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საქართველოს მთავრობის

დადგენილება №92

2019 წლის 19 თებერვალი

ქ. თბილისი

 
„ბავშვთა დაცვის მიმართვიანობის (რეფერირების) პროცედურების დამტკიცების თაობაზე‘‘

საქართველოს მთავრობის 2016 წლის 12 სექტემბრის №437 დადგენილებაში ცვლილების შეტანის
თაობაზე

მუხლი 1
„ნორმატიული აქტების შესახებ“ საქართველოს ორგანული კანონის მე-20 მუხლის მე-4 პუნქტისა და
„საქართველოს მთავრობის სტრუქტურის, უფლებამოსილებისა და საქმიანობის წესის შესახებ“ საქართველოს
კანონში ცვლილების შეტანის თაობაზე“ საქართველოს კანონის (3024-რს; 05/07/2018) მე-2 მუხლის მე-19
პუნქტის შესაბამისად, „ბავშვთა დაცვის მიმართვიანობის (რეფერირების) პროცედურების დამტკიცების
თაობაზე‘‘ საქართველოს მთავრობის 2016 წლის 12 სექტემბრის №437  დადგენილებაში (www.matsne.gov.ge,
14/09/2016, 080080050.10.003.019502) შეტანილ იქნეს ცვლილება და:
1.  დადგენილების მე-3 მუხლი ჩამოყალიბდეს შემდეგი რედაქციით:

„მუხლი 3. ბავშვთა დაცვის მიმართვიანობის (რეფერირების) პროცედურების ეფექტიანი
ფუნქციონირებისათვის საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის,
ჯანმრთელობისა და სოციალური დაცვის სამინისტრომ, საქართველოს შინაგან საქმეთა სამინისტრომ და
საქართველოს პროკურატურამ 2019 წლის 1 იანვრამდე უზრუნველყონ ძალადობის მსხვერპლ ბავშვთა
ერთიანი ბაზის ფორმირება.‘‘.

2. დადგენილებით დამტკიცებული „ბავშვთა დაცვის მიმართვიანობის (რეფერირების) პროცედურების‘‘:

ა) პირველი მუხლის მე-2 პუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„2. რეფერირების  პროცედურები განსაზღვრავს, ბავშვთა ძალადობისაგან დაცვის მიზნით, საქართველოს
ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური დაცვის,
საქართველოს განათლების, მეცნიერების, კულტურისა და სპორტის, საქართველოს შინაგან საქმეთა,
საქართველოს იუსტიციის სამინისტროების შესაბამის დაწესებულებებსა და ამ სამინისტროთა სახელმწიფო
კონტროლს დაქვემდებარებულ/მმართველობის სფეროში მოქმედ საჯარო სამართლის იურიდიულ პირებს,
საქართველოს პროკურატურას, მუნიციპალიტეტის შესაბამის ორგანოებს/ დაწესებულებებს შორის
კოორდინირებულად მუშაობის წესს, ბავშვზე ძალადობის შემთხვევაში, ეფექტიანი და სწრაფი რეაგირების
მექანიზმებს, უფლებამოსილი ორგანოების უფლება-მოვალეობებს, ურთიერთობებს, რომლებიც
დაკავშირებულია ბავშვთა უფლებებისა და საუკეთესო ინტერესების დაცვასთან.“;

ბ) მე-3 მუხლის:

ბ.ა) „კ“ ქვეპუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„კ) სააგენტო – საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და
სოციალური დაცვის სამინისტროს სახელმწიფო კონტროლს დაქვემდებარებული საჯარო სამართლის
იურიდიული პირი – სოციალური მომსახურების სააგენტო;‘‘;

ბ.ბ) „ნ“ ქვეპუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„ნ) ბავშვთა სპეციალიზებული დაწესებულება – სააღმზრდელო დაწესებულება (მათ შორის, მიუსაფარ
ბავშვთა თავშესაფარი), კრიზისული ცენტრი, დღის ცენტრი, ტრანზიტული ცენტრი, კრიზისული
ინტერვენციის თავშესაფარი და დედათა და ბავშვთა თავშესაფარი, აგრეთვე  საქართველოს ოკუპირებული
ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური დაცვის სამინისტროს სახელმწიფო
კონტროლს დაქვემდებარებული სსიპ – ადამიანით ვაჭრობის (ტრეფიკინგის) მსხვერპლთა, დაზარალებულთა
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დაცვისა და დახმარების სახელმწიფო ფონდის ფილიალი – ბავშვთა სახლი;‘‘;

ბ.გ) „ტ“ ქვეპუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„ტ) საგანმანათლებლო დაწესებულება – საქართველოს განათლების, მეცნიერების, კულტურისა და სპორტის 
მინისტრის მიერ განსაზღვრული წესით ავტორიზებული საჯარო სამართლის იურიდიული პირის ან კერძო
სამართლის სამეწარმეო ან არასამეწარმეო (არაკომერციული) იურიდიული პირის ფორმით დაფუძნებული
ზოგადსაგანმანათლებლო ან/და პროფესიული საგანმანათლებლო დაწესებულება;‘‘;

გ) მე-5 მუხლის:

გ.ა) პირველი პუნქტის „ბ“ ქვეპუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„ბ) საქართველოს განათლების, მეცნიერების, კულტურისა და სპორტის  სამინისტროსა  და საქართველოს
იუსტიციის სამინისტროს შესაბამისი დაწესებულებები და ამ სამინისტროთა სახელმწიფო კონტროლს
დაქვემდებარებული/მმართველობის სფეროში მოქმედი საჯარო სამართლის იურიდიული პირები;‘‘;

გ.ბ) მე-6 პუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„6.  საქართველოს იუსტიციის სამინისტროს მმართველობის სფეროში მოქმედი საჯარო სამართლის
იურიდიული პირები, თავიანთი კომპეტენციის ფარგლებში, უფლებამოსილნი არიან, რეფერირების
პროცედურების ფარგლებში პენიტენციური დაწესებულებებისა და თავისუფლების შეზღუდვის
დაწესებულებებში ბავშვზე ძალადობის ეჭვის გაჩენის შემთხვევაში, ადგილზე გააანალიზონ შემთხვევა და
საფუძვლიანი ეჭვის შემთხვევაში, დაუყოვნებლივ უზრუნველყონ სააგენტოსა და პოლიციის ინფორმირება.‘‘;

გ.გ) მე-7 პუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„7. საქართველოს განათლების, მეცნიერების, კულტურისა და სპორტის  სამინისტროს სახელმწიფო
კონტროლს დაქვემდებარებული საჯარო სამართლის იურიდიული პირები, თავიანთი კომპეტენციის
ფარგლებში, უფლებამოსილნი არიან, რეფერირების პროცედურების ფარგლებში,  სამინისტროს სისტემაში
არსებულ საგანმანათლებლო  დაწესებულებებში ბავშვზე ძალადობის ეჭვის გაჩენის შემთხვევაში, ადგილზე
გააანალიზონ შემთხვევა და საფუძვლიანი ეჭვის შემთხვევაში, დაუყოვნებლივ უზრუნველყონ სააგენტოსა და
პოლიციის ინფორმირება.‘‘;

გ.დ) მე-8 პუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„8. საქართველოს განათლების, მეცნიერების, კულტურისა და სპორტის  სამინისტროს სახელმწიფო
კონტროლს დაქვემდებარებული საჯარო სამართლის იურიდიული პირები, თავიანთი კომპეტენციის
ფარგლებში, უფლებამოსილნი არიან, რეფერირების პროცედურების ფარგლებში,  სამინისტროს სისტემაში
არსებულ  დაწესებულებებში ბავშვზე ძალადობის ეჭვის გაჩენის შემთხვევაში, ადგილზე გააანალიზონ
შემთხვევა და საფუძვლიანი ეჭვის შემთხვევაში, დაუყოვნებლივ უზრუნველყონ სააგენტოსა და პოლიციის
ინფორმირება.‘‘;

დ) მე-6 მუხლის მე-2 პუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:

„2. საქართველოს პროკურატურის, საქართველოს იუსტიციის, საქართველოს განათლების, მეცნიერების,
კულტურისა და სპორტის სამინისტროთა სახელმწიფო კონტროლს დაქვემდებარებული/ მმართველობის
სფეროში მოქმედი საჯარო სამართლის იურიდიული პირების, პოლიციის, სააგენტოს, საბავშვო ბაღების,
მანდატურის სამსახურის, საგანმანათლებლო და სკოლისგარეშე სახელოვნებო ან/და სასპორტო
საგანმანათლებლო დაწესებულებების, ბავშვთა სპეციალიზებული დაწესებულებების, თავშესაფრების,
სამედიცინო სერვისის მიმწოდებლები (მათ შორის, სოფლის ექიმები)  და მუნიციპალიტეტის
გამგეობის/მერიის (ქალაქ თბილისის მუნიციპალიტეტში – მუნიციპალიტეტის რაიონის გამგეობის)/მათი
უფლებამოსილი დაწესებულების, სსიპ – დანაშაულის პრევენციის ცენტრის წარმომადგენლები 
ვალდებულნი არიან, ბავშვზე ძალადობის ეჭვის გაჩენის შემთხვევაში,  ადგილზე გადაამოწმონ ბავშვზე
ძალადობასთან დაკავშირებული გადაუდებელი შემთხვევა, ბავშვზე განხორციელებული ძალადობის
საფუძვლიანი ეჭვის იდენტიფიკაცია და აწარმოონ შემთხვევის მართვა,  რეფერირების პროცედურებით
განსაზღვრული კომპეტენციების ფარგლებსა და შესაბამისი შიდა ინსტრუქციების მიხედვით.‘‘;

ე) მე-8 მუხლის მე-5 პუნქტის „გ“ ქვეპუნქტი ჩამოყალიბდეს შემდეგი რედაქციით:
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„გ) ბავშვი განთავსდეს მინდობით აღზრდაში ან/და ბავშვთა სპეციალიზებულ ერთ-ერთ დაწესებულებაში,
რომელთა ჩამონათვალს პოლიციას აწვდის საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა,
შრომის, ჯანმრთელობისა და სოციალური დაცვის  სამინისტრო;‘‘;

ვ) მე-17 მუხლის მე-2 პუნქტი  ჩამოყალიბდეს შემდეგი რედაქციით:

„2. საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური
დაცვის  სამინისტრო, საქართველოს შინაგან საქმეთა სამინისტრო და საქართველოს პროკურატურა, თავიანთი
კომპეტენციის ფარგლებში, აწარმოებენ ბავშვზე ძალადობის შემთხვევების ერთიან ბაზას, რომელიც, ბავშვის
საუკეთესო ინტერესებიდან გამომდინარე, საჭიროების შემთხვევაში, ხელმისაწვდომია რეფერირების
პროცედურებში ჩართული სუბიექტებისათვის. ბაზაში ხდება ბავშვზე ძალადობის ყველა შემთხვევის შესახებ
ინფორმაციის თავმოყრა.‘‘;

ზ) მე-18 მუხლის პირველი პუნქტის „ა“ ქვეპუნქტი  ჩამოყალიბდეს შემდეგი რედაქციით:

„ა) საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური
დაცვის  სამინისტროს ცხელი ხაზი – 15-05;‘‘.

3.  დადგენილებით დამტკიცებული დანართი №1 ჩამოყალიბდეს შემდეგი რედაქციით:

 

 

„დანართი №1

საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის,

ჯანმრთელობისა და სოციალური დაცვის სამინისტრო 

სსიპ – სოციალური მომსახურების სააგენტო

აქტი №

მშობლ(ებ)ისაგან, სხვა კანონიერი წარმომადგენლ(ებ)ისაგან ან სხვა პირ(ებ)ისგან ბავშვ(ებ)ის
განცალკევების შესახებ

 

----- ------------------ 20 --- წ.       მუნიციპალიტეტი, დასახლება

 

1. სოციალური  მომსახურების  სააგენტოს -----------------------------------------------------------------
-----

--------------------------------------------------------------------------------------------------------------------
-

 (აქტის შემდგენლის თანამდებობა, სახელი, გვარი, პირადი ნომერი)
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2. ბავშვ(ებ)ი (ძალადობის მსხვერპლი) ----------------------------------------------------------------------
-----

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

 (სახელი, გვარი, სქესი, დაბადების თარიღი, საცხოვრებელი ადგილი რეგისტრაციის მიხედვით
და ფაქტობრივი მდგომარეობით, პირადობის დამადასტურებელი დოკუმენტი (ასეთის
არსებობის შემთხვევაში))

 

3. პირ(ებ)ი, რომლისგანაც უნდა განხორციელდეს ბავშვის განცალკევება (მოძალადე(ები))  

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

(სახელი, გვარი, დაბადების თარიღი, საცხოვრებელი ადგილი რეგისტრაციის მიხედვით და
ფაქტობრივი მდგომარეობით, პირადობის დამადასტურებელი დოკუმენტი, კავშირი ბავშვთან
(ასეთი კავშირის არსებობის შემთხვევაში))

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

მოწმეები (ასეთის არსებობის შემთხვევაში) ----------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------
-

                                      (სახელი, გვარი, პირადი ნომერი, მისამართი)
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4. აქტის შედგენის ადგილი, დრო და არსი: ----------------------------------------------------------------
------

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

 

5. გარემოებების აღწერა, რომლის დროსაც ბავშვის სიცოცხლეს ან ჯანმრთელობას მომდევნო 24
საათის განმავლობაში ემუქრება საფრთხე

--------------------------------------------------------------------------------------------------------------------
-    

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
          

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
- 

--------------------------------------------------------------------------------------------------------------------
-

----------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------
-        

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-        

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-        
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--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-        

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

6. საქმის გადასაწყვეტად საჭირო სხვა ცნობები: -----------------------------------------------------------
----------

--------------------------------------------------------------------------------------------------------------------
-        

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

7.  ახსნა-განმარტება: ------------------------------------------------------------------------------------------
-----------

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

პირ(ებ)ს უფლება აქვს/აქვთ წარმოადგინოს/წარმოადგინონ აქტისთვის დასართავი ახსნა-
განმარტება და შენიშვნები აქტის შინაარსთან დაკავშირებით.

8. პირ(ებ)ს, რომლისგანაც/რომლებისგანაც ხდება ბავშვის განცალკევება, განემარტა(თ)
საქართველოს კანონმდებლობით გათვალისწინებული უფლებები და მოვალეობები.

--------------------------------------------------------------------------------------------------------------------
-    

--------------------------------------------------------------------------------------------------------------------
-

--------------------------------------------------------------------------------------------------------------------
-

9. შესაძლებელია აქტის გასაჩივრება მისი შედგენიდან ნებისმიერ დროს სასამართლოში,
სარჩელის წარდგენის გზით

--------------------------------------------------------------------------------------------------------------------
-

   10. აქტის შემდგენელი:             /---------------------------/             /--------------------------/
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                                                             (სახელი და გვარი)                    (ხელმოწერა)             

 

    11. მშობელი:                                       /---------------------------/                 /-------------------------/

         (მოძალადე)                                      (სახელი და გვარი)                     (ხელმოწერა) 

 

                                              /---------------------------/           /-------------------------/

                                              (სახელი და გვარი)                (ხელმოწერა)

 

   12. კანონიერი წარმომადგენელი :  /---------------------------/                /-------------------------/

             (მოძალადე)                           (სახელი და გვარი)                           (ხელმოწერა) 

 

                                                          /---------------------------/              /-------------------------/

                                                             (სახელი და გვარი)                        (ხელმოწერა)

13. სხვა პირი:                                           /---------------------------/                     /-------------------------/

                                                               (სახელი და გვარი)                            (ხელმოწერა)

                                                  /---------------------------/             /-------------------------/

                                                (სახელი და გვარი)                     (ხელმოწერა)

14. საქართველოს შინაგან საქმეთა სამინისტროს  წარმომადგენელი    (რომელიც ესწრება აქტის
შედგენას)     

                                                                     /---------------------------/                      /---------------------/

                                                                    (სახელი და გვარი)                           (ხელმოწერა)

15. მოწმეები  (ასეთის არსებობის შემთხვევაში):

––––––––––––––––––              –––––––––––––––––––––--                   –––––––––––––––––––

  (სახელი და გვარი)                               (მისამართი)                                            (ხელმოწერა)       

––––––––––––––––––              –––––––––––––––––––––--                   –––––––––––––––––––

 (სახელი და გვარი)                                 (მისამართი)                                     (ხელმოწერა)       

 

16. ჩანაწერი იმ შემთხვევაში, თუ პირი უარს იტყვის ოქმის ხელმოწერაზე:

–––––––––––––––––––––––––––––––––––––––––––––––------------------------------------------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
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‘‘.

 

4. დადგენილებით დამტკიცებული დანართი №3 ჩამოყალიბდეს შემდეგი რედაქციით:

„დანართი №3

 

 

საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის,

ჯანმრთელობისა და სოციალური დაცვის სამინისტრო

სსიპ – სოციალური მომსახურების სააგენტო

აქტი №

 

პოლიციის  მიერ შემაკავებელი ან სასამართლოს მიერ დამცავი ორდერის გამოწერისა და
ბავშვის ინტერესებიდან გამომდინარე, მისი მესამე პირთან (ნათესავი, მეზობელი და სხვა)

გადაყვანის შესახებ

 

----- ------------------ 20 ---- წ.      მუნიციპალიტეტი/დასახლება

 

1. სოციალური  მომსახურების  სააგენტოს ----------------------------------------------------------------
-

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

                             (აქტის შემდგენლის თანამდებობა, სახელი, გვარი, პირადი ნომერი)

 

2. ბავშვ(ებ)ი (ძალადობის მსხვერპლი) ---------------------------------------------------------------------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------
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       (სახელი, გვარი, სქესი, დაბადების თარიღი, საცხოვრებელი ადგილი რეგისტრაციის
მიხედვით და ფაქტობრივი მდგომარეობით, პირადობის დამადასტურებელი დოკუმენტი
(ასეთის არსებობის შემთხვევაში))

 

3. პირ(ებ)ი, რომლისგანაც/რომლებისგანაც უნდა განხორციელდეს ბავშვის დროებით გამოყვანა
(მოძალადე(ები))  

 

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––-----------

   (სახელი, გვარი, დაბადების თარიღი, საცხოვრებელი ადგილი რეგისტრაციის მიხედვით და
ფაქტობრივი მდგომარეობით, პირადობის დამადასტურებელი დოკუმენტი (ასეთის არსებობის
შემთხვევაში)), კავშირი ბავშვთან (ასეთის არსებობის შემთხვევაში)).

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

მოწმეები (ასეთის არსებობის შემთხვევაში) ---------------------------------------------------------------
----

––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

----------–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

                                        (სახელი, გვარი, პირადი ნომერი, მისამართი)

 

4. აქტის შედგენის ადგილი, დრო და არსი: ---------------------------------------------------------------
-

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

 

5. გარემოებების აღწერა, რომლის დროსაც ხდება ბავშვის ოჯახიდან/სხვა ძალადობრივი
გარემოდან დროებით გამოყვანა

-----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

http://www.matsne.gov.ge 08008005010003021107



----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

 

6. მიზეზი, რის გამოც ბავშვი თავსდება მესამე პირთან (ნათესავი, მეზობელი და სხვა)

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

 

 7. საქმის გადასაწყვეტად საჭირო სხვა ცნობები:

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------
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 8. ახსნა-განმარტება: -------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------

პირ(ებ)ს უფლება აქვს/აქვთ, წარმოადგინოს/წარმოადგინონ აქტისათვის დასართავი ახსნა-
განმარტება და შენიშვნები აქტის შინაარსთან დაკავშირებით.

 

9. აქტის შემდგენელი:                         /---------------------------/                 /--------------------------/

                                                           (სახელი და გვარი)                     (ხელმოწერა)              

 

10. მშობელი:                                         /---------------------------/                /-------------------------/

 (მოძალადე)                                      (სახელი და გვარი)                            (ხელმოწერა) 

 

                                                    /---------------------------/             /-------------------------/

                                                       (სახელი და გვარი)                           (ხელმოწერა)

 

11. კანონიერი წარმომადგენელი :  /---------------------------/               /-------------------------/

          (მოძალადე)                                (სახელი და გვარი)                         (ხელმოწერა) 

 

                                                     /---------------------------/                        /-------------------------/

                                                            (სახელი და გვარი)                         (ხელმოწერა)

 

 12. სხვა პირი:                               /--------------------------------/                    /-------------------------/

                                                         (სახელი და გვარი)                                  (ხელმოწერა)

 

                                                                     /---------------------------/             /-------------------------/

                                                        (სახელი და გვარი)                             (ხელმოწერა)

 

 13. მესამე პირი, ვისთანაც თავსდება ბავშვი (მეზობელი, ნათესავი, სხვა)                                 
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                                      /---------------------------/            /-------------------------/

                                                                      (სახელი და გვარი)                         (ხელმოწერა)

 14. მოწმეები (ასეთის არსებობის შემთხვევაში):

                       ––––––––––––––––––                    –––––––––––––––––––––--     
             –––––––––––––––––––

          (სახელი და გვარი)                                 (მისამართი)                                   (ხელმოწერა)       

         ––––––––––––––––––               –––––––––––––––––––––--                          ––––––––––––––––

         (სახელი და გვარი)                                   (მისამართი)                              (ხელმოწერა)       

15. ჩანაწერი იმ შემთხვევაში, თუ პირი უარს იტყვის ოქმის ხელმოწერაზე: –––––––––––––---
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----------------------------------------------------------------------------------------------------------------

 

“.
მუხლი 2
დადგენილება ამოქმედდეს გამოქვეყნებისთანავე.

პრემიერ - მინისტრი მამუკა ბახტაძე
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Behavioral Assessment,
Goal Formulation, and Evaluation

i
| During the assessment process, the social worker helps the client understand
I his or her problems in terms of their specific and concrete manifestations. In-
jj formation is gathered about the environmental conditions (cues) that produce

the behavior and the consequences that follow. It must be noted that during
this information-gathering process, the social worker has to listen empathi-
cally to clients' concerns, reflecting the content of their messages as well as
their underlying feelings. In this way rapport is built, and people feel heard
and understood. A foundation of support, trust, and safety has to be estab-
lished at the start so that the client is willing not only to share information but
also to learn new behaviors.

Behavioral Definition of the Problem

Clients often speak in general terms about a recurrent problem ("we're always
arguing"). In response, the social worker should ask questions to elicit be-
havioral details: "To help me get a better sense of what happens when you
argue, tell me what happened the last time this occurred. Where were you?
What was going on?" When you ask a client for an example, it can involve
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ypical incident, the most recent, or the most severe. To get at the behavioral
ecifics, the following questions can be asked (Bertolino & O'Hanlon, 2002):

• What do you do when you experience the behavior?
• When do you experience it?
• Where?
• How long does the problem typically last?
• What bodily reactions do you experience?
• How long do these reactions last?
• How often does the problem typically happen (once an hour, once a

day, once a week)?
• What is its typical timing (time of day, week, month, year)?
• What do the people around you usually do when the problem is

happening?

EXAMPLE 1-1

This example demonstrates how the social worker cannot just accept
at face value global statements clients may make. Instead, the social
worker must explore the concrete behaviors that underlie client
descriptions.

A social work intern at an HIV clinic worked with Sonya, a
Hispanic mother of two girls, ages 11 and 8, and a 6-year-old boy.
Sonya had a live-in boyfriend who was absent much of the time
because of his work schedule. Sonya was having particular problems
with her 8-year-old girl, Ellie. Sonya used terms such as "bad child,"
"mean," and "vindictive" to describe Ellie. The social work intern
probed for specifics by asking, "What is Ellie doing when she's being
bad?" Sonya explained that Ellie won't obey any commands she gives
her, such as to come inside to do her homework or to stop playing
and do her chores. Sonya's main concern was that Ellie had recently
become more violent, hitting, biting, and kicking her siblings.

Another way to gather information about the problem is to have people
implete standardized questionnaires (also called measures, scales, invento-
2s, and instruments). Measures have been developed for many different

a
I
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feelings, or qualities—and their intensity or severity. Measures have been
Standardized when they have been tested (normed) on a relevant group of
people, a process that results in psychometric data, specifically information
about reliability and validity, that has to meet certain acceptable standards.
Reliability refers to the consistency and accuracy of the measure; validity
involves the extent to which an instrument measures what it purports to mea-
sure. For the different methods of determining reliability and validity, please
see a research text (e.g., Rubin & Babbie, 2005). Some guidelines for having
clients complete measurement instruments follow:

Select a measure. Selection of particular measures to use may be determined
by the particular program a client attends or the client's presenting problem.

Provide a rationale. A justification to provide to clients for using a mea-
sure is that it is a quick way to get information that will assist the social
worker in better understanding how to help. It will also help track
progress if the measurement instrument is completed over time.

Explain how to fill out the form. Read aloud the directions, which in-
cludes how the client should respond to items. In the explanation, assure
clients that there are no right or wrong answers.

Answer questions, clarify, look the form over. It is important to assess
clients' literacy level, whether they are children or adults. If necessary,
read each question and response to the client. If clients are unsure of an
answer, they should be encouraged to provide what they think is the
"best" answer. Social workers should avoid interpreting the items or
questions. The social worker should check over the measure after it is
completed, looking for items left blank and response-set bias (e.g., giving
all items a 5 in a 5-point scale).

Score the measure. Ideally, measures should be scored when the client is
present so that immediate feedback can be given.

Repeat the measure at a later date. Using the same measure one or more
times (or every time if you are carrying out a single-subject design, dis-
cussed later in this chapter) provides both the client and the worker with an
assessment of change. This is an important step in motivating clients, solid-
ifying gains they have made through the therapeutic process, and docu-
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<ercise 1-1
ie following exercise can increase your ability to ask about behavioral
ecifics. For each statement, decide what questions you would ask to get at
e behavioral manifestations of the problem. From your knowledge of people,
by asking a classmate to role play the client, create some hypothetical indi-
tors of the problem behavior.

1. A parent describes her child as having attention deficit/hyperactivity
disorder (ADHD).

CHAPTER 1 • Behavioral Assessment, Goal Formulation, and Evaluation • 5

4. A client says about herself, "I'm a very selfish person."

5. Your field instructor refers to a client as "borderline" and "manipulative.'

2. A client who is having problems with his supervisor describes her as a
"very angry, controlling person."

3. Your classmate describes a client she is having trouble with as "defiant,
having aggressive outbursts, and having difficulty managing her
anger."

Exercise 1-2

Recall one trait that you use to describe yourself or another person in your life.
Break that trait down into its behavioral manifestations. How does this change
your perception of that trait?



xercise 1-3
nis exercise shows you that your sense of optimism about the possibility of
lange might depend on whether clients are described in global terms or their
;haviors are defined operationally.

