ATCMHMR as a
bilingual social
worker providing

ABOUT YOUR
HOST  

This work is licensed
under a Creative
Commons
Attribution-
Noncommercial-No
Derivative Works 3.0
License.

PODCAST
VISITORS MAP

Ever wonder why
your RSS
subscriptions don't
load? Sometimes the
feeds are bad. Check
to see if the most
recent Social Work
Podcast RSS is a valid
feed: 

FEED VALIDATOR

http://www.athealth.com/Practitioner/Newsletter/newsletter.cfm
https://twitter.com/search?q=%23SWtech&src=typd
http://www.suicidology.org/
http://www.afsp.org/
http://www.cdc.gov/
http://www.cswe.org/
http://www.currentpsychiatry.com/
http://domesticshelters.org/
http://socialworkpodcast.blogspot.com/2007/01/how-to-listen-to-social-work-podcast.html
http://www.nyu.edu/socialwork/ip/
http://www.insocialwork.org/
http://www.jessekahncreative.com/
http://mysoberroommate.com/
https://www.socialworkers.org/
http://www.nimh.nih.gov/
http://www.socialworker.com/home/index.php
http://www.psychotherapynetworker.org/index.php
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?DB=pubmed
http://www.socialworktoday.com/
http://www.samhsa.gov/
http://www.sprc.org/
http://therapist2therapist.com/
https://www.blogger.com/profile/02961143229642890517
https://www.blogger.com/profile/02961143229642890517
http://creativecommons.org/licenses/by-nc-nd/3.0/
http://creativecommons.org/licenses/by-nc-nd/3.0/
https://validator.w3.org/feed/check.cgi?url=https://www.socialworkpodcast.com/socialworkpodcast.xml


11/23/2020 The Social Work Podcast: Cognitive-Behavioral Therapy (CBT)

https://socialworkpodcast.blogspot.com/2007/03/cognitive-behavioral-therapy-cbt.html 3/8

Before we move on to techniques and interventions, I’d like to talk briefly about the structure of a cognitive therapy
session. Because CBT is a time-limited treatment, and it addresses a few issues, CBT therapy sessions need to be focused
and productive. To that end, Freeman and his colleagues describe one way to structure a CBT session. First, the session
begins with agenda setting. This is a collaborative process wherein the client and the therapist can be sure to cover
topics that are relevant and central to treatment. This does not prevent flexibility during the session, but it makes it
easier for the CBT therapist to redirect and avoid what is known as door knob comments. The door knob comment refers
to a situation where a client brings up a significant issue on his way out of the door. Imagine your client with his hand on
the door knob say, “Oh, by the way, my mom tried to kill herself last night and I’m heading to the hospital to see her”.
Why clients do this is up for debate. One commonly suggested reason is that it is a chance to unload burdensome topics
without having to address them. But regardless of the reason, setting an agenda helps to identify what issues are most
important at the beginning of the session and to decide what topics will be focused on during the course of the session.  

Number two, after the agenda has been set, you review your client’s current status, including what has transpired
between sessions. For example, if we think of the mom whose daughter was killed in a car accident, it would be useful to
know if there were any deaths of any close personal friends or related events to the death of her daughter among other
things, in the past week. This quick check also sets the tone for the session and allows the client the opportunity to focus
on being present in the session.  

The next step is to ask for feedback. Now feedback can either be about the previous session, or if you ask about feedback
at the end of the session, it can be about the current session. Although Freeman and his colleagues suggest that this is an
optional step, my experience has been that regular feedback is invaluable to addressing interpersonal issues that clients
might be unwilling or uncomfortable to share otherwise. For example, if during the beginning of a session, I ask my client
if he thought that what we talked about during the previous session helped him during the week and he said no, then I
would have the opportunity to explore what we could do differently. It could be that all he could remember about the
session was me being confrontational. And obviously, this information is crucial to addressing how I approach him, how I
approach the therapy, so that we can have a successful outcome.  

The fourth step is to review the previous week’s homework. Because CBT believes that most change occurs outside of the
office, homework is an integral part of treatment; however, homework will not be successful if you’re not clear about the
relationship between homework and your client’s goals. It is the classic story of Albert Ellis and the homework he
assigned himself one summer. According to Gerry Corey (2005), Ellis was thinking of ways to overcome his shyness around
women. He decided he would speak to 100 women over a period of one month. Although the conversations did not result
in a date, the story goes that he did de-sensitize himself to the fear of rejection. This story clearly illustrates the value
of making a direct connection between the client’s goals and the work they do outside the session. Imagine telling a
client with social phobia that they should talk with 100 strangers. Unless you’re very clear as to why this activity is the
best for your client to solve their problems, they’re likely to look at you and laugh, or more realistically, they are more
likely to agree with you and then just not do it. Freeman and his colleagues (2004) suggest a brilliant way of introducing
the idea of homework to clients on page 29 of their text. They suggest saying something like, “One of the things I like to
do is to think in terms of what the people I work with can do between sessions to get results more quickly. How does that
sound to you? Do you have any ideas what would be useful to do between now and the next time we meet?”  
Covering these first four items doesn’t need to take more than 10 minutes. The remainder of the session can be spent on
addressing the last sections of a therapy session, which include: the main agenda items and developing new homework.  

REVIEW 
So, before I move on to the really fun stuff, the intervention techniques, I want to quickly review what we’ve gone over
so far. CBT is an umbrella term that applies to the therapies that assume that behaviors and emotions are influenced by
our cognitions. The basic goal of CBT is to identify and replace dysfunctional thoughts with functional thoughts in order
to improve mood and develop healthy behaviors. This process is collaborative and expects the client to participate
actively during treatment, inside and outside the therapy session. Now we’re going to take a short break, but when we
come back we’re going to talk about some of the techniques used in CBT, the use of CBT in culturally competent practice
and the strengths and limitations on the use of CBT in social work practice. 

[18:10] Music Interlude: QuinTango performing “Por una cabeza” http://www.amazon.com/Por-una-
Cabeza/dp/B000SGU4M0 
Welcome back. We are going to continue our discussion of cognitive behavioral therapy by turning our attention now to
the techniques and interventions.  

Techniques and Interventions: Because cognitive-behavioral therapies believe in a reciprocal relationship between
cognitions, emotions and behaviors, CBT uses techniques that address how we think, feel, and act. Today, we are going to
focus our attention on the cognitive, and to a lesser extent, the emotive techniques. For a review of behavioral
techniques, you can listen to the behavior therapy podcast at http://socialworkpodcast.blogspot.com/2007/03/behavior-
therapy.html. The cognitive techniques developed by Ellis, Beck, Meichenbaum and others are widely used by therapist
that do not consider themselves strict cognitive behavioral therapists. Corey notes that rational emotive behavior therapy
was really the first cognitive behavioral therapy. The name rational emotive behavior therapy tells you right off the bat
that REBT distinguishes between rational and irrational thoughts, but also focuses on feelings and actions. The
assumption is that irrational ideas lead to self-defeating behavior. Corey (2005) gives some examples of irrational ideas: ‘I
must have love or approval from all of the significant people in my life’, I must perform important tasks competently and
perfectly’, ‘if I don’t get what I want, it’s terrible and I can’t stand it’. Now, as a side comment, Ellis is known for using
humor to help his clients recognize irrational thinking. In fact, use of humor is one of his techniques. For example, he
called irrational thoughts “I must” mustabatory thinking and he would caution his clients against musterbating. One
technique Ellis uses in intervening with irrational thinking is called disputation. The way it works is that once an irrational
idea has been identified, Ellis will dispute that idea until clients no longer believe the idea, or at the very least, do not
believe it so strongly. For example, if your client irrationally believes that any conflict is bad, Ellis might say, “Can you
think of a circumstance when conflict is good”? If they can think of a single instance, then Ellis would say that the belief,
as a general rule, is clearly false. The client would then figure out a belief that was a rational one, such as, some conflict
is counter-productive.  

Remember earlier in the podcast, I talked about the ABC model where A was the activating event, B was the mediating
belief, and C was the resultant emotional and behavioral consequences? Well the last 3 steps in the model are cleverly
called: D, E and F. The D stands for a disputing intervention. Disputation targets the belief in the way we have just talked
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about. The disputation has the effect or E. The E is that the more effective or functional philosophy is developed. For
example, if we think about our client, Isabella, whose daughter died in a car accident, the disputation might help her
change her belief from ‘everything is awful’ to ‘I wish some things were different’. This E or effect, results in a different
feeling or F, like hope. This is how you get ABCDEF as an intervention that can be used to address cognitions, behaviors
and feelings. Another technique that Ellis uses to address irrational thinking is changing the language that clients use. If
your client says, “I should do this” or “I should do that”, Ellis would say that they are shoulding on themselves. Don’t
should I me, I won’t should on you. When we believe we should do something, we confuse preference with needs. The
statement: “I would prefer to fold laundry before bed” is a very different message than “I should fold laundry before
bed”. Although subtle, the technique is congruent with CBT theory. As Lakoff and Johnson illustrated in their text,
Metaphors We Live By, our words both reflect and create the world we live in. If we can change our words, then we can
change the way we think, feel, and act. Aaron Beck believes that words are important, but he’s more interested in
listening to words to identify schemas, automatic thoughts and cognitive distortions.  

Beck conceptualizes problematic beliefs and thoughts not in terms of what is rational or irrational, because that’s up for
interpretation. But instead, beliefs are problematic when they are too rigid, too absolute, too broad or too extreme. In
Beck’s version of CBT, people develop unconditional core beliefs, also known as schemas, which influence feelings and
behaviors. Unconditional core beliefs are beliefs that are too rigid, absolute, broad or extreme. For example, if I have a
core belief that I am a fake, it means that my core belief is that I’m always a fake, not that I’m sometimes, or in some
situations, or to some degree. Beck believes that these qualifiers do not apply to dysfunctional core beliefs. The truth is
that sometimes I am a fake, but that’s not what the core belief says. No, the unconditional core belief is that I am always
a fake. This is clearly not true, and I can point to at least 3 times in my life when I have not been a fake. Sure, they were
all back in the 1980’sm but nevertheless, they’re exceptions. If I had a laugh track, I’d be playing it right now, but I
don’t. Note to self, get a laugh track. 

So, if we are not aware of our core beliefs, how do we identify them? Beck suggests that we can get to core beliefs by
identifying automatic thoughts. Freeman and colleagues define automatic thoughts as: ‘spontaneous cognitions in
reaction to stimulus that leads to emotional responses”. For example, you get a test back and you see that you got an F.
Your automatic thought might be that I’m going to fail the class. Now, you might not be aware that you had the thought,
but you’re probably going to be aware of the feeling that follows. It could be fear, sadness, or anger. Or it could be relief
and happiness. Now, if it is relief and happiness, this is just another piece of supporting evidence that cognitive
behavioral therapy has some validity. For example, your thought might be ‘I hate this class and the only excuse I would
have for dropping it is if I fail the first test’. Then I would feel relief or happiness when I see the failing grade. So, it’s not
the grade that creates the feeling, but rather the intervening belief that informs how I will feel about something. So, the
way to get to core beliefs is through automatic thoughts. It’s not enough to change my automatic thoughts though. In
order to really change, I have to address my core beliefs. Greenberg and Padesky liken core beliefs and automatic
thoughts to weeds in a garden. The automatic thoughts are the weeds and the core beliefs are the roots. If you want to
get rid of the weeds once and for all, you have to dig up the roots. So, it’s not enough to get out the weed whacker and
go to town. If you cut off the tops of the weeds, they’ll just grow back again. Likewise, if you don’t deal with the core
beliefs, your automatic thoughts will just keep coming back.  

One technique that Beck uses to identify the core beliefs is called the downward arrow technique. The way it works is
that your client identifies a situation, doesn’t have to be a big deal situation, it could be anything where she had an
emotional response. The good news about these core beliefs is that they establish predictable patterns so you are able to
access core beliefs using a variety of situations. They don’t have to be intense, the most painful or the most significant
ones. They could be something minor like ‘yeah, this guy yelled at me today’ or ‘I realize I showed up for work 15
minutes late’. The downward arrow moves from the situation you’re most aware of, which is the event, to uncovering the
automatic thoughts, some of which you may be aware of and some you may not be aware of, and then ultimately
uncovering the core belief. 

[27:30] The following dialogue is an example of the downward arrow technique. 

T: When Bob said he was too busy at work to have dinner with you, what went through your mind? 
C: That he doesn’t want to be with me. 
(Ok, so when he says ‘he doesn’t want to be with me’, that’s an automatic thought. Notice that it is
external, it’s about somebody else). 
T: If that were true, that he doesn’t want to be with you, what would that mean? 
C: That he doesn’t care enough. 
(So, in this one we move from his choice to statement about this person). 
T: And what would that mean? 
C: If he doesn’t love me, no one will. 
(And now we’re moving deeper. He doesn’t really love me, we move deeper into his perception of his own
core experience. We are getting closer to the core belief). 
T: And if it were true, that he didn’t care enough, what would that mean?
C: That he doesn’t really love me. 
(Ok, now he says, ‘if he doesn’t love me know one will’, this moves to the internal. This is about my
client). 
T: And what would that mean? 
C: I’m unlovable. 
(And finally we get to the core belief. This is my client’s core belief about himself). 
T: And what would that mean? 
C: Just that, I’m unlovable. No one will love me.