1. What seems more easily changed: an "oppositional" child or that
child's talking back and refusing to do tasks when parents or teachers
so request?

2. What seems more easily changed: a child who, according to his mother,
has ADHD or that child's behavior of not completing homework?

3. What seems more easily changed: a child whose mother describes her
as "cold" or the behavior of not telling her mother how she feels?

j
1
1
I
I
|I
I

Cues and Consequences

After breaking behaviors down into their concrete manifestations, the social
worker continues the assessment by asking about the cues (also called ante-
cedents and triggers) for the behavior ("What starts it?"). This process helps
clients gain more awareness of their behaviors, what led up to them, and how
thejrare being reinforced. Many people with problem behaviors often view
them as "coming out of the blue" or "just happening" (e.g., "suddenly, I'll just
explode," "I find myself screaming at my partner, and I don't know how I got
there," "I felt like having a drink, so I had one"). However, there are sequences
of events that lead up to problem behaviors. If a person is made more aware of
these events, he or she will have a way of anticipating, avoiding, or coping
with these events.

One technique that makes it easier for some people to understand the
sequences that lead up to problem behavior involves a scale from 1 to 10 in
which 10 is the ultimate expression of the problem behavior (e.g., the drink or
the temper tantrum). Starting at the lower end of the scale, you ask clients to go
through the scale and identify their escalating triggers. Sometimes the client
must trace the sequences of the particular day, starting at the beginning, so he
or she can see how the problem behavior built up over the course of that day.

EXAMPLE 1-2

Lila is a Hispanic mother of four children who is under child
protective services investigation for physical abuse of her children.
The social worker in this instance used the scale to help Lila identify
what built up to the recent incident of physical abuse.

With the social worker's prompting, Lila described the
following cues associated with each number on the scale:

1. "Feeling tired, not getting enough sleep from the night before because
the kids wouldn't go to bed."

2. "Being mad with them for not getting dressed when I said so."
4. "Because they wouldn't listen, we were late for their immunization

appointment at the doctor's office. If they didn't get the shots, I
wouldn't be able to enroll them in school."



5. "The kids were acting out in the doctor's office, and I felt hot and
embarrassed as everyone was watching us. I imagined everyone was
thinking I didn't have any control over my children and that they were
brats."

6. "By the time we got home, I was drained from listening to them argue
all the way home."

7. "I got a phone call from a friend and just when I was beginning to
relax, the kids started hitting each other, screaming, and crying. My
stomach was in knots, and I was thinking about how they always ru-
ined everything."

9. "I was screaming at them. I just had it."
10. "I got out my belt and just began lashing out at all of them."

As this example demonstrates (see Figure 1-1), the scaling exercise in-
:reases understanding of the sequences leading up to the problem behavior. It is
lot necessary for clients to pinpoint each number on the scale, but the notion of
sequences escalating to 10 provides the sense that problem behaviors don't just
lappen out of nowhere. There are physical, cognitive, social, emotional, and en-
rironmental cues that mount to contribute to the behavior.

One domain that might need further attention involves the affective
iomain, or the client's feelings. Although behavioral approaches tend to de-
•mphasize feelings, discussion of client's feelings are very important. First,
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conveying understanding of feelings can build the supportive alliance that is
necessary for change to occur. Second, feelings are often triggers for unproduc-
live^ction. For instance, a person is scared and decides to threaten others to
feel safer; a person who is bored may be more prone to use drugs. However,
jfeupte are often unaware of the feelings that trigger them to act in certain
>«wys; Therefore, building people's awareness of their feelings and the behav-
iors that follow gives them important information that they are having some
-difficulty managing certain emotions. The social worker can then target inter-
ventions that will facilitate clients' coping in more productive ways.

Another important category of questions asks about the consequences of
the behavior ("What happens afterward?"). This information helps both the
social worker and the client gain a sense of what is reinforcing about the be-
havior (see Chapter 2) or the detrimental consequences that can be used to
build the client's motivation to change (see Chapter 9).

Figure 1-2 shows the five domains (social, environmental, emotionally,
cognitive, and physical) in which both cues for the behavior and its conse-
quences may occur (Carroll, 1998). Table 1-1 includes a comprehensive list a£
inquiries the social worker can make about the cues and consequences in each
of these five domains. A cues and consequences worksheet provides a template
for use by clients or the social worker. Ideally, the social worker should write
out the assessment, because critical information is gathered at this stage, then
used to generate goals and an intervention plan.

"Hot & embarassed... "My stomach was
"Mad children everyone was in knots. . . I was H w i n _ _h.w

wouldn't get t n i n k j ng , d i d r V t n a v e t n i n k i n g t n e y a | w a y s
 M m i n 9 ° n " ™ .

dressed" control over my kids" ruin everything" wnnaoeii

'igure 1-1
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LBLE 1-1 Questions on Cues and Consequences TABLE 1-1 (Continued)

jmain Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

Domain Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

oal

Tvironmental

motional

ognitive

With whom does the client
spend most of his or her
time?

Does the client have
relationships with people
who do not have the
problem?

Does the client live with
someone who is involved in
the problem?

What are the particular
environmental cues for the
problem?

What is the level of the
client's day-to-day exposure
to these cues?

Can some of these cues be
easily avoided?

What feeling states precede
the occurrence of the
problem?

What thoughts run through
the client's mind?

What beliefs does he or she
have about the problem?

How has the client's social
network changed since the
problem began or
escalated?

How have his or her
relationships been
affected?

What people, places, and
things have been affected
by the problem?

Has the client's environ-
ment changed as a result of
the problem?

How does the client feel
afterward?

How does the client feel
about himself or herself?

What does the client think
afterward?

What does the client say to
himself or herself?
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Physical What uncomfortable physical How does the client feel
states precede the problem? physically afterward?

What is his or her physical
health like as a result?

Table 1-2 goes on to provide an example of a behavioral assessment (both
the cues and the consequences) for Jennifer, a client involved with the child pro-
tective services system because of neglect of her children. The neglect stemmed
largely from Jennifer's alcohol and crack cocaine addictions; therefore, the
assessment focuses on her substance abuse.

TABLE 1-2 Case Example of a Behavioral Assessment

Domain Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

Social She lives in a crime-infested,
low-income, urban commu-
nity and often sees people
she knows who use drugs.

Her relationship with her
family has suffered. She has
neglected her children
(leaving them alone while
she "parties" and spending
money on drugs rather than
on necessities for the
children). She avoids her
mother and sisters, who
disapprove of her lifestyle.
When she does see them, she
gets in arguments with them
because she has borrowed
money without repaying it
and often leaves her children
with them without saying
where she is.
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LBLEI-2 (Continued)

amain Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

wironmental Being short on money when Money problems worsen; she
the rent is due and feels
stressed.

To relieve stress, uses drugs
and alcohol.

has spent money on drugs
and alcohol and now has to
pay escalating late fees as
well as the rent.

notional Drug use to relieve feelings She feels increased despair
of depression about the state over the state of her life and
of her life: rift with her mother what she is doing to her
and sisters, neglect of chil- children,
dren, involvement in child
protective services system.

ognitive "The only thing that will "I did it again. I can't stop,
make me feel better is to use I'm a bad mother."
drugs."

hysical Craving, restlessness,
agitation.

Hungover, respiratory
problems from smoking
crack cocaine.

xercise 1-4
his exercise will build your familiarity with assessing cues and consequences
3r a problem behavior and its consequences. Take a problem behavior of your
wn or someone who is willing to be interviewed by you. Using the worksheet
Tovided, go through the various domains for both the cues and consequences.

-1-1 Cues and Consequences

ttal

.i • Emotional

Cues Consequences



WORKSHEET 1-1 (Continued)

1

Cognitive

Physical

Goals

irocess of conducting a behavioral assessment, the specific nature of
irdbfem and the reinforcers and triggers that keep the problem in opera-

. From here, the social worker and client together construct
^target behaviors as goals, giving close attention to the antecedent con-

id contingencies required to bring about the desired new behaviors,
focuses on general guidelines for goal setting and explores ways

=fH5l^stire progress. Evaluation is discussed because it is tied to goal formula-
TCHracking goals. However, it is recognized that evaluation continues

tgheut the helping process and determines when the process ends.
3he guidelines for goal setting include the following:

Explain the rationale for goals.

I

• To provide focus to the work.
• To get social worker and client agreement about what should be done.
• To monitor progress of the intervention.
• To know when the work is complete (Hepworth, Rooney, & Larsen,

2002).

2. For people who don't want to change, start where the client is. In a number
of different practice settings, social workers see clients who have been man*
dated to receive services, whereas cognitive-behavioral intervention is typically
for those who are sufficiently motivated to learn and practice new strategies.
Therefore, it is sometimes necessary to work on building motivation before a
person is ready for cognitive-behavioral intervention (Carroll, 1998). The basics
of motivational interviewing are described in Chapter 9. Other ways to engage
the nonvoluntary client are through solution-focused questions that ask clients
what they need to do to address the demands of the referral source. "What do
you think you need to do so you don't have to come here anymore?" "What will
convince your probation officer [or other authority figure such as a parent or
judge] that you don't need to talk to me anymore?" (Berg & Miller, 1992). Typi-
cally, people give general, vague responses: "When I'm good." The facilitator's
job is to help the client come up with concrete, observable indicators (Cade &
O'Hanlon, 1993). "What will you be doing differently when you are good?"
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question not only helps clarify for clients what it is they have to work on
) to school, I guess, and be home when I'm supposed to") and facilitates
setting, it also helps clients realize the social worker is not invested in their
inued presence in treatment and is willing to work with them to that end.

leframe a goal so that it is within the client's control and works with the
em that is most amenable to change. Often, a person may want another
on to change (a partner, child, other family member, coworker, supervisor,
;hbor, friend). You, as the social worker, can explain that you cannot make a
ion outside the helping relationship become different. However, clients can
lence the behavior of another by changing their own actions.
One common example involves parents of children who need help of

te kind. Parents often want their children to be seen alone by the social
ker rather than be involved themselves. A way to engage parents in this
:ess is to stress to them their importance to their children ("You are much
•e important to your child than I will ever be. If I can help you deal with
r child and you do this at home, you will be much further along"). Parents
also be told about the cognitive abilities of young children, that they have a
icult time generalizing behavior learned in one setting to another. There-
'., if parents are present in session and see the new skills their children are
ning, these effects can be carried over to the home. In particular, for treat-
it of externalizing behaviors in children, research shows that the most ef-
ive approaches involve parent training and other family interventions
;stan & Eyberg, 1998; Serketich & Dumas, 1996).

Another common example involves people who get help so that their
tners will return to them.

EXAMPLE 1-3

Mikhael, a Russian immigrant to the United States, has been divorced
from his wife for 3 years. When asked about his goals, Mikhael said
that he wanted to get back with his wife. The social work student said
they couldn't "make" his ex-wife feel or act any differently toward him.
However, Mikhael had frequent contact with her to manage visitation
and parenting responsibilities. He therefore had opportunities to
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show his ex-wife that he himself could behave differently. The student
aagssoe suggested that they work on managing his anger a n d learning new
Ijp'r. communication skills so that he and his ex-wife could talk about the
llfi children and negotiate more effectively. The social work student said
I B S she didn't know whether his ex-wife would ever get back with him;
l l E S : but if a reconciliation were possible, Mikhael's ex-wife would first
Ijpf- need to see that he had changed his behavior.

*m& 4, Individualize goals rather than rely on agency-generated goals. In some
^^Ipsncies, case plans involve listing the dysfunctions clients bring and then

lagigning them rote goals and services. For instance, a child welfare client who
«sing substances when her child was neglected receives substance abuse

MBBjppBaftent; an incident of family violence warrants a perpetrator group
SBgphristensen, Tbdahl, & Barrett, 1999). This practice leaves o u t client input. If a
••«5SgfKSd is not personally important to a client, he or she will n o t be motivated to
I ^ ^ S j s u e it. Goals should be related as much as possible to w h a t a client sees as

ii§§&e problem.

• ' iSp- Goals should be considered in terms of final outcome rather than the formal
^.services in which clients participate (Christensen et al., 1999). For instance,
^Sli ther than "attending a parenting skills group," the g o a l should focus on
SSsrhat the parent is expected to achieve as a result of at tending the group. This
ifclielps both social worker and client develop a mind-set t o w a r d outcome rather

-.JgpSan simply going through the motions of attending different services. Some
Sse&ents might feel understandably overwhelmed or intimidated by the
|S jprospect of participating in a multitude of services and classes. If efforts are in-
™ stead centered on final results, they can clearly see w h a t they are working
- toward and might be more motivated to get there.

6. Formulate a minimum number of goals. When clients e n t e r into the helping
^ process, they are often overwhelmed by many simultaneous stressors, such as

divorce, death of a family member, a family move, financial problems, health
problems, behavior problems in children, and more. Focusing on a limited
number of goals is critical, since the client needs to achieve success and experi-
ence some confidence as a result of his or her efforts. If efforts are scattered
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around many diverse goals, chances are likely that the client may not achieve
success in any one area.

Therefore, goals must be prioritized with the client's input: "Which of these
goals is most important for you to center on? Which one would make the most
difference to you right now?" Of course, the social worker may offer input into
which of the goals might make the most difference. For instance, goals having to
do with safety (getting a protective order, severing contact with an abusive part-
ner) would be of foremost priority and might assist the progress of other goals,
such as bolstering mood and improving behavior of children in the household.

The social worker may also offer input when noticing behaviors that
crosscut domains of the client's life in which difficulty is experienced. For
example, a client may report anger problems at work, with children, and with
a partner. A possible goal in this situation is to work on improving communi-
cation skills and managing anger.

Individuals already experiencing a multitude of life stressors, including
poverty, lack of adequate housing, neighborhood violence, and so forth, will
not be able to scatter their efforts and seek services from numerous agencies in
the community at once (Azar & Wolfe, 1998).

7. Some goals may have to be partialized, broken down into smaller subgoals
or tasks. For example, in order for a woman to meet the goal of leaving an abu-
sive partner, she might first have to attain several subgoals, such as getting job
training and finding employment in order to become financially independent;
she might have to arrange transportation so that she can attend training and get
to a job; she might have to find reliable and safe child care for her children. Such
subgoals in themselves require great effort and represent major achievements.

8. Goals should be feasible considering baseline behaviors. For example, if a
child's conduct in school is rated as unsatisfactory every day of the week, then
a goal of five satisfactory days would be out of his reach. Perhaps an achiev-
able beginning goal instead might be two satisfactory days.

9. State goals as the presence of positive behaviors rather than the absence of
negative behaviors. This keeps the focus on what the client wants rather than
on what he or she doesn't want. For instance, rather than being stated as "Stop
talking back at school," the goal should be phrased as "Follow directions" or

wk quietly in the classroom." To get the client thinking within this frame,
te question can be asked: "What will you be doing instead of [the problem

r}?" The social worker must be persistent, since clients often continue
;about the absence of negatives (e.g., "I don't know—he just won't be

ig back."). This tendency, however, keeps the focus on negative behav-
ather titan on desired behavior.

Goals should be delineated in behaviorally specific ways. When a specific
• or action is attached to the goal, the client is clear about what he or she

; toward and knows when the goal has been reached. For example,
iK£#ie goal of increasing social support might include starting a conversation with

' person each week, inviting a friend to a social activity each week, or call-
; a person the client met in a support group. Note that goals can also involve

- - m ^ K expression of feelings. For example, a goal can be to talk about three feelings
?- a day to foster parents. Sometimes the specifics of goals are delineated in objec-

underneath that particular goal. For instance, a patient in a long-term case
it, who was dependent on a ventilator for his breathing, had, as a goal, to get
of bed two times per week. Objectives under this goal included initating a

with the nursing staff as to when he would like activity to take
; complying within 5 to 7 seconds with staff requests to move his arm or

and remaining out of bed and up in his wheelchair for a minimum of 3
"'*^Sinirs before requesting to get back in bed. (See Chapter 3 for more on this case.)

Determine the client's level of commitment to the goal. Commitment or
*"'Motivation to a certain goal can be determined quickly through the use of a
-i^seale: "From 1 to 10, with 1 being not at all important and 10 being very impor-

tant, where would you place yourself?" Hepworth, Rooney, and Larsen (2002)
-̂"̂ SiScommend that clients at least be at a 7 in relation to wanting to achieve the

goal; otherwise they may not be sufficiently motivated.

EXAMPLE 1-4

Shawnette is a 16-year-old African American female enrolled in the
eleventh grade at a local high school. Shawnette has been part of
a therapeutic foster care program for the past 2 years. She was



placed because her mother had a severe mental illness, making her
unable to manage Shawnette, and no other family members were
available. Shawnette sometimes gets in trouble for arguing with
adults, the other youths in her program, and her classmates. She is
also failing three of her classes.

When the social work intern began talking with her, Shawnette
said that out of all her concerns, she is most worried about her
classes. "If I don't pass them, I'll never graduate from high school.
I only have one year left after this one, and that doesn't leave me
enough time to make up classes that I fail." To explain her grades,
Shawnette admitted she doesn't do her homework and, in fact,
never opens a book. She sleeps in class and has difficulty under-
standing chemistry and geometry, and so she has just given up. She
said the reason she's failing English is that she simply chooses not
to do the work—not because she does not understand it but
because she thinks it's "stupid."

The social work intern introduced the idea of goals:

Social work intern: If you had to identify one goal that you
would like to accomplish for yourself right now, what
do you think it might be? It can be either a big goal or a
small one.

Shawnette: I want to graduate from high school.
Social work intern: That's a really impressive goal. It's a large,

long-term goal, so what we are going to do now is break
it down into smaller steps that will have to be taken.

Shawnette: Well, I need to pass chemistry, English, and
geometry.

Social work intern: Let's look at what goals we can set for
each of those classes, since they're all so different and
present different problems. Which one would you like
to start with?

Shawnette: Chemistry. I've been doing the worst in that
class. I don't understand anything. It's so hard, I just
gave up trying.

Social work intern: I hear you're pretty frustrated with that
class because it's so difficult for you. Chemistry can be

difficult for many people. What ideas do you have
about what can help you with chemistry?

Shawnette: Well, my teacher is always offering extra help
if we stay after school, but I just haven't done it yet.
I guess I could do that.

Social work intern: Tell me how you would approach your
teacher and what you would say.

went through a role play, which reduced the barrier of
lette's not knowing what to say or how to ask for help.

Another goal Shawnette identified for the week was to do her
homework at least once. This involved several tasks: writing

assignments, taking her books home, setting aside time to do
and finding a quiet place in the house to do this.

also said she would stay awake during her geometry
listen to what was going on. In order to do this, Shawnette

she would bring a drink to class and engage in self-talk (e.g.,
listening to what is going on").

In the next contact with the intern, Shawnette reported some
•access: she had scheduled and attended a meeting with her
chemistry teacher. She also said she was able to do her English
homework once, and her teacher complimented her for handing it
in. Writing the homework down, taking her books home, and
doing homework right after school helped her achieve this step.

Shawnette said that she stayed awake in geometry but
became very frustrated because she did not understand any of the
material. She didn't think she could catch up because she was so far
behind. She came up with a couple of ideas on her own for the next
week. She would ask for tutoring help from her geometry teacher. If
that was not successful, Shawnette said she would talk with her
school counselor and see what could be done.

Example 1-4 shows how the intern helped a client with a goal she had
; identified. The goal was partialized and broken down into constituent tasks

- that were manageable for the client to achieve.
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Exercise 1-5
In the following scenarios, identify problems with the stated goals and suggest
solutions.

1. A client suffering from depression says she just wants to feel happier.

2. A mother states her goal as "My family needs to communicate better."

3. An adolescent girl seen by a social work intern at a juvenile justice de-
tention center says she doesn't have any goals for herself and doesn't
want to work on any.
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JL A man whose girlfriend broke up with him because of his physical vio-
•<r, lence says that his goal is "for her to take me back."

A parent whose 7-year-old child has been acting out at school (shoot-
ing spitballs, laughing and making loud jokes to the classroom at large,
talking when the teacher is talking, not doing work) says that her goal
is for the social worker to "talk some sense into him" and "make him
^eeright." She admits that he is similarly disruptive at home.

6. A man who has been referred for substance abuse treatment says his
goal is to quit drinking.
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7. A seventh grader who is being seen by the school social work intern is
currently not doing any homework (he usually gets three homework
assignments per day). The school social work intern decides that his
goal should be "to do all his homework."

8. A child protective services worker writes up her initial quarterly case
plan. She decides the client's goals should be to (1) seek better housing,
(2) attend a battered women's group, (3) participate in a parenting
skills group, and (4) receive job skills training. For the client's child,
who has been diagnosed with autism, the caseworker draws up some
other goals that involve the mother: (1) seek services at a clinic that
specializes in pervasive developmental disorders, (2) attend a support
group related to her child's disability, and (3) take the child for individ-
ual therapy to develop attachment.
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Exercise 1-6
-•- Considering the guidelines for goals that have been set forth, think about an
„! area in your life that you would like to change. Describe a possible goal for

accomplishing this change.

w

Exercise 1-7

Considering the guidelines for goals that have been set forth, describe a pos-
sible goal for a client on your caseload (recognizing that you are leaving out an
important guideline, which is to include client input).
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loing better than what others may perceive. In either case, relationship ques-
ions challenge clients to appraise themselves more appropriately through the
viewpoint of others.

>. Set achievable tasks. Task setting can also be formulated from the solution-
ocused scale. Clients are called upon to determine how they will move up one
ank order (a 10 percent change) during the time between the next contact with
he social worker. There is no need to embark on a more ambitious plan—to
nove from a 4 to a 10, for instance. Instead, a focus on a 10 percent change
rceaks down the problem and its commensurate solution into manageable
jnits. Small changes that are easily achieved are more likely to spark further
positive actions. If clients are able to adjust their behavior, they often feel bet-
ter. They may also see a corresponding difference in the way others react to
them. Consequently, they become more willing to take further steps toward
their goals.

6. Monitoring progress. The solution-focused scale can be used in subsequent
sessions in order to track progress over time and to determine when goals have
been met. Tracking progress in this way makes attainment toward goals quan-
tifiable and measurable.

Exercise 1-8

Considering the steps just described, construct a scale and follow the steps.
Ideally, perform this exercise with an actual client with whom you are work-
ing. Otherwise, apply this exercise to a hypothetical situation or role play with
another student posing as a client.

i
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Single-Subject Designs

Single-subject designs (also called single-case and single-system designs) can
be used to assess progress on a targeted behavior. Information for designing
and implementing single-subject designs is drawn from Rubin and Babbie
(2005). This section introduces the simplest single-subject design, the A-B de-
sign, and explains how to do visual analysis of the data points. We stop short of
statistical analysis of the data points; information about statistical analysis of
single-subject designs and more complex designs is available in Rubin and
Babbie and other research texts.

The first step of designing a single-system study is to decide the behavior
to be targeted based on your assessment of the client's problem and goal for-
mulation. The next step is to decide who will collect the data. Behaviors can be
tracked through different sources, including

• client self-report
• another person's report
• behavioral observation

Usually, adults can track their own thoughts and behaviors unless they
are incapacitated in some way. However, another person's report might be
more accurate for certain problems. For instance, in domestic violence, it is
generally believed that the person who has been abused is a more accurate re-
porter of violence or threats of violence than is the person doing the abusing.
For child problems, especially those involving externalizing behaviors, par-
ents' and teachers' reports are considered more useful. Sometimes you, as the
social worker, might conduct behavioral observations to assess the frequency
of a behavior. For instance, in working with a child, you might track the num-
ber of times in a session the child followed your directions.

The next step in designing the single-subject design, and sometimes the
most challenging, involves collecting baseline data. A baseline helps us to
understand, given the occurrence of the problem before intervention, how in-

.. tervention has helped change the problem. The general guidelines are to
*_ .gather five to ten data points as a baseline and to stay within a month's time-
„?.? frame. This can be done in one of two ways; intervention can be withheld until
,2S3*Us information is collected, or the baseline can be constructed retrospectively.



n the types of problems social workers see, which are serious in nature and
isually require immediate intervention, withholding intervention for a period
)f time might be detrimental to the client. An obvious problem with retrospec-
ive reporting, however, is that it can be biased due to the extent of people's
ibility to recall, especially when their memories are clouded by a present prob-
em. For example, a person who is depressed typically remembers the recent
?ast as depressing.

After the baseline data has been gathered, intervention begins and the
lame data is collected throughout the intervention period. The social worker
?lots the data points on a graph with the horizontal axis representing the time
ncrements chosen for data observation (e.g., are the data points being mea-
sured twice daily, daily, weekly?). The vertical axis is the level of measurement
Jiosen to assess the target behavior, such as the frequency in numbers, yes or
\o for whether or not the behavior occurred, or a Likert-type measurement
always, sometimes, hardly ever, never).

Clinically, the graph can be very useful; as the social worker discusses with
he client the extent of progress, a client can be encouraged by the work he or
»he is doing by noting that improvement is being made. The social worker and
:lient can also talk about other events that have occurred during intervention
hat might have impacted progress in particular ways. Alternatively, if the work
s not progressing as planned, the social worker and client can discuss the pos-
iible reasons, and can revise the intervention plan as appropriate.

EXAMPLE 1-5

A social work intern at a battered women's shelter worked with
Mimi, a Nigerian refugee. Mimi had left her husband because he was
violent with her on many occasions during their marriage, both when
they lived in Nigeria and after they came to the United States. The
most recent episode occurred the night Mimi went to the shelter:
her husband struck her face with his fist, causing a bruise. Prior to his
hitting her, Mimi had questioned him about where he had been that
night. She knew he was seeing another woman and thought that he
had been with her.

The intern started working with Mimi the morning after she
came to the shelter. At the first meeting, Mimi was very distraught
and worried about what would become of her and her three
children if she separated from her husband, since he was the family
provider. At the same time, she no longer wanted to live with his
violence, and his seeing another woman was intolerable.

After the intern explored Mimi's feelings, she asked Mimi
about her thoughts. Mimi described her "worry" thoughts as the
following: "How am I going to make it? I have no money and three
children to take care of." "I don't deserve anyone better than him."
"This is just what a woman has to put up with." "It's awful here at the
shelter. Living back home would be better than this." "I'm not going
to be able to afford a place of my own, and we're going to become
homeless." "My children will starve to death." "I don't have the right
to deprive them of their father." "He's right, I don't have any choice
but to put up with this." "I'm not like these other women at the
shelter. I don't belong here." "What are people I know going to say
about what I'm doing?"

Mimi said that she had not been able to sleep at all the night
before because of these thoughts. In order to collect a baseline, the
Intern asked Mimi to be aware of her thoughts and to give herself a
check mark for each time she had a "worry" thought about leaving
her husband.