(Now if you noticed, he repeated that nobody else will love me. When you get repetition, it means you have hit bottom,
that this is the client’s actual core belief). 
Using the phrase ‘what does that mean’ can get a little old. So, some variations include: ‘If that’s true, what’s so bad
about…’? Or, so, what’s the worst part about…’? Or, ‘so, what if…’ or ‘what does that mean about you’? Beck recognizes
that we perceive situations correctly, but because of dysfunctional beliefs, we can draw erroneous conclusions. The
process that results in correct perceptions leading to erroneous conclusions is called cognitive distortion. Everyone has
cognitive distortions, not just people with diagnosable mental illnesses. In his 1999 revised edition of “Feeling Good: The
New Mood Therapy,” Burns identifies commonly observed cognitive distortions. One cognitive distortion is called
dichotomous or ‘all or nothing’ thinking. In this cognitive distortion, things are seen in mutually exclusive categories. All
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good or all bad. For example, I was seeing a couple for couples counseling and the boyfriend was having problems with
his girlfriend. Obviously, or they wouldn’t have been in couple counseling. But we were talking about a specific situation,
and my client said that during the situation his girlfriend was mad at him. And because we were in a couple counseling
situation, I could turn to the girlfriend and ask her, ‘Is it true? Were you mad at him?’ And she said yes. So, my client
correctly perceived that his girlfriend was mad at him in that situation. But, because he employed the cognitive
distortion of ‘all or nothing’ thinking, he erroneously concluded that she was basically a mean person. Once we identified
the cognitive distortion, then we were able to move on from there and intervene appropriately, recognizing where the
client had gone wrong in his thinking. Another type of cognitive distortion that Burns talks about is called mindreading. If
your client is employing the cognitive distortion of mindreading, they are thinking that they know what somebody else is
thinking, without any supporting evidence.  

I saw this cognitive distortion all the time when I was working with kids in school settings. For example, I was working
with this 13 year old called Manuel, who was suspended for fighting. When I asked him what happened, he said,
“Raymond was looking at me disrespectfully”. When I asked him what made him think that the other kid was
disrespectful, my client said, “Well, every time I look up, Raymond is looking at me”. So, this was an example of
mindreading because Manuel assumed that he knew what Raymond was thinking. And, in fact, that Raymond was thinking
disrespectful thoughts. The result of this cognitive distortion was a maladaptive emotional response. Manuel went from
being annoyed to uncomfortable, irritated and enraged. This faulty expectation about how Raymond should act resulted
in appropriate behavior on the part of Manuel. Specifically, Manuel decided that he couldn’t stand for this disrespect, so
he waited until after school and he jumped Raymond. It was really no surprise to Manuel, or to me, that he got
suspended for jumping another student after school. So, what do you do with this kind of situation? Well, cognitive-
behavioral therapy supports the idea that you can intervene at the cognitive, affective or behavioral points in this
scenario. And they are all congruent with cognitive behavioral therapy. So, a cognitive intervention might start with a
supportive statement like, ‘It sounds like you think Raymond was dissing you’? If you are using rational emotive behavior
therapy perspective, you might decide to challenge the irrational belief by saying, “I wonder what else might explain him
looking at you’? Or, ‘I wonder what Raymond thought when he saw you looking at him’? 

If disputation doesn’t work because of a lack of rapport or the client gets angry or frustrated easily, you could take Beck’s
approach and see what thoughts, what pathways, to core beliefs exist. You might use the downward arrow technique and
ask, “So, what’s the worst thing that could happen if it were true that Raymond was dissing you? Or what does it say
about you if someone is being disrespectful?” An intervention to help emotions might be to use a feeling thermometer.
The idea is to help Manuel identify his feelings and intervene before they escalate to the point of no return. And in
Manuel’s case, the point of no return was rage. So, the way that it works is that you would take the feeling thermometer,
which is essentially a piece of paper with a thermometer drawn on it and say, ‘The bottom is when you feel cool. The top
is when you feel hot. Just like a real thermometer.’ Then you would ask Manuel to mark on the thermometer where he
would place his feelings of being annoyed, escalating to being uncomfortable and then to angry and finally to being
enraged. So then you would talk about what things he could do to keep the thermometer from rising. For example, when
you feel annoyed, what sort of things would you be able to do different? 

Finally, you could use the behavioral interventions to identify alternate to jumping Raymond, including: talking with a
teacher or the school social worker, possibly waiting 24 hours before acting on his impulses, or having him play detective
and have him keep track of the number of times Raymond is looking at him, when he looks at Raymond. You could also
set up a mediated meeting between Manuel and Raymond to talk about the situation. In this way, you can address the
emotional, the behavioral and the cognitive by having Raymond respond to the accusation, ‘you’re being disrespectful’. 

So, what do you do when these cognitive techniques don’t work? Michael Mahoney in his 2003 text, “Constructive
Psychotherapy: A Practical Guide” noted that cognitive methods worked best when people were willing and able to be
aware of their self-talk. If cognitive therapy doesn’t seem to be working, that is, the client is unable to detach from the
content and the emotions associated with the situation long enough to identify or acknowledge cognitive distortions, then
it is reasonable to step down to basic behavioral interventions. If Manuel and I were talking soon after the incident with
Raymond, it might be unreasonable to expect an angry 14 years old to respond well to strictly cognitive interventions.
The best choice might be to start with the behavioral intervention with the intention of moving to a cognitive
intervention later on.  

Now, there are a number of other techniques used by cognitive behavioral therapists, including: problem-solving,
assertion training, role-playing, and imaginal techniques, such as having your client imagine how she might think or feel
in the best or worst of situations. Cognitive behavioral therapists have also developed a number of what I call paper and
pencil interventions. These are often practiced in-sessions, but assigned as homework and commonly take the form of a
sheet of paper where the client fills in information about events, beliefs, automatic thoughts, feelings, rational responses
and alternate choices. Freeman and colleagues write about and include many examples of these types on interventions in
their text, “Clinical Applications of Cognitive Therapy”. The interventions and techniques mentioned in this section are
just the tip of the iceberg for what’s available through cognitive behavioral therapy. 

If you are interested in learning more about interventions and techniques, I suggest doing a Google search or Amazon.com
search on books having to do with cognitive behavioral therapy. I’m partial to the Freeman text. I feel that it’s a very
practical and logical step-wise approach to working with folks. If you are working with folks that are suicidal, Rudd and
colleagues (1999) published a book that deals with cognitive behavioral therapy and treatment and management of
suicidal behaviors. And beyond that, there are cognitive behavioral treatment manuals for folks with obsessive
compulsive disorder, panic attacks. David Barlow has an entire series of practitioners’ guides to treating a variety of
different disorders. I think it’s from Guilford Press, but I could be wrong. I haven’t double checked that. So, the point is
there are a lot of resources out there that you can find to learn about specific interventions or techniques for specific
populations. 

[38:20] As we move into the last part of this podcast, I’d like to talk about the use of CBT in culturally competent. Then
end with some strengths and limitations of CBT, particularly with an eye towards its use in social work practice. Gerald
Corey’s text, “Theory and Practice of Counseling and Psychotherapy” discusses some of the strengths and limitations of
CBT in culturally competent practice. Corey notes that CBT has the advantage of spending the time to indentify a client’s
core beliefs, rather than making assumptions of what people believe based on how they look or what neighborhoods they
come from. The significant concern about mental health treatment is that multi-cultural populations tend to use less
services that the majority White culture. And they tend to report lower rates of satisfaction with the services they do
receive. CBT addresses these concerns somewhat by having treatment that is fairly structured and organized. This
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emphasizes practical solutions, increasing participation rates and overall satisfaction with services. In my own practice, I
have found that CBT is useful in bridging cultural gaps because it’s connecting for my clients to know that irrational and
distorted thoughts are experienced by everyone, from the most privileged and powerful to the most marginalized and dis-
empowered. I have also found that it sometimes is easier for my culturally diverse clients to be honest about beliefs
having to do with mistrust of dominant culture when using a CBT approach. As a White man, I want to know if my African-
American teenage client believes that White people are not to be trusted. I also want to know if this belief is shared and
supported by his community or if this is born of personal experience, or possibly both. Knowing the difference would
influence how I would proceed in my treatment. 

There are a number of limitations of CBT in culturally competent practice. The first is there is an emphasis on
challenging clients’ beliefs and labeling thoughts as irrational and this can be perceived as an irresponsible use of power.
For example, if my client came in and said that he didn’t trust White people and I called that an over-generalization, I
could very quickly lose any existing rapport and probably paint a bad picture of what social workers are like and what
therapy is. More importantly, however, I would be ignoring the social context that informed those cultural beliefs. A
second limitation is that some of the techniques, such as challenging beliefs, might be in conflict with clients that have a
group or family vs. individual orientation. As a privileged White male, I am expected to be an individual who could
challenge others and be competitive to my own advantage. That might not be the case for many of my non-White clients.
A final limitation is that the didactic or teaching orientation of CBT can set up an expectation that the therapist will
solve the problems for the client, especially if the client comes from a culture where the opinions of professionals are
held in high regard. 

Now, the last part of this podcast is a look at the strengths of CBT and some of the limitations, particularly as far as
social work is concerned. So, one of the strengths of CBT is the idea that events do not cause us to be happy or unhappy;
Rather, it is our perception of the event. Clients become their own teachers in a CBT model. It’s an empirically validated
treatment for depression, anxiety, phobias, obsessive compulsive disorder, eating disorders, and a number of other
psychosocial disorders that we address in social work practice. And because of the large amount of information available,
CBT is an accessible model of intervention for both novice and experienced practitioners. The emphasis tends to be on
measurable outcomes and that makes it a lot easier to document and to be accountable, both to your clients and to the
third party payers. Because it targets specific problems, CBT is usually short-term and that’s a characteristic desired by
both clients and third party payers. Targeting specific problems enables treatment to be individualized. This is a core
value of social work. It can be used with individuals, families and groups, something that social workers do all of. It
supports the social work value of self-determination and the client’s active involvement is consistent with social work’s
empowerment approach. Finally, the techniques are portable. Because social workers are often in the field with clients,
we can implement CBT techniques in the here and now, regardless of the setting. 

Some of the limitations include that: the focus is on problems rather than solutions. Another limitation is as we
mentioned in terms of culturally competent practice, it can be confrontational and that can be off-putting or seen as
culturally insensitive. Therapists can get caught up in technique over rapport and therapeutic alliance. Another limitation
is the risk of imposing the therapist’s idea of what constitutes rational thinking. Another limitation is the critique or
criticism that CBT is simply the power of positive thinking at work. Really, it’s not you environment, it’s not your
neighborhood, it’s not policies that are causing you to be unhappy, it’s just because you’re thinking you’re unhappy. Think
positively and you will be happy. Well, CBT is not that simplistic, but it can be a limitation if the therapist is not
adequately trained and grounded in the theory and knowledge about how to incorporate the external with the internal.
Another limitation is that CBT can minimize feelings, although doesn’t necessarily have to. CBT assumes an objective
reality and we sort of alluded to this before, where we were talking about Mahoney’s constructivist theory, where the
idea is that constructivists believe that we construct our own realities. Folks like Ellis state there is some kind of
objective reality from which we can decide that something is rational or irrational. Now, to Ellis’ credit, he did say that
essentially, I am a constructivist; although, I’m not really sure how that fits with his model. But nevertheless, the final
limitation of cognitive behavioral therapy is that it assumes that the behavior will change if clients learn to act rationally.
And as we all know, thinking rationally about something is no guarantee that behaviors are going to be rational or that
people will even necessarily feel better about themselves. 

In sum, cognitive behavioral therapy is a collection of therapies, all of which assume that people’s behaviors and their
feelings are influenced by the way they think about events. Events don’t cause us to believe or think or feel or act in a
certain way. Rather, it’s the perception of those events. CBT is perhaps best known for its wide variety of techniques and
interventions, some of which address cognitive, some of which address affective, and yet others draw from behavioral
therapy to address behaviors. Finally, cognitive behavioral therapy contributes a lot to culturally competent practice and
although it has strengths and limitations, it is currently the treatment intervention (or series of interventions) they have
that have the most evidence base to support their efficacy. 

[47:11: END] 
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Deepak said...

CBT can help you to change how you think ("Cognitive") and what you do ("Behaviour)". These changes can help you to
feel better. Unlike some of the other talking treatments, it focuses on the "here and now" problems and difficulties.
Instead of focussing on the causes of your distress or symptoms in the past, it looks for ways to improve your state of
mind now. 

It has been found to be helpful in Anxiety, Depression, Panic, Agoraphobia and other phobias, Social phobia, Bulimia,
Obsessive compulsive disorder, Post traumatic stress disorder and Schizophrenia. 

http://de-adiction.blogspot.com

January 16, 2009 at 8:59 AM

Deepak said...

This leaflet is for anyone who wants to know more about Cognitive Behavioural Therapy (CBT). It discusses how it works,
why it is used, its effects, side-effects, and alternative treatments. If you can't find what you want here, there are
sources of further information at the end of this leaflet. 

http://addiction-of.blogspot.com 
http://abuse-of.blogspot.com

January 22, 2009 at 9:36 PM

Unknown said...