The intern explained some of the dynamics of family violence
and the laws and mores in this country about domestic violence,
which Mimi then contrasted with those observed in Nigeria. The
Intern then explained the resources that were available to Mimi and
what she could do to get some of them initiated, such as signing a
complaint with the police, filing a protective order with the county
attorney's office, and applying for emergency food stamps at the
local benefits office. The intern also informed her of transitional
housing that was available to battered women and their families so
that they could start to build independent lives. Mimi said she was



interested, so the intern scheduled an intake appointment for her at
the battered women's outreach office.

As the intern drove her to these various resources (Mimi did
not know how to drive), she could see that Mlmi often looked upset
and seemed to be ruminating quietly. The intern would ask Mimi
about the thoughts running through her mind and prompt her to
write them in the notebook she had given her.

Note that the intern started some intervention—educating Mimi about
family violence and connecting her with resources—during the baseline
period. Since Mimi's safety was endangered by the family violence and she
had to be quickly engaged in services before she gave up and went back to
her husband, it was critical that the intern inform her immediately of the
community supports and resources available to her. In addition, the intern
did not yet start the technique of cognitive restructuring, the intervention
she was interested in monitoring for its impact on Mimi. Cognitive restruc-
turing is a technique in which the social worker assesses the client's patterns
of thinking and, through a series of discussions and exercises, helps the client
dispute dysfunctional thoughts and beliefs and replace them with more
functional patterns. (See Chapter 4 for complete information on cognitive
restructuring.)

The following week, Mimi provided the baseline data she had
collected over the course of the week. Figure 1 -3 shows that Mimi
had a high number of worry thoughts each day, never fewer than
475. At this point, the intern taught Mimi the technique of cognitive
restructuring so that she could begin to challenge some of her
worry thoughts and replace them with more realistic and positive
thinking. She again instructed Mimi to keep tracking her worry
thoughts each day, but this time she was also to use cognitive
restructuring to counteract these thoughts.

During that day and the next, the intern continued to spend
time with Mimi, taking her to register for welfare benefits and to the
county attorney's office to file a protective order. She prompted
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! 1-3 Mimi's baseline of negative thoughts.

JjjIpiMimi about her thoughts and helped Mimi challenge some of the
i^S§ Avprry thoughts and replace them with more positive thinking. As
Ififl , ttie intern would not be in the office until the following week, she
p i p instructed Mimi to continue recording and challenging thoughts.
f p l The intern informed staff at the shelter about the work Mimi was
3§p| doing so that they could continue to work with her on it.
J£r v When the intern returned the following week, she went over
^#f: with Mimi the results of her "homework." Mimi had diligently
g|te---recorded her worry thoughts and had also applied the process of
i|jips cognitive restructuring. By the next day when they again met, the
||J:S Intern had gathered all the baseline and intervention data collected
1JJI so far and had plotted the information on a graph (Figure 1 -4).
jjj§f Mimi could see that although the number of worry thoughts was

still very high, it was gradually decreasing.
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Figure 1-4 Mimi's intervention phase (week 1).

The intern continued to work with Mimi on this technique
and on connecting her with resources. The work ended when
Mimi left the shelter after the maximum time limit of 3 weeks.
Figure 1 -5 shows the completed single-subject design for Mimi.
When they reviewed the data during their final meeting, Mimi
realized that she had made progress, as her worry thoughts
continued to decrease. She said that the technique of cognitive
restructuring had been helpful for her and she would continue
to use it as she and her children moved into transitional living
arrangements.
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figure 1-5 Mimi's single-subject design.

else 1-9
€onsidering the steps described and the example provided, construct a single-

"̂ Wlbject design. Ideally, perform this exercise with an actual client with whom
I P * are working. CMherwise, apply this exercise to a hypothetical situation or
toleplay with another student posing as a client.
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Summary

Cognitive-behavioral approaches are highly oriented toward defining prob-
lems in terms of behavioral specifics and measurable goals. Such approaches
emphasize evaluation of client progress. Increasingly, the social worker will
find it necessary to show accountability in practice. In line with this focus, this
chapter covered behavioral assessment, goal setting, and ways to track client
progress on goals over time.
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Behavioral Interventions

Behaviorism has been prominent in the social sciences since the first half of the
twentieth century, and it became a popular theory among clinical practitioners
in the 1960s. Among its pioneers were Pavlov (1932,1934), Watson (1930), and

" Skinner (1953). The rise of behaviorism reflected the new emphasis in the sog
cial sciences on empiricism (observable evidence) in evaluating the outcomes
of clinical intervention.

This chapter covers some of the basic principles and methods of behavior
theory. All behavior is influenced by the same principles of learning, which
ifiehide classical conditioning, operant conditioning, and modeling. Examples

'"' ind exercises to familiarize you with these concepts are interspersed through-
••—ettt the chapter. We focus on techniques from a branch of behaviorism called

Qperant conditioning because they have the broadest practice applications.

'"•• Classical Conditioning

£ Conditioning is a process of developing patterns of behavior through responses
^env i ronmenta l stimuli or specific behavioral consequences (Wilson, 2000)

Tfc earliest behavioral research involved classical conditioning in which an ini-
neutral stimulus comes to produce a conditioned response after being

t e d l y w i t h a conditioned stimulus (Pavlov, 1932,1934). In Pavlov's
IOUS research, food (the conditioned stimulus) naturally produced salivation
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lonvoluntary response) in dogs. A bell (the unconditioned stimulus) initially
ed to evoke salivation. However, after the bell was paired with the food,
;r time, the dogs started to salivate when presented with the bell alone. The
1 at this point attained the status of a conditioned stimulus, since it was capa-
of producing a response.

Classical conditioning plays a role in the understanding of many behav-
al problems that clients experience (Gambrill, 1994). For example, previ-
sly neutral cues, such as certain places (restaurants or bars), people, or
ding states (e.g., boredom) may become associated with problem behaviors
ch as overeating or substance abuse. Many anxiety-related disorders are also
issically conditioned. For instance, a bad experience giving a presentation in
;roup might generalize to a fear of all public presentations.

During clinical intervention, the principles of classical conditioning are
versed. For example, if a client experiences an urge to use drugs when expe-
;ncing a particular emotion, such as boredom, the conditional pairing be-
reen boredom and drug use could eventually lose its association if the person
•stained from using drugs to counteract boredom over a period of time. The
•ge to use drugs is thus extinguished.

Classical conditioning is also involved with the treatment of anxiety. Fear-
den cues, such as those associated with a sexual assault, are rank-ordered by
te client and social worker according to the level of fear they invoke. Clients
arn to face each event or item on the list, starting with the least anxiety pro-
aking, by learning to pair relaxation exercises and other coping strategies
ith the event rather than associating it with anxiety. Relaxation processes
light include deep breathing, deep muscle relaxation, and visualization. In
us process of systematic desensitization (Wolpe, 1958), people work their
ray through the rank ordering of fears until they are no longer plagued by the
nxiety.

Operant Conditioning

Tie main premise of operant conditioning is that future behavior is deter-
nined by the consequences of present behavior (Skinner, 1953). Two types of
einforcement are discussed: positive and negative. Both encourage certain

behaviors to occur in the future. Positive reinforcement increases the behavior
preceding it. For instance, alcohol use is positively reinforced by the resultant
feelings of well-being and pleasant social interaction with others. In other
words, a person learns that drinking may lead to some pleasurable conse-
quences; he or she may be susceptible to using alcohol in the future to produce
these positive results.

Through negative reinforcement, a person's behavior leads him or her to
avoid, escape from, or stop an unpleasant event, making the behavior more
likely to occur in the future. Alcohol use, for example, is negatively reinforcing
if it leads to escape from uncomfortable or distressing feelings (Carroll, 1998).

Most people find negative reinforcement a more difficult a concept to
grasp than positive reinforcement. However, it is important to recognize when
it occurs so that unhelpful reinforcement patterns can be broken.

Reinforcement patterns are often reciprocal; that is, one person in an inter-
action may be positively reinforced by the other person, who in turn is nega-
tively reinforced by the other. For instance, a common parent-child situation is
one in which a child tantrums to receive what she wants (let's say, candy in a
grocery store). If the parent gives candy to stop the tantrum, the child is being
positively reinforced for tantrumming. At the same time, the parent is being neg-
atively reinforced for giving in. By providing candy, the parent has stopped the
aversive behavior (tantrumming). The parent learns that tantrums can be
stopped by giving in. Unfortuately, the child simultaneously learns that she
can get what she wants by tantrumming.

The following exercises will familiarize you further with the concepts of
reinforcement.

Exercise 2-1

In the following examples, indicate where positive and negative reinforcement
is taking place and explain which behaviors are being reinforced.

1. A child makes distracting noises while a teacher is talking until the
teacher reprimands him. He stops after the teacher reprimands him,



but he keeps making a nuisance of himself in class. Consider reinforce-
ment from the perspective of both the adult and the child.

2. A woman with anxiety about public speaking calls in sick the day she
has to present in front of a group.

3. An instructor praises a student for asking a question in class.

4. A woman in a violent relationship leaves her partner. However, she
misses him and feels very alone. She returns to him, and they both feel
intensely happy.

5. Playing off the same scenario in 4, the woman's partner treats her well
when she returns.

6. A 2V2-year-old child with autism refuses to eat many foods. His par-
ents therefore give him only food he enjoys, such as pudding and
cookies.

A child, when he puts away his toys, is told by his father that he is
doing a good job.





4/ * Lognitive-BenaviofaT/Vietrioasl-orSociarWorRefs "CHAPTER 2 • Behavioral interventions • 43

8. A mother attends a parenting class, and the social worker leading the
class praises her for coming each week.

Now that you are more familiar with reinforcement principles, we turn to
practice interventions. You may already know about the behavioral methods
that are taught to parents to gain control of their children's behaviors. These
methods are called parent training in which parents are taught to reinforce their
children's prosocial behaviors and extinguish negative behaviors through
ignoring them or using punishments (Patterson, 1971). However, the same
techniques can be used in any setting in which people assume environmental
control over the behaviors of others. The remainder of this chapter details the
types of reinforcement that can be applied in practice situations. Also discussed
is how to make effective commands and requests. Finally, the techniques of ex-
tinction and punishment are covered.

Exercise 2-2
Think of examples from your own life in which positive and negative rein-
forcement take place and record them here.

Positive reinforcement:

Negative reinforcement:

Reinforcement

Types of reinforcement involve social reinforcement, the use of high-probabil-
ity behaviors, and token economies. It is commonly believed among beha\ <r-
ists that reinforcement is more effective than punishment. At least for child--^n,
it is suggested that only after a new behavior has been reinforced for a week
should punishment for the opposite, undesired behavior be initiated (BarkU \,
2000). Even then, positive reinforcement should outweigh punishment by
about three to one.

You should also be familiar with the schedule of reinforcement—that is, how
often reinforcement is applied after the desired behavior has been performed.
Continuous reinforcement is when reinforcement is supplied after each in
stance of the desired behavior. Intermittent reinforcement is when reinroivi1-
ment is provided irregularly. The general guideline is to reinforce a behavior
every time it occurs until it is in place; after that time, intermittent reinforce-
ment is sufficient to maintain the behavior. You may already know that inter-
mittent reinforcement is the strongest schedule of reinforcement. Note the
popularity of slot machines, for instance!

SOCIAL REINFORCEMENT

Social reinforcement is our initial focus because it is the easiest to apply and is
already within most people's repertoire. In addition, other reinforcement sys-
tems typically incorporate social reinforcement as well. Social reinforcement
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involves praise, smiles, winks, thumbs-up signs, hugs, pats on the head or
shoulder, and so on. The guidelines for praise, a major form of social reinforce-
ment, include the following (Webster-Stratton, 2001):

• praising immediately after the behavior is performed instead of wait-
ing to do it later

• praising effort and progress rather than just achievement or perfection
• labeling praise (describing specifically what the person has done to

deserve praise so they know what behaviors to repeat) rather than
making global statements, such as "What a good boy!"

• coupling verbal praise with eye contact, a smile, and/or physical
affection

• avoid accompanying praise with criticism ("You did a good job wash-
ing the dishes, but why can't you dry them right?")

• avoid arguing about the praise and ignore inappropriate responses
instead (the person being praised says, "I did not do a good job. Why
are you lying to me?")

Exercise 2-3
Select a behavior you would like to see increase in a person in your life. This
person could be a client, a child, a romantic partner, a friend, a roommate, a fel-
low classmate, or an instructor. Write down the behavior. Praise that behavior
every time it occurs for the following week and report the results here.

HIGH-PROBABILITY BEHAVIORS

High-probability behaviors are another type of reinforcement system (Kazdin,
2001). They involve the activities that people automatically engage in for plea-
sure and relaxation, such as playing outside, talking on the phone, using the
Internet, playing video games, and watching TV. To use these activities as rein-
forcement, they have to be withheld until the person has performed a certain
task or behavior first. An advantage of using high-probability behaviors as re-
inforcement is that it relies on behaviors that are already present; one does not
need to set up a new system of reinforcement.

Exercise 2-4

Try a system of a high-probability behavior as reinforcement for yourself.
Select a pleasurable activity that you already do on a regular basis. Now pick a
chore or a task that you find less compelling (schoolwork, for instance). For
one day, do that high-probability behavior only after you complete the chore r.r
task. Write down the activity and task here and report your results the da\
after you do this assignment.

TOKEN ECONOMIES

Another type of reinforcement system involves token economies in which points
or tokens (stickers, stars, checks, coins) are given for desirable behaviors and are
then traded in for an agreed-upon reward (Barkley, 2000). You might already be
familiar with token economies from your social work setting. In a residential
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lacement or a treatment facility, certain privileges, such as weekends home,
wre time alone, and field trips, are often contingent upon earning points or
eaching "levels" by displaying certain desired behaviors.

Token economies have a number of advantages. They can bridge the gap
ietween the desired behavior and the reward (Kazdin, 2001). They are a tangible
eminder to individuals that they are getting closer to earning their reward,
'oints can be attached to different tasks that may comprise a desired goal
vhen the behavior involved is complex. For instance, "getting to school on time"
nay comprise several behavioral sequences (getting out of bed, bathing, eating
>reakfast, getting dressed, and making sure all supplies are together). Each part
n the sequence can be reinforced rather than waiting until the whole behavior is
performed. Further, tokens can be quickly and easily administered without
interrupting the desired behavior. In addition, tokens are less prone to satiation.
A ĥen agreed-upon rewards lose their reinforcing value, they can simply be
exchanged for other rewards (Kazdin, 2001). Although we are talking about
:oken economies in the context of reinforcement, they can be used for punish-
ment as well. For instance, points can be withdrawn for offensive behaviors.

EXAMPLE 2-1

Table 2-1 represents a token economy chart for, Miguel, a 10-year-
old Hispanic boy whose parents complained that he does not
complete his homework and chores and that he argues instead of
following directions. You can see in this example that Miguel receives
a check mark for each day of the week he performs certain desired
behaviors. Miguel is responsible for the following chores: clearing
common living spaces of toys, games, schoolwork, shoes, and other
personal items; taking out the garbage; and doing dishes. He also
typically has three homework assignments a day; these are delin-
eated separately. Each day, Miguel's parents must know whether
homework is indeed assigned in each of these classes and if
homework assignments from other classes are added. In other words,
the parents must know the total number of homework assignments
for that week in order to compute the number Miguel earned out of
that total. It must also be determined in advance what number of
checks marks will yield Miguel a certain reward.

TABLE 2-1 Sample Token Economy Chart: Miguel

Behavior

Doing dishes
after dinner

Taking garbage
out

Doing math
homework
assignment

Doing social
studies
homework
assignment

Doing English
homework
assignment

Following
instructions
without arguing

Points

M T W Th F S Sun Points

Total

Other complexities exist even in this very basic example.
For instance, Miguel might not have to take the garbage out every
night—perhaps only twice a week when the garbage is collected. For
the behavior of "following instructions without arguing," there are
probably many opportunities for this behavior throughout a particular
day. For instance, on the first day of the token economy, Miguel's
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parents talk it over and find that, between them, Miguel argued on
four occasions and didn't follow instructions; three times he didn't
argue, although he also did not follow instructions; and two times he
completed what they had asked of him. Miguel's parents, for that day,
decided to withhold a check mark for "following instructions."

As you can see from this example, the creation of effective token economies
can be quite challenging, and a lot of thought must go into their construc-
tion. You will also note that, depending on the child's baseline behaviors,
each behavior might lend itself to more detailed tasks that deserve their own
tokens for completion. Let's say that Miguel is not doing any homework and
his parents want to focus on this goal exclusively. Doing a particular home-
work assignment might involve (1) getting books and materials ready,
(2) reading directions, (3) doing the assignment, (4) checking with a parent
that the work has been done correctly, and (5) correcting the "work.

Although token economies can be very useful, one drawback is that
people have to be organized about implementing them consistently. Families
that are already overwhelmed by multiple stressors may have some difficulty
following through with the necessary structure. Some adaptations may be nec-
essary so that parents experience a greater likelihood of success. First, the
number of target behaviors identified on a token economy chart should be
kept to an absolute minimum (perhaps three at the most). Second, the target
behaviors should be the same for all children in a household in which there are
multiple children. Third, the token economy chart should be kept in a high-
traffic area, such as on the refrigerator, so that family members are frequently
reminded of the system. Fourth, if it is possible, have parents allow the chil-
dren to place the check marks (stickers, stars, etc.) on the chart themselves.
This process is reinforcing in itself, and this way, children can take more own-
ership over their behavior.

Exercise 2-5

For this exercise, you are offered alternatives (A or B) depending on your type
of field or work setting.

Choice A: If you are in a setting that uses a token economy of some kind,
describe the system in place. Detail the behaviors that are reinforced and how
they are reinforced.

How many tokens do people have to earn to gain rewards? What are the re-
wards?

Have you identified any problems with the token system, in either its setup o
its implementation? What improvements would you make?

Choice B: If you are not working in a setting that uses a token economy system,
consider how you would set one up in your internship or practice setting, ei-
ther at the program level or with an individual client. What would you need to
take into account to ensure that the token economy is effective?
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Rewards

The terms reinforcement and reward are often used interchangeably but are
actually different concepts. Reinforcement, by definition, increases the behav-
ior that precedes it, whereas a reward is something given in return for a service
or achievement and may or may not increase the frequency of a behavior
(Kazdin, 2001). A common example that illustrates the difference involves a
paycheck versus sales' incentives. A paycheck does not necessarily increase
"work behavior" (i.e., it doesn't affect the amount of work you do). However, if
you are given a monetary incentive for certain quotas of sales, then you may be
motivated to work harder in order to get the incentive. Rewards, as was cov-
ered in the section on token economies, are sometimes given in exchange for a
certain number of tokens earned.

When parents hear the word rewards, they often say they do not have
enough money for rewards. Indeed, a good guideline to follow is that rewards
should rely as much as possible on relationship factors (Hepworth, Rooney, &
Larsen, 2002). For instance, time with a caregiver at the park, playing a game,
or catching a ball can be very rewarding activities for children and can teach
them the value of relationships rather than material objects.

Exercise 2-6

What were some of the problems with how the reward was managed in this
case? How could you more effectively implement the reward system?

EXAMPLE 2-2

Sonya, who was first introduced in Chapter 1, Example 1 -1 , is the
mother of three children and was having trouble managing 8-year-
old Ellie's behavior.

Sonya talked about her use of rewards with Ellie:

Sonya: Last summer, Ellie's mentor wanted to take her to Six
Flags, so I told her she could go if she did her chores
every day for two weeks.

Intern: How did that work?
Sonya: Ellie didn't do any chores until the night before, and

then she cleaned all night so she could go. I wasn't
going to let her, but her mentor had already bought the
tickets, so I didn't want to say no.

After the social work intern had done more work with Sonya
on the use of rewards, Sonya reported the following incident:

Sonya: I tried it. It didn't work. I told the kids that if they
did their chores for a week, they could go over to their
aunt's house. The kids looe this woman. She goes to
their church and their stepdad used to take them up
to her house all the time over the summer. But none
of them did their chores, and then come Sunday, they
were all upset that I wouldn't let them go over there.
But I was like, "I told you, you weren't going unless you
did your chores. Did you do them? No!"
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Exercise 2-7
How would you respond to Sonya in this situation?

Social service agencies sometimes have access to donated pleasure items,
money for meals at fast-food restaurants, furniture, and so on. Clients often
receive these "rewards" unconditionally; the items are simply given to clients
because they are available. However, one way to use these items is as incen-
tives for achievement of a particular behavior that has been clearly stated up
front.

After 2 weeks of the behavioral system being implemented,
the client had radically increased his appointment attendance. The
caseworker planned to keep the system in place for the remainder
of the semester. As he used the resources available to him, the
ultimate goal was for Daryl's livelihood to improve. (Note that this
case is also discussed in Chapter 8 in terms of overcoming some of
the barriers that arose.)

Exercise 2-8

What is your reaction to the use of bus tickets as rewards for Daryl's atten-
dance at community referral appointments? This might work well as a topic of
class discussion, because there is no "right" answer.

EXAMPLE 2-3

This example involves a social work intern at a homeless agency,
where she worked with Daryl, a 27-year-old African American. He
was shot 4 years ago and is now paralyzed on one side of his body.
Although he cannot talk, he can partially hear and read lips. He can
scribble messages, but has difficulty retrieving the correct words
and spelling them. While community resources and services were
available to him, Daryl had difficulty following through with his
appointments, especially those involving a communication
specialist for the disabled. The goal therefore became to increase
the number of appointments he attended. The intern asked the
client what would be reinforcing for him to receive for attending
his appointments. They mutually agreed that he would get bus
tickets, which were accessible to caseworkers at the agency.
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Exercise 2-9
In your setting are there items or activities that are routinely provided to
clients but that could be used as rewards instead? Describe them and the
behaviors that could be rewarded. What must you do to make sure that the
rewards work in the way you intend?

Commands and Requests

Although operant conditioning relies primarily on reinforcement contingencies,
attention is also paid to stimulus conditions (events that are in place before the
target behavior). Commands are one such part of the stimulus that make certain
behaviors more likely to happen. The general guidelines outlined in this section
can be applied to adults as well as to children, although adults are usually not
given "commands"; rather they are "requested" to carry out certain behaviors.

The first guideline is to model appropriate behavior by being polite rather
than yelling when issuing commands. A second guideline is to use only com-
mands that are necessary rather than giving too many. Imagine you are
performing a role play of an interview situation. If the instructor gave you sug-
gestions every time you said something, what would be the effect on you?
If you're like most people, you would feel stifled and anxious. Too many
commands also lead to negative interactions or to commands being ignored

(VVebster-Stratton, 2001). Especially for young children, only one command at
a time should be issued (e.g., "Make your bed" rather than "Make your bed,
pick up your toys, and then pick up the clothes in the bathroom and put them
in the hamper"). However, this is also a good principle to use with adults, par-
ticularly when they are in novel learning situations.

Being specific and clear is another guideline to making commands. In the
role-play example, it would be much easier for you to respond to "make a
statement reflecting the client's feelings" rather than "show empathy." In gen-
eral, it is also better to phrase commands in terms of what should be done
rather than what should not be done. For instance, which statement is more
clear and positive: if the instructor says, "Don't go on too long," or "Wrap up
the interview within one minute"? For both children and adults being brief
rather than lecturing is a good rule of thumb. Many children, for instance, lose
the gist of their parent's message once that parent has gone on for too long and
been repetitive or tangential to the matter at hand.

Some children (and even grown-ups!) are adept at arguing when they are
asked to carry out a behavior. Such arguments should be avoided. The reason
for giving a particular command or request should be brief, to the point, and
not given more than once (Webster-Stratton, 2001).

A person's compliance with a command represents an opportunity to
praise. As a result, a person often feels good about performing the behavior,
knows he or she is on the right track, and may feel more positively toward you.
The result is that he or she may be more likely to listen to you in the future.
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Exercise 2-10

Center on an interaction in you life in which you have had some difficulty get-
ting a person to follow through with an activity that you want him or her to do.
Considering the guidelines in this section, construct an appropriate command
or request of that person and then make the request. Record the reaction you
received to your request. Did you get what you wanted? If not, discuss some of
the possible reasons and how these might be addressed.

Extinction

In behavioral terms, extinction (also called ignoring) involves the process of no
longer reinforcing a behavior, resulting in a decrease in the behavior or its pos-
sible eradication (Kazdin, 2001). For example, if a child's throwing tantrums in
stores has gotten her what she wants (candy), ignoring the behavior eventually
breaks the connection between the tantrum and getting candy.
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For ignoring to work, you have to understand what has been reinforcing
the person's undesirable behavior (Kazdin, 2001). An example involves a child
misbehaving in school. Is the child misbehaving because he gets sent to the
principal's office (gets out of class), or is he misbehaving so that he gets the
teacher's attention? In the former case, extinction would involve not allowing
the child to leave the class no matter how obnoxious his behavior becomes. In
the latter case, extinction involves withdrawing attention from the child when
he misbehaves.

Ignoring should be reserved for behaviors that are annoying rather than
those that present a risk for injury. For instance, if a child is playing with
household objects that may cause injury, ignoring is not the technique of
choice; more direct action needs to be taken to ensure the child's safety.

Ignoring means avoiding eye contact with and not talking to the person
whose behavior you're trying to make extinct. It might even involve leaving
the room. For instance, if a child whines to get out of doing homework, a par-
ent may have to leave the room so that ignoring can be successful. Of course,
this might not be feasible in some situations. A teacher can't leave a classroom
to ignore a child.

One important point to stress if you are enacting this technique or you are
teaching it to someone else is that ignoring works in a gradual way. Although
there are some lucky instances when results are immediate, generally, people
who are being ignored keep at the behavior for awhile because it has worked so
well for them in the past. That is the powerful nature of reinforcement at work.

For the technique to be successful, one must understand the concept of
an "extinction burst." Expecting to elicit the reinforcement that used to
work, a person might redouble his efforts to obtain it. As this occurs, it be-
comes extremely uncomfortable for the person to continue ignoring in the
face of escalating behavior (for instance, a child whose whining behavior is
being extinguished might now cry, scream, and throw a tantrum). The
positive aspect to an extinction burst is that it signals that the extinction
process is working—the "dark before the dawn." Of course, ignoring should
also be accompanied by positive reinforcement for appropriate behaviors
(Kazdin, 2001).
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Exercise 2-11

In the following scenarios, name the particular technique that is being used.
Identify the problems, if any, in the application of techniques.

1. To get their children (4- and 6-year-old girls) to stay in bed all night
instead of coming into their parents' room three times a night, the par-
ents decided to use a sticker system. A daily sticker would be given to
each girl for staying in her bed all night and a prize would be awarded
at the end of the week for the girl who stayed in her bed every night.

3. A social work student works with a mother of two boys, ages 10 and 8.
The mother is worried about her sons' fighting with each other. The stu-
dent teaches the mother about extinction. The mother says she will use
ignoring unless it looks like her younger son is really going to get hurt.