The cognitive behavioral therapies are helpful in the treatment of depression and hypertension. It assists those who are
pessimist in life and dont see the positive part of the things. The therapy changes the point of view and offers them the
optimistic life. The therapy supports a lot in maintaining the good relationship between the drug addicted patients and
their family as well as with the society. 

http://www.edrugrehabs.com/

January 5, 2010 at 2:45 AM

Unknown said...

Great topic, you covered some really good information. Thanks for this podcast Jonathon.

August 21, 2015 at 3:18 AM

Random Ponderings said...

CBT concentrates on now, nearly always at the complete exclusion of all formative experiences. It does not ask why, and
why is always paramount in the mind. The problem is that this methods makes roughly about as much sense as ignoring a
person's physical medical history when treating them. The way CBT is usually done is similar to telling a person with a
broken leg to "work as a team" with the therapist to investigate the patients irrational feelings about their leg. 

The trouble is their feelings may very well not be irrational. That is an assumption, not a given. 

Many issues due cause feedback into the physical function and structure of the brain itself. PTSD and anxiety issues
produce changes to the amygdala, which is a form of organ failure. Using CBT to address that sort of damage is outright
insulting to the patient (and their experiences and emotional pain) and to the intelligence of anyone who really DOES
understand how neuroplasticity works. Challenging the patients stress responses can actually cause further damage. 

You may as well tell our theoretical patient with the broken leg their troubles will go away if they just abandon the idea
that there is something wrong with their leg, and take up long distance running.
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Abstract

This is a report on the treatment fidelity of in-home cognitive–behavioral therapy (CBT) delivered by a
sample of clinically trained, master's-level social workers to a group of primarily rural, medically frail
older adults as part of the Project to Enhance Aged Rural Living (PEARL) clinical trial. The social
workers in this study received brief didactic and experiential CBT training. Audiotaped sessions were
randomly selected and evaluated by independent reviewers. Results showed that the social workers
adequately delivered CBT as measured by the Cognitive Therapy Scale. Older adult participants also
evidenced pre- posttreatment improvements, suggesting that the social workers' delivery of CBT
facilitated improvement.

Keywords: cognitive–behavioral therapy, older adults, research psychotherapists, rural, treatment
fidelity

It is likely that in the future social workers will deliver a substantial portion of the mental health
services that older adults receive, especially in rural settings. This is likely because social workers are
already providing services in settings such as senior centers, long-term care facilities, hospitals, and
home-health agencies. Given this trend, social workers may choose to deliver evidence-based
psychotherapies, such as cognitive–behavioral therapy (CBT), that target underlying behaviors and
dysfunctional thoughts.
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CBT is a well-established intervention for a variety of psychological disorders and health concerns. A
search of common electronic databases using the terms “CBT” and “social work” revealed a number of
articles on the topic but very few empirical studies. The delivery of CBT solely by social workers has
been evaluated by a relatively small number of studies, which primarily examine client outcomes and
neglect treatment fidelity (see Table 1). This is not an uncommon limitation. One review of social work
intervention studies (Naleppa & Cagle, 2010) found that very few efficacy or effectiveness studies
addressed several common fidelity criteria: (a) clarity of treatment definition, (b) identification of
essential components for verification, (c) manualized treatment, (d) therapist training, (e) supervision
of therapists, (f) sources of verification (for example, measurement scale evaluating therapist
performance), (g) sampling treatment sessions to ensure treatment consistency, and (h) use of fidelity
data. An evaluation of treatment fidelity improves the understanding of critical treatment components
as well as the challenges experienced by therapists in implementing an intervention, which can inform
clinical practice.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB1/


11/23/2020 Social Workers as Research Psychotherapists in an Investigation of Cognitive–Behavioral Therapy among Rural Older Adults

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/ 3/13

Table 1:

Outcome Studies of Social Workers Delivering Cognitive–Behavioral Therapy (CBT)

Open in a separate window

Notes: Dashes indicate that information was not provided in the study. LCSW = licensed clinical social worker;
MSW = master's in social work; SW = social worker.

Studies N
(Participant
mean age,
years)

Intervention Therapists Training Supervision Outcome

Bradshaw &
Roseborough,
2004

N = 22
schizophrenia
(30)

CBT for
schizophrenia, for
60 minutes, 18
months, l hour
weekly

Four
MSWs;
five years
of
experience

48 hours Group and
individual
LCSW

80% of clients
had
statistically
significant
improvement
in residual
symptoms.

Bradshaw,
2000

N = 24
schizophrenia
(32)

n = 13 Day
treatment for 3
days, 18 hours per
week, versus n =
11 Day treatment
+ manualized
CBT, weekly

Two
MSWs; 10
years of
experience

— Weekly
supervision;
intermittent
observation
of live and
audiotaped
sessions

Combined
treatment
significantly
improved in
symptoms
and
psychosocial
function over
three years.

de Anda,
1998

N = 51
middle
school
(median 13)

n = 36 CBT stress
management
group, 10 weeks,
versus n = 18
Control

Second-
year MSW

— Scripted — There was
significant
improvement
in use of
coping
strategies and
stress.

Kerfoot et al.,
2004

N = 52
depression
(13.7)

n = 26 Brief CBT
for depression, 8
sessions, versus n
= 20 Waitlist

43 SWs;
seven
allied
health

24 hours +
11 courses

Poor
attendance;
every two
weeks

No significant
change was
seen in
depressive
symptoms.

Mitchell,
1999

N = 56
anxiety
(36 73)

n = 26 Medication
versus n = 30
Medication +

MSW — — Improvements
in anxiety
were greater

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB1/?report=objectonly
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We found only one empirical study of CBT delivery by social workers that also examined treatment
fidelity using an observational rating scale of therapy sessions. Bradshaw and Roseborough (2004)
examined the treatment fidelity of CBT to treat residual symptoms of schizophrenia. Audiotaped
sessions were rated with the Cognitive Therapy Scale (CTS) (Young & Beck, 1980) on nine sessions
per therapist. CTS ratings indicated that the therapy was judged overall to be adequately delivered
(average item score = 3.69). No significant difference was found between the therapists.

Another study (Davidson et al., 2004) examined treatment fidelity using an observational measure to
rate sessions of manual assisted cognitive therapy (MACT) for parasuicidal behavior delivered by a
variety of professions. It included nurses (n = 20), clinical psychologists (n = 6), social workers (n = 4),
psychiatrists (n = 4), and occupational therapists (n = 3). All therapists received three days of training
on the intervention and ongoing supervision. Audiotapes of the available therapy sessions were
reviewed and rated by two experienced CBT providers on the MACT Rating Scale. This scale is
modeled after the CTS. The outcomes did not vary by discipline, therapist demographics, or treatment
duration but varied only by therapist competence as measured by the rating scale. However, the mean
scores by discipline were not provided.

Previous studies provide preliminary evidence that social workers delivering CBT can improve client
outcomes (see Table 1). Further study in the area is desirable as studies of social workers delivering
CBT assess client change and rarely assess treatment fidelity (de Anda, 1998; Mitchell, 1999; Scott &
Stradling, 1991; Subramanian, 1991; Whiteman, Fanshel, & Grundy, 1987). In addition, many of these
studies provide little information about the training protocol or the years of therapy experience of
treatment providers, which would be helpful in developing and guiding clinical training on CBT. Social
workers have been used interchangeably with other mental health professionals since the 1960s in
several National Institutes of Health trials, but these studies often fail to report this and may note only
that mental health therapists provided the intervention. In several clinical trials, a combination of social
workers and other disciplines delivered the CBT intervention, which does not allow any conclusions to
be drawn about the specific efficacy of the social workers providing therapy (Arean et al., 2005;
Berkman, Jaffe, Carney, Czajkowski, & Kaufman, 2001; Norman & Lowry, 1995). Moreover, no
studies could be located that examined the treatment fidelity of social worker CBT delivery specifically
for older adults.

This study attempts to add to the literature by using data from a relatively large controlled trial of CBT
(Scogin et al., 2007). The overall aim of the Project to Enhance Aged Rural Living (PEARL) was to
improve the quality of life of a sample of rural older adults through in-home CBT that was delivered by
social workers. In this article, we focus on treatment fidelity as demonstrated by an observational
measure assessing CBT delivery. In addition, we report client outcomes.

Method

Data came from a randomized control trial that compared the effects of CBT to a minimal support
control condition. Minimal support consisted of weekly brief (5- to 10-minute) telephone calls during
which research assistants provided encouragement and support. Following the three-month minimal
support interval, control participants were provided CBT as per experimental participants. Assessments
were conducted prior to randomization, immediately following CBT or minimal support, and at six
months following the end of treatment. More details on the design of the study are provided in the
report of the main study outcomes (Scogin et al., 2007).

Participant Factors and Recruitment

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB1/
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Inclusion criteria for participation were (a) age of 65 years or older, (b) T score of 55 or less on the
Quality of Life Inventory (QOLI) (Frisch, Cornell, Villanueva, & Retzlaff, 1992), (c) T score of greater
than 45 on the Global Severity Index (GSI) of the Symptoms Checklist-90-R (SCL-90-R) (Derogatis,
Rickels, & Rock, 1976) using norms for nonpatient adults, and (d) rural residence. Fifteen participants
residing in an urbanized setting were randomized into the study because they otherwise met inclusion
criteria and were recruited through existing referral mechanisms. Additionally, four participants with
QOLI scores above 55 were randomized as were two participants who were 64 years of age. Exclusion
criteria were (a) a self-reported history of schizophrenia, bipolar disorder, or current substance abuse;
(b) current receipt of psychotherapy; or (c) significant cognitive impairment as indicated by a score of
23 or less (16 or less for those with less than a ninth-grade education) on the Mini-Mental Status
Examination (MMSE) (Folstein, Folstein, & McHugh, 1975).

Participants were recruited at public and private home health care agencies, senior centers, church
organizations, hospitals with associated home health care groups, and service providers such as
physicians and pharmacists. In addition, advertisements and feature stories in local print media
emphasized that the study was designed to evaluate the effects of a program to improve quality of life
among rural older adults.

Data used in these analyses came from 88 older adults for whom 144 CBT sessions were reviewed and
rated. The average participant age was 76.3 years, and most of participants were female (83%). The
participants were African American (61.4%) and white (33.9%). The average number of years of
education was 9.2 years (range, 0 to 16 years). Participants rated their overall health as an average of
1.8 on a scale ranging from 1 = poor to 5 = excellent. All participants indicated that they needed some
help with at least one or more basic or instrumental activities of daily living. Their mean MMSE score
was 24.7 (SD = 3.7).

Measures

The CTS (Young & Beck, 1980) is an 11-item observational rating scale with two subscales designed
to aid raters in evaluating audiotaped, videotaped, or live therapist delivery of cognitive therapy. The
General Therapeutic Skills subscale provides guidance in rating if the therapist set an agenda for the
session, demonstrated responsiveness to client feedback, showed empathy and an understanding of
what the client was communicating, possessed effective interpersonal skills, collaborated with the
client, and paced the session properly. Using the Specific Cognitive Therapy Skills subscale, raters
assess the use of guided discovery to promote change, the focus on dysfunctional cognitions and
behaviors in sessions, the quality of CBT change strategy, the skill with which CBT techniques were
applied, and the quality of homework assigned. Each item is rated on a scale from 0 to 6, with 3
indicating satisfactory administration. Reliability for this instrument is .77 when two raters provide the
ratings, as in this study (Vallis, Shaw, & Dobson, 1986). The scale has been shown to have good
discriminant validity, with the total scores serving as markers of CBT competency.

The QOLI (Frisch et al., 1992) was used to measure self-reported overall quality of life. Sixteen
domains are assessed: health, self-regard, philosophy of life, standard of living, work, recreation,
learning, creativity, helping, love relationships, friendships, relationships with children, relationships
with relatives, home, neighborhood, and community. Each domain is rated for importance on a three-
point Likert-type scale, and satisfaction is rated on a six-point Likert-type scale. The cross-product is
summed and this score is converted to T scores based on adult, community-dwelling norms. Cronbach's
alpha in the normative study was .79 (Frisch et al., 1992) and was .65 in the present study at time 1.

The SCL-90-R (Derogatis et al., 1976) was used as a measure of overall psychological
symptomatology. We used the GSI as an indicator of overall distress. Cronbach's alpha for the 90 items
at time 1 assessment was .96.
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Therapists and Therapist Training

Treatment Program

Treatment Fidelity Monitoring

Treatment

The therapists were five licensed MSW clinical social workers (two
African American and three white) who were trained to deliver CBT. Four of the therapists were
female. Their mean age was 45.4 years (range, 32 to 58), and they had an average of 11.4 years (range,
5 to 22) of post MSW clinical experience. Four of the therapists had prior experience working with
older adults. None of the therapists had delivered a CBT protocol prior to involvement with this
project, and all had cursory prior exposure to CBT through coursework and continuing education.