2. A woman who has left her violent boyfriend is now receiving phone
messages from him. With each successive call, his messages become
more intense. First he wonders where she is, then he is angry, then he
tells her that he misses her and wants her back, and then he says he can't
live without her. Finally, afraid that he is suicidal, she calls him back.

Punishment

Punishment involves providing adverse consequences (e.g., physical discipline,
harsh words, criticism) or the removal of positive events (e.g., privileges,
points, time out from reinforcement) for the negative target behavior. The re-
sult is that the behavior decreases (Kazdin, 2001). Other punishments involve
those based on effort or work (e.g., extra chores), restraining (only to be used
when the child is a danger to self or others), and overcorrection. Since overcorr-
ection is a form of punishment that is not as commonly used as some of the oth-
ers, more detailed instruction on this technique is provided.

Overcorrection is a procedure in which the individual is required to cor-
rect the environmental effects of his or her inappropriate behavior (restitution)
and then repeatedly practice appropriate forms of behavior (overcorrection)
(Kazdin, 2001). An example of overcorrection involves a teenager who spray-
paints on a building. Restitution involves the teen having to clean the spray
paint off of the building. Positive practice involves the teen having to clean off
several other spray-painted buildings as well.

The difference between punishment and negative reinforcement should
be noted. Negative reinforcement results in the increase in behavior, while
punishment has the effect of decreasing the frequency of a behavior. Some
guidelines for punishment are provided, although it must be emphasized that
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using positive reinforcement, at least initially, is more effective than resorting
right away to punishment. In addition, punishment is more effective when it is
supplemented by positive reinforcement for the desired behavior. With these
caveats in mind, the guidelines include the following (Kazdin, 2001):

Punish the behavior every time it occurs until the behavior occurs only at
low levels; then it is acceptable to punish intermittently.

Increased intensity of punishment does not translate into more learning.

Punishments should be ones that parents can maintain. (For instance,
working parents often "ground" a teenager as punishment, even though
they are not home in the afternoons to enforce this.)

Verbal punishments, if u s e d frequently, tend to lose their impact over
time if they are not accompanied by other consequences.

Immediate consequences are more effective than long-term conse-
quences. For example, a child is repeatedly warned throughout the se-
mester about the consequences of receiving a D on a class grade, which is
that he can't play ie agu e ball during the summer. This will not have as
much influence on his behavior as if he is punished more immediately for
each poor grade he brings home on various assignments. First, his cogni-
tive abilities make it difficult to bridge the time period of a whole semes-
ter. Second, parents may not have followed through before with
consequences, so he may not be too concerned. Third, he might have per-
formed some positive behaviors during the semester (perhaps on some
assignments he did well); if he receives the D grade at the end of the se-
mester, these positive behaviors may be inadvertently punished as well.

Also included here are some guidelines specific to time-out, since many
people seem to have misperceptions about the procedures involved with this
technique:

The place for time-out should be free from reinforcement, meaning
there should be no activities available, and the child is to do nothing.

• The time-out should be structured around a certain timeframe, gener-
ally one minute per year of the child's age.

• A child who attempts to engage others while he or she is in time-out
should be ignored.

• If the child's behavior escalates into disruption, the time-out period
resumes only after the child has gotten the behavior under control.

• After the time-out period is over, the child is to recount the reason for
the punishment and what he or she has learned to do differently next
time.

Many parents with whom social workers come in contact use physical
discipline, and it is often difficult for parents to give up their belief that physi-
cal punishment represents effective discipline. Because this can be a poten-
tially thorny issue, it is discussed at length in Chapter 8.

Exercise 2-12
In the following scenarios, describe what is problematic about the punishment
and suggest a more effective form of punishment.

1. A stepfather of two boys, ages 7 and 8, describes his use of time-out as
"putting them behind the sofa in the living room for two hours."

2. A 2-year-old's time-out comprises going to his room for 2 minutes. His
room contains his toys and possesses a lot of visual stimulation (bright
colors, pictures on the wall).
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3. A mother whips her child with an extension cord because she "really
needed to teach him a lesson."
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2. Was it effective?

4. An overstressed mother talks about how she yells at her children all
the time, and they won't listen.

5. A teen is grounded for a report from school stating that he is failing
three classes. His parents say that he can't go anywhere after school for
the rest of the 6-week grading period (there are 2V2 weeks remaining).
Both parents work outside the home and don't return until 6:00 each
night.

3. From what you have learned, can you now administer the punishment
more effectively, or is there another form of punishment you can use?

Exercise 2-13
1. Describe a recent example of how you used punishment in your

everyday life.

4. Are you simultaneously using positive reinforcement? If you are not,
how can you introduce positive reinforcement, either as a substitute
for punishment or by employing it in addition to punishment?
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Modeling and Behavior Rehearsal

Another way people learn behaviors is by watching others engage in them and
being reinforced for them (Bandura, 1977). For instance, people may begin
using alcohol or acting aggressively because they have seen their parents and
other relatives acting this way. Modeling is one of the chief methods of behav-
ioral change in cognitive-behavioral therapy. By modeling, the social worker
shows the client how to enact a new behavior. The client then practices the new
behavior (called behavioral rehearsal), receiving supportive feedback and sug-
gestions for its refinement.

Covert modeling can also be used for intervention purposes. In covert
rehearsal, the social worker guides the client through a process of imagining
the completion of steps toward a successful outcome related to a goal. For
example, an anxious client who must give a formal presentation may imagine
herself approaching the public-speaking situation with ease and with the ex-
pectation that she will do well. She visualizes and feels herself speaking in a
confident and calm manner and receiving a warm reception from the audience.
The social worker "walks" the client through this process, and then the client
rehearses it prior to the actual event.

The following steps are taken when modeling and behavioral rehearsal
are used as change strategies (Hepworth et al., 2002):

1. Social worker models skills. The social worker demonstrates the skill so
that the client can experience what it looks like. In this way, pressure is reduced
on the client because he or she is not expected to perform a new behavior be-
fore it is modeled. At the same time, the social worker gains a fuller apprecia-
tion of the challenges the client faces. Sometimes, taking on the perspective of
another person (such as family member, boss, friend) allows the client to more
easily understand the other person's position. The process of taking on new
roles also introduces a note of playfulness and humor to a situation that may
have been previously viewed with grim seriousness.

2. The social worker leads a discussion around the modeling that has occurred.
The social worker can share the difficulties he or she experienced in the process
so that the client receives validation for the problem. The client can thus learn
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that a "coping model" as opposed to a "mastery model" is adequate to get new
interaction patterns going (Hepworth et al., 2002). The client can verbalize
what was different as a result of the new interaction pattern. The social worker

n clarify any elements of the skill that were still unclear and bolster confi-
dence in the client to practice the new behavior.

3 The client behaviorally rehearses the new skill. The client practices the new
behavior, which enables parts of the skill that were unclear or that were misun-
derstood to come to light for clarification. When the client experiences a differ-
ent interaction pattern, it enhances his or her confidence that the skill can be
generalized to a real-life situation.

4. The client and social worker process the behavioral rehearsal. The client
expresses what it was like to try the new behavior and discusses what was differ-
ent. The social worker offers compliments on areas that went well and feedback
for improvement, if necessary. The client and social worker discuss potential
barriers and challenges and how to circumvent these barriers. The client may be
offered another opportunity to behaviorally rehearse if it seems necessary.

Detail on the modeling and behavioral rehearsal process is provided to
emphasize that cognitive-behavioral therapy is helping clients learn new skills
and learn to generalize these skills outside of the helping relationship to the real
world. Many of the exercises in this workbook also ask you, if you do not have
clients that are appropriate for certain applications, to role play with another stu-
dent.

Exercise 2-14

Consider one of your behaviors that you believe you learned primarily from
modeling. What is the behavior, and from whom did you learn it?
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Exercise 2-15
Think of a client behavior and how modeling played a role in its learning.
Write down the behavior and from whom the client learned it.

Summary

All situations in which people find themselves (except for truly novel ones),
or prompt behaviors based on principles of classical conditioningcue

(paired associations with certain aspects of the setting), operant conditioning
(prior experiences in similar situations), or modeling (watching others be-
have). We focused primarily in this chapter on operant conditioning because it
has a wide range of practice applications. Now that techniques have been de-
tailed and you have had some experience with them by working through the
exercises, the next chapter provides some lengthier case examples, showing
how techniques can be put together.
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Case Studies of
Behavioral Interventions

In this chapter, case examples illustrate a range of applications of behavioral
techniques. Case material brings to light how social workers, rather than directly
applying techniques, must often train parents and other professionals who have
the environmental control to employ techniques. The examples are interspersed
with exercises that reinforce key information to be learned from each case.

EXAMPLE 3-1

Michael, a 23-year-old white male, is a resident of a subacute
nursing unit within a long-term care facility because he suffers from
muscular dystrophy and respiratory failure. Michael is dependent
on a mechanical ventilator to assist with his breathing. He is also
extremely obese. Michael's nurse, Alison, reported to the facility's
social worker that she was having a difficult time with Michael's
care and that he was often noncompliant.

Assessment

When asked about specific problem behaviors, the nurse said
Michael frequently refused to get out of bed, shower, or allow staff
to provide care (such as cleaning his feeding tube and skin). He also
was resistant to efforts to assist in weight loss, which would greatly
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improve his quality of life. Michael engaged in verbal sparring
matches over aspects of his care, and eventually the staff would give
up. Other than his mother, who came for weekly visits, the social
worker found out that Michael only had contact with the medical
staff. The social worker then interviewed Michael about the quality
of his care. As an explanation for his refusal to cooperate in his care,
he said he "just didn't feel like it" and that "it was too much trouble."

Exercise 3-1

At this point, do you have a hypothesis about how Michael's problem behaviors
are being maintained? What intervention strategy might be used based on
your hypothesis?

V

Goal-Setting

In a meeting with the client, Michael, and his nurse, Alison, the social
work intern, helped them come to an agreement about handling
Michael's care. Together they formulated the following goals:

1. Michael will get out of bed two times per week.
• He will initiate conversation with staff to discuss when he

would like this activity to take place

• When staff requests that Michael move his arm or leg to assist
with the process, he will comply within 5 to 7 seconds

• Michael will remain out of the bed and in his wheelchair for a
minimum of 3 hours before requesting to get back in bed

2. Michael will take a shower once a week.
3. Michael will allow Alison to clean feeding tube and surrounding

area once per week.

Intervention.

The social worker explained to Michael that there were to be no
more arguments about his care. If he refused medical attention,
then staff would accept his wishes and leave the room. However,
if he accepted care, then staff would spend time with him. When
Michael had reached his three stated goals, he would be allowed
to choose a video rental to watch in his room.

The next meeting involved the social worker, Alison, and the
two nurse aides who were primarily responsible for Michael. The
purpose of the meeting was to train them on behavioral techniques.
First, they were taught how to make effective requests in a polite
and non-demanding manner, stating the presence of positive
behaviors rather than the absence of negatives, and to make such
requests as specific as possible. (For example, "Michael, please
raise your arm," or "Michael, please lift your head so that 1 can wash
your hair" rather than saying "Stop resisting.") They were then
taught praise and ignoring techniques. For the latter, the social
worker instructed Alison and the nurse aids to simply leave the
room without further comment or acknowledgment of any outburst
on Michael's part. Or, if their duties required them to remain in
Michael's room to complete a task, they were not to engage him in
conversation and were to keep a neutral facial expression.

One of the nurse aides responded that he believed these
techniques would simply make Michael mad. His comment gave
the social worker the opportunity to share with them the likelihood
that initially Michael's noncompliance might increase before it
decreased. She explained that this was called an extinction burst, a
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common occurrence when first attempting to employ extinction,
and that they should not give up. She further explained that
extinction would not be effective if it was not applied in a consis-
tent manner.

Evaluation

After the first week, Alison reported that Michael had only met one
part of his three goals: he had gotten out of bed once and stayed up
for 3 hours. Alison reported that she and her staff had been able to
praise and ignore, but that it was a struggle at times (see Chapter 8
for further information on this case).

The social worker, having learned of Michael's desire for a
haircut, suggested that they add in the possibility of another reward
and make a haircut contingent upon Michael's first taking a shower.
Michael needed to have his hair washed in order to go to the barber
shop for a haircut. The social worker arranged with the facility to
cover the cost of the haircut.

Exercise 3-2

What else could have been done with Michael's behavioral plan when he met
so few of his goals?
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shower and wash his hair. Alison further reported that Michael was so
thrilled with the haircut that he got out of bed the next day so he could
"show it off." She also revealed how glad she was to have been warned
about Michael's possible reaction to the extinction model.

Alison: It was awful there for awhile. I felt like Michael was
refusing treatment just out of spite. It really was
difficult to stick with it. In fact, it was just in the last two
days that he took a shower and got out of bed! Prior to
that he wouldn't do a thing! For awhile I was thinking
that I wouldn't have anything good to report this week.

Social worker: But you stuck with it, and I'm so proud of you.
Remember, this is an ongoing process. Ups and downs
will be a normal occurrence in the next several weeks.

Alison was so pleased with the outcome of the haircut that she
wanted to use another tangible reward and had already come up
with an idea for the following week. The respiratory therapy
department was planning a weekend "movie night" (showing a
series of videos) for the vent-dependent patients. The purpose of
this activity was to increase socialization among patients and to
provide an incentive for patients to leave their rooms. Thus, for the
next week, Michael would have the opportunity to earn two
rewards, the first being movie night, the second being a movie
rental of his choice if he met all three goals.

The following week, Alison happily reported that Michael had
met all his goals. Over the next several weeks, the social worker
gradually phased out her help to Alison as Alison and her staff became
more adept at handling Michael's challenging behaviors. In response,
Michael became much more compliant with his medical care.

The following week, Alison said that she and her staff had applied
the extinction model fairly consistently and employed the use of
praise on a regular basis. Michael had met two out of his three goals.
The possibility of a haircut had successfully motivated him to take a

EXAMPLE 3-2

Krista, 6 years old, and Molly, 4, live with their parents, Peter and
Cassie Brewster. Krista recently completed kindergarten and Molly
attends daycare. Due to the summer break, both girls are currently
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attending daycare on a full-time basis. Both Krista and Molly have
difficulties at daycare. They cry and do not want to participate in
activities.

Peter and Cassie reported that when Krista was a toddler
and learned to climb out of her crib, she began to come into their
room nightly. Within the last 2 years, Molly has begun to do the
same. Because of this situation, everyone is tired in the morning,
which results in Peter and Cassie running late for work (they are
both employed full-time). They believe that if the girls were getting
a better night's sleep, then their behavior would improve at
daycare and there would ultimately be less stress among family
members.

Assessment
The social work student elicited more specific details about the
behavioral sequences. Peter and Cassie described an example of
a typical night, which includes Krista getting out of bed at around
1:30 a.m., then Peter or Cassie taking her back to her room. Cassie
gets into bed with Krista until Krista falls back to sleep. Shortly
thereafter, Molly comes into her parents' bedroom, then Peter or
Cassie takes her back to her room. This continues several times
throughout the night. Peter travels regularly with his job, so Cassie
often handles this situation on her own. Cassie admits that
sometimes she is just too exhausted and simply allows the girls
to sleep in her bed.

When asked what corrective measures they had previously
attempted, Peter and Cassie replied that they usually began by
making idle threats, such as removing TV privileges, bedtime
stories, or trips to McDonald's during the week. When this
approach seemed to fail, they resorted to screaming at the girls
and at each other ("If you get out of bed one more time, you will
not watch TV fora week!"). Both parents realized some of their
threats were unrealistic for both them and their children.

Exercise 3-3
_

is your hypothesis of how this behavior originated and how it is being

maintained?

Goals
The ultimate goal was for Krista and Molly to remain in their beds
for the entire night on a consistent basis. Peter and Cassie decided
that bedtime should start at 9 p.m., and the girls were not to come
out of their rooms until a parent came to get them at 6:30 A.M.

Intervention
As Peter and Cassie seemed to have some understanding of the
concept of reinforcement, the social work student explained to them
in more detail that when used correctly, it can be an effective means
of increasing a desired behavior. The student further explained that
when trying to develop or change a behavior, they should begin by
reinforcing each occurrence of the desired behavior. After the desired
behavior becomes more consistent, reinforcement can then be pro-
vided on an intermittent basis to maintain the behavior. He explained
that praise is one type of reinforcer, which can be both easily given
and used in conjunction with more concrete types of reinforcers.

Social work student: On mornings when one or both girls has
gotten out of bed the night before on only two
occasions, this seems to be a step toward our goal.
What can you do to reinforce their behavior when they
get out of bed twice instead of three times?
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Cassie: 1 guess we could tell them how proud we are that
they stayed in their beds for as long as they did.

Social work student: Very good. I'm glad you remembered
what 1 mentioned earlier about being specific with
praise and talking about what you want—staying in
bed—rather than what you don't want.

Peter: Yes, but I just don't like praising them when they
continue to get out of bed.

In answer to Peter's concern, the student said that it would be
necessary to include other more concrete types of reinforcement to
increase the desired behavior. Peter admitted, "At this point, I'm not
sure if anything will work to keep them in bed, but I'm willing to try."

The social work student suggested using stickers, which could
be pasted on a chart: one sticker would be provided for getting out
of bed two times, two stickers for getting out of bed once, and
three stickers for not getting out of bed at all. Further, values could
be placed on the stickers to be redeemed for rewards. After
discussion of what type of rewards would be motivating for their
children, the parents decided that one sticker could be exchanged
for a piece of candy, two stickers would allow them 15 more
minutes in the pool, and three stickers would be a video rental.
They used these rewards because they were things they tended to
give the children anyway. Now they would be contingent upon
earning stickers.
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Exercise 3-4
no you have any comments or suggestions at this point about the reinforce-
ment system that has been set up?

The student inquired about any potential problems that would
prohibit them from carrying out this system. Peter said, "Since I'm
not always home, 1 tend to spoil the girls by bringing them candy
and other surprises when 1 return from a trip. Won't this weaken the
value of the rewards?" The student commended him for thinking
about this and asked him how he could incorporate the surprises he
brought home into the reward system. Peter decided that he would
give them to the girls once they earned their three stickers.

Cassie stated that a problem for her was being firm with the
girls when sending them back to their rooms. The girls would caress
her face and tell her how much they loved her when they came into
her bed at night. "Many times, I'm too tired to take them back to
their bed, so I just move over and let them sleep with us. I have

1
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even tried asking them if they would be more comfortable in their
own bed, and of course their reply is always 'no.'"

The social work student thought this was a good time to
discuss command giving. He explained that commands in the form
of questions are not effective, as children will often say "no" in
response. Instead, it was important for Cassie to specifically state
what she wanted them to do. He also told the couple about
"when/then" commands (e.g., when they stayed in their beds, then
they could get stickers in the morning). Likewise, Peter and Cassie
could praise the girls for compliance to a command. For example,
as the girls are returning to their own bedroom, Peter or Cassie
could say, "Molly, you are doing such a good job of going back to
your bedroom when I asked you to. Thank you."

At this point, the girls were invited back into the room so that
Peter and Cassie could explain the new sticker system. They
seemed to understand how they could earn prizes with their
stickers and expressed excitement about playing this new "game."

Evaluation

The social work student began the next session by reviewing
progress toward the goal. Cassie stated that it had been helpful in the
goal-setting process to set a standard bedtime of 9 p.m. She realized
they had not previously been clear with the girls—sometimes they
were allowed to stay up until midnight; other times they were put to
bed at 9:30. Peter stated that "at first, both girls threw a fit about the
new bedtime schedule, but then they eventually agreed." When they
were asked how they handled this situation, Peter replied that he told
the girls, "Remember, girls, this is part of earning your stickers." Since
this seemed to work, the student decided that they would not have to
revise the system to provide another sticker for going to bed.

Peter and Cassie stated that the first few nights did not seem
encouraging for Molly, who continued to get out of bed and come
into their room three or four times, whereas Krista immediately
began to work toward earning her stickers. Cassie said that "even
though Krista still got out of her bed and came into our room, she
only did so twice during the night, instead of her usual three times."
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As laid out in the plan, Krista earned her sticker for both days and
was given a piece of candy.

Cassie reported that Molly became very upset about not
getting a piece of candy and began crying. Peter said this was
extremely difficult for him to bear, "especially when Molly started
saying that she didn't love us anymore because we loved Krista
more than her." Peter went on to say that after Molly calmed down,
"we explained to her that we will always love both her and Krista
equally, no matter what. We then reminded her that the reason
Krista got some candy and she didn't was because she had not
earned any stickers yet for staying in her bed. When she did, then
she could also have candy." The student complimented Peter on
being able to remind Molly of the system in a loving manner and for
using the words "yet" and "when," which communicated that he
was confident Molly would earn stickers, as well.

The student also reminded the couple about their previous
threats to remove privileges from the girls without following
through. The student explained, "It seemed like Molly was 'testing
the waters' because she probably didn't believe you would really
make her earn the rewards." Peter and Cassie, smiling, agreed.

Peter and Cassie described that this event seemed to have
sparked a bit of competition between the girls. After being
reminded of the reinforcement system, Molly said to them, "I'm
gonna get more stickers than Krista because I'm gonna stay in my
bed all night." On the third night, Molly stayed in her bed the whole
time, and Krista got out of bed only once. The fourth and fifth nights
also proved to be successful: Molly got out of bed once and Krista
remained in her bed on both nights.

In subsequent contacts, Peter and Cassie reported that they had
continued to use the sticker charts and reward system, and each night,
the girls were getting out of their beds on a less frequent basis. Peter
and Cassie admitted that it felt "odd" that the girls were not coming
into their room at night. In fact, on one occasion, they quietly got out
of bed to check on the girls "just to make sure everything was okay."

The daycare workers commented to Peter that the girls had not
been crying as much as they used to and that they also seemed
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more willing to participate in activities with the other children. Peter
and Cassie attributed this to the girls' getting better sleep. Likewise,
Peter and Cassie reported getting more sleep and being on time for
work, which helped with their stress levels considerably.

Peter's only concern at this point was whether they "would
have to keep doing the stickers and rewards forever." The social
work student explained that once the girls remained in their beds
on a consistent basis, then the reinforcement could be gradually
reduced and eventually eliminated. To begin reducing the rein-
forcement system, he suggested that Peter and Cassie provide
stickers for staying in bed all night as opposed to continuing to earn
stickers for each effort made. When this was achieved, they could
gradually move to removing the daily use of stickers and provide a
reward only at the end of the week for remaining in bed every
night. Finally, the reward could be phased out.

Peter asked what they should do if the reinforcement system
was eliminated, and one or both of the girls came into their bedroom.
First, the social work student reminded Peter that they should continue
to praise the girls for staying in bed at night and refuse to allow the
girls in their bed if they should come into their room, giving them a
command to return to their own beds. If these efforts did not work,
they could reintroduce the reinforcement system for a short time.

EXAMPLE 3-3

This case involves an intervention in a nursing home initiated by the
social work intern and implemented by the nursing staff. Before she
entered the nursing home, 80-year-old Mrs. Moran suffered a fall and
broke her hip. Since living there, she has a fear of walking to the
bathroom by herself because she is afraid she will fall again. This
problem has caused Mrs. Moran to request wearing protective
undergarments, which in turn leads to arguments with the nursing
staff, sometimes lasting up to an hour. They tell her that if she wets
herself in the undergarment, it could lead to urinary tract infections
and skin breakdown. Plus, she needs to get up to walk for her exercise.
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The head nurse calls Mrs. Moran's adult son, who says he
doesn't know what he can do about it, since he's not there. He agrees
to speak with his mother, saying, "Now, Mom, you know it's not
good for you to go in the diapers. You need to go down the hall to
the bathroom." However, his talking to Mrs. Moran does not impact
her behavior in the least.

The head nurse believes that Mrs. Moran carries out this
behavior for attention: "She is a very sweet lady. She loves to have
you talk to her. It's just that we're so busy, it's impossible for us to
spend one-on-one time with all of the residents twenty-four hours
a day. She sees that some of the residents are a lot worse off than
she is, like Mrs. Atkins across the hall who needs total care from us.
I think Mrs. Moran wants to be helpless so she can have that extra
attention."

Exercise 3-5
What is your assessment of the situation in terms of behavioral principles?

L
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Exercise 3-6

What is your plan for intervention?

The social work intern explained in a meeting with Mrs. Moran,
her son, the head nurse, and the nurse aictes that from then on, the
nursing staff would agree to Mrs. Moran's request for protective
undergarments. They would no longer argue with her about it; they
would help her on with the diapers in a matter-of-fact way, doing
so as quickly as possible without chit-chat. If Mrs. Moran instead
requested help to go down the hall to the bathroom, two aides
would assist her and would spend time talking with her, as long as
this did not go over 15 minutes.

As a result of this plan, Mrs. Moran became fully compliant
with getting up to go to the bathroom. Her cooperative behavior
was reinforced with attention and time with the staff. Her insistence
on wearing adult diapers was extinguished because staff no longer
engaged in discussions about the topic.

EXAMPLE 3-4

The social work student, who was placed in a preschool inter-
vention program, worked with a 4-year-old African American
girl on her frequent use of swear words in class. The preschool
teacher, Ms. Bickham, talked to Malika about her language, but
it didn't change Malika's behavior. The social work intern assisted
Ms. Bickham in addressing the problem using positive reinforcement.

Assessment

The intern first tried to get an understanding of how frequently the
behavior already occurred, a baseline of the behavior. Ms. Bickham
responded that Malika typically swore about six times a week, or an
average of about once per day.

Goal-Setting
The social work student decided that the goal for Malika should be
no swear words at all for the week.

Intervention
She talked to Ms. Bickham about setting up the reinforcement
system. This involved praising Malika for listening to directions,
lying quietly during naptime, staying in her seat during classroom
instruction, and remaining in one area during playtime. She then
instructed Ms. Bickham to give Malika one sticker at the end of
each day that she didn't swear and three stickers if she followed
instructions by herself without getting warnings for the entire day.
The student intern thought that this system would be particularly
effective because Ms. Bickham did not give out stickers in her class.
The intern then designed a chart for the teacher to mark Malika's
progress from week to week. The intern decided that if Malika were
to receive three or more stickers by the end of the week, she would
receive a "good behavior" certificate.

Ms. Bickham's current punishment for student infractions
was to use time-out in the corner of the room. However, children
in time-out could hear the teacher reading stories or doing other
tvpes of activities with the other children. The social work intern
thought that time-outs might be more effective if they were held
in her office, since there was no reinforcement in the office. The
intern also thought that the time-out for Malika should be increased
5 minutes for each time that she got in trouble a day.

The next part of the intervention was to explain to Malika
what was expected of her and the consequences that would follow.
Malika said she didn't want to get in trouble anymore for cursing,
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and the intern told her that she and her teacher would help Malika
with that. When Malika was told about receiving stickers, she said
she preferred candy. The social work intern relented and said that
Malika could get candy only a few times, and after that, she would
be allowed to choose a sticker. Malika was also told about the new
system for time-out.

Exercise 3-7

Address some of the problems with the behavioral management plan outlined
in Example 3-4, identifying them and then offering solutions.

r

Summary

n this chapter, examples were taken from school settings, an agency serving
he homeless, and medical and nursing care facilities. They provide a sense of
he range of settings and problems to which behavioral interventions can be
Lpplied. The goal of this chapter was to give you more facility in applying
>ehavioral interventions; appropriately used, they can be very helpful for
mproving client functioning.

Cognitive Restructuring

Behavioral theory is focused on overt behaviors that can be observed and
measured. By the early 1960s, however, the importance of a person's covert
operations, or cognition, was identified as significant to clinical intervention and
added to the theory. This broader focus became known as cognitive-behavioral
theory. From the perspective of cognitive theory, conscious thoughts are the pri-
mary determinants of feelings and behavior (Beck, 1995). Thoughts are referred
to by many names: cognitions, self-statements, beliefs, attitudes, appraisals,
assumptions, attributions, attitudes, perceptions, expectations, schemata, and
scripts (Azar, Barnes, & Twentyman, 1988; Dobson & Dozois, 2001).

Many mental, emotional, and behavioral problems are the result of cogni-
tive misperceptions—conclusions that are based too much on habits of
thought rather than on external evidence—that people have about themselves,
other people, and their life situations.

These misconceptions may develop for a couple of reasons. The first is the
simplest: the person has not acquired the information necessary to manage a
novel situation. This is often evident in the lives of children and adolescents.
They face many situations at school, at play, and with their families that
they have not experienced before, and they are understandably not sure how

to respond.
The other source of misperception is rooted in personal schemas, or sys-

tematic patterns of thinking, acting, and solving problems, that are too rigid to
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manage new situations. Because of their tendency to develop thinking habits,
people often interpret new situations in biased ways. These patterns are gener-
ally functional—all people utilize cognitive distortions at times—and they
only create difficulty when they become too rigid to allow for the input of new
information. Table 4-1 includes some widely held cognitive distortions, also
known as irrational beliefs, as identified by Beck (1976). Conversely, "rational"
thinking can be understood as thinking that is based on external evidence, is
life preserving, keeps one directed toward personal goals, and decreases inter-
nal conflicts.

TABLE 4-1 Common Irrational Beliefs

Irrational Beliefs

Absolute thinking: viewing events in all
or nothing way

Catastrophizing: seeing minor situations
as disastrous

Low frustration tolerance: inability to
put up with minor inconveniences or
uncomfortable feelings

Overgeneralization: drawing the
conclusion that all instances of some
kind of situation or event will turn out
a particular way because one or two did

Personal worthlessness: a specific form
of overgeneralization associated with
failure

Examples

"Since I know I can't win if I play
tennis with my friend, I might as
well not play at all."

A date doesn't call back: "I'm never
going to get married."

Waiting for a stoplight: "This is
driving me crazy. I'm never going
to get to where I'm going."

"I went to that one support group
in L.A. when I lived there and that
group didn't help. Therefore, I
won't go to any other groups
because they won't help either."

An individual is worthless if the
house isn't spotless.

Source: A. T. Beck, Cognitive Therapy and the Emotional Disorders. New York: Guilford, 1976.
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The nature of change in cognitive-behavioral theory is apparent in its
hyphenated term. That is, clients can be helped to change in three ways
(Young, Weinberger, & Beck, 2001):

• Cognitively, by teaching them how to identify and change distorted

thinking.
• Behaviorally, by offering skills training to improve coping capability.
• Experientially, by helping clients set up natural experiments so they

can test the extent to which their beliefs about an event are rational.

In the latter two ways, new skills and experience lend themselves to more

adaptive thinking.
Cognitive interventions focus on present rather than past behavior (Leahy,

1996). The past is important for discovering the origins of a client's thinking pat-
terns, but it is present thinking that motivates behavior. The nature of the social
worker-client relationship is important because it must catalyze the client's diffi-
cult process of questioning basic assumptions and considering alternatives
(Mattaini, 1997). The social worker must demonstrate positive regard for the
client while alternately functioning as a model, coach, collaborator, and trusted
representative of objective thinking. The social worker is active, participating in
discussions and in the mutual development of change strategies.

In clinical assessment, the social worker assesses the client's schema, iden-
tifies faulty thinking patterns or cognitive deficits, and considers the evidence
supporting the client's conclusions about his or her life situations. When those
conclusions seem valid, the social worker initiates a process of problem solving
or teaches coping skills (see chapters 6 and 7). When the conclusions are dis-
torted, the social worker utilizes techniques to help clients adjust their cognitive
processes in ways that will better facilitate goal attainment. The social worker
guides the client through the process, but the client is responsible for imple-
menting these strategies. As thinking changes, so do emotions and behaviors.

Cognitive Restructuring

Cognitive restructuring was formulated from two different schools of cogni-
tive therapy: rational-emotive therapy (Ellis & McLaren, 1998) and cognitive
therapy (Beck, 1976; Beck & Freeman, 1990). Both schools share the assumption
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A (activating event) B (belief, thought) C (emotion, action)

;igure 4-1 ABC model of cognitive restructuring.

Kat problematic reactions result from interpretations of situations that are
ften negative or illogical (as described in Table 4-1).

In cognitive restructuring, the social worker assesses the client's patterns of
linking, determines with the client that some of them are not effective for man-
ging important life challenges, and through a series of discussions and exer-
ises, helps the client to experiment with alternative ways of approaching
hallenges that will promote goal attainment (Emery, 1985).

In rational-emotive therapy, the ABC model of cognitive restructuring is
sed (see Figure 4-1). ABC represents cognitive processing in which A is an
:tivating effect, B is a person's belief about the event, and C is the conse-
uence of A and B for the person (emotion and then actions).

People often assume that A directly causes C, but closer examination shows
lat a cognitive event, B, intervenes between the two. For instance, if A is an
/ent that occurs (a teen asks her mother at the last minute if she can go to the
Lall, and mom says no), and C, the consequence, is the teenager's sulking, then
(belief) might be, "My mother never lets me do what I want." If the same acti-
iting event (parent refusal) occurs, and the resultant emotion (consequences, or
) is understanding, the belief might be, "I shouldn't have waited until the last
inute. Next time if I really want to go, I'll make sure to ask in time."

xercise 4-1

ie following practice examples involve situations with teenagers. To help
)u become more adept at identifying intervening beliefs and formulating
ternative beliefs, please give some possibilities in the space provided for each
ample. Obviously, at times, you will have to make some assumptions about
ch case in order to come up with a response.

T
1.

Event: Jeans are a little tight.
Thoughts: I'm fat and disgusting. If only I were thinner, I'd be happier.
Feelings: Worthlessness, self-disgust.

2.
Event: Teen looks through fashion magazine and sees pictures of slim

models.
Thoughts: If only I were thin like these women, then I'd be happier.
Feelings: Depression.

3.
Event: A day when a few things went wrong.
Thoughts: This day was so bad, I'm just going to get drunk and forget

about it all.
Behavior: Get drunk.

L
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4.
T

Event: A party.
Negative thought: "I need drugs or alcohol to feel better.'
Behavior: Use drugs or alcohol.
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7.
Event: A boy the teen likes doesn't show any interest.
Negative thought: "I'm too much of a loser for him to like me."
Consequence: Depression.

5.
Event: A party.
Negative thought: "Everyone uses marijuana. It can't be that bad.
Behavior: Use marijuana

8.
Event: A guy the teen likes is pressuring her for sex.
Negative thoughts: "I really like him. If I don't do this, I'll lose him, and
he'll find someone who will have sex with him."
Behavior: Gives in, loses self-respect.

6.

Event: Something doesn't turn out the way a teen wants.
Negative thought: "I wish I was never born."
Consequence: Depression.
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Lxercise 4-2

Consider your own recent experience. Construct an ABC sequence for a nega-
ive response or feeling you have had. Substitute a more appropriate belief into
he sequence. How did that change your response?
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Steps of Cognitive Restructuring

n order to change a client's belief systems, four steps are necessary. These
nclude working on the following with the client:

• Providing information on the connection between thoughts and feel-
ings.

• Identifying the thoughts.
• Examining the validity of the beliefs.
• Replacing the irrational or problematic thoughts with more functional

thoughts.

Connection Between Thoughts and Feelings

The first step in cognitive restructuring is to educate the client on the connec-
ion between thoughts and feelings with statements such as, "Let's take a look
it what you've been saying to yourself. Are you aware that your mind is con-
stantly generating messages? There's a constant running commentary in the
background of our minds. These thoughts we're having influence how we feel
md act, even though we might not be very aware of them at first. But we actu-
illy have more control over these than you might think, and it is one way that
Are can directly influence the way we feel and act."

Feelings and Emotions

Actions •<-
Thoughts

L
Figure 4-2 Visual diagram showing the connections between feelings,

thoughts, and actions.
Visual diagrams on the connections between feelings, thoughts, and

actions may also be useful; see Figure 4-2. For example, if a person feels
depressed, she may not feel like getting out of bed. Staying in bed (the behav-
ior) may then cause her to feel even worse (she is not getting done what she
needs to). Thoughts and actions are also interrelated in the same way. For
example, if the same person thinks, "I don't feel like getting up, but staying in
bed is just going to make me feel worse. I'm going to get up and get stuff done.
That will probably help" those thoughts might result in her getting out of bed
and accomplishing tasks. Her productivity may, in turn, influence the thoughts
she's having (e.g., "Now that I'm up, it doesn't seem so bad. At least I'm getting
stuff done"). A sense of accomplishment and more positive thoughts may lead
her to experience a boost in mood.

Clients are educated that cognitive-behavioral therapy works on each of
these domains. Actions are changed by building skills in the areas of social skills,
problem solving, communication, assertiveness, and so on. They work on chang-
ing thoughts by stopping irrational thoughts and increasing positive thoughts.
They work on changing feelings by changing their thoughts, changing their
actions, and learning relaxation skills. Cognitive restructuring specifically focuses
on working to change thoughts so that they are more positive and realistic.
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Exercise 4-3

Considering a recent example from your life, describe the interconnection
between feelings, thoughts, and behaviors.

you can discover the things that you say to yourself
that keep you feeling anxious, you might be able to
keep from feeling anxious by changing those thoughts.

Ms. Jackson: Anything that works. I'll try anything. You help
me figure out my thoughts (chuckles), then I'll try to
change them to feel better. You just have to help me
along because I'm a bit confused.

Social work intern: Okay, I'm glad you're willing to do this.
I think it might help.

EXAMPLE 4-1

Monisha Jackson was a single mother of two girls with sickle cell
anemia. The social work intern introduced the idea of cognitive
restructuring to Ms. Jackson as a technique to help her manage
anxiety about dealing with her daughters' disease.

Social work intern: This process starts by your becoming
aware of your thoughts right before and when you are
anxious.

Ms. Jackson: I told you, I just feel real anxious, that's all.
Social work intern: Yes, you have said that you feel real

anxious. What I'm talking about now, however, is the
things that you say to yourself. You probably say them
to yourself almost automatically, so you sometimes
don't even realize you're thinking or saying these
things.

Ms. Jackson (tentatively): Okay, if you say so.
Social work intern: These thoughts, or things you say to

yourself, affect what you feel and what you do. So, if

Identifying the Thoughts

After educating the client, the second step involves helping the person identify
the thoughts preceding and accompanying the distressing emotions and non-
productive action ("What was going through your mind . . . ?"). Some clients
may require more tangible ways to grasp their thinking patterns (Cournoyer,
2000). They may be asked to engage in imagery work ("Close your eyes, take a
deep breath, and see yourself in that situation. What are you doing? What a re
you feeling? What are you thinking?"). The social worker may invite other
clients to participate in a role play. By re-enacting a problematic situation, some
clients can more easily retrieve the thought patterns maintaining the problem.
Clients often confuse thoughts and feelings, and indeed, in speech, people often
use the terms interchangeably. However, cognitive restructuring requires one to
differentiate between the two. A couple of examples follow on helping clients
elicit their cognitions. The first shows how the social work intern helps Ms. Jack-
son, from Example 4-1, recognize the thoughts that trigger her feelings.

EXAMPLE 4-2

Social work intern: Now I want you to close your eyes.
(Pause.) Picture yourself in your kitchen, where your
calendar is. You look up and see that a week has gone
by since Toya [youngest daughter] has been in the
hospital. Now tell me everything that you're thinking.



Ms. Jackson: I'm getting tight just thinking about it. {Puts her
hand on her chest.) I guess I'm thinking, "Here we go
again. They're going to get sick again, and I'm not
going be able to handle it. They're going to go to the
hospital and never come home. (Speech quickens.) I'm
thinking that I should be sick instead of them. They're
going to get sick and know that their momma did this
to them, that their momma made them feel this pain,
and hate me because of it."

In the next example, a social work student helps a client identify a dis-
torted belief that lies behind his tendency to be financially victimized by others.

EXAMPLE 4-3

Malcolm is a 36-year-old African American man diagnosed with
paranoid schizophrenia. Malcolm is easily taken advantage of by
others. The student asked him to recall a specific incident that
resulted in Malcolm sending the telephone company a check
for $300.

Social work student: What were you thinking when you said
yes to the salesperson's request for the money?

Malcolm: 1 knew I didn't understand the plan she was talking
about. But 1 didn't want to ask. I didn't think she would
tell me the truth anyway.

Social work student: What were you thinking would happen if
you did ask her?

Malcolm: She would probably think I was stupid.
Social work student: So, you're on the phone with her and

you say yes to her request because you're afraid to ask
what she's talking about?

Malcolm: Yeah.
Social work student: And you're afraid to ask because she

might think you are stupid?

Examining the Validity of the Beliefs

After the beliefs have been identified, they are examined for their validity. The
different ways of establishing whether or not a belief is valid include

• examining the evidence
• considering an alternative perspective
• looking at the worst-case scenario
• point-counterpoint
• scaling interventions
• didactic teaching
• experientially, by helping clients set up natural experiments so they can

test the extent to which their beliefs about an event are rational.

These methods are detailed in the following text. Worksheets accompany the
various methods for your use with clients.

EXAMINING THE EVIDENCE

Examining the evidence involves asking the client to provide evidence for and
against the distorted belief and is the most common way of uncovering the
validity of thoughts (McKay, Davis, & Fanning, 1997). The social worker may
pose a series of questions for the client to consider:

• When did the feared outcome not happen in the past? What was dif-
ferent about those times? What was the client thinking and doing
differently?

• What are the odds of the feared outcome occurring?
• How many times in the past has the catastrophe actually happened?

Because it is the most common way of examining the evidence, several
examples are provided in this section.



EXAMPLE 4-4

Maya is a 42-year-old Russian woman currently living in northern
Virginia. Maya moved from Yugoslavia to the United States
approximately 10 years ago with her husband and son. Maya now
has two children, is college-educated, and is employed full time at
a small professional company. Maya and her family recently
became involved with child protective services after her husband
was criminally charged with sexually abusing their 5-year-old
daughter. Maya has been supportive of her daughter and expresses
anger toward her husband; she is against future reunification.
During this caseworker's client contacts, Maya presents as
extremely anxious and lacking confidence in her ability to cope
with the current crisis as well as with daily stressors.

The child protective services caseworker inquires about the
probable odds of an event happening that the client is worried
about.

Caseworker: You've mentioned that you frequently worry
about losing your job, right?

Maya: Yes. I mean, things are fine now with money and
everything, but I don't know what will happen if I
lose my job. I can't imagine what I would do.

Caseworker: What do you think the chances are, out of
100 percent, that you'll lose your job?

Maya: I don't know, maybe 40 percent.
Caseworker: Is there a reason that you might be fired or

laid off?
Maya: No, but I have been missing work lately.
Caseworker: I can imagine that it must be scary to suddenly

be the only breadwinner for your family. Is your
supervisor aware of the recent situation with your
family?

Maya: Yes, they know. They've been very supportive.
Caseworker: Okay, has your supervisor mentioned to you

that he's concerned about the work you've missed?

Maya: No, I have sick days to use.
Caseworker: Has your performance at work deteriorated in

any way recently that would cause your job to be on
the line?

Maya: Not really. I know I probably don't deserve to lose
my job, but you just never know.

Caseworker: Well, how many people do you know who have
lost a job for no apparent reason?

Maya: None, I guess.
Caseworker: So what do you think the chances are of your

losing your job for any reason within the next year?
Maya: Probably close to zero. {Breathes.) I guess that's

probably not going to happen.

Through a series of deductive questions, the caseworker was able to help
the client see that her thoughts were unrealistic, and the client seemed to expe-
rience a decrease in anxiety as a result.

In examining the evidence, a social worker may also gather evidence with
the client about instances of behavior that negate the client's belief, as in the
next example.

EXAMPLE 4-5

A social work intern worked with a mother, Viola, who was HIV-
positive and had recently lost custody of her 15-year-old son to the
child protective services system. Viola had not been able to follow
through with making the call to the substance abuse treatment
center that she had been court-mandated to attend, and she had
not rescheduled an appointment she had missed at a job training
center. Viola said, "What's the use of doing any of these things? I'm
a failure. Especially as a mother."

Social work intern: What makes you think that?
Viola: Because I screw everything up.
Social work intern: You don't think you can do anything right

as a parent.
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Viola: Well, no, I do some things right.
Social work intern: Like what?
Viola: Um . . . (long pause) like getting John to the dentist last

week.

The social work intern and Viola then compiled a long list of good
things Viola had done as a parent within the past month or so.

This exercise is akin to the solution-focused approach of focusing on
:ceptions to the problem, times when the problem either is not present or
hen it is reduced in frequency or intensity (O'Hanlon & Weiner-Davis, 1989).
>cusing on when the problem is not a problem often reduces the dichotomous
inking that sometimes afflicts people when they are embroiled in problems.

As a result of her conversation with the social work intern, Viola felt
uch more empowered and resolved to make the necessary calls. She also rec-
;nized that her thoughts of failure were keeping her stuck (e.g., "If I'm a fail-
•e, what's the point in doing anything to improve my situation? I'll mess that
~>, too").

Recall again the example of Ms. Jackson, the mother of the two children
ith sickle cell anemia.

EXAMPLE 4 - 6

Social work intern: Let's start with the first statement. You
said that your daughters are going to get sick again,
and you won't be able to handle it.
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Exercise 4-4
How would you go about helping Ms. Jackson refute the belief that she won't
be able to handle it if her daughters get sick again? Write your responses here
and then read on to see how this intern handled the refutation process.

Social work intern: As you have noted, your daughters get
sick a lot, and as you know, sickle cell is a chronic
disease, so, yes, they might get sick again. [Here the
social work intern acknowledges the reality of the
illness and the girls' condition.]

Social work intern: Who takes care of the girls when they get
sick?

Ms. Jackson: I do.
Social work intern: Always?
Ms. Jackson: Yes, from the time they were itty-bitty things,

I always have been the one to take care of them. 1 give
them their medicines. I take them to the hospital. I stay
there with them. I hold them when they feel pain. No
one else is going to do it.

Social work intern: So have you ever "not been able to handle
it" when they were sick?
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Ms. Jackson: No, I guess I've been able to handle it okay.
Social work intern: Just okay? Do you think someone else

could work with your daughters in a better way than
you do when they get sick?

Ms. Jackson: No, I know them, and I know just what they
need and how to do it. I know that spot on Toya's back
that 1 can massage and make her feel better. 1 know that
my other daughter likes warm milk when she's in pain.
A mother knows these things. (Smiles.) I know these
things.

Social work intern: Excellent. You have now proven that what
you said before, "They're going to get sick again and
I'm not going to be able to handle it," is not totally true.
Yes, they might get sick again, but you have told me
that, indeed, you can handle it.

Ms. Jackson: Yeah, I guess so. {Smiles.)

Exercise 4-5

What statements might you make at this point and what questions might you
ask to help Ms. Jackson refute the belief that her daughters are going to get sick
and "know that their momma did this to them, that their momma made them
feel this pain, and hate me because of it"?
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ALTERNATIVE INTERPRETATIONS OF THE SITUATION

Another way to challenge distorted thinking is to get clients to view the prob-
lem fr°m another perspective (McKay, Davis, & Janning, 1997): "What's
another way of seeing this?"

EXAMPLE 4-7

Carla is a single mother who is raising two boys, both of whom have
been diagnosed with ADHD. She works full time as a secretary and
struggles with finding appropriate after-school arrangements for
her children. When she talked with the school social work intern,
she mentioned feeling like a "bad mother" because her boys were
getting poor reports from school due to their conduct and grades.
The social work intern asked her about an alternative view, and this
mother was able to say, "Actually, all 1 do is for my kids. I work so
I can give them a decent life, and so they can see someone working
for a living rather than going on welfare. 1 help them with their
homework in the evening even though I'm tired. I try to teach them
right from wrong." She concluded that perhaps she wasn't a bad
mother after all.

The social worker may also offer a refrarne in order to help a client get an
alternative perspective. Reframing is one technique by which the practitioner
introduces people to a new way of viewing the problem (Bertolino & O'Han-
lon, 2002). Through reframing, individuals are introduced to a novel way of
viewing some aspect of themselves, others, and their problem or situation.

Clients who suffer from cognitive distortions often view themselves dif-
ferently from how others experience them. Asking relationship questions to
get clients to perceive themselves from someone else's perspective may help
them see themselves more realistically (de Jong & Berg, 2001): "How would
your mother say you have been doing since you returned home?" "What
would your girlfriend say about your drinking now?" With such questions,
clients are challenged to appraise themselves more appropriately through the
viewpoints of other people (de Jong & Berg, 2001).
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WORST-CASE SCENARIO

This type of questioning confronts the cognitive distortion of catastrophizing.
One purpose in asking about worst-case scenarios is that it gets the client to
realize that the feared negative consequences about a situation are often not as
dire as the client assumes (McKay, Davis, & Janning, 1997). Recall Example 4-3
regarding Malcolm, the man with schizophrenia, who struggled with resisting
pressure from salespeople. The social work student asked him, "Let's say the
woman on the phone does think you're stupid if you don't go along with her.
Does it matter?" Malcolm thought for awhile and said, "I guess it wouldn't
matter. Why do I care if she thinks I'm dumb?"

Asking about the worst-case scenario also helps the client to cope if the
worst fear comes true. The social worker can ask such questions as, "Realisti-
cally, how long is the experience likely to last? How can you manage during
that time?" The social worker might then train the client on coping skills or
developing another plan. For example, a social work student worked with a
mother who was afraid to tell her daughter about her HIV status. To the ques-
tion, "What's the worst that can happen?" the mother replied that her daugh-
ter might tell her friends at school and they might start teasing her daughter.
Since this was certainly a possibility, plans were discussed for how her daugh-
ter could keep this information private from her friends.

Another way the worst-case scenario can be used is to take it even further
to exaggerate the situation to the point of absurdity. ("So there you are, having
fainted away in front of everyone from anxiety, then what happens?") Humor
is often the response to such absurdity, which acts to diffuse some of the inten-
sity of the thoughts.

POINT-COUNTERPOINT

An additional way to work with client distortions involves using point-coun-
terpoint. In this technique, the costs and benefits to the client for maintaining
certain attitudes are covered (Young, 1990). By partaking in this exercise,
clients begin to get a sense that beliefs and cognitions are not as fixed as they
once thought, and the very process of exploring beliefs allows their thinking to
become more flexible.
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EXAMPLE 4-8

This example involves Kate, a 24-year-old Caucasian female, who
had been admitted to the hospital. Kate was 26 weeks pregnant
and had been binging and purging throughout her pregnancy. As a
result, she had not put on the necessary weight she needed for her
baby's growth. In the hospital, she was put on a feeding tube so that
her own and her baby's nutritional needs were met. When she met
with the social work intern, they talked about Kate's binging and
purging and the beliefs underlying this behavior. One of Kate's
beliefs was: "If I gain weight, then I'm a disgusting slob." They went
through the advantages and the disadvantages of the belief.

Advantages of having belief

I maintain a low weight.
I feel better about myself.
I won't lose control and become fat.
Other people won't think I'm huge.

Disadvantages of having belief
My baby doesn't grow properly and might be born deformed or

harmed in some way.
I have to be hospitalized even though 1 have no money or insurance

to pay for it.
I feel guilt for what 1 might be doing to this child.
If I gain weight now, I can lose it after the pregnancy, but if my child

is born with a problem, both of us might have to live with it for
the rest of our lives.

When I binge and purge, I do lose control.
I have to be on a feeding tube because I haven't gained enough

weight for the pregnancy.
On balance, Kate said that she realized that, for the sake of her

child, she has to gain weight during the pregnancy. Obviously, given
the seriousness of the problem, many other interventions must be
called into play, and Kate will need to be closely monitored for at least
the duration of her pregnancy in order to ensure the safety of her child.



SCALING INTERVENTIONS

Another way to work with negative belief systems is through the use of scaling
interventions. The negative belief is anchored at 1, and the opposite, more
functional belief at 10. This alternative belief system is made concrete by ask-
ing the client to name the actions and thoughts that accompany such a belief.
The gradations of the scale and the concrete rendition of a continuum help
people loosen their hold on the dichotomized thinking that underlies cognitive
distortions and leads to problem behaviors. The steps for using the scale are
the same as those outlined in Chapter 1.

• Construct a scale of the belief phrased as a positive statement.
• Identify behavioral anchors at 10.
• Have client rate self in relation to the scale.
• Ask client relationship questions.

• Set tasks involving moving up the scale in 10 percent increments.
• Monitor the client's progress on the scale.

EXAMPLE 4-9

A victim services social worker received a referral from a police
officer who had worked the scene of a domestic dispute involving a
single mother, Vera, a 35-year-old Caucasian, and her 16-year-old
daughter. The officer reported the mother as distraught to the point
of being suicidal. By the time the social worker arrived to assist, the
daughter had agreed to stay at a friend's house for the night so that
mother and daughter could "cool off."

Vera kept crying and saying that "life isn't worth living."
Although she said she felt like dying because of the pain, she was
not going to kill herself and didn't have a plan. Vera had four
children and was raising them alone with only government benefits
to support them. The social worker first helped Vera construct the
belief in terms of a positive statement. The social worker drew a
scale from 1 to 10 and asked, "What is the opposite of the belief
you now have that life isn't worth living?" With additional questions
and prompting, Vera eventually came up with "Life is worth living."