Training of the therapists was conducted by the PEARL project staff and consultants over four sessions
of didactic and experiential instruction. The trainees were given extensive background reading to
complete, including A Guide to Psychotherapy and Aging (Zarit & Knight, 1996) and Cognitive
Therapy for Depression (Beck, Rush, Shaw, & Emery, 1979). Twelve hours of didactic instruction were
undertaken and were allocated as follows: overview of the research project (1 hour), principles of CBT
(2 hours), CBT with older adults (3 hours), quality of life and CBT with older adults (1 hour), cultural
sensitivity in delivering services to African American and rural participants (2 hours), training in
helping participants reach treatment goals (2 hours), and issues of in-home psychotherapy (1 hour).
Twelve hours of experiential training were conducted in which therapists practiced the core techniques
of CBT in mock sessions. Feedback was provided until competency was achieved on the CTS. Weekly
group supervision was conducted with the therapists following training.

Treatment followed the manual developed by Thompson, Gallagher-Thompson,
and Dick (1995) for the delivery of CBT to older adults. The standard course of treatment was 16
sessions, with the opportunity to extend treatment to 20 sessions if needed. Twice-weekly sessions
were planned for the first month, with weekly sessions planned for the remainder of the treatment. The
average number of sessions attended by CBT participants was 11.7. The average time to complete
treatment was 5.3 months. Participants received treatment from only one therapist. The number of
cases seen and number of sessions completed by each therapist for the full clinical trial sample were as
follows: therapist 1 saw 31 cases and completed 329 sessions; therapist 2 saw 34 cases and completed
369 sessions; therapist 3 saw 34 cases and completed 416 sessions; therapist 4 saw nine cases and
completed 71 sessions; and therapist 5 saw 26 cases and completed 318 sessions.

Major components of the treatment included scheduling activities, identifying and changing unhelpful
thoughts, relaxing, and being assertive. The treatment protocol developed by Thompson et al. (1995)
included modifications of traditional CBT for use with older adults such as providing in-session cue
cards as memory aids, slowing down the pace of the intervention process, and simplifying homework
assignments. We also encouraged the inclusion of an intervention facilitator (family member or friend)
where available to assist this frail sample.

Treatment delivery was assessed through reviews of audiotaped CBT
sessions. An attempt was made to review a session early in treatment (sessions 2 to 8) and later in
treatment (sessions 9 to 15) per participant. Sessions were randomly selected and reviewed by an
independent team using the CTS. Both CTS raters were advanced doctoral students in clinical
psychology who had taken a doctoral-level course on the introduction to psychotherapy and at least one
advanced course that included instruction in cognitive therapy (CT) or CBT. In addition, both students
had from one to three practicums in which they were supervised in the use of psychotherapy techniques
and CT procedures. These doctoral students received training with the Cognitive Therapy Scale Rating
Manual (Young & Beck, 1980) from an experienced cognitive behavioral therapist. Once raters were
assigned to tapes, there was a check on reliability on three to five tapes to ensure that reliability was
maintained. If their interrater reliability was below .70, the mean of their scores was taken. Good
interrater reliability on the CTS ratings was achieved. When CTS ratings became available, adherence
was discussed during PEARL weekly supervision.
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Results

Treatment fidelity and therapist skill were evaluated in several ways. First, CTS data were examined to
ascertain the skill with which CBT was delivered. Means were calculated for CTS item scores across
the 144 sessions, collapsing across the five therapists. All means were above 3, with scores ranging
from 3.3 on “agenda” and “guided discovery” to 4.7 on “interpersonal effectiveness” (see Table 2).
These scores indicate that studywide CBT was delivered competently across the 11 items constituting
the CTS. Next, the two subscale scores across the 144 sessions were examined. The mean score for the
General Therapeutic Skills subscale was 3.9 and the mean score for the Cognitive Therapy Specific
Skills subscale was 3.8, indicating that CBT was adequately executed. The mean item score across the
144 sessions was 3.8.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB2/
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Table 2:

Descriptives of Cognitive Therapy Scale (CTS) Items, Subtests, and Total Scores across
Therapists and Sessions

Open in a separate window

Note: CBT = cognitive–behavioral therapy.

Therapist

Item 1 (n =
30)

2 (n =
36)

3 (n =
34)

4 (n =
12)

5 (n =
32)

All (N =
144)

All
Range

M (SD) M (SD) M (SD) M (SD) M (SD) M (SD)

Agenda 3.7
(1.6)

3.9
(1.4)

2.4
(1.1)

3.5
(1.2)

4.2
(1.1)

3.5 (1.4) 0.0–6.0

Feedback 3.7
(1.2)

4.0
(1.4)

2.7
(0.9)

4.1
(0.9)

3.8
(1.2)

3.6 (1.3) 0.0–6.0

Understanding 4.1
(1.2)

4.8
(1.2)

3.3
(1.3)

3.9
(1.1)

4.2
(1.3)

4.1 (1.3) 0.0–6.0

Interpersonal effectiveness 4.8
(1.2)

5.5
(0.9)

4.1
(1.2)

4.9
(1.0)

4.5
(1.2)

4.7 (1.2) 2.0–6.0

Collaboration 4.1
(1.2)

4.5
(1.1)

3.3
(1.4)

4.0
(0.9)

4.1
(1.3)

4.0 (1.3) 1.0–6.0

Pacing/use of time 3.6
(1.3)

3.9
(1.3)

3.0
(1.3)

3.9
(1.4)

3.8
(1.5)

3.6 (1.4) 1.0–6.0

Guided discovery 3.2
(1.1)

3.7
(1.2)

2.7
(1.2)

3.6
(0.5)

3.7
(1.0)

3.3 (1.2) 0.0–6.0

Focus on cognitions and behaviors 4.3
(1.3)

4.4
(1.2)

3.5
(1.3)

3.8
(1.3)

4.2
(1.1)

4.0 (1.3) 1.0–6.0

Strategy for change 4.6
(1.2)

4.3
(1.2)

3.5
(1.1)

4.3
(1.4)

4.1
(1.3)

4.1 (1.2) 2.0–6.0

CBT techniques 4.1
(1.3)

3.8
(1.1)

3.2
(1.1)

3.6
(1.3)

3.9
(1.1)

3.7 (1.2) 1.0–6.0

Homework 3.5
(1.6)

3.9
(1.2)

2.6
(1.3)

2.9
(2.0)

4.4
(1.1)

3.5 (1.5) 0.0–6.0

Cognitive Therapy Specific Skills
subscale score

3.9
(1.0)

4.0
(1.0)

3.1
(1.0)

3.6
(1.0)

4.1 (.9) 3.8 (1.0) 1.0–6.0

General Therapeutic Skills subscale
score

4 (1.0) 4.4
(1.0)

3.1
(1.0)

4.1 (.8) 4.1
(1.0)

3.9 (1.1) 1.3–6.0

CTS total score 4 (.9) 4.3 3.1 (.9) 3.9 (.9) 4.1 (.9) 3.8 (1.0) 1.6–6.0

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB2/?report=objectonly
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It is possible that CTS scores would have changed over the course of the study due to therapist
experience with CBT. The time course of the study was defined in an ordinal manner based on the date
a participant entered into the study. Therapist CTS general skill performance was not significantly
related to the time course of the study. However, there was a trend for increased competence on the
Cognitive Therapy Specific Skills subscale over the course of the study, r(88) = .21, p = .053, using a
correlational analysis. To evaluate whether therapists improved in performance over time per client on
the CTS subscales, paired-samples t tests were conducted on sessions rated early in treatment and later
in treatment. No significant difference between sessions earlier in treatment and later in treatment were
observed on the CTS total, general, and CBT-specific scores (see Table 3 for descriptives by therapist
and sessions early and later in treatment).

Table 3:

Therapists' Mean Scores on the Cognitive Therapy Scale, by Sessions Earlier Versus Later in
Treatment Course

Therapist Years of Experience General Therapeutic Skills M (SD) CBT-Specific Skills M (SD)

Early Late Early Late

1 5 3.91 (.85) 3.88 (1.18) 3.86 (.82) 4.04 (1.28)

2 10 4.44 (.99) 4.46 (.72) 4.09 (.92) 3.66 (.88)

3 14 3.35 (.78) 3.29 (1.09) 3.28 (.95) 3.14 (1.12)

4 6 3.79 (.97) 3.11 (1.93) 3.40 (.92) 3.07 (2.02)

5 22 4.12 (1.03) 3.91 (1.24) 4.24 (.94) 3.93 (1.11)

Notes: CBT = cognitive–behavioral therapy. Sessions rated per therapist: therapist 1, early n = 19, late n = 11;
therapist 2, early n = 21, late n = 16; therapist 3, early n = 17, late n = 14; therapist 4, early n =7, late n =3;
therapist 5, early n = 14, late n = 9. If multiple early or late sessions were rated per client, then only the first of
these sessions was counted toward the mean. One session was not counted because the session number was
missing.

The CTS scores at the individual therapist level were also examined. An analysis of variance
(ANOVA) was conducted to determine whether performance on the CTS total scores varied across
therapists. Prior to conducting the ANOVA, the inclusion of a covariate was considered. It is possible
that therapists who conducted more sessions would have better CTS performance. Therefore, a
correlational analysis was conducted to assess the relation between the number of sessions completed
and CTS performance, but no relation was observed and it was not included as a covariate in the
model. The ANOVA revealed that CTS total scores were significantly different across therapists [F(4,
88) = 3.6, p < .01]. Based on least significant difference post hoc analyses and an examination of the
means, only therapist 3 scored significantly lower than three of the other therapists (see Table 2). This
therapist nonetheless delivered CBT adequately as indicated by a mean score greater than 3. Although
there is some variability in overall performance, all therapists performed above the acceptable
threshold: Therapist 2 obtained the highest scores on general skills (4.4); therapist 5 obtained the
highest scores on specific skills (4.1); and therapist 3 showed the lowest scores on the same (3.1).

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB3/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB2/
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Based on a visual examination of CTS means and therapist years of experience, it does not appear that
years of clinical experience were related to CTS outcome. Therapist 5 had 22 years of clinical
experience; therapists 1 and 4 had the least clinical experience (five to six years) but performed almost
as well. Therapist 3 had moderate experience (14 years) but scored lower than all of the therapists,
whereas therapist 2 who also possessed moderate experience (10 years) performed the best on total
CTS ratings. Therapist years of experience, number of sessions rated, and the two subscale score means
and standard deviations by early and later sessions are provided in Table 3.

A more detailed approach to individual therapist delivery competence is to examine CTS item scores
across all rated sessions. These data are presented in Table 2. Using a score of 3 as the benchmark, we
found that only therapist 3 evidenced poor performance on particular aspects of CBT (specifically
setting an agenda, feedback, guided discovery, and assigning homework).

The CTS data were also used to determine whether individual therapy sessions were rated as “in-
modality” as evidenced by a mean score above 3 on the 11 rated items for a particular session. Across
these 144 rated sessions, 25 (17%) of the sessions could technically be considered non-CBT sessions.
Out-of-modality sessions by therapist were 10% for therapist 1; 6% for therapist 2; 41% for therapist 3;
17% for therapist 4; and 13% for therapist 5. Consistent with other analyses, individual differences in
CBT competence were evident with therapist 3 performing more out-of-modality sessions.

Given the difference in CTS scores among therapists, we were interested in examining whether
differences in client outcomes also existed. One approach in evaluating client outcome is to examine
attrition rate by therapist. The attrition rate was 19.3% for this sample of 88 cases. The number of
dropouts between therapists did not vary greatly in this sample: therapist 1, 4 out of 20; therapist 2, 5
out of 23; therapist 3, 3 out of 20; therapist 4, 3 out of 8; and therapist 5, 2 out of 17. An additional
31.8% of clients discontinued due to moves, illness, or death. Next, the scores on outcome measures of
the 88 cases were examined before and after treatment in paired-samples t tests and significant
improvements were evidenced on the QOLI [t(87) = –6.0, p < .05] and the SCL-90-R GSI [t(87) = 4.3,
p < .05]. This uncontrolled evaluation of treatment response mirrors the results of the controlled trial
(Scogin et al., 2007), in which we found that CBT was superior to a minimal support control condition
in producing changes on the QOLI and SCL-90-R GSI. Next, we conducted mixed ANOVAs, entering
the outcome measures (QOLI and GSI) by time as well as therapists to evaluate whether improvements
over time were significantly different by therapist. No significant differences were evidenced in
outcomes by therapists, suggesting that clients improved regardless of the therapist assigned to them.

Finally, we examined the relations of CTS scores to posttreatment scores on the QOLI and SCL-90
GSI, while controlling for pretreatment scores on these measures. These analyses used simultaneous
multiple regressions analyses with posttreatment scores (QOLI and GSI) as the criterion and
pretreatment scores (QOLI and GSI) and CTS subscale scores as the predictors. For the CTS total
score, General Therapeutic Skills subscale score, and Cognitive Therapy Specific Skills subscale score,
there were no significant relations with posttreatment QOLI or posttreatment SCL-90-R GSI.