In the next step, the social worker probed for behavioral
anchors at 10, asking Vera, "What will you be doing when you have

the belief that life is worth living?" It took some time for Vera to
grasp the questioning, in part because it implies that the positive
belief is indeed a possibility through concrete action. Vera
responded that 10 means "I will be attending college, my children
will be listening to me, and I will have a boyfriend." Often, clients
select anchors that are removed from their own actions. For
example, "I will have a boyfriend" is to some extent outside of the
client's control because it is dependent on the actions of others.
Therefore, the social worker explored this further, asking Vera,
"What types of things will you be doing when you have a
boyfriend?" She said, "1 will be going out dancing and having fun
and have someone to spend time with in the evenings and on
weekends." The social worker then used those activities as behav-
ioral anchors for 10 instead of "having a boyfriend."

Vera rated herself a 3 on the continuum of having this belief.
The social worker, reacting with amazement, asked Vera what she
had done to get herself to that point. "Well, sometimes my kids
listen to me, at least the younger ones do," Vera explained. "And
just having my kids—well, I can't kill myself because of them."

In the next step, the social worker asked Vera relationship
questions. She knew from their previous conversation that Vera was
close to an aunt who lived nearby, so she asked Vera, "Where would
your aunt rate you on this scale that life is worth living?"

"Oh, she would say a 10. She says I have my health, and 1 have
these healthy children, and that's what really counts. And she says
that she cares about me and would be devastated if I wasn't around,
so that would mean my life must be worth living."

Finally, the social worker asked how Vera could make a 10 per-
cent change (one movement on the scale) between now and the next
time they had contact. Vera decided that getting her two teens to
listen to her more would help her feel a lot better and that life was
worth living. At this point in the contact, the social worker and Vera
discussed some behavioral management strategies (see Chapter 2).

At the next contact, the social worker asked Vera where she
was on the "life is worth living" scale. She reported that she was at
a 4. She'd been able to get her teens to do some chores around the
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house, and the place was looking better, which helped her mood.
During the contact, they talked about how Vera could socialize
more—inviting a friend to go dancing, for instance, or going out to
the park on the weekends so she could meet some other parents
with children. They also talked about a step Vera could take toward
her goal of attending college, which was to call the local commu-
nity college and ask for an informational packet. The work contin-
ued in this vein, and Vera eventually moved to an 8 on the "life is
worth living" scale before she decided that she felt better enough
that she didn't have to have further contact with the social worker.
(See Figure 4-3.)

10 = "Attending college"
"My children will be
listening to me."
Socializing (e.g., going
dancing)

Vera's initial Vera's second
ranking ranking

Vera's final
ranking

Vera's aunt's
rating (from
Vera's
perspective)

I I \

Getting her children to
listen would represent
10% improvement

Figure 4-3 Vera's "Life is worth living" scale.
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PIDACTIC TEACHING

Didactic teaching means filling in information gaps for clients (Bandura, 1977).
The assumption is that cognitions (information) affect the way people feel and
behave. For instance, many mothers, when faced with the sexual abuse of their
children, are frustrated with them for not telling sooner about the abuse. This
frustration sometimes compromises the support that is so necessary for a child's
recovery from sexual abuse. Social workers who work with such cases provide
parents with information on this dynamic, offering some of the possible reasons
children do not tell: the perpetrator threatens the child; the child does not want to
get the offender in trouble; the child fears being blamed or punished if the abuse
is discovered; the child is loyal to the perpetrator; the child fears the effect on the
family; the child feels shame, embarrassment, confusion, and helplessness
(Deblinger & Heflin, 1996). After hearing about this information, many parents
begin to feel less frustrated with their children. This example demonstrates that
cognitive understanding can mediate people's feelings in a positive way.

EMPIRICAL INVESTIGATIONS

After using some of the methods already described, another way to refute
beliefs is to set up experiments to test the irrational beliefs. For instance, a per-
sorrwho believes that if she goes on a job interview, she will be laughed at, is
encouraged to go on a job interview to test this belief. By not having the feared
outcome occur, the person begins to chip away at that belief.



Exercise 4-6

Select a belief that creates trouble for you in terms of your feelings or behavior

throuTh T ^ ^ ^ ^ °f «™*»*ing ™«a«ve behefs and wo k
through the process yourself in one of the worksheets. (Examining the evi

ie7' l " f ^ an a l t6rnat iVe P ^ P ^ v e , and worst-case scenario are deta, ed
n Worksheet 4-1. Worksheet 4-2 involves point-counterpoint, and a b, k
-ale 1S provided in Worksheet 4-3 for your use in scaling interventions.) W t
-ade you choose one method over another? What did you learn about doin*
hrs technique with clients? Are there any steps that are unclear to you? g
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WORKSHEET 4-1 Methods to Counteract Negative Beliefs

What is the evidence?

What are alternative ways of looking at this?

What's the worst-case scenario?

I
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WORKSHEET 4-2 Point-Counterpoint

Advantages of having this belief

Come up with an alternative belief
that serves you better.

Disadvantages of having this belief

WORKSHEET 4-3 Scaling Interventions

Xogrufrve'T^gstftrcrariiig

Exercise 4-7 ________
^ T ^ T ^ ^ h ^ y o u can counteract negative beliefs and work

trough the process in one of the worksheets either with a client or with

another student role playing a client.

Substituting the Thoughts
The final step in cognitive restructuring is to substitute the distorted beliefs
with thinking that is more functional. Recall again the example of Ms. Jackson,
whose two daughters have sickle cell anemia, and Ms. Jackson's distorted
belief, "They're going to get sick again, and I'm not going be able to handle it."
After they worked on examining the validity of the belief, the social work
mtern continued the process of cognitive restructuring by assisting Ms. Jack-
son in substituting functional self-statements for her self-defeating cognitions.
Ms. Jackson decided on the statement, "I've dealt with their illness before, and
can deal with it again. I can do this. I am the best person at taking care of my

daughters when they are sick. But right now, they are feeling okay, and so am
• She wrote the statement down, and the social work intern again instructed
er to imagine that she was looking at the calendar a week after her daughters
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were discharged from the hospital. As Ms. Jackson again became anxious, the
social work intern instructed her to read her self-statement to herself. Ms. Jack-
son seemed to relax a bit and smiled in spite of herself.

Exercise 4-8

You have already examined the validity of a distorted belief you hold. Now
substitute that distorted belief with a more functional thinking pattern.

Exercise 4-9
Take the statement you worked with in Example 4-2 in which Ms. Jackson
says, "They're going to get sick and know that their momma did this to them,
that their momma made them feel this pain, and hate me because of it." You
already spent some time rebutting this belief. What possible thoughts could act
as a replacement for this statement?

Summary

This chapter introduced cognitive interventions that focus on the role of
people's beliefs and thoughts and how they can be changed in order to lessen
distress and problems in functioning. The process of cognitive restructuring
was emphasized, and the steps (educating the client on the connection
between thoughts and feelings, eliciting the thoughts, examining the evidence
for the belief, and substituting more realistic appraisals) were detailed exten-
sively. Chapter 5 explores the types of problems and populations for which
cognitive restructuring is appropriate.
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5

Use of Cognitive Restructuring
with Special Populations

and Problems

Cognitive restructuring, as we reviewed extensively in Chapter 4, is a major
technique in cognitive-behavioral intervention. It can be very effective when
applied appropriately, but sometimes students and beginning clinicians have
difficulty knowing when to use it. The following guidelines are helpful for deter-
mining when cognitive restructuring may be the technique of choice and assess-
ing whether certain populations of clients are appropriate candidates.

You may consider the use of cognitive restructuring when:

• People are distressed by painful emotions or commit behaviors that are
detrimental to themselves or to others. When people talk about distress-
ing feelings or problematic behaviors, asking them about the thoughts
they were having during these times might uncover some distortions in
beliefs. For instance, a woman described that after breaking up with an
abusive boyfriend, her stomach became upset, she started shaking, and
she felt compelled to call him back. When asked, "What was going
through your mind?" the client reported that she was thinking, "What
am I going to do? I'm never going to be able to make it without
him. I can't do it. Without him, I have nothing." These thoughts were
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appropriate to target for restructuring because they were preventing her
from making a clean break with her boyfriend.

• A client uses "absolutist" language: "never," "always," and "have to."
These words signal that possible erroneous beliefs may be operating. In
the previous example, the woman said, "I'm never going to be able to
make it without him," a clue that a distorted belief was operating its
influence.

• A belief system seems to pose a substantial barrier to a client's
progress. Recall from Chapter 4, Example 4-3, Malcolm, the young
man who was diagnosed with paranoid schizophrenia. The social work
intern was working with him on assertiveness, but he seemed to be
having difficulty with some of the skills. As a result, the student
decided to explore his thoughts during a recent incident in which he
had been financially victimized. Only after Malcolm had been through
the process of cognitive restructuring was he able to return more suc-
cessfully to the assertiveness skills training.

• Cognitive restructuring addresses a priority problem for the client.
In using cognitive-behavioral interventions, the social worker wants to
ensure that he or she is using the technique that most appropriately
addresses the client's priorities and that targets as many different prob-
lems as possible.

We start with a scenario in which you are asked to reflect on this client's
circumstances and how best to serve her needs.

EXAMPLE 5-1

Rowena Calvert, a 34-year-old African American mother of three
children, lived in a run-down, two-bedroom apartment. Her rent
exceeded her ability to pay. Numerous repairs were needed in the
apartment, which was part of a Section 8 housing development,
but the landlord would not attend to them. To manage her living
expenses, Rowena had taken in two boarders.

Rowena had argued with her boarders one night because they
took some food that belonged to her. The student involved in
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the case decided to use cognitive restructuring because of the
anger Rowena experienced in this situation and her subsequent
"lashing out."

Exercise 5-1 __
How would you address the client's problems using cognitive-behavioral
techniques? Would you use cognitive restructuring? Why or why not?
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Exercise 5-2

Consider the guidelines on when to use cognitive restructuring and think
about your current or past caseload. Give an example of a case in which it
might have been helpful to use cognitive restructuring and explain your
rationale.

CHAPTER 5 • Use ot Cognitive Kestracturing wiui J|JCU«I .

Special Populations

A r e clients who have mental illness or mental retardation appropriate candi-

A t e s for cognitive restructuring? What about children or the elderly? What
bout clients who have harmed other people? This section considers each of

these special populations and some of the assessments and possible adapta-
tions that the social worker must make to determine the appropriateness of
cognitive restructuring. Box 5-1 also covers some modifications to cognitive-
behavioral work that can be done when working with people who are limited
by their cognitive levels.

Box 5-1 Modifications of Cognitive Restructuring for People with Limited
Cognitive Functioning

Present new information slowly and in different ways (say it,
show it, do it), and use frequent repetitions.
Offer shorter, more frequent sessions.
Ask the client to summarize material more often.
Use concrete mnemonic devices, such as caricature drawings or
other specific visual (e.g., notes written on an index card) and
auditory aids (e.g., audiotapes). Tape sessions and encourage
people to review them for homework.
Provide people with folders or notebooks for storing home prac-
tice and in-session materials.

Source: K. Laidlaw, L.Thompson, D. Gallagher-Thompson, & L. Dick-Siskin, Cognitive Behaviour
Therapy With Older People. W. Sussex, UK: John Wiley, 2003.

Severe Mental Illness

Cognitive-behavioral interventions are often used with people diagnosed with
schizophrenia. It is a here-and-now approach, well suited to helping people
learn the skills to advance their daily functioning. Several meta-analyses have
been conducted on cognitive-behavioral interventions with this population.
Pilling et al. (2002) colleagues conducted a meta-analysis of all randomized
clinical studies done on cognitive-behavioral interventions for schizophrenia.
The researchers concluded that cognitive-behavioral interventions improved
clients' mental status and decreased rates of treatment dropout, and that their
positive effects persisted through the follow-up period.

\The technique of cognitive restructuring requires a client to think in
abstract and logical ways. When individuals are actively psychotic, they often
cannot distance themselves from their symptoms and are unable to consider
other ways of thinking. Therefore, cognitive restructuring can be used with psy-
chotic clients only in areas where their thinking is relatively stable and the client
is ambivalent enough to consider other explanations. Better cognitive-behav-
ioral techniques might involve training a client who is susceptible to hallucina-
tions and delusions in thought-stopping and coping self-statements ("I'm okay,"
I'm safe"). These are detailed further in Chapter 6. Cognitive restructuring may

be appropriate when the client has stabilized. For instance, as demonstrated pre-
viously, cognitive restructuring was successfully used with Malcolm. The social
work intern was also able to teach Malcolm and other clients diagnosed with



schizophrenia to recognize different cognitive errors and to apply them to their
own experience outside of any hallucinations or delusions they had.

Mental Retardation

For clients diagnosed with mental retardation, behavioral therapy tradition-
ally has been the main approach, but as the wide range of abilities, functioning
levels, and individualized responsiveness to specific techniques has become
recognized, a variety of treatment approaches have been successfully used,
including cognitive-behavioral therapy.

Because mental retardation is not a finite illness with a specific set of
symptoms universal to everyone with the diagnosis, it becomes difficult to
universalize the treatment approach. Each person should therefore be individ-
ually assessed for his or her ability to respond to cognitive-behavioral tech-
niques. In general, these techniques are best suited for those with the cognitive
abilities to process and understand the approach. For those with mild mental
retardation in particular, cognitive-behavioral therapy is recommended as a
first-line treatment for some co-occurring mental disorders, including major
depressive disorder, posttraumatic stress disorder, and obsessive-compulsive
disorder (Rush & Frances, 2000).

EXAMPLE 5-2

Steve, a middle-aged white male, is diagnosed as having mild
mental retardation. Steve lives at a residential program and is
employed outside the agency for five days a week. Steve recently
suffered a spinal cord injury, which forced him to depend on a
wheelchair for mobility. Prior to his injury, Steve was physically
active, taking many walks around the agency's grounds and play-
ing basketball in the gym. He also enjoyed spending time with the
other residents and liked going to movies, unit parties, and other
activities. However, since the injury, Steve has withdrawn from
nearly all social contact and spends most of his day sleeping.

The social work intern spoke with Steve about his reactions,
asking him several questions to ascertain the reasons behind his
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lack of participation. Steve said he was too much of a bother for
staff because he was the only one in a wheelchair and required
more attention than the others, who could walk around by
themselves. The intern asked him how he knew this. After thinking
for a moment, he said, "I don't know. No one ever said anything,
but it takes them a lot of work to get me in and out of this thing"—
indicating the wheelchair—"and someone has to be with me the
whole time so they can push me around."

After more questioning, Steve admitted that staff must not
be thinking he was so much of a bother because they regularly
asked him if he wanted to join in on activities. He agreed to test
his belief and participate in one outing before the next time he
saw the social work intern. He was then to share his thoughts and
reactions with her.

When he met with the social worker, he agreed that going
out with the others had helped him feel better. He reported that
the staff did not indicate he "was a bother," and seemed happy
that he was joining them.

Children

Cognitive-behavioral techniques are routinely used with children, but as you
know by now, cognitive-behavioral therapy comprises a potentially wide
range of techniques to employ, including problem-solving, self-instruction,
self-talk, and social skills, among others (see chapters 6 and 7), rather than just
cognitive restructuring. For cognitive restructuring specifically, cognitive abili-
ties should be sufficiently developed to enable shifts in thinking about the past
and the future, to follow logic, and to grasp abstractions.

In Durlak, Fuhrman, and Lampman's (1991) meta-analysis on the use of
cognitive-behavioral therapy with youth, level of cognitive development was
a central factor in the results. The effect of intervention for children ages 11 to
13, who are presumably functioning at the formal operations stage, was about
^ice that of children ages 5 to 11. However, young children are often partici-
pants in cognitive-behavioral interventions, and indeed, cognitive-behavioral
therapies are supported by the research literature with effectiveness indicated



for a number of different problems and disorders (McCellan & Werrv 2()no\
Methods may have to be adapted through artwork, analogies, and punn
(e.g., Webster-Stratton & Hammond, 1997). Many resources for cognitjv
behavioral work with children are listed in the appendix.

The Elderly

Cognitive-behavioral interventions have been most often used with elderlv
clients for the treatment of depression, but also of anxiety (Laidlaw et al., 2003)
A review of studies on therapy for depression in the elderly showed that
cognitive-behavioral therapy was consistently more effective than usual-care
or wait-list control groups, and that treatment gains persisted over time (Arean
& Cook, 2002).

The social worker should be aware of several phenomena when working
with the elderly as described by Laidlaw and colleagues (2003). The first is the
common belief among the elderly (and the general population) that depression
is a normal part of the aging process rather than a disruption in functioning.
Elderly clients often make comments about being old as if it is synonymous with
depression and being decrepit and incompetent " . . . rather than an indication
that they hold ageist beliefs and have set up an expectancy bias for themselves
where they expect to be unhappy because of their age." These beliefs therefore
are appropriate targets for cognitive restructuring. The elderly may also have to
be educated about the potential capacities that people with old age possess.
Laidlaw et al. (2003) recommend Successful Aging (Rowe & Kahn, 1999) and the
informational brochure Ageing: Exploding the Myths (WHO, 1999).l

With the elderly, it is also often necessary to address some cohort belief
systems about accepting help. These beliefs have to do with discussing prob-
lems outside the family and the presumed "failure" or "weakness of character"
associated with being unable to handle problems on one's own. If the elderly
person does not verbalize these concerns, the social worker may need to bring
them up for discussion; otherwise, they might act as a barrier to the older
adult's getting help.

1 World Health Organization (1999) Ageing: Exploding the Myths, accessed at HTTP://wwW-
who.int/hpr/ageing/publications

older person is typically used to being a patient in the medical model;
the social worker must help the client understand the collaborative

tf*e f cognitive-behavioral interventions and must encourage feedback.
^ • P the social worker will have to explain the necessity of homework,

• Vi maV be either a foreign or antiquated notion for an elderly client.
^ The social worker should further be aware that extensive storytelling

the past is common among elderly clients; indeed, older adults often
a t that they should provide this level of detail to a person offering assis-

To address this phenomenon, the social worker should describe cogni-
• -behavioral therapy as a structured and time-limited approach. To keep to

time limits, a "ground rule" may need to be set up so that the social worker is
Rowed to interrupt a prolonged bout of sharing and redirect the client to the

topic at hand.
Finally, in working with elderly clients, the social worker should be sensi-

tive to possible sensory and cognitive limitations. Written information pro-
vided must be in a font large enough for the person to read. If writing is painful
because of arthritis or other conditions, an alternative means of doing home-
work may be necessary, such as tape recording. If the client has memory prob-
lems, the social worker can record salient points of the session, provide
handouts, and jot down homework assignments for the older adult to refer to
later. Laidlaw and colleagues (2003) further emphasize that cognitive-behav-
ioral treatment can be used with the cognitively impaired elderly person,
although goals need to be modest in nature, steps should be simplified, and
contacts kept short.

The following example of cognitive-restructuring with an elderly person
takes place as part of a social work intern's hospital placement.

EXAMPLE 5-3

Velma Barnes, an 82-year-old Caucasion female, is on the ortho-
pedic floor of a city hospital. She broke her leg earlier in the week
and is awaiting surgery to reset the bones. Because she is on a
blood thinner, she has to wait 48 to 72 hours from her last dose
before she is ready for surgery. During this timeframe, Mrs. Barnes
became increasingly worried about her future. A referral was placed
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to the social work student to assist Mrs. Barnes with her discharge
planning.

When the social work student met with her, Mrs. Barnes
was teary and soft-spoken. She expressed concern for her future
because she will be unable to live independently and has no
one to take care of her upon her discharge from the hospital.
She also talked about her sadness and stress over her son being
a widower and raising his daughter alone. Until now, she had been
a support resource for him, helping him take care of his daughter.
She now perceives her situation as being burdensome to her son,
not only leaving her unable to assist him but requiring him to help
her instead.

While listening to Mrs. Barnes express her desolation, the
social work student empathetically reflected her feelings of con-
cern and sadness. When Mrs. Barnes seemed to have calmed
somewhat, the social work student asked her if they could talk
about her plans for discharge. Mrs. Barnes agreed and quickly
shared her worst fear—that she will have nowhere to go.

In order to help the client gain a realistic appraisal of the
situation, the social work student asked Mrs. Barnes if she thought
that having nowhere to go was a likely outcome. Mrs. Barnes had
to agree that it was not. Mrs. Barnes then returned to the topic of
feeling like a burden to her son. The social work student asked how
her son was reacting to her upcoming discharge. Mrs. Barnes said
he was in the process of preparing his house for her to come live
with him. However, it would still take some time for the house to be
ready to accommodate her physical needs.

Given the cognitive-behavioral assumption that information
delivered cognitively will help with people's distress, the social work
student informed Mrs. Barnes of some other options in the mean-
time, involving short-term community placements (nursing homes).
Mrs. Barnes's mood seemed to lighten once she learned that there
were some places she could go. But she started crying again, saying
she was still concerned about being a burden to her son.

The social work student then turned to deductive questions to
ask Mrs. Barnes what she had done to help her son since his wife's

death several years prior. Mrs. Barnes spoke at length about how she
helped him raise his daughter and cooked and cleaned for them.
When she finished outlining her various supportive activities over the
years, the social work student asked if she thought it possible that her
son was looking forward to being able to help her in return for the
support she provided him. Mrs. Barnes agreed it was possible, saying
that they had become very close since his wife's death.

The social work student then inquired about the evidence that
Mrs. Barnes's son was feeling burdened by having her move in.
Mrs. Barnes had to admit that he had been nothing but helpful and
supportive. The meeting concluded with a discussion of how
Mrs. Barnes could focus on accepting his help rather than being
consumed with worry that he felt burdened by her. Mrs. Barnes's
mood improved considerably, and she expressed relief about having
met with the social work student to help sort out her concerns.

People Who Harm Others

When clients' actions have been harmful to others, the social worker must be
careful not to use cognitive restructuring so that it rationalizes what the client
has done. However, cognitive restructuring may be helpful when the client has
taken responsibility for his or her behavior and desires change. At this point,
cognitive restructuring may be very effective for assisting the client to see the
thoughts and rationalizations that are fueling inappropriate behaviors. For
example, a person who has been violent with others might have irrational
thoughts such as, "I have to hurt people who disrespect me." A client who has
been sexually abusive of children might have thoughts such as, "It's not really
harmful what I'm doing. I'm just being a friend to this child." These types of
thoughts are suitable targets for cognitive restructuring.

EXAMPLE 5-4

An example involves Mikhail, a Russian immigrant to this country,
who was admitted to a psychiatric hospital when he tried to commit
suicide. He'd divorced his wife 3 years before after a 17-year
marriage. The loss of this relationship, among other factors (he'd

i



lost his job because of his depressive symptoms), was playing into
his depression. In the hospital, he reported to the social worker that
he kept thinking, "It's all my fault, it's all my fault." When she asked
him what this meant specifically, he said, "I wasn't very good at
talking out problems, particularly about the children. My wife
thought I was too authoritarian." Further conversation revealed that
he had struck his wife while they were married, and she'd had a
protective order issued against him.

Exercise 5-3

T

How would you address the client's problems using cognitive-behavioral
techniques? Would you use cognitive restructuring? Why or why not?

Cognitive RestfuLiuiiiig witti special i-opuiations •

Crisis Intervention, Grief and Loss, and Trauma

Social workers often see clients as they experience a loss (e.g., death, romantic
break-up, physical injury), stress (e.g., isolation, illness, eviction), or trauma
(e.g., crime, sexual assault, child abuse, violence). In such situations, the social
worker listens to the client's account of what has happened in an empathic way
that conveys validation and support. Listening empathetically often represents
the bulk of the social worker's response. Cognitive restructuring may not be
necessary; it is certainly not used to rationalize clients out of feelings that are
natural to have in the circumstances. Indeed, cognitive restructuring should not
be used until the client has been validated for his or her experience and feelings
related to the situation and a distorted belief has presented itself. A way to dif-
ferentiate between normal stress, loss, or trauma reactions and faulty beliefs
may include a statement to the client such as the following: "Your sadness is
perfectly natural given what has happened, and the tears are a normal part of
the grief process. I wonder, though, when you are saying, 'I know now that no
one will love me again.' Can we look at that a little closer?"

One way of combating dysfunctional beliefs that may inhibit a person's
recovery is providing direct reassurance or information that counteracts the
negative belief. An example follows from a victim services setting:

EXAMPLE 5-5

, A social worker employed in a police department was talking with
two victims who had been in a convenience store robbery a couple
of hours before. The clerk (a woman) and the customer (a man)
were watching the surveillance tape to see if they could add to
the description of the perpetrator. After viewing it, the man turned
to the social worker and said sheepishly, "I look like a chicken."
(He had hit the floor when the robber brandished a gun and said,
"Everybody down.") The social worker quickly noted that an
erroneous belief was operating and provided immediate reassur-
ance, stating that the customer might have been killed if he hadn't
followed the robber's directive, and she might not be talking to him
now! The important thing was that he was alive, and there was



nothing much he could have done against a gun. He nodded and
relaxed, seemingly reassured by her statements. Before he left the
police station that night, she checked in with him again about what
he was thinking, and he said, "It's like you said. I don't know what I
could have done. And I'm alive—that's the main thing."

Because the area of crisis intervention, grief and loss, and trauma is so large,
we continue with some longer case examples that you can read and reflect upon,
either by yourself or as part of class discussion. The following two examples are
drawn from hospital social work in which people have to cope with serious ill-
ness (first case) and injury (second case). Passages of dialogue are included so
that you can better understand how the practitioners in these examples used
deductive questioning to help examine the validity of the client's beliefs.

EXAMPLE 5-6

Paula, a 35-year-old white female, was diagnosed with amytropic
lateral sclerosis (ALS), also known as Lou Gehrig disease, approxi-
mately 5 months ago. Paula depends on a ventilator for her
breathing. Because she no longer has control over her body
functions or the use of her arms and legs, she relies on others for
all her self-care needs.

She and her husband have two children, ages 9 and 11, who
live at home with their father. Not surprisingly, Paula reports
difficulty coping with the progression of her disease and frequently
cries during visits with the hospital social worker, who provides
empathy and validation of her experience. Lately, Paula has
mentioned that she feels like "a failure as a mother."

The dialogue between the social worker and Paula centers on
eliciting the cognitive messages underlying Paula's feelings:

Social worker: You say you feel like a failure as a mother.
What's going through your mind when you say that?

Paula: Things like, "I'm not with them often enough, and
how can I be a good mother when I'm lying here in this
bed and can't even get up?" I just feel so helpless. I'm
failing them as a mother. I'm not there when they go
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off to school in the morning. I'm not there when they
come home.

Social worker: So what I hear you saying is that because
you're not physically there with your children at home
every day, you're a failure as a mother?

Paula: Yes, that's right.
Social worker: Do you really believe that?
Paula: Yes, sometimes.
Social worker: But not all the time?
Paula: No, because I can't help it that I'm like this. 1 would be

at home if I could be.
Social worker: How would you describe a "good" mother?
Paula (smiles): Someone who loves their children and would

do anything for them. Someone who's always there for
them. And if they're hurt or sad, someone they can talk
to. A child always needs to know they can come to their
mother with anything. I think that's important. It's also
important that someone teaches them right from wrong.

Social worker: Which of those things do you do for your
children?

Paula: I try to squeeze in as much as I possibly can. My
husband brings them by most days. On the days he
can't bring them here, we talk on the phone.

Social worker: So you do see your children fairly regularly? You
talk to them, spend time with them when they're here?

Paula: Of course.
Social worker: And have your children ever indicated to you

that they think you're not there for them or that you're
a bad mom?

Paula (smiles): No, but 1 know this is hard for them.
Social worker: I know how difficult this is for all of you.

(Allows for silence while Paula cries. After a few moments,
Paula continues.)

Paula: But we're all doing the best we can, given the
circumstances.

Social worker: What does your husband have to say about all
of this? Does he think you're a failure as a mother?



Paula: No, he says I'm doing a good job.
Social worker: Well, let's look back at your original thought,

"I'm a failure as a mother." Given the questions I've
asked and your responses, what evidence do you really
have that you're a failure as a mother?

Paula: None, I guess. It's just the way I feel sometimes.
Social worker: Do you feel that way right now?
Paula: Well, no, not really.

Exercise 5-4
In the conversation between Paula and the social worker, what steps did the
social worker take to work with Paula's belief that she was a failure as a mother?

1j ^

Exercise 5-5
VVhat is the line between validation of Paula's loss of physical capacities and
using cognitive restructuring? (This may be a good topic for class discussion.)

EXAMPLE 5-7

The intern in this example was placed in a hospital setting for her
field placement. He was asked to talk with a 26-year-old woman,
Emma, whose hand had been so badly injured in a traffic accident
that it had to be amputated. Her ribs had also been broken.

Before her accident, Emma had led an active life, working as a
researcher for an employees' rights organization and living with her
friends in a rented apartment in the downtown area. A volunteer for
many nonprofit organizations and an active vegan, Emma fre-
quently was involved in protests for social justice issues.

In the hospital, the nurse at morning rounds said that Emma
was crying constantly. A psychiatrist had evaluated her and had
recommended an antidepressant. Emma adamantly refused this
recommendation, stating that she did not want to "feel like a
zombie" as a result of the medication.

The student was primarily involved with discharge planning at
the hospital and had a heavy caseload. Therefore, he had only about
30 minutes to spend with this client during the first contact.
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Emma: (Starts crying after the intern introduces himself.) Well,
I'm sure you know what's happened to me. Did the
nurse tell you how they sent a psychiatrist in because I
couldn't stop crying? He didn't even ask me why I was
crying. 1 think he thought it was because 1 was in so
much pain. Well, it wasn't. I feel utterly worthless now.
It's funny how things happen—one minute you're
driving to work, next thing you know, you're in the
hospital and missing your hand. Everything has
changed, and I just cannot deal with it.

Social work intern: It's natural that you are sad. You've gone
through a tremendous loss. A lot of what you're feeling
is grief for what you've lost.

Allowing some time for Emma to express her feelings, the
social work intern provided some information about the grief
process: that Emma would continue to feel sadness, and perhaps
other emotions, such as anger that she had to go through this and
at the person who caused the accident, or fear as she remembered
what it was like to be in the accident and how she was going to live
her life now. The emotions, although difficult, were part of the
natural process of grief.

Emma nodded her understanding and then went on:

Emma: It's not the physical pain that's getting to me. I've
gotten used to it. 1 just feel absolutely useless.

Social work intern: Tell me what you mean by that.
Emma: Well, my friends and 1 signed up for a bicycle charity

ride. This cause is very important to me, and I really
wanted to take part in this race. Now I can't do it. I used
to volunteer at the free clinic too, and 1 can't do that
now either.

Social work intern: So you're saying that you feel useless
because you can't do your part to help out?

Emma: Yes, I mean 1 know these people from the clinic.
1 want to help.
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Social work intern: You think you're letting people down?
Emma: That, and other things. I can't go with friends to the

peace rallies either. I feel strongly about these issues
and can't do anything about it.

Social work intern: So you think that because you cannot
physically participate in the ride or these demonstra-
tions, you have let people down and are not doing your
share. And if you can't do all that, what use do you have?

Emma: Exactly.

At this point, the intern discussed the role of thoughts and
emotions, saying that Emma had more control over her thoughts than
over her feelings. When Emma was thinking that she was useless and
had no right to accept help, those beliefs were hurting rather than
helping her, and she could replace those thoughts with some that
were more reasonable. The intern gained Emma's permission to
examine more closely her belief that she was useless if she didn't
participate in social justice activities and in helping people.

Social work intern: What evidence do you have for this?
Emma: Well, nothing specifically. Come to think of it, my

friends are the ones coming to see me now instead of
I the other way around. They are the ones asking me if 1

need anything. I'm not used to that. I'm always the one
helping others, not vice versa. (Starts crying again.) I've
never had to ask for help before. I'm pretty self-reliant.

Social work intern: Can you think of reasons your friends

would want to help you?
Emma: Well, I'm a good friend, and I have always stood by

my friends and helped them out. One of them got
arrested at a protest last year, and I bailed him out of jail.

Social work intern: You are a good friend! Can you think of
other reasons that your friends and family would want
to help you?

Emma: They feel sorry for me.
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Social work intern: What's another way to see this?
Emma: I don't know. That's the way I see it.
Social work intern: I wonder if the offers to help are not

meant to make you feel useless, but rather a way of
people saying thank you for the help you have given
them in the past.

Emma: I never really thought of it that way, but yes, maybe.
Social work intern: So what can you say to yourself instead?
Emma: I've helped out other people. I guess now it's my

turn to need help. It won't always be this way.
Social work intern: Very good!

Before the session ended, the social worker assigned Emma
some homework. Learning that Emma's family had brought her a
tape recorder, the social work intern suggested that anytime Emma
caught herself having distorted beliefs, she should record herself
and then state an alternative thought. Emma grasped the idea
quickly.

The social work intern also wanted to evaluate their work. He
posed a 1 -to-10 scale, "with 1 meaning you were feeling utterly
awful, and 10 meaning you are feeling fine. Then he asked, "Where
were you on the scale when we started talking today?" Emma
responded, "Definitely a one!" When the intern asked about where
Emma would place herself at the end of their time together, she
said she was at a 3. "This has put things in a better perspective."
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Exercise 5-6
What is your opinion of how this student handled the client's feelings and the
crisis she is experiencing? This question is posed as a topic of discussion rather
than as a problem with only one right answer.

Exercise 5-7
What irrational or negative beliefs did Emma present in her conversation with

thfe social work intern?
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Exercise 5-8 Exercise 5-10
Which beliefs did the intern target for intervention in this example?

Exercise 5-9
What methods did the intern use to help Emma refute her beliefs?

What is your opinion about the way the social work student carried out his
evaluation of his work with Emma? Note that this exercise may be appropriate
for a class discussion on this issue.

i

The next day, when the social work intern stopped by, Emma
said that she had done her homework and that she was now at a 4
on the scale.

Emma: But 1 still have these lingering feelings of being
useless. My parents brought me up to be pretty self-
reliant and to set challenges for myself. Last year,
1 hiked the Appalachian Trail; now 1 can't even go to
the bathroom by myself.

Social work intern: You're saying that your parents instilled
in you the value of being independent. That's fine,
but you seem to be saying that you should be fully
independent now, and since you're not, you should
feel bad about yourself.

Emma: Although it sounds silly put like that, I have been
feeling that way.

Social work intern: What would your parents expect of you
in this situation?

Emma: What do you mean?
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Social work intern: Do you think they would expect you to do
everything that you used to do for yourself?

Emma (laughs): Of course not.
Social work intern: And yet, this is the biggest challenge

you've faced. Certainly bigger than the Appalachian
Trail.

Emma: That's true.
Social work intern: Do you think they want to help you face

this challenge, with the things that you can't do for
yourself yet?

Emma: Yes, if I asked.
Social work intern: Okay, then I've got another assignment

for you. While your parents are here, ask for help on
three different occasions. Something like, "Mom, could
you help me up to go to the bathroom?" "Dad, can
you take me down to the sunroom and sit with me for
awhile?" The reason I am asking you to do this is not
to make you utterly dependent on your parents, but to
challenge your belief that you have to be independent
and self-reliant all the time.

The social work intern ended the contact by asking Emma to
rate herself once more on the 10-point scale. At this point, Emma
reported that she was a 5.
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Exercise 5-11

What process did the intern use to help Emma refute her negative belief in this
conversation?

In their third and last session before Emma was to be
discharged, the social work intern again began by asking about
the assignment. Emma responded that she had found the home-
work hard but that she had done it. She asked her father to help her
brush her teeth and her sister to take her to the bathroom. She rated
herself a 6 on the scale.

Social work intern: A six. 1 am impressed. Since you will be
transferred to the rehab hospital tomorrow, this will be
our last session. You'll be doing a lot of work there and
will really be challenged, and you'll have ample
opportunity to ask for help.

Emma: Yes, it should get easier for me, but with all the bad
things that have happened, I'm really afraid I'll start
getting depressed again.

In response, the intern encouraged Emma to keep tape recording
her negative thoughts and countering them with more realistic



statements. He also suggested that Emma continue asking for help
at least three times a day. Finally, the intern talked with Emma about
working with a therapist on a regular basis if these tools were not
enough to help her manage. Emma said that it was good to know
further help was available if she should need it.

Summary

The final section of this chapter focused on the topic of grief, loss, and trauma
and how cognitive restructuring can play a role in that work. The case illustra-
tions demonstrated the need for careful assessment by the social worker to
determine the normal reactions a person would have to a particular crisis, stres-
sor, or trauma and when dysfunctional beliefs might be inhibiting the process
of recovery. Properly applied, cognitive restructuring can be very helpful for
people coping with these types of difficult situations.

The overall purpose of this chapter was to provide some guidelines for the
social worker on when to appropriately use cognitive restructuring. Various
types of populations and problem areas that the social worker may encounter
were highlighted, and information was provided on how to assess whether a
particular problem may lend itself to the technique of cognitive restructuring.
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Cognitive Coping Skills

Coping skills, broadly defined, are tools that help individuals manage and nego-
tiate stressful events. The emphasis is on the client learning new behaviors; skills
are learned, just as problem behaviors were learned. We divide coping skills into
those that are cognitive in nature and those that are based in behavior, and we
devote one chapter to each. Included in this chapter are the techniques of self-
talk, self-instruction training, thought-stopping, and coping with craving.

i Self-Talk
i

Self-talk is a process by which people can build an internal cognitive frame-
work for instructing themselves in how to cope effectively with problem situa-
tions (Meichenbaum & Deffenbacher, 1988). It is based in part on the premise
that many people naturally engage in internal speech, giving themselves "pep
talks" to prepare for certain challenges. Further, when people find themselves
in difficult situations, those that evoke tension or other negative emotions,
their thinking may become confused, and their ability to cope diminishes.

Clients instead are trained in self-talk skills so that they can:

• arm themselves to approach stressful situations: "I'll be okay—this is
just a problem to be solved," "It's okay to feel nervous, but I can deal
with this."

I



• manage the event as they are experiencing it through coping state-
ments: "I'm doing just fine," "I'm nervous, but I'm getting through it,"
"It'll be over soon."

• give themselves reinforcement afterward: "1 did a good job," "That was
tough, but I stuck to it," "Next time it'll be even easier." (Meichenbaum
& Deffenbacher, 1988; Spiegler, 1993)

EXAMPLE 6- 1

Paula, the patient with Lou Gehrig disease (see Example 5-6), said
that she sometimes has difficulty breathing and grows panicky
while waiting for the respiratory therapist to assist her. When the
social worker asked her what thoughts ran through her mind, Paula
described statements such as "They're never going to get here,"
and "I can't breathe, I can't breathe." The social worker then
modeled some alternative self-coping statements that Paula could
use instead: "I know the therapist is on his way; he always comes,"
and "I can breathe, I am breathing now, and I will continue to
breathe." Next the social worker had Paula repeat the coping
statements. The social worker also modeled self-reinforcement
statements for Paula: "I am coping with this situation," "I am doing a
good job," "I am getting better at this," and "That wasn't so bad."
Each time, Paula repeated the statements after the social worker.

The social worker then asked Paula to talk about another event
that caused her anxiety. She responded that she often felt anxious
while she was waiting for the nurse to come and clean her after a
bowel movement. The loss of control of body functions was
especially difficult for Paula. She tended to blame herself while she
waited, saying things like, "If I had called for a bedpan in time, this
wouldn't have happened. I should have known this was coming."
These types of statements only increased her distress.

The social worker modeled coping statements and asked Paula
to repeat them aloud: "I know that this is going to happen some-
times; the nurse will be here just as soon as she can," "It can't be
helped—I am going to cope with this situation," "Stay calm for just
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a little longer. I can do this," and to reinforce herself afterward, "That
wasn't so bad. I'll do even better next time."

Exercise 6-1

Consider an upcoming stressful event (say, a test or a presentation in one of
your classes or a contact with a challenging client) and develop a plan for self-
talk coping that takes into account how you will approach the event, how you
will cope during the event, and how you will reinforce yourself afterward.
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Exercise 6-2

Consider a client you are seeing and a stressful event he or she faces on a regu-
lar basis (parenting, job interviews, etc.). Hypothetically, create a self-talk cop-
ing plan that takes into account how the client will cope and reinforce himself
or herself before, during, and after the event.
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Self-Instruction Training

Self-instruction training is a technique in which the client and practitioner
develop a step-by-step self-instruction script following their completion of a
plan for confronting a problem. Preparing an internal or written script for
stressful situations can help a client recall and systematically implement the
coping strategy previously selected. Self-instruction training has been studied
mainly in relation to children and school task completion, but it can also be
:aught to adults (Spence, 1994).

Such a script may be written down or memorized by the client. The social
worker and client visualize and walk through the problem situation together
;o the client can rehearse its implementation. The client then uses the script in
lis or her natural environment either before or during an assigned task.

EXAMPLE 6-2

Rowena (whom we met in Example 5-1) had difficulty talking to her
landlord about making repairs on her apartment, so the social work
student helped her develop a self-instruction script as follows:

"I'm not putting it off any more. I have a right to ask for these
repairs. I'm walking across the courtyard, feeling confident that I
can do this. When he looks at me and says, "What do you want?" I say,
"1 need to talk to you about some repairs." I am very calm, knowing
I have a perfect right to do this, and I need to do this so my children
and I can live better. When he says, "Can you come back later?" I take
a deep breath and say, "No, I need to talk to you about it now. I've
already put these requests in before, and there hasn't been any
response." I don't have to raise my voice, but I'm very firm and
confident. \

I then tell him the list of repairs that need to be made: 1 need
the toilet to flush right, the back door deadbolt replaced because it
fell off, the heat vent fixed, and the outlet in the kitchen to be fixed,
since right now we have exposed wiring coming out, which is a
danger to the children.

When he says he'll get to it, I ask him when will that be. I am
still very calm and firm, because I know I have recourse if he ignores
me again. I thank him for his time and start walking back, proud of
myself for going down there and doing what I need to do."

As the social work student wrote down the steps, they
discussed the challenges that might come up, such as the landlord
acting rudely and discouraging Rowena from making requests. The
social work student, in the script, kept the focus on Rowena and her
responses rather than on what the landlord might do. After the script
was completed, Rowena read it through. A few times her breathing
become short due to anxiety. The student had her breathe calmly for
a few moments and then resume. Rowena read it through a few
times until she no longer felt anxiety doing so. After several practice
runs through the script, she said she felt prepared to talk to the
landlord and made a commitment to do it the next day.



Exercise 6-3
Consider a task that is onerous or difficult for you (for example, starting a
paper for school). Create a self-instruction script that takes into account the
individual steps of the tasks and includes the coping statements that can be
inserted along the way.

Exercise 6-4
With a fellow classmate, role play a client-social worker situation and have the
"social worker" help the client come up with a self-instruction script in order
to be better able to face a challenging situation.
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Thought-Stopping Techniques

Sometimes, even after people have learned that certain thought patterns they
have are distorted, they still have difficulty putting a stop to those thoughts. To
interrupt or stop negative thoughts, three techniques can be taught:

• thought-stopping
• the rubber-band technique
• setting aside worry time

1. Thought stopping. When alone and thinking negatively, clients are in-
structed to yell "STOP" as loudly as possible and to then say, "I won't think
about that anymore." They are told to gradually change from yelling to think-
ing "Stop" so the technique can be used in public.

l
EXAMPLE 6-3 l

Cheryl, an African American 18-year-old, has been living with a foster
family, Mr. and Mrs. Johnson, for the last 2 years. Also in the house-
hold is the Johnson's biological grandchild, Kenny, of whom they have
custody. Since Cheryl has graduated from high school, her foster
parents expect her to get a job, but she has not been looking. Cheryl
is also not doing her chores or complying with the Johnsons' house
rules. After the social work student worked with Cheryl, Cheryl better
understood the connection between the way she thought ("They're
going to kick me out"), the way she felt (anger at them), and the way
she behaved (wanting to get back at them and not get a job). Cheryl
had also figured out that, "Being kicked out is just what I'm used to
from my past foster parents. My real mom-that's what she did, too.
She kicked me out of the house when I was really young." Then she
said, "I just don't know how to stop having these thoughts that they
don't love me and that they want me to leave."

The intern introduced the technique of thought-stopping
to Cheryl and explained that every time she thought about the
Johnsons kicking her out or not loving her, or had any other
negative thought that was not realistic or based on facts or
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evidence, she should use the technique. They practiced in the
session with Cheryl first saying "Stop!" very loudly when she had
the negative thoughts and then saying it to herself.

2. The rubber-band technique. In this technique, clients are told to wear a
rubber band on their wrist and snap it every time they catch themselves
thinking negatively.

3. Setting aside worry time. For people who are beset with rumination about
negative and disastrous events, this technique can be helpful in introducing
an element of control over the worry. It involves scheduling a preset time
each day to focus on troubling issues. The idea is to make an appointment
with oneself for worrying; 15 minutes should be plenty. For this technique,
the person is encouraged to write down his or her concerns; the act of writing
itself often makes endless rumination more concrete and manageable.

EXAMPLE 6-4

A 24-year-old Caucasian woman named Margie talked with a social
worker about feeling fat, ugly, depressed, and worried that
everyone was thinking these things about her. She said she also
worried about what was going to happen in her life. She still hadn't
finished college, and she had no career plan. She didn't have a
boyfriend, and she worried that she would never get one. She
ruminated constantly about her last relationship in which a man
she'd been seeing abruptly stopped calling. Finally, she worried
about her father, with whom she lived, because if she moved out
eventually, he would be lonely (his wife, Margie's mother, had
divorced him), even though Margie had no immediate plans to
move out.

The social worker gave her the homework assignment of
"worry time" because Margie said these thoughts consumed her
during the day. She recognized that they also blocked her from
taking more productive actions, such as finding a job and getting
involved with activities and volunteer work that might lead to
meeting new people or finding a career path.

Margie religiously stuck to the assignment for the first week

and said that it was enormously helpful. She was able to tell herself
during the day when worries surfaced, "I can think about that later
during worry time." She said when she sat down to worry, it was
harder than she thought (sometimes she wouldn't feel like worrying
then), but the writing kept her on track.

During the second week, Margie said that she didn't need to
use so much worry time unless she found herself worrying during
the day. Then she would tell herself, "I won't let that bother me now.
I can think about this later during worry time." Margie had started
filling out applications and going on job interviews. She was also
planning more activities with friends, such as rollerblading, and was
more focused on enjoying herself than on thinking about how ugly
and fat she was.

Exercise 6-5 J_
Consider a negative or distorted thought pattern you frequently experience
that you would like to gain control over (we all have them!). Choose one of the
above thought-stopping techniques and try it for one day with the negative
thought pattern. Give the reason you chose the particular technique and the
results of your experiment. From your practice with the technique, how will
you help clients use the technique?

i



Coping with Craving

Craving is commonly associated with substance use but can also apply to
other situations, such as when people are trying to break up with abusive or
inappropriate partners. Sometimes people return to using substances or go
back with abusive or inappropriate partners because they experience over-
whelming feelings of craving or longing and give in to them (Carroll, 1998).
However, if this common phenomenon is understood and anticipated, then
these feelings can be managed effectively. Although craving has certain physi-
ological components, mostly it is a psychological experience. We describe both
cognitive and behavioral ways to manage craving.

Cues for the craving first need to be identified. Cues for craving the return
of an old relationship, for example, might include certain times of the day
(e.g., going to bed alone at night), experiencing a setback in a new lifestyle,
feeling lonely, or seeing other couples together. Craving for substance use can
occur in reaction to a variety of triggers, including emotions (e.g., boredom),
social cues (being with people who use substances), and environment (being in
the neighborhood where one used to use substances or where drugs are avail-
ible). The social worker's task is to help the client identify these cues and to
:onvey the time-limited nature of longing, that it peaks and dissipates, if not
icted upon. After identifying the person's most problematic cues, the social
vorker should explore the degree to which of some of these can be avoided—
or example, keeping busy with a structured list if being bored is a challenge,
voiding places where a certain person might be.

The variety of strategies for coping with craving include the following:
istraction; talking about craving; "going with" the craving; recalling the
egative consequences of the object of craving; and using self-talk (Carroll,
?98). Distraction involves keeping busy and engaging in enjoyable and relax-
g activities. Talking about the craving involves conversing with supportive
?ople about the feelings. In "going with the craving," Carroll describes the
Uowing: "The idea behind this technique is to let cravings occur, peak, and
iss; in other words, to experience them without fighting or giving in to them."
> and colleagues as cited in Carroll (1998) identified the steps involved; these
ould be practiced within sessions or at home before craving occurs. Also,
2nts should be told that the purpose is not to make the cravings disappear,
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but to experience them in a different way that makes them less anxiety provok-
ing and dangerous and thus easier to ride out. The steps are as follows:

1. Find someplace safe to let oneself experience craving (e.g., a comfort-
able and quiet place at home).

2. Relax and focus on the experience of craving itself—where it occurs in
the body or mind and how intense it is.

3. Focus on the area where the craving occurs. This involves paying atten-
tion to all the somatic and affective signals and trying to put them into
words. What is the feeling like? Where is it? How strong is it? Does it
move or change? Where else does it occur?

Another technique to assist clients in resisting craving involves recalling
the negative consequences of the problem behavior. When experiencing crav-
ing, many people have a tendency to remember only positive aspects, often for-
getting the negative consequences. For this reason, one recommendation is that
a client carry an index card with the positives of fetaying away from the problem
behavior and the negative consequences of giving in to it written out (see also
the discussion on the decisional balance technique in Chapter 9).

Self-talk may also be a strategy to use. Automatic thoughts associated with
craving often have a sense of urgency and exaggerated dire consequences
(e.g., "If I don't see him tonight, I'll die.") In coping with craving, the client needs
to both recognize the automatic thoughts and counter them effectively. To help
clients recognize their automatic thoughts, you can point out cognitive distor-
tions that occur during sessions (e.g., "A few times today you've said you need
to talk to her, see how she's doing. Are you aware of those thoughts when you
have them?"). Another strategy is to help clients "slow down the tape" to recog-
nize cognitions: "When you relapsed last time, you said you really weren't
aware of what led up to it. But I bet if we go back and try to remember what that
day was like, sort of play it back like a movie in slow motion, we could find a
couple of examples of things you said to yourself, maybe without even realizing
it, that led you down that path. Can you sort of play last night back for us now?"

Once automatic thoughts are identified, it becomes much easier to
counter or confront them, using positive rather than negative self-talk. This
includes cognitions such as challenging the thought (e.g., "I won't really die if I
don't have her in my life"), and normalizing the feeling (e.g., "Craving is
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EXAMPLE 6-5

John, a 36-year-old habitual marijuana and alcohol user, was
arrested for driving while intoxicated. The court mandated that
he attend treatment and undergo periodic urinalysis as part of his
sentencing. John was divorced, with no children, and currently lived
alone. John expressed to the social worker providing his treatment
that he had overwhelming urges to use marijuana. Together they
devised a plan for how he would cope with these cravings. First,
they looked at the cues for his craving. John initially said he felt like
he didn't have cues—he just craved marijuana constantly. The social
worker attempted to walk him through his day to get more infor-
mation. John said he'd usually started smoking first thing in the
morning when he got up. He also was usually "high" when he went
to his job. He was a television repairman and claimed that being
high helped him focus on this work, which required concentration
but was also tedious. Lunchtime was another time of day that
initiated cravings because then he had usually smoked another
"joint" before returning to his afternoon shift of work. Coming
home marked another occasion, since he was used to "lighting
one up" right when he entered his rental house. Weekends were
another problem, because he went to bars with his friends and got
high several times on weekends.

Given this information, the social worker identified that
"certain times of day" were John's major cue. Because he had a
15-year-old entrenched routine with his marijuana use, she advised
that the best strategy was to use a form of distraction coupled with
avoidance, which meant changing his routines.

For instance, she asked him if he had other morning routines
he enjoyed. He said he liked drinking coffee and in the past, would
smoke, watch TV, and drink a pot of coffee before heading to work.
After some deliberation, they decided that John could try visiting a
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place that sold "really good coffee" in the morning and drink his
coffee there. He balked at the expense, but when the social worker
pointed out that spending money on coffee was a lot less expen-
sive than maintaining a marijuana habit, he had to laugh at himself.

For lunchtime, they talked about John treating himself to lunch
out rather than going home to smoke. The social worker also
informed him about lunchtime A.A. meetings that were quite
common throughout the city and where he could safely talk about
his cravings. So far, John had balked at A.A. attendance, but he
admitted he might have to do something to meet people who
didn't smoke because he didn't know a single person outside of
that network. John said he also enjoyed browsing in computer and
record stores, so this was another pleasurable activity he could do
on his lunch hour to replace marijuana smoking.

In this fashion, they went through his daily and weekend
routines, trying to find alternative ways of meeting some of his
needs for relaxation and pleasure. In addition, the social worker
reminded him that in the early phase of treatment, they had done
a decisional balance on the advantages and disadvantages of
changing his behavior. She suggested that he carry a copy of it
folded in his wallet, so when he was beset with cravings, he could
remember the negative consequences of his use. Major ones for
him involved the legal trouble he was in, the fact that he was more
than 50 pounds overweight from drinking and the "munchies" that
followed his marijuana use, and a chronic cough that had afflicted
him for years. He also recognized that his ex-wife had left him
because of his substance use in the past, and to be involved with
a partner in the future, he was going to have to "straighten up." He
didn't want to live alone for the rest of his life.

Self-talk was another strategy they explored. John identified
his thoughts as: "I don't think I can get through the day without
smoking." Response: "That is not true. I've gotten through plenty
of days without smoking." "Marijuana was the best thing in my life."
Response: "The best thing in my life has made me overweight and
unhealthy and means that I now have a record."