Although CBT performance might be largely attributable to therapist-related factors, participant-related
factors can also play a role in delivery effectiveness. We explored this possibility by comparing the
cases in which sessions were below threshold to those above on participant age, education, self-rated
health, and MMSE score. There were no variables in which the out-of-modality cases were
significantly different than those cases in which CBT was judged to be satisfactorily administered.
Thus, basic participant factors did not appear to play a predominate role in poorer CBT delivery. We
also considered the possibility that out-of-modality cases might have evidenced different pretreatment
characteristics on our two major endpoint variables, the QOLI and the SCL-90-R GSI. These analyses
also resulted in nonsignificant differences, corroborating the pattern evidenced with participant
demographic factors.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB3/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4418432/table/SVT011TB2/
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Discussion

CBT seems to be a natural fit for social work practice. This report of treatment fidelity in a clinical trial
of CBT delivered by social workers provides a starting point for further exploration of treatment
fidelity in social work CBT intervention research. In this study, CBT-naïve social work therapists were
provided with brief CBT training, ongoing supervision, and a manualized protocol. The social work
therapists demonstrated adequate delivery of CBT to vulnerable rural older adults. We base this
conclusion on external ratings of skill and participant improvement on outcome measures. Using
independent expert ratings on the CTS, we found that all of the social work therapists demonstrated
acceptable overall performance in delivering the protocol-based intervention. With the exception of one
therapist, there was very little difference in general therapeutic skills and CBT-specific skills between
therapists. The therapist with the lowest scores still demonstrated an adequate mean performance on the
CTS total, General Therapeutic Skills subscale, and Cognitive Therapy Specific Skills subscale scores.
However, a number of sessions for this therapist were rated as being out of the CBT modality. This
therapist seemed to struggle with aspects related to structure, such as agenda setting and homework,
and with clinical skills that would require more extensive training, such as responding to client
feedback and using Socratic questioning for guided discovery. Compared with other items on the CTS,
all of the therapists scored lower on guided discovery. Perhaps future CBT training and supervision
should incorporate approaches to assist therapists with guided discovery. Prior studies of CBT and
social work (for example, Bradshaw & Roseborough, 2004) have reported CTS mean scores similar to
the one obtained by therapists in this study (3.7 vs. 3.8 current study).

Despite differences between therapists in CTS scores, no differences were evident in client outcome. In
the controlled trial portion of this project (Scogin et al., 2007), we found that CBT led to significantly
improved quality of life and significantly reduced psychological distress symptoms relative to a
minimal support control condition. The current sample consisted of 88 participants, which was a subset
of the 134 participants for whom CTS ratings were available. We found similar improvements in the
present uncontrolled evaluation. Such improvement in client outcomes, even though some sessions
were out of the CBT modality, requires further consideration. It is possible that with a vulnerable older
adult population, therapists followed the protocol more loosely in certain sessions. When this was
discussed during supervision sessions, social work therapists identified external circumstances such as
financial difficulties or need for immediate resources as reasons for modifying the protocol to maintain
rapport with clients. Given the in-depth training social workers obtain in case management, it would
not be surprising if this was a factor in the percentage of out-of-modality sessions. It is also possible
that this is common to many treatment studies, but as treatment fidelity is not examined as rigorously,
this information is rarely disseminated. Alternatively, it is possible that common therapy factors (for
example, empathy, structure) are responsible for client change.

Perhaps greater uniformity in CTS performance could have been accomplished with a different training
approach. A recent randomized control trial assessing the impact of a social work CBT training
intervention on CTS scores (Armstrong et al., 2010) found that brief training can improve CTS
performance. The social workers in the current study received brief training in CBT and in working
with older adults. They participated in more than 24 hours of initial training, including 12 hours of
didactic training and 12 hours of experiential training in which they were required to meet minimum
CTS criteria. Training that includes an experiential component has been shown to be more effective in
the transfer of skills than didactic methods for CBT (Friedberg, Gorman, & Beidel, 2009; Ng &
Cheung, 2007). Second, the social work therapists obtained weekly supervision in a group format
conducted by the lead investigators of the study. This facilitated their adherence to CBT principles and
probably helped keep the quality of treatment fairly consistent. Further, independent evaluators listened
to tapes of sessions to monitor therapists' adherence with CBT. These reviews were ongoing during the
six years of the study. Feedback from the independent evaluator ratings on the CTS were relayed to
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therapists during weekly supervision meetings, which perhaps helped most therapists to adhere to the
CBT protocol and maintain acceptable performance in CBT delivery. Therapists inexperienced in CBT
delivery may benefit from similar treatment fidelity approaches. A study of social workers delivering
CBT to adolescents in community agency settings (Kerfoot, Harrington, Harrington, Rogers, &
Verduyn, 2004) used a similar training approach, but poor adherence to ongoing supervision possibly
resulted in the poor outcomes reported. This suggests the potential value of frequent quality
supervision. PEARL project social work therapists were also trained in delivering CBT using a CBT
treatment manual. Use of a manual can improve therapists' ease in delivery and allow for better
adherence to a therapeutic modality.

These findings provide initial information about the potential for master's-level social workers to
deliver CBT to older adults when they have proper training, supervision, and supporting materials.
Social work is one of the most prominent disciplines in the mental health delivery system, and
intervention research that evaluates treatment fidelity can contribute greatly to the implementation of
interventions. One of the limitations of this study is that only five social workers were represented as
providers, and thus we cannot generalize too widely. Despite this limitation, this study is one of the few
studies that have assessed social work treatment fidelity in the delivery of CBT to older adults. Further
research should continue this exploration to determine additional training approaches that can improve
social work CBT treatment delivery.
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Evidence-Based, Research-Based and Promising Practices, speaking to the

importance of these concepts in the public sector.

Keep reading to learn more about the types and components of evidence-

based practice models and how they can a�ect your organization’s work.

What is Evidence-Based Practice?

Before we look at the types of models out there, it is important to �rst

understand what constitutes an evidence-based practice. According to the

Social Work Policy Institute:

Evidence-based practice (EBP) is a process in which the practitioner

combines well-researched interventions with clinical experience and ethics,

and client preferences and culture to guide and inform the delivery of

treatments and services. 

Because our ease of access to information has improved drastically in the

past few decades, acquiring evidence is a much simpler process and has

certainly prompted the move towards evidence-based approaches.

However, evidence-based practice implies more than simply acquiring data.

According to the Council on Social Work Education, there are �ve important

steps involved in any evidence-based practice model.

1. Formulating a client, community or policy-related question

2. Systematically searching the literature

3. Appraising �ndings for quality and applicability

4. Applying these �ndings and considerations in practice

5. Evaluating the results.

This last step is particularly signi�cant because evidence-based practice

models need to continuously improve if they are to be e�ective. As a result,

each new case should be considered additional evidence and should be

analyzed along with the pre-existing data. This kind of perspective helps our

social service practices continue to keep pace with a changing world.
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The Models

While much could be wri�en about evidence-based practice models, we are

just going to touch on a few key concepts and models, as well as resources

where you can obtain additional information.

Stages of Change: The Stages of Change model involves progress
through a series of stages, and is designed to evaluate an
individual’s readiness to change.  Like other evidence-based
practice models, it allows for evidence to be considered and taken
into account regularly throughout the process. There is an
inherent feedback loop that considers the patients’ needs and
progress.

Parents as Teachers (PAT): This model is one of the performance
models that accompany Social Solutions so�ware. It is designed
to meet the needs of those who receive federal Maternal, Infant,
and Early Childhood Home Visiting (MIECHV) program funding.

Perform Well.  PerformWell is a website that helps provide
information about performance management to nonpro�t
professionals. The site includes information on a number of
di�erent evidence-based practice models that organizations can
avail themselves of.

While not a model, per se, there are also numerous tools available to

organizations looking to implement Evidence-Based Practice models.  For

example, the Annie E. Casey foundation’s Blueprints for Healthy Youth

Development is an interactive website that helps organizations identify and

fund programs that are scienti�cally proven. Similarly, TRASI or Tools and

Resources for Assessing Social Impact, from the foundation center, can help

organizations learn what tools are out there to aid them in measuring

outcomes and utilizing evidence.

Conclusion

On a national level, the social services world is just beginning to understand

what evidence-based practice models can look like and how they will help

our organizations. More models are sure to emerge over the next few years

that will o�er be�er standards for implementing evidence-based

approaches. Resources like this one from the Promising Practices Network

are helping organizations begin to look at how to create evidence-based
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practice models that meet the highest standards currently set in the

industry.

Furthermore, with the widespread use of so�ware like Social Solutions’

So�ware, our ability to collect and analyze data will continue to improve

drastically, enabling even be�er outcomes for clients and constituents

through the use of evidence-based case management and other evidence-

based practices.
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Eye on Ethics
The Evolution of Social Work Ethics 
By Frederic G. Reamer, PhD
June 2014

When I became a social worker in the late 1970s, the NASW Code of Ethics was one page long. One page. Oh, how
times have changed.
The hard copy of the current Code of Ethics—only the third version since the NASW was created in 1955—is 27 pages
long, and the committee that wrote this code, which I was privileged to chair, tried to keep it as short and succinct as
possible.
What accounts for this remarkable trend, one that has had such a profound impact on the profession? To fully appreciate
the evolution of social work ethics, it is important to start at the beginning.
Social work was formally inaugurated in the late 19th century. In my view, social workers’ ideas on ethical issues have
evolved since then during the course of five conceptually distinct, albeit sometimes overlapping, periods, including the
following:
• Morality period: Social work’s historical literature suggests that, for many years, the profession was focused much more
on the morality of clients rather than practitioners. In many discussions one finds references to concern about the moral
fiber, or the alleged lack thereof, of clients who struggled with issues such as poverty, unemployment, alcohol use, or poor
health. The phrase “professional ethics” did not exist. Some of the discussions of clients’ morality during this period had a
rather paternalistic tone.
• Values period: As social work matured, a handful of scholars and practitioners began exploring and writing rich
commentaries about the profession’s core values, such as client dignity, self-worth, self-determination, and confidentiality.
These important discussions and analyses sought to explore the implications of social work’s central values, especially
when there were conflicts among the profession’s values, the broader society’s values, and social workers’ personal
values. Especially during the turbulent 1960s and early 1970s, several social work authors wrote about the complex
connections between social work values and contemporary controversies surrounding civil rights, women’s rights, welfare
rights, discrimination, and abortion. 
• Ethical dilemmas and decision-making period: The scholarly winds began to shift significantly during the late 1970s
and early 1980s, largely because of the dramatic emergence of the broader field of applied and professional ethics,
especially bioethics. During this period, increasing numbers of scholars and practitioners in a wide range of professions
(e.g., medicine, nursing, psychology, social work, journalism, business, law enforcement, engineering) focused explicitly for
the first time in their respective histories on the nature of challenging ethical dilemmas facing practitioners.
Scholarship burgeoned on the subjects of ethical dilemmas in practice and ethical decision-making protocols. The richest
discussions identified links between ethical theory, drawn from the discipline of moral philosophy, and real-life challenges
faced by professionals, particularly those involving conflicts between professional duties and obligations.
Textbooks in diverse professions included, for the first time, in-depth overviews of ethical dilemmas and conceptual
frameworks practitioners could use to address them.  In social work common topics concerned professional paternalism,
the limits of clients’ confidentiality rights, managing informed consent challenges, complicated boundary issues, dual
relationships, conflicts of interest, allocation of limited resources, and compliance with allegedly unjust laws. Over time,
social work education programs developed curricula to teach students about ethical dilemmas and decision making.
• Ethical risk management period: In the early 1990s, the winds shifted yet again. Although many social workers
sustained their interest in ethical dilemmas and decision making, new concerns emerged regarding ethics-related risk
management.
Data began to circulate concerning increases in lawsuits and licensing board complaints that raised ethical issues.
Increased publicity alerted social workers to relatively new information about the ways in which social workers’ ethical
judgments could lead to litigation and licensing board complaints. Social workers discovered how disgruntled clients and
others could file formal complaints alleging, for example, mismanagement of clients’ confidential and privileged
information, boundary and dual relationship violations, conflicts of interest, negligent service delivery, and inappropriate
termination of services.
For the first time in social work’s history, literature emerged about the links between social workers’ ethical judgment and
potential malpractice, negligence, and professional discipline. Licensing boards developed websites listing social workers
who were sanctioned because, for example, they committed fraud, had sex with clients, and disclosed sensitive
confidential information without proper authorization.
Professional ethics no longer was limited to questions such as what’s the right thing to do in this complicated situation? For
many social workers, ethics now included questions such as “Can I be sued or have a licensing board complaint filed
against me if I...?” Ethics-related risk management became a relatively new component of social work education and
training.
• Digital period: And now we have embarked on a new period, one which few of us, I suspect, could have anticipated.
Today’s social workers can provide services online or via video counseling or text messages to clients they never meet in
person. They may receive Facebook friend requests from clients or former clients that lead to boundary challenges. In this
digital era, social workers can use e-mail as a therapeutic tool and provide clients with specialized smartphones that
enable them to record and transmit summaries of their moods to their clinicians and caseworkers, receive therapeutic
messages and alerts, and communicate with other people in their digital network who face similar life challenges (a virtual
support group).
The advent of this technology—applauded by some and decried by others—has introduced unprecedented ethical
challenges related to informed consent, privacy and confidentiality, boundaries, documentation, client abandonment, and
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the delivery of services across jurisdictional borders. Licensing boards and regulatory bodies are actively engaged in
earnest efforts to develop constructive guidelines to govern entirely new forms of social work practice.
Social work’s pioneers, including Jane Addams, Mary Richmond, Grace Abbott, Edith Abbott, and Sophonisba
Breckinridge, could not have forecast the evolution of social work ethics. Although some of the ethical challenges faced by
today’s practitioners resemble those encountered in the late 19th and early 20th centuries, others were unimaginable
during the profession’s earliest years. No one during those early years could have anticipated complex confidentiality
issues related to HIV and AIDS, managed care, or social workers’ use of digital technology to communicate with clients
and deliver services. Indeed there are new phenomena under the sun that require fresh analyses and new conceptual
frameworks. 
And that’s the moral of the story. Social work ethics is a moving target. Practitioners cannot afford to become complacent,
assuming that age-old tenets will suffice as we move forward. Once upon a time a one-page code of ethics sufficed. It no
longer does.
— Frederic G. Reamer, PhD, is a professor in the graduate program of the School of Social Work at Rhode Island
College. He’s the author of many books and articles, and his research has addressed mental health, health care,
criminal justice, and professional ethics.



11/23/2020 Cost of Growing up in Dysfunctional Family

https://clinmedjournals.org/articles/jfmdp/journal-of-family-medicine-and-disease-prevention-jfmdp-3-059.php?jid=jfmdp 1/14

ISSN: 2469-5793

Journal of

Family Medicine and Disease Prevention (../../Journal-of-Family-Medicine-and-

Disease-Prevention.php)

DOI: 10.23937/2469-5793/1510059REVIEW ARTICLE | VOLUME 3, ISSUE 3 |  OPEN ACCESS

Cost of Growing up in Dysfunctional Family
Basem Abbas Al Ubaidi

Consultant Family Physician, Arabian Gulf University, Bahrain

Corresponding author: Basem Abbas Al Ubaidi, Consultant Family Physician, Ministry of Health;

Assistant Professor, Arabian Gulf University, Kingdom of Bahrain, E-mail: bahmed1@health.gov.bh
(mailto:bahmed1@health.gov.bh)

Received: October 17, 2016 | Accepted: July 29, 2017 | Published: July 31, 2017

Citation: Al Ubaidi BA (2017) Cost of Growing up in Dysfunctional Family. J Fam Med Dis Prev

3:059. doi.org/10.23937/2469-5793/1510059

Copyright: © 2017 Al Ubaidi BA. This is an open-access article distributed under the terms of the

Creative Commons Attribution License, which permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

Abstract

The definition of a family dynamic is the scheme of family members' relations and
interactions including many prerequisite elements (family arrangements, hierarchies,
rules, and patterns of family interactions). Each family is unique in its characteristics;
having several helpful and unhelpful dynamics. Family dynamics will ultimately
influence the way young people view themselves/others and the world. It will also
impact their relationships/behaviors and their future wellbeing. The victims of
dysfunctional families may have determined deprived guilty feelings.
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Introduction

Victimized children growing up in a dysfunctional family are innocent and have
absolutely no control over their toxic life environment; they grew up with multiple
emotional scarring caused by repeated trauma and pain from their parents' actions,
words, and attitudes. Ultimately, they will have a different growth and nurture of their
individual self. The influenced individuals will resume various parenting roles rather
than enjoying their childhood, vital parts of their childhood are missing, which will
eventually have a harmful effect that extends to their adult life. Victimized adults tend
to attempt escaping their past pain, trauma by practicing more destructive behaviors
such as increase dues of alcohol, drug abuse or forced to repeat the mistreatment that
was done to them. Others had felt inner nervousness or temper and feelings without
realizing the reasons behind it [1]. They frequently reported difficulties in forming and
sustaining friendly relationships, keeping a positive self-esteem, struggling in trusting
others, distress in control loss, and denying their own feelings/reality [2]. Frequently,
healthy families tend to return to their normal functioning after the life/family crisis
passes. Conversely, in a dysfunctional family, problems tend to be long-lasting
because children do not get their previous needs; therefore the negative, pathological
parental behavior tends to be dominant even in their adult's lives [2].

Healthy families are not always ideal or perfect. They may infrequently possess some
of the characteristics of a dysfunctional family; but not all the time [3].

The dysfunctional family is an important topic in the field of sociology facing many
Primary Care Physicians (PCPs), while there is little training in family therapy on how
PCPs could and should deal with family conflicts [3].

Characteristics of Healthy Families

1) Allow and accept emotional expressions of an individual's character and
interests [3].

2) Obvious and consistent rules in the family and boundaries between individuals
are honored.

3) Consistently treating members with respect and build a level of flexibility to
meet the individual’s needs.

4) All family members feel safe and secure (no fear from emotional, verbal,
physical, or sexual abuse).

5) Parents provide care for their children (not expecting their children to take their
parental responsibilities).



11/23/2020 Cost of Growing up in Dysfunctional Family

https://clinmedjournals.org/articles/jfmdp/journal-of-family-medicine-and-disease-prevention-jfmdp-3-059.php?jid=jfmdp 3/14

6) Responsibilities given are appropriate to their age, flexible and forgiving to a
child's mistakes.

7) Perfection is unattainable, unrealistic, besides potentially dull and sterile.

Family System Theory

"Family Systems Theory", in contrast to the "Traditional Individual Therapy", views
problems in a more circular manner. This theory has a 'systemic perspective' rather
than a 'linear manner', in which each individual in the family influences the others.
Each family member's viewpoint is valid in their perceptions [4].

Understanding family problems requires the assessment of several patterns of family
interactions in context of their family system, with an emphasis on what is happening,
rather than why it’s occurring. PCPs should move away from blaming one person for
the dysfunctional dynamic, and attempt to find alternative solutions [5].

PCPs should be able to identify and manage early signs of a dysfunctional family too,
by focusing on families that submerged in child abuse and neglect or domestic
violence. However, many families are reluctant to believe or accept that they are a part
of what is classified as a dysfunctional family [6].

Causes of Dysfunctional Families

The Abusive Parent

One or both parents have a history of an offending (words and action) form of child
abuse. The abusive behaviors are either physical (beating, slapping, punching or
sexual) or non-physical (verbal and emotional abuse) [3-9].

The Strict Controlling and or Authoritarian Parent

One or both parents have a history of being a controlling parent (fails or refuses to
give their children space to flourish) by not allowing them to make their own choices
or decisions appropriate to their age. The parents are usually driven and motivated by
unexplained horror and refute any children choices and decision for themselves.

The children will eventually feel resentful and hold inadequate power to think
appropriately or make their own personal decisions.

The Soft Parent

One or both parents are intentionally or unintentionally soft parents (Unsuccessful in
setting rules, regulations and boundaries in the household).

The large and Extended Families
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A parent can't give attention to cover all the family’s wants and needs;
correspondingly they will have conflicting guidance from extended families.

Personality Disorder in Family Members

Late diagnosed personality disorder in one or both parents will eventually affect
normal family dynamics.

A chronically Sick or Disabled Child in the Family

Any sick child in a family will have a detrimental effect on all family members, and then
family care automatically shifts to sick children, whereas the needs of others are
ignored.

Unfortunate Life Events

Events that negatively influence family dynamics are a parent's affair, divorce, trauma,
death and sudden job termination.

Family Values, Culture and Ethnicity

This usually causes negative effects on the beliefs of families in cases such as gender
roles, parenting practices, and the power of each individual family member.

Insecure Nature of Family Attachments

Secure feelings have a positive effect on the family dynamic; in contrary, insecure
feelings will harmfully affect family dynamics.

Dynamics of Previous Dysfunctional Generation

Previous dysfunctional families always have a toxic effect other family generations.

Systematic Stability and or Instability

Such as social, economic, political and financial factors, these factors positively or
negatively influence the nature of the family dynamic.

The Deficient or Absent Parent (Parental In adequacy)

One or both parents are purposefully or in advertently deficient, parents as they fail to
act appropriately or neglecting their children's physical or emotional needs (e.g.
parent suffering from mental/psychological disease and not capable to provide the
child’s needs) [6,10].

The children will, ultimately, take a parent' role and the responsibilities (unofficial
caretaker) of their younger siblings.

Substance Abuse and or Addicted Parent
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One or both are intentionally or involuntarily have a substance abuse or addiction. The
family’s life is usually unpredictable and unsuccessful by addicted parents. The hazy
rules of the addicted parent will weaken his ability to fulfill promises so the parent will
neglect both the physical and emotional needs of their children. The affected
vulnerable children from addicted parents are at high risk of either child abuse or
future sexual exploitation.

Types of Dysfunctional Family Dynamics

"Chronic conflict family"

When every member in the family argues with the other in harmful ways that leaves
wounds to fester. The causes come from corrupt parenteral style (abusive,
authoritarian). Prolonged conflict can damage a child's neurochemistry (breeds
stress/insecurity and loss of a child's attachment) [11].

"Pathological households"

It is one where severe psychological, mental health disorders and/or impaired parent
from substance abuse/drug addiction; is present over one or both parents (having a
diagnosable schizophrenia or bipolar disorder) or there is a personality disorder in the
parent. The family roles are usually reversed (children are more responsible and in
charge of daily functioning) because of their one or two impaired parents. Unhealthy
pathology is sometimes contagious (breeds problems or social deficiencies in the
children).

"The chaotic household''

It is a place where children are poorly looked after with the busy and non-present
parents or parental inadequacy. It has no clear regulation/rules or expectations, and
no consistency. Parents may be moving in and out of the house and their traditional
caretakers are inconsistent. Older siblings often develop early parental figures;
therefore family attachment and security is often severely threatened. School age
group victims usually have concentration problems and discipline difficulties. Many
future secondary abuse & neglect issues commonly arise in adult age group.

''The dominant-submissive household''

It is one ruled by a dictator parent, with no consideration to the wishes or feelings of
the other family members. The other partner is usually depressed, with a lot of
negative, angry emotions (one parent strict, controlling, the other is soft, passive). All
family members are extremely unhappy and dissatisfied with life from an unhealthy
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relationship, but are passively obedient to the dominant adult and show little open
revolt. This shows severe long-term negative consequences; as one parent tries to
control others without considering their personal needs.

"Emotionally distant families"

It is families with social/cultural background which don't know how to show love and
affection (show little or no warmth towards each other). Children learn from their
parents that feelings should be repressed (seem uncomfortable opening up to each
other). It brings insecure or non-existent attachment, difficulties in child's identity and
self-esteem issues. Emotionally Distant Families may be one of the least obvious
dysfunctional family settings.

Common Signs of a Dysfunctional Family

1) Lack of empathy, respect and boundaries towards family members [7].

2) Borrowing or destroying personal possessions without consent.

3) Invading personal privacy without permission.

4) Extreme conflict and hostility in the family environment (verbal and physical
assault) between parent-child or sibling-sibling assaults against each other.

5) Role reversal or role confusion: both parent and child change their roles (early
paternalism).

6) Restricted friendships and relationships with outsiders lead to family isolation.

7) Secrecy, denial, rigid rules from extremist (religious fundamentalist).

8) Perfectionism and unrealistic expectations to their children (parent's
expectation beyond their child's skills, abilities and development).

9) Emotional, verbal abuse, ridicules behavior and blaming each family member.

10) Stifled speech and emotion (Not allowing their children to have own opinions
and neither accepted sadness or happiness emotion).

11) Using children as weapons against each other for revenge attitude.

12) Conditional emotional love and support are always pathological.

All families have had some element of family dysfunction from time to time; this is
perfectly true as no family can be perfect all the time. PCPs should become concerned
when a multitude of negative signs of a dysfunctional family exists without any proper
action that ultimately lead to significant harm to family members [7].
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Individuals from dysfunctional families tend to have a higher incidence of behavioral
disorder, so PCPs should identify the early signs and symptoms of dysfunctional family
such as [12]:

1. Low self-esteem and uncompassionate judgment of others and themselves, so
family members try to obscure pain by being controlling and disrespectful.

2. Isolated feelings and uneasy around authority figures.

3. Need for approval enquirers to satisfy their deficit.

4. Intimidated feelings towards any angry situation and personal criticism (feel
anxious and overly sensitive).

5. Less attracted to healthy, caring people; instead they are more apt to
unconsciously seek out another "dysfunctional family" (select to have
relationships with emotionally detached people/attracted to other victims in their
love and friendship relationships).

6. Less responsible for their own problems, so they are behaving with super-
responsibility or super-irresponsibility. They tried to solve others’
problems/expected others to be responsible for their own problems.

7. Guilty feeling when devoting care to themselves; instead they are over caring
for others.

8. Difficulties in expressing of their children feelings (denied, minimized or
repressed feelings) and are usually unaware of the unhealthy future impact.

9. Dependent personalities/with a feeling of irrational fear of terrified rejection or
abandonment; so they stay in harmful jobs/relationships and accompanied by the
inability end hurtful relationships or prevent them from entering healthy and
rewarding ones.

10. Hopelessness and helplessness feelings because of persistent denial, isolation,
uncontrolled and misplaced guilt.

11. Difficulties in intimate relationships (insecure and lacked of trust in others, no
clear boundaries and have become trapped with their partner’s needs and
emotions).

12. Difficulties in following tasks from beginning to end and having a strong need
to be in control (over-reacted in uncontrolled change), they tend to have
impulsive action before considering alternative behaviors or possible
consequences.
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Children Growing up in a Dysfunctional Family Have Been Known to Adopt One
or More of These Six Basic Roles

The good child (also known as the 'Hero'/'Peacekeepers' role)

A child who assumes the parental role or in advertent playing the role of the
'peacekeeper', to mediate and reduce tension between conflicting parents Their
behavior may be reacting to their unconscious anxiety about family collapse [9,13].

The problem child or rebel (the 'Deviant' role)

A young person may be inadvertent playing a 'distracting family role' to attract
attention and keep the family busy from their own relationship difficulties, thereby
keeping the family altogether.

The 'Scapegoat' role

The child is seen as the black sheep who is blamed for most problems related to the
family's dysfunction, while other children are seen as good children. Sometimes they
may label the young child as 'mentally ill'; despite often being the only emotionally
stable one in the family (with adaptive function enabling them to handle appropriately
in the toxic environment).

The lost child

The inconspicuous, quiet one, whose needs are usually ignored.

The mascot/charm child

Uses comedy to divert attention away from the increasingly dysfunctional family
system.

The mastermind child

The opportunist who capitalizes on the other family members' faults to get whatever
he or she wants (Table 1).

 Table 1: Screening questionnaire for long term effect of living in a dysfunctional
family [3]. View Table 1 (jfmdp-3-059-table1.html)

While, children who survive usually have three qualities that make it possible to
mature properly or to survive the disadvantages of a dysfunctional family [10].

Either, children have a worthy focused quality for themselves and could easily grow up
internally and not to meet everyone else's needs or children have a well-intentioned,
unlimited energy with the plan to work hardly. And lastly, children might have an

https://clinmedjournals.org/articles/jfmdp/jfmdp-3-059-table1.html
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adaptable maturation process that requires constant adjusting and change.

Management of Dysfunctional Family

Management of dysfunctional family need to be appropriate to cultural/religious
and social background with respect to local raising attitude and behavior

Primary care assistance
Should be well trained, certified primary care physician with vast experience in solving
family problems [3,9,14].

1. PCPs should use "Family Systems Theory" instead of "linear manner" which aims
to strengthen both the individual and the family by passing into Therapeutic
Alliance Management. PCPs using ''Family-Based Approaches" through facilitating
change and growth for each family member (building self-confidence, optimizing
motivation and a sense of empowerment).

2. Using warmth with clear, firm boundaries "Strengths-Based Approach" is helpful
to all family members via improving their strengths in coping capacities.

3. PCPs need to "Reframing Family Feelings" and "Set Healthy Boundaries" try to
not allow you to get sucked back in and supply family with love and wish them
the best from a distance.

4. PCPs need to "Change Family's Attitude" towards a young person that has a
negative influence on their self-identity/self-worth.

5. PCPs need to avoid "Reinforcing Patterns" in the family, which inadvertently
serve to reinforce or encourage problematic behaviors that may unintentionally
encourage preventing them from experiencing and learning from the
consequences of their actions.

Specialist care service
Should be cultural/religious oriented with broad expertise in family therapy and
counseling to prevent future family conflict.

1. "Get Proper Help" alignments from closer connections/hierarchies (positions of
power) or from individual/family group counseling services.

2. "Seek Guidance" from specialist counselor, a life coach, yoga teacher; anyone
who will listen, someone you feel comfortable with.

Individual care support
Should be appropriate to traditional patient circumstance.
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1. "Learn Protective Ways" by practicing meditation and being patient with
yourself and others.

2. Become "Self-Aware of Your Reaction" to break negative patterns as much as
you can.

3. "Limit Your Time" spent with the toxic family/family member. Limit visits,
holidays, do what you can to prevent as much conflict as possible.

4. "Accept your Parents or Family Member’s Limitation" and don’t have to repeat
their behavior.

5. Learn to "Identify and Express Emotions" by accepting your own
feelings/experiences and avoiding exaggerated consideration to others' feelings.

6. "Try to Vent your Anger" in productive ways (exercise, sports, use art and
creative expression) and not destructive ways; don’t withhold your emotions.

7. Avoid "Chronic Guilty, Shame Feeling" that led to low self-esteem for their
parents' mistakes.

8. Begin "Individual Long Learning Practice" to know whom do you trust and how
much to trust by avoiding in an all-or-nothing manner and avoid seeking
approval/acceptance from their others. Practice saying how you feel and asking
for what you need.

9. Practice "Taking Good Care" of yourself by exercising, maintaining a healthy
diet and trying to identify enjoyable things to be done.

10. Begin to have "Good Family Relationship" by focusing on yourself and your
behavior and reactions.

11. "Take Charge of Your Life/Happiness" and don’t wait for others to give it to
you.

12. At the end "Move Out" if meet patient cultural/religious customs and tradition
(with friend, an extended family member) to a nurturing environment.

13. ''Read Helpful Books'' that provided strategies for recovering from
dysfunctional family effects such as:

i. Toxic parents: Overcoming their hurtful legacy and reclaiming your life. New
York: Bantam Books [8].

ii. Guide to recovery: A book for adult children of alcoholics. Holmes Beach, FL:
Learning Publications [15].
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iii. Codependent no more: How to stop controlling others and start caring for
yourself. New York: Harper and Row [16].

iv. Outgrowing the pain: A book for and about adults abused as children. San
Francisco: Launch Press [17].

v. The courage to heal: A guide for women survivors of child sexual abuse. New
York: Harper & Row [18].

vi. If You Had Controlling Parents: How to Make Peace with Your Past and Take
Your Place in the World. DIANE Publishing Company [19].

vii. Praise, encouragement and rewards. Raising Children Network [20].

Conclusion

1. Exploring family dynamics with a young person helps PCPs to understand
family behavior and difficulties in context.

2. PCPs need to explore individual distort characteristics such as invaluable,
vulnerable, imperfect, dependent, and immature behaviors.

3. Where possible, use a "Strengths-Based Approach" when PCPs are exploring
family dynamics, and identify family strengths, similarly, identify patterns that are
problematic and may need to be challenged.

4- Listen to both sides of the coin (young person's perspective and the family's
story) about their family dynamics, besides PCPs should be attentive to the family
relationship patterns and interpretations.
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This short study takes up the evaluation and assessment of two social work intervention theories, namely the Task Centred Approach
and the Crisis Intervention Method, with special regard to their implications and applications for social work practice.

Social workers, in the course of their practice, are often called upon to help people in coping and dealing with different types of
difficulties in their lives. Human beings face situations of crisis at one time or the other during their lives (Roberts, 2000, p 11). The crisis
theory postulates that the occurrence of crises is normal to life. Such crisis situations can occur suddenly, like family illnesses or a loss of
jobs, or be unpredictable, like entering school or growing older (Roberts, 2000, p 11). Individuals attempt to cope with crises with their
available mechanisms, but face problems when such mechanisms do not work or when earlier unresolved crises get reactivated. Social
workers are often called upon to intervene with individuals and help them in coping with their crises (Roberts, 2000, p 11).

The task-centred approach is a progressive and goal-orientated method for social work practice. It constitutes a practice-based
approach that is built on research and is being used in a diverse settings and circumstances (Nash, et al, 2005, p 33). It represents a
social work method wherein clients are assisted in carrying out problem reducing tasks within specific time periods. It is structured,
problem focused and time-restricted and is being increasingly used in contemporary social service interventions (Nash, et al, 2005, p 33).

Crisis intervention is often grouped together with the task centred approach. Malcolm Payne (1991, p 4) sees significant common
ground between crises intervention and task centred approaches to social work practice. Both methods focus on problem solving, deal
with brief interventions and are related to learning theory.

This essay takes up the examination and assessment of these two theories, with especial regard to their communalities, their differences
and their relevance for social work practice. Due regard is given to the implications of anti-oppressive practice.

2. Crisis Intervention Theory
The crisis theory states that it is important for people to resolve their crises situations and experiences in order to cope with new
developments and crises (Aguilera, 1998, p 47). If individuals are unable to resolve their earlier crises, they become more vulnerable to
inability to resolve new crises. Individuals who learn new skills to resolve their crises are on the other hand strengthened in coping with
future crisis situations (Aguilera, 1998, p 47). Human beings have considerable capacities for handling or dealing with difficult situations.
It is only when such difficulties assume significant proportions and people do not have appropriate resources, personal, emotional,
social, spiritual or physical, to deal appropriately with stressful circumstances or events that they become involved in crises. Difficult or
stressful events do not by themselves result in crisis situations (Aguilera, 1998, p 47). Crises are actually determined by the responses of
individuals to specific stressful circumstances or events and their responses to them. Crises develop only when individuals perceive
specific events to be significant and threatening, try to handle such events with their usual coping strategies without success, and are
not able to use other alternatives (Aguilera, 1998, p 47).

Behavioural and psychological experts perceive crises to be akin to states of psychological disequilibrium. Individuals experiencing crises
are likely to experience a range of emotions like feelings of apprehension, anxiety, fear, guilt and helplessness (Nash, et al, 2005, p 37).
Other indicators include alterations in eating and sleeping patterns, activity and energy levels and ability to concentrate. People in crises
are also commonly known to suffer from depression and withdraw from social intervention (Nash, et al, 2005, p 37). Social work experts
argue that whilst the majority of crises run their course or reach some semblance of stability within one or two months, it is necessary
for skilled intervention to take place to strengthen the coping mechanisms of individuals. The failure to do so will result in the existence
and continuance of crisis associated behaviours, even as the opportunity for change will be forgone (Nash, et al, 2005, p 37).
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People in crisis often have little by way of solutions and are receptive to external help and assistance (Roberts, 2000, p 19). The
provisioning of skilled intervention by social work practitioners during the occurrence of the crises can result in opportunities for
individuals experiencing crisis to learn new skills, achieve beneficial behavioural change, and regain stability. Individuals who have been
able to successfully cope with crises are strengthened by such experiences and can use their skills in future times of difficulty (Roberts,
2000, p 19).

Crisis intervention is essentially a professional response that is limited in terms of time and is used to assist individuals, families, and
groups (Hepworth, et al, 2002, p 83). Social workers aim to assess the openness of individuals experiencing crises to learning of new
skills and mechanisms for coping. They also help individuals in reducing their feelings of helplessness, isolation, and distress and use
social resources to help in restoring individuals to their prior functional levels, as soon as practically possible (Hepworth, et al, 2002, p
83). Such social work intervention is done through “listening, validation, acceptance, normalisation, reassurance, education, advocacy
and brokering resources” (Nash, et al, 2005, p 38). Crisis intervention can be specifically segregated into 7 stages, namely (a)
establishment of communication and development of feelings with individuals that circumstances can become better, (b) assessment of
situation, (c) exploration of available strengths and resources, (d) goal setting with the use of such strengths and resources, (e)
implementation of plan, teaching of new skills and mobilisation of other support if required, (f) evaluation and adjustment of the plan
and (g) follow up and termination of relationship (Hepworth, et al, 2002, p 83).

It is important for social workers to be skilled in crisis intervention because of the constant demand upon them for helping people in
crisis situations (Roberts, 2000, p 19). Social workers are liable to encounter clients with diverse needs, which may in turn require
research, strategic planning and the providing of individualised person centred support (Roberts, 2000, p 19). The nature of crisis
intervention work also calls for confidentiality and emotional separation in order to deliver services in a professional manner (Roberts,
2000, p 19).

3. Task Centred Approach
The task centred approach emerged in response to the slow and inadequate results that were being achieved through traditional
casework methods (Reid, 1997, p 134). Traditional casework methods in social work were felt to be of limited use because of their
resource intensive nature, their lack of focus, and their ambiguous outcomes, which were difficult to assess and quantify (Reid, 1997, p
134). Reid and Shyne engaged in extensive study in the late 1960s to explore alternate approaches to casework and developed the task
centred approach for social work practice, which called for limited but intensely focused intervention periods. The approach was
essentially client oriented and required the social worker to act as a facilitator (Reid, 1997, p 134). With the task centred approach
helping clients to improve their difficulties quickly, the process was soon adopted for replication and development in the United
Kingdom (Reid, 1997, p 134).

Studies on the task centred approach revealed that unfocused help, as was provided by the psycho-social approach and the case study
method, over long periods, resulted in reduction of hope and self confidence on the part of the client (Nash, et al, 2005, p 42). It also
resulted in negative dependency and unnecessary attachments to specific organisations or particular social workers (Nash, et al, 2005, p
42). It was also seen that the setting of time limits for achievement of specific outcomes helped in building expectations of the
possibility of rapid change and enhanced participant energy and motivation (Nash, et al, 2005, p 42).

Whilst the task centred approach proved to be practically beneficial for clients and also served, reduce and optimise utilisation of limited
social work resources, it also facilitated a shift towards the person centred approach, the negation of the assumption of the professional
being the only source of expertise, and helped in achievement of greater empowerment and reduction of oppression (Naleppa & Reid,
1998, p 63). The task centred approach calls for attention to be paid to social and external issues that affect individuals rather than on
perceiving individuals and their psychological histories to be the main cause of their difficulties (Naleppa & Reid, 1998, p 63).

The task centred approach involves a structured method wherein the social worker firstly assists the service user in articulating the
problems in the ways perceived by service users (Hepworth, et al, 2002, p 87). The social workers subsequently helps the service user to
detail and breakdown the problems, taking care to redefine them wherever necessary and helping the service user to locate important
areas for action (Hepworth, et al, 2002, p 87). The social worker finally motivates the service user to categorise and prioritise his or her
individual problem in line with his or her perceptions (Naleppa & Reid, 1998, p 63). The social worker and service user thereafter work in
partnership to (a) specify and identify outcomes, (b) agree to contracts and (c) review and assess progress. Social workers who use the
task centred approach should be able to positively engage service users and instil trust and confidence (Hepworth, et al, 2002, p 87).
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Commonalities in Task Centred and Crisis Intervention
Approaches
Task centred approaches and crisis intervention methods appear to merge well in both theory and practice (Watson, et al, 2002, p 96).
Social work research indicates that the use of these methods have proved to be effective with a wide range of clients. Both theories
emerged in response to the apparently ineffective outcomes of case work approaches that were grounded in psychodynamic theory
(Watson, et al, 2002, p 96). Both methods additionally focus on brief and short term interventions. They are connected to learning theory
and based upon problem solving ideas (Watson, et al, 2002, p 96).

Both these approaches call upon social workers to engage in participative and joint activity with service users, first to assess and analyse
problems and their causes and then take action to deal with such problems (Sandoval, 2002, p 63). The application of these methods
thus calls for the use of the person centred theory, the need to place the service user at the centre of the issue and the urgency of
viewing the issue from his or her perspective (Sandoval, 2002, p 63). Social workers need to be very good listeners in order to be able to
locate the real issues that are troubling service users and thereafter be able to help them with measures to tackle their difficulties
(Sandoval, 2002, p 63).

Like other social work methods, the task centred approach does have its limitations. It is in the first instance predicated upon the
rationality of service users and their willingness to work with social workers (Nash, et al, 2005, p 53). It is also difficult to apply it without
appropriate agency support. Despite such limitations the two approaches continue to be very useful, especially because of their
instrumentality in increasing empowerment and their integral anti-oppressive approach (Nash, et al, 2005, p 53). The methods increase
the abilities of service users through the inculcation of new skills and allow them to deal, not just with their current situations but with
future circumstances of difficulty and oppression (Nash, et al, 2005, p 53).

Conclusions
Social work practice is influenced by many factors that require the taking account of the perspectives of service users, social workers,
agencies and society.

The approach of individual workers is bound to be influenced by numerous factors that can leave them confused and looking for
guidance in their task of assisting service users in difficulties. The task centred approach and the crisis intervention theory provide useful
tools to service users to assess the true conditions of service users, participate with them in structured, time bound and joint resolution
of problems and empower them to face and overcome oppression. Social workers do however need to understand the implications of
these theories and refrain from labeling their actions in all difficult situations to be task centred or critical intervention in nature. The true
understanding of the potential and use of these theories will help them significantly in their practice scenarios.
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During this assignment I will examine and critically analyse both the medical and social models in relation to mental health and mental
distress. I will also look into several mental health problems and see the effect it has not only on the person who has mental health issue
but also towards the society in general. I will identify certain treatments which are used to work with people with mental health
problems including complementary and alternative medicine (CAMs)

Initially it is important to actually understand what mental health problems are and take a brief look into the history of mental health.
Mental health problems can range from someone feeling slightly down and not quite themselves to more serious issues where people
struggle or can’t carry on their normal life (schizophrenia, dementia). In most mental health situations people don’t need any assistance
and support and just carry on living day to day life and just recover naturally. Nevertheless some people do need help whether that is by
medical or social professionals to help deal with their symptoms. It has been stated that around 16% of the United Kingdom are
experiencing a common mental health disorder and that 1 in 4 people in their life will have a mental health issue. It is estimated that the
annual cost to the economy of United Kingdom through mental distress is 77 billion. (Gould, N. , 2009)

A brief look at the history of mental health and illness shows that for many years’ people who were financially secure and from a decent
class of society who had a mental health issues would normally have been looked after by their family. Unfortunately if you had no
status or wealth then you were put into mental asylums. From the beginning of the 19th century asylums and mad houses changed.
Rather then been for just people in poverty, people started to accept a greater willingness for the need of a more medical view to
madness. Asylum numbers peaked at over 150000 in 1950 but however due to changes of ideas with regards to understanding human
problems and pharmaceutical medical advances at the start of the 20th century meant that asylum numbers started dropping and the
mentally ill started to be seen within their communities. (Pilgrim, D. & Rogers, A. 1999)

The medical model is the dominant model within medical organisations with regards to mental health. The medical model is used by
medical professionals to diagnose and treat mental ill health on the pretence that all mental health issues are generic or chemical
imbalances and that those illnesses can be treated with medication or medical treatments. The medical model treats mental health
illnesses similar to the way it treats physical illnesses which to a certain degree is an impossible thing to do. If someone has a bad heart
or lungs for example then medication can in all probability heal there issues but if someone has a bad mind then medication can
perhaps help them in the short term but will the medication actually fix or cure them long term. Whilst drugs can give the short term
quick fixes there are also many anxieties about possible side effects associated with taking medication and the long term damage that
drugs can have on the body obviously with other non-medical models this would not be the case. (Mental Health Care, Feb 2010)

Whilst the Medical Model is good to the degree that you can put a name to your disorder so you know what is wrong with you
medically, which can also reassure family members the downside is unfortunately the stigma and prejudice associated and received
towards people who have been diagnosed with a mental health issue.(Kinderman, P; Sellwood, W; Tai, S , 2008 : 96)

The Medical models stance would presume that social, cultural and environmental issues which are present in an individual’s life are a
result of the medical condition rather than part of it. (Bogg, D. , 2008).

The Social Model

The social model fits well with the general holistic approach of social work and that there are numerous examples of practice where the
social model underpins effective practice. (Golightley, M. 2008).
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The social model is service user centred and treats the person as a unique individual which realises that everyone’s issues are different to
the next person The social model takes in to account when dealing with people with mental health illnesses the many environmental,
social and cultural factors that could lead to a person having mental health issues. Once knowing what elements brought on a service
users illness it enables a worker to be able to find probable solutions to individual’s mental health issues. This is called social causation.
These issues range from poverty, unemployment, relationship break up, bereavement, education. By reducing service user’s vulnerability
issues and increasing their resilience to these issues the service user can then consequently improve their mental health issues however
this is no quick fix and can take a considerable amount of time. The social model empowers the service user to tackle and take
responsibility of their situation whilst the social worker is there to advocate and listen to the person and try to assist the person through
their journey. There are cognitive behavioural therapies that the service user can go to. Talking therapies can have great successes as the
service user has the opportunity to discuss their thoughts, feelings, anxieties, assumptions and beliefs.

When we start to critically analyse both these two theories it becomes apparent that the Medical Model has various trepidations. Whilst
the Social Model is individual tailored to the service users’ needs, the Medical Model sees symptoms and diagnoses them with an illness
and offers a quick fix through medication. This approach does not take into account the reasons why the service user suffered and might
suffer more mental health/distress issues.

One of the major issues with the medical model is the stigma associated towards people who have been diagnosed with mental health
issues. The stigma received to mentally ill people from society can have a truly distressing effect on people who are receiving treatments
to the degree that a mentally ill person could stop taking and attending treatments because of the stigma and label associated with that
person’s illness. The media also plays its part in increasing negative stigma due to all the detrimental things that are circulated either on
television or in newspapers. It is a very rare commodity that the media contributes a positive image towards mental health and illness.
While less than 3% of mentally ill patients could be categorised as dangerous, 77% of mentally ill people depicted on prime-time
television are presented as dangerous. (Fink, J , 1992). Although this statistic is from American it clearly shows the contribution the
media creates with regards to the negative stigma directed towards people suffering with mental health issues.

Another disadvantage the medical model has is that mental illnesses are not like physical illnesses. If you have an illness like cancer then
medication can relive pain and suffering however if you have a mental illness medication might not actually fix your symptoms. It has
not been proven enough that mental illnesses are genetic or that pharmaceutical drugs always deal and fix the problem the person
might have. However pharmaceutical companies depend greatly on the medical model as it makes their companies lots of money and
that’s is why they invest many millions of pounds in to research and into drugs that supposable fix and heal mental health illnesses.

Figures show that pharmaceutical research and development in the UK has risen to £3,172 million amounting to nearly £9 million every
day. (The Association of the British Pharmaceutical Industry, 2010)

Also in this modern era it is also important not to eliminate the use of complementary and alternative medicine (CAMs) over the use of
the medical and social models due to the fact of the amount of people who have had success using these forms of treatment. There are
many different and varied treatments available ranging from

An April 2001 survey by the Office for National Statistics (ONS) found that one person in ten in the United Kingdom had used a
complementary therapy in the previous 12 months (NHS Careers ,2010). Once a person has had success with complementary and
alternative medicine then usually if that person became ill again they would refer to complementary and alternative medicine as a first
point of contact in the future.

Depression

Depression is a good example of mental illness that the medical and social models approach from completely different angles. There are
numerous different types of depression ranging from seasonal affective disorder (SAD), postnatal depression and bipolar disorder
(manic depression). It is stated that around 1 in 6 people in life will suffer from one of the types of depression. In its lowest form
depression can be someone just feeling down but in its worst form depression can be life threating leading to a person feeling suicidal
or just wanting to give up on life. (Mind , 2010)

The medical model would involve the person going to their general practitioner who would then prescribe anti depression medication
to overcome the depression. In worse case scenarios of depression the medical model would if necessary admit a person to hospital
where they can have a calm safe environment where they can be observed, monitored and medicated. It was quite normal practice in
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the past within hospitals to use Electroconvulsive therapy (ECT) on people who had severe depression which did have positive results.
More recently a treatment called Transcranial Magnetic Stimulation (TMS) is used for depression which stimulates the certain areas of
the brain where depression is located.

However the medical model never actually looked at what it was that was actually causing the depression which would probably mean
that the depression would return. However with the social models holistic approach a deeper emphasis would be applied into the
origins of the depression and in turn try to find solutions in how to fix or reduce the causes. There could be many issues that actually
brought about the depression ranging from drug and alcohol misuse, unemployment, abuse, loss, poverty, crime and social exclusion to
name a few. The social model would attempt to improve the area of the person’s life which was creating the depression. With regards to
complementary and alternative medicine (CAMs) there are any different types of treatment which are available to help deal with the
depression. These treatments would range from yoga, acupuncture, talking therapies, taking of herbs and vitamins and homeopathy.

Dementia

Dementia is mental illness that affects brain which causes a person to have memory loss which in turn effects a person’s personality and
behaviour although it is not known what actually causes dementia it is thought that it is brought on due to chemical changes within the
brain. They are different types of dementia ranging from Alzheimer’s disease, vascular dementia, mixed dementia (mixture of Alzheimer’s
and vascular) and Dementia with Lewy bodies (DLB). The medical model plays an influential part when dealing with dementia. Initially a
person would approach their general practitioner who would diagnose the person with dementia and refer to a more specialised
medical practitioner. The GP would prescribe the relevant drug which would be able to slow down the progression of symptoms in some
people. However there is no permanent cure or fix for dementia. That is why there is an importance for the social model to be there for
the person as well. With dementia the social models personal centred care is important because no two service users’ needs will be the
same. The care is very much personalised to the needs of that particular person. The social models treat the service user as an individual.
It is important to ensure that a person with dementia is happy in the environment that they live in. A person with dementia wants to
have familiarity around them whether that is clothes, food or family and the social model would look at these sorts of factors and ensure
that all family members have the support they need to assist the person with the dementia. (Brooker, D. 2006). One of the best forms of
treatment with regards the social model and assisting people with dementia is cognitive behavioural therapy. Talking therapies have
been shown to really help people with dementia due to the fact that it stimulates the mind. It is also good for people with dementia to
reminisce about the past whether that is there childhood, relationships or middle age. Using prompts like old letters and photos can
help. (Marshall, M. 2004). With regards to complementary and alternative medicine (CAMs) the only CAM to show any evidence of
helping a service user with dementia is aromatherapy as this has shown to help service user feel less aggravated.

In summary the perfect scenario would be to combine both Medical and Social Models with regards to Mental Health and Mental
distress. However the biggest dilemma is getting the professional people who work in their chosen fields whether that is medical
practitioners or social work practitioners to actually be prepared to work to a combined model. There is a need for the Medical Model to
treat the illness with medication however there is also the need for the Social Model to look into the reasons around why the service
user became mentally ill and to prevent relapses. From the social workers perspective it is important to look at things holistically and to
take into account the external factors in someone’s life that may be causing them mentally ill health. Whilst for the medical practitioner’s
perspective there main ethos is to preserve and maintain life and discharge people back to their homes. I think that the perfect situation
would be to have strong multi agency relationships between medical and social work professionals. Where planning and discussion with
regards to the patient/client is paramount as so both the medical and social models are working together in harmony. The
consequential effect would be that the client would receive the best from all professional workers involved and ensure that the client
would stand a better chance of getting the best treatment available both within the medical setting and within the community that they
live. I also think that it is important that professionals whether from medical or social backgrounds are actually prepared to embrace
models from different professional occupations. However this is one of the major apprehensions and conflicts due to the different
training and working environments that the professional workers come from.
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