Exercise 6-6

Do you have cravings associated with a particular problem (say, overeating or
smoking)? Choose one of the methods to cope with one incident of your crav-
ing and report the results here. What have you learned that you can apply to
your work with clients?
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Exercise 6-7
Do you have a client on your caseload who experiences cravings, whether for an
abusive partner or for drugs or alcohol? Do one of the following, (a) Work
directly with the client on understanding the nature of cravings; then explain
and practice at least one technique for dealing with craving, (b) Work hypotheti-
cally with a partner in class on this exercise. Summarize the work in a paragraph
and then report what you have learned about this type of work.



160 • Cognitive-Behavioral Methods for Social Workers

Summary

This chapter focused on helping clients learn coping skills that are cognitive in
nature. These skills are needed when people have certain deficits in their
thinking. Self-talk, self-instruction, thought-stopping, and positive ways to
cope with craving require the client to develop new cognitions to assist them in
managing and negotiating stressful events more effectively.
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Behaviorally Based Skills

This chapter focuses on the repertoire of skills the social worker can teach
the client. These include the following: problem-solving, relaxation, communi-
cation, assertiveness, and social skills. Although the skills are discussed sepa-
rately, cognitive-behavioral interventicfns are often offered as a package, and
many techniques are used in combination. The chapter concludes with how
the various techniques can be used to develop a plan for coping.

Problem-Solving Training

Individuals often get stuck when faced with stressful situations, not knowing
what to do about them. They may avoid the problem altogether. For instance, a
woman receives a letter from the electric company stating that her electricity
will be turned off for nonpayment. Unable to face the problem, she does
nothing. Another common way that people deal with stressful situations is to
use a tactic that has not worked well before. For example, a child misbehaves,
and the parent yells, even though yelling has proven in the past to have no
effect on the child.

The problem-solving process is designed to help clients learn how to
produce a variety of potentially effective responses when faced with problem
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tuations (D'Zurilla & Nezu, 2001). It includes the following five steps for the
ractitioner and client to address:

1. Define the problem.
2. Brainstorm.
3. Evaluate the alternatives.
4. Choose and implement an alternative.
5. Evaluate the implemented option.

We flesh out the steps, drawing on material from Beach, Sandeen, and
)'Leary (1990), D'Zurilla and Nezu (2001), and Wheeler, Christensen, and
acobson (2001). A Problem-Solving Process worksheet is provided for your use.

Defining the problem involves first finding the salient problem. For
nstance, a client mentions that she is often late for work, but then mentions the
eason for her lateness: her children not getting ready on time. The latter
ihould therefore be the focus of the problem-solving process.

Defining the problem may also mean breaking a complex problem into
ts subcomponents. For instance, if a couple's finances are in a tangle, this
problem may have to be tackled one part at a time. The couple could spend
:ime on one aspect, such as figuring out how to spend 20 percent less each
nonth. Note how the problems should be defined in concrete terms, such as
"spending 20 percent less each month." Although some goals are not easily
defined in terms of their positive behaviors, the focus, as much as possible,
should be on what people want rather than on what they don't want. For
example, it could be "how to discuss finances calmly" rather than "how to not
argue over money."

Brainstorming is the part of the problem-solving process in which
the client is encouraged to come up with as many solutions as possible—even
those that are silly, outlandish, or impossible. If more than one person is
taking part in the process, the social worker should ensure gaining feedback
from everyone. One way to do this in a particularly unruly group or one in
which there are dominating members is to ask each person in turn for an idea
and keep going around the room until a sufficient number of ideas have been
presented.

I
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WORKSHEET 7-1 Problem-Solving Process

1.

2.

3.

4.

5.

6.

7.

Q
O.

9.

10.

Defining the Problem

Brainstorming

1



WORKSHEET 7-1 (continued)

Evaluating the Alternatives

1. Advantages/Disadvantages

2. Advantages/Disadvantages

3. Advantages/Disadvantages

Choosing and Implementing an Alternative

Evaluating the Implemented Opti

O"IHI'I £K / »

Sometimes it is only after people come up with a number of ideas that
they become "warmed up" and consider other options. Some prompts to get
ideas going include the following:

• What would [an important person in a family member's life] say you
might do about this?

• What would [people family members admire] do in this situation?
• Think about what you have done to solve other problems like this in

the past.
• "Ask questions that prompt different classes of solutions (e.g., 'Are

there any consequences that might help Johnny clean his room?' 'Try
thinking of some ways to change your routine that might help you . .
.'") (Foster & Robin, 1998, p. 636).

• Make an off-the-wall or "crazy" suggestion yourself.

All solutions should be written down.
Sometimes clients at this stage will attempt to dismiss certain ideas or

argue about their feasibility; however^ the social worker should redirect the
brainstorming process, stating that the time for evaluating alternatives will
come later. When people criticize, they should be asked to come up with a
solution instead.

When evaluating alternatives, the patently irrelevant or impossible items
are crossed out before each viable alternative is examined for its advantages
and disadvantages. Sometimes in this process, clients find that they need to
collect more information. For example, the couple with financial problems
might need to find out more information about credit consolidation programs
or credit counseling options.

The next part of the problem-solving process is choosing and implement-
ing an alternative in which the social worker has the client select one or more
strategies that seem to maximize benefits over costs. The details of the plan
may need to be fleshed out in writing. As part of the plan, potential barriers
should be identified. Practice of skills may also be necessary. As a final aspect,
the social worker should elicit a commitment from the client to follow through
with the plan.



Evaluating the implemented option involves exploring with the client
how the plan was enacted and its subsequent effect. Praise is used liberally for
the elements of the plan that went well as well. The social worker also spends
time on the parts of the plan that may still need work. If necessary, the plan is
revised or a new option is selected from the list.

EXAMPLE 7-1

In a group designed to enhance coping skills with adolescent girls,
one of the units covered problem-solving. The teen girls, who were
attending an after-school pregnancy prevention program, wanted
to discuss how to handle unwanted attention from males, a problem
that seemed to come up on a frequent basis.

The members generated a list of possible options. These
included the following:

1. saying "no thanks"
2. saying "leave me alone" or "go away"
3. laughing it off/joking around
4. ignoring/walking away
5. speaking to a parent about it
6. making excuses, such as "I have a boyfriend"
7. using "the finger" and/or other expletives

The advantage of the more aggressive options was that they
"did work." Girls said they were able to get boys (and men) to leave
them alone by using these means. However, they said a main
disadvantage was they didn't feel good about themselves for using
these methods. Another was that they wouldn't feel safe doing
these things alone—only when they were in a group of other girls.
Options that involved "trying to be nice," such as saying "no thanks"
or "leave me alone," laughing off an advance, or ignoring someone
that was being sexually aggressive, were also discussed. The main
advantage of these methods was that they were effective; the dis-
advantage was that sometimes males did not take them seriously.
Regarding the option of speaking to a parent, the advantage was

that girls could receive advice from parents about how to handle
a situation they found difficult; the disadvantage was that their
freedom might be at cost as their mothers might not let them go
to as many places. The other alternative explored was "making
excuses." While this was advantageous in that it "sometimes
worked," for many sexually aggressive males, excuses didn't seem
to have much of a deterrent effect. Group members discussed the
various options and determined that it helped to be assertive by
telling people who "came on to them" to leave them alone. If that
didn't work, they thought that ignoring further advances was the
best course of action.

The problem-solving process is taught not only to people on an individual
basis, but also to couples and families. It is sometimes then referred to as "nego-
tiation skills." Some additional challenges may arise when problem-solving is
presented in a family context (Foster & Robin, 1998). First, family members may
believe that the problem-solving process seems "fake." The social worker can
explain that many new skills seem artificial at first. After the family becomes
more adept at the skill, they can adapt it to suit its members. Sometimes people
complain that by focusing on a specific problem, the "real problem" is being
ignored. The social worker must explain that problems manifest themselves in
specific ways, and it is only by naming concrete behaviors that people under-
stand the nature of a problem and what it is they must do to change their behav-
ior. Family members also may complain that their problems are too complex for
problem-solving techniques. In these situations, the social worker should break
large, complex problems into their constituent parts and work on one at a time.

Another common problem in conjoint sessions is that certain family
members exert more power than others, and they either force others to accept
their definition of the problem, or they dominate the brainstorming, evalua-
tion, or selection phases. The social worker must reassure the family that all
members have the right to be heard and understood and that sometimes differ-
ent definitions of the problem are necessary so that the problem is illuminated
more fully. The social worker should ask everyone in the room to give brain-
storming ideas. If it appears that people are afraid of offering opinions that are
in conflict to a dominant member, the social worker must bring this out into
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the open. For resistant, sullen, or passive members, ask them to assume roles
that involve participation in the process, such as writing down solutions and
reading them back, or writing down the pros and cons of viable alternatives.

To make sure that positions are understood, for those on "opposite sides,"
say each partner in a couple or the children and the parents in a family, have each
party evaluate the advantages and disadvantages of each viable solution from
the other party's perspective. If parties come to an impasse on a certain solu-
tion—one side wants one idea implemented and the other side wants another—
ask the couple or the family to implement one solution one week (usually the
children's), and if it doesn't work, to try the next idea the following week.

Exercise 7-1

Consider a problem with which you are struggling. Go through the problem-
solving process. If you are comfortable sharing your problem with a classmate,
have this person go through the process with you. As you come to the end of
the process, decide what options you will implement in order to help solve
your problem.

CHAPTER 7 • Behaviorairy Based Skills • 169

Exercise 7-2
This exercise is best done as a class. Have a student in the class volunteer a
problem in his or her field placement or a challenge he or she is having with a
particular case. Go through the problem-solving process as a class. Aside from
the answers to the particular dilemma involved with the student, what did
you learn about the problem-solving process? How can you apply what you
have learned to your work with clients?
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Exercise 7-3

Consider a problem with which a client is struggling. It could be
transportation issue, or how to handle a situation at work or with faml ' *
through the problem-solving process using worksheet 1 with a classmate as °
of a role-play situation.

=>rn of breathing through the chest, prevents rapid, shallow breathing
rventilation associated with anxiety.

Relaxation Training

The purpose of training people in relaxation skills is to help them reduce their
anxiety and tension. Techniques for relaxation training include
diaphragmatic breathing, progressive muscle relaxation, meditation, and visu-
alization (described in this section and discussed more extensively in Davis,
Eshelman, & McKay, 1995). When people are trained in these skills, they are
instructed to practice them daily, for at least 10 to 15 minutes per day. Relax-
ation training can also be considered more broadly as any activity that reduces
tension and induces a feeling of well-being in a client. "Self-care" activities in
general can be counted in this category. Clients often name a number of such
activities that are pleasant and enjoyable, such as gardening, craftmaking, talk-
ing on the phone to friends, going out to eat and hot baths or showers.

The purpose of diaphragmatic breathing, which involves deep breathing
into the abdomen, is to reduce muscle tension and to increase functioning of
the respiratory system. Diaphragmatic breathing, in contrast to people's com- 1

progressive muscle relaxation, the individual is instructed to tense the
ies in his or her arms and hands, then relax them (Clark, Lewinsohn, &
1990). Next the individual is asked to tense his or her face and forehead,

11 wed by t h e s n o u l d e r s ' b a c k ' c h e s t ' a n d stomach, then legs. After tensing
h muscle group, the person is told to relax and is given instructions about

e
b d o minal breathing and the effect of breathing deeply on relaxation. Approx-

telv 7 seconds are devoted to tensing each muscle group and 7 seconds are
devoted to relaxing the same muscle group.

The process of meditation involves the uncritical focus of attention in order
to gain detachment from troublesome thoughts and emotions. It also helps the
person to concentrate more fully on the present moment rather than on the
past or future. The focus of attention varies by tradition but can include the
person's own breathing; a word or phrase; the visualization of an object, such
as a flame or a flower; or gazing at a fixed object, such as a lit candle. The posi-
tion used during meditation also varies by tradition but can include sitting in a
straight-backed chair, sitting cross-legged, or holding a yoga position.

Visualization involves creating\a special image or place that is relaxing and
using the five senses to conjure up details of the experience. More discussion of
techniques can be found in the self-help books on relaxation that are listed in
the appendix.

The following case involves Monisha Jackson, whom we discussed in
Chapter 4, Example 4-1.

EXAMPLE 7-2

Ms. Jackson, the mother of two children with sickle cell anemia,
suffered much stress and anxiety and did not have many ways
to reduce tension. When the social work brought up visualization,
Ms. Jackson said she'd heard of the technique before: "I think that's
what a psychologist once taught my youngest daughter to do when
she was in pain. Some kind of storytelling or something. You can
tell me more about it."

The social work intern asked Ms. Jackson to identify a place
that was relaxing for her (a Caribbean beach), and the intern wrote
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down the sensory (sight, smell, auditory, tactile) details that
Ms. Jackson used to describe the place. The intern told her that
in times of anxiety or stress, Ms. Jackson could sit in a relaxing
position, close her eyes, and conjure up the place and experience
these details. They practiced in the session, and Ms. Jackson
reported feeling a sense of relaxation and being renewed.

CHAPTER
R? V Behavioraiiy Based SkitlS

Exerdse 7-5_
experience with relaxation training and visualization?

Exercise 7-4

Vhat are your self-care activities?

Exercise 7-6
. .

response
and what you learned about this technique.
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Communication Skills Training

Communication skills cover a wide spectrum of interventions that includes
attention to clients' assertiveness and social skills (which will be covered later
in the chapter) as well as negotiation skills. This section explores communica-
tion skills in light of situations social workers commonly encounter. These
include fostering healthy communication in families in which stressful life
events have occurred and helping clients advocate for themselves in written
communica tion.

The reasons for facilitating clients' communication skills are myriad. Pos-
itive communication builds relationships and closeness with others, which in
turn enhances social support (Clark, Lewinsohn, & Hops, 1990). Social support
not only provides a source of positive reinforcement, but also buffers individu-
als from stressful life events. In addition, processing the effects of problems
with other people may change a person's perspective on problem-generating
events. When a person can openly state feelings and reactions to interpersonal
situations, other people understand clearly how they might continue their pos-
itive behaviors or change their negative behavior.

The basic components of communication skills training include using "I"
messages, reflective and empathic listening, making clear behavior change
requests, and complimenting. "I" messages are those in which a person talks
about his or her own position and feelings in a situation rather than making
accusatory comments about another person. The general format for giving "I"
messages is I feel (the reaction) to what happened (a specific activating event). For
example, "I feel worried when you stay out past curfew on Saturday night"
rather than "How dare you stay out so late!" which may make the other person
feel defensive.

Since people have a tendency to offer opinions instead of expressing their
feelings (e.g., "I feel that you have been neglecting me"), the social worker is
advised to educate clients about the four main feelings: anger, sadness, fear,
and happiness. When clients have difficulty talking about their feelings, they
can refer to these emotions to keep them on track (e.g., "I feel sad that you
haven't called me from work recently to talk during the day").

A good guideline for when to initiate the use of "I" messages is when
people are interested in working on a relationship or when they need some-

one to change his or her behavior because that person can't be avoided
(Clark, Lewinsohn, & Hops, 1990). If a person can be easily avoided, then
it might not be worth doing the work and taking the risk involved in making
"I" messages.

Listening skills include both reflective listening and validation of the
other person's intent. The purpose of reflective listening is to ensure that the
listener understands the speaker's perspective. It decreases the tendency of
people to draw premature conclusions about the intentions and meaning of
another's statement (Cordova & Jacobson, 1993).

Reflective listening involves paraphrasing back the feelings and content
of the speaker's message with the format "What 1 hear you saying is . . ." or
"You seem to feel [mad, sad, scared, and happy] when . . ." Beyond reflection,
validation is an advanced skill and involves conveying that, given the other
person's perspectives and assumptions, his or her experiences are legitimate
and understandable: "I can see that if you were thinking I had done that, you
would feel that way" (Beach, Sandeen, & O'Leary, 1990).

A third component of communication skills training involves teaching
people to make clear behavior requests of others. Such requests should always be

• Specific ("pick up your toys") rather than global ("clean up around

here").
• Measurable ("I would like you to call once a day").
• Stated as the presence of positive behaviors rather than the absence of

negative behaviors ("Give me a chance to change and look over the
mail when I come home, and then I'll talk to you" rather than "stop
bothering me with your questions").

Praising or complimenting is also considered an essential communication
skill because it reinforces desired behaviors in others so that they will continue
to occur. (See Chapter 2 for information on praise.) Another purpose is to cre-
ate a positive atmosphere in the relationship so that other interventions will be
more effective when they are applied.

While communication skills seem fairly straightforward when they are laid
out in this way, people typically have enormous difficulty learning these skills.
Table 7-1 covers some of the common challenges with ways you, as the social
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worker, can respond. To help you get in touch with some of these possible diffi-
culties yourself, a couple of exercises follow for you to try out your own skills.

Exercise 7-7
Consider a difficult interaction in your personal or professional life (e.g.,
handling a disagreement with a family member or friend, talking to your field
instructor about your learning needs, addressing a group member for a class
project about contributing more to the group). Rate from 1 to 10 how comfort-
able you are communicating about this issue. Go through the Communication
Skills Training worksheet, giving thought to and then writing down how you
would handle the various aspects of communication that might be involved in
this situation. After you have finished, rate from 1 to 10 how comfortable you
are now in communicating about this issue.

TABLE 7-1 Challenges in Learning Communication Skills

Challenges

People use "I" messages that
are really disguised "you"
messages (e.g., "I feel like you
never listen to me").

People make global statements
about the other person rather
than describing specific behaviors
(e.g., "You never listen to me").

People are hesitant to do reflective
listening because they think that
by reflecting another's feelings
they are agreeing with the other
person's version of events.

People ask for change from the
other person that is stated in
global terms (e.g., "If you could
just be nice to me").

People say that they shouldn't
have to ask for what they want—
the other person should already
know.

People are reluctant to praise
others for the behaviors they
want ("He should already be
doing these things. He never
says anything nice to me, so
why should I say anything nice
to him?").

How to Help

Remind people to talk about their
feelings first (e.g., "I feel sad
when . . .") .

Remind people to describe
specific behaviors (e.g., "I tell you
about my day, and you keep
watching TV").

Reassure people that they don't have
to agree with what the other person
is saying; they just have to reflect
back the content of the message (e.g.,
"You're saying that you feel sad
when you tell me about your day,
and I'm watching TV"). Tell them that
they will have a chance to state
their side of the to situation.

Indicate that change requests should
be made as specific behaviors (e.g.,
"I would like you to turn off the TV
when I'm telling you about my day").

Remind people that others are not
"mind-readers" and that we all find
different things important, so the other
person must be told what we
consider important.

Let people know that praise is
important because it lets others know
they are on track in giving us what we
would like. Praise is also a reciprocal
process, and positive feelings
engendered by praise may lead to the
other person offering praise in turn.
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:ercise 7-9
ich a client about "I" messages, reflective listening, and making behavior
mge requests. Before initiating the training, have the client rate on a scale of
3 10 his or her comfort level in dealing with the particular interaction involved.
Lchor 10 as being "absolutely comfortable" and 1 as being "extremely uncom-
table." Record the client's reactions to the skills, noting what represented a
illenge. Did you make any adaptations to meet the needs of this client? After
u have finished the training, re-rate his or her comfort level.

Communication skills can be taught to people on an individual basis or in
uple or family sessions. When people are taught these skills in conjoint
isions, expect that they have an even more difficult time grasping the infor-
ation and rehearsing it. Often, family members become defensive or argu-
entative; they interrupt each other and attempt to control the session (Foster
Robin, 1998). In this situation, the social worker should establish ground
les, such as one person talks at a time and there will be no interrupting each
Ker; when ground rules are transgressed, the social worker then has the rule
refer back to. Politely but firmly redirecting family members to the task at
nd, rather than allowing interruptions and angry outbursts to take over the

a rases when family members do not
session, may be necessary. In some C* ' i o n , t h e social worker may
respond to redirection and quarrels overru _ ^ s k i U s W o r k i n g w i t h

have to work with family members onang ^ g ^ ^
fondly members separately until they have the^ kil ^
express themselves in appropriate ways in session

Exercise 7-10 —
~~i ^7 family teach the basic communication

If you are working with a couple or with a ̂  ts. what
i l l s of "I" messages, f ^ ^ ^ ^ , interrupt, or were there
were their reactions to these skills? Did anyone g ^ i

other challenges for you to manage? How didlyo
gist of the messages family members were eventually able g



Another way that social workers can use communication skills training
is when they work with families in which there are a multitude of stressors.
Often, our clients are undergoing chronic stress, such as poverty, living in
unsafe neighborhoods, abuse, and living in single-parent homes. They also
experience acute stressors, such as divorce and remarriage, moving residences,
illness of a caregiver or relative, and so forth. Children under stress may act out
in externalizing ways, and parents are often puzzled by their children's behav-
ior, asking social workers to work with their children on reducing these symp-
toms. Children may also of course react in internalizing ways with anxiety,
depression, and low self-esteem, which might be less manifest to the parent.

Social workers can teach parents in these situations about the effects of
stress on children and assist them in identifying their children's feelings and in
responding appropriately with reflective listening. Training parents in such
skills is necessary so that they can help their children deal with the impact of
stress as it unfolds.

However, parents sometimes are reluctant to talk with their children
about what they have been through. Following are some of the typical remarks
parents make and how the social worker may respond (adapted from Deb-
linger & Heflin, 1996):

Parent: 1 don't want to talk about what has happened or what
is happening with my child. I just want him to forget i
about it.

Social Worker Response:

• Discuss the research indicating that avoidance is a poor
coping mechanism and leads to less than optimal outcomes
(Compasetal.,2001).

• Provide the rationale that important behavior is modeled
when a parent is able to talk about family experiences and
identify feelings; the child learns how to communicate about
experiences and feelings rather than acting them out
through behaviors.

• Just because something is forbidden from discussion doesn't
mean that a child won't continue to mull things over and
possibly reach erroneous conclusions about what has hap-
pened ("it's my fault").
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Parent I'd rather you just talked to my child and got through
to him.

Social Work Response:
• Stress to parents that they are much more important to their

child than the social worker will ever be. Children often take
awhile to reveal experiences and feelings, and the social
worker may have a limited time to work with a child.

• If parents are trained in some important listening and valida-
tion skills, then they can help their children with experiences
and reactions as they unfold over time.

Parent: What if I get upset?
Social Work Response:

• The parent can process the events and experiences with the
social worker first so that emotions are expressed before
talking with the child.

• The social worker can provide guidance to help parents,
when they become upset, to reassure their children that the

^children are not to blame for the parents' feelings.
• Parents are also advised to express their feelings to their

children ("I am feeling sad that your dad and I are no longer
going to be living together") so that children learn how to
identify and articulate feelings.

• Parents can further reassure children that they have other
adults to turn to for support, and these people should be
named. In this way, children realize that they are not respon-
sible for taking care of their parents.

Parent: What if my child gets upset?
Social Work Response:

• The social worker can advise parents that they should see
this as a positive sign that their children are expressing their
feelings, and the child should be reinforced ("I'm glad you
told me about this").

• Parents can reflectively listen to the child's concerns and
offer comfort.

i
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Parent: I won't know what to say. I can't explain to her why
some of these things have happened.

Social Worker Response:

• Reflectively listen to children's concerns.

• Admit that aspects of what has happened are difficult to
understand (e.g., death of a loved one).

• Have the parent tell the child that he or she will seek guid-
ance from the social worker.

Parent: The only time my child is interested in talking is
when I'm busy.

Social Work Response:

• Take time out to listen to children's concerns, if possible.
• If not possible, assure your child that you will come back to

the topic later and set a specific time to do so.
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Exercise 7-11

If you are working with a parent who has concerns about his or her child's
behavior and the family has undergone stressors, teach the parent about the
use of reflective listening and validation of children's experiences and feelings.
Did the parent respond in any of the ways described in this section? How did
you handle any reluctance the parent had? Ask the parent, after your training
is complete, to report back the results of such a conversation with his or her
child. What happened?

As an alternative, if you do not have a client who would benefit from this
exercise, role play such a client with a classmate and go through the same steps.

Another way that clients can learn about communication is by expressing
themselves in writing as part of advocating for themselves. For those situa-
tions in which verbal communication skills have not been sufficient to result in
a desired outcome, the social worker might focus, as the next step, on helping
the client compose a letter to the agency or organization that handles the



client's particular matter. Such a letter usually records the actions the client has
taken to date. In this way, clients learn to be behaviorally specific about what
they have done, referring to the policies that entitle them services, and they
make concrete requests about the next step that the other party should take.
Teaching communication skills through letter-writing is an effective way to
help clients learn about their rights and how to have these rights met.

Exercise 7-12

Find a client on your own caseload or at your agency whose rights have been
violated in some way (not being treated fairly by an employer, not receiving
services for a child, not having basic living requirements met by the place in
which they are housed). Meet with the particular client, review any records he
or she has of previous requests or actions, and help the client compose a letter
detailing the past events and the corrective action that must be taken. Make
sure the letter gets sent. It might take awhile to obtain results, but please dis-
cuss with your class the results of your actions.

Assertiveness Skills ]

Assertiveness training involves teaching people to communicate their rights
others. Such training involves first teaching the difference between aggressio"
(putting forth one's opinions, feelings, and needs at the expense of others^
assertion (expressing one's needs with respect for the rights of others) and
passivity (putting other people's needs over one's own) (Davis, Eshelnian &
McKay, 1995). The second aspect of training involves identifying the different
situations in which people typically have difficulty demonstrating assertive-
ness. These include

• asking for help or service
• stating a difference of opinion
• receiving and expressing negative or positive feelings
• asking for cooperation
• speaking up about something that is annoying
• talking when he or she is at the center of attention

The assessment also involves identifying the particular people with whom the ]
client acts nonassertively. These may include parents, children, colleagues, 1
spouse, partner, employer, acquaintances, strangers, friends, salespeople, clerks, :

and/or a group of more than two or three people.
Once the situations have been identified, assertiveness skills training

includes some basic communication skills, such as teaching the client to use "I"
statements and make behavior change requests to get his or her needs met in a
way that is respectful of others. Other assertiveness skills include the "broken
record technique" in which a person repeats his or her position without contin-
uing to argue a particular point. More discussion of techniques can be found in
the self-help books on assertiveness that are listed in the appendix.

EXAMPLE 7-3

In a group of mothers whose children had been sexually abused,
assertiveness was one of the group topics. Women went through a
list of situations and identified those that gave them problems,



including setting limits with the person who abused their child. For
instance, one group member named Martha described how her
ex-boyfriend, who had sexually abused her 9-year-old daughter,
kept calling and coming over even though she was at risk of losing
custody of her child if he had contact with her.

The group facilitators modeled how to handle the situation,
using "I" messages and behavior change requests: "I'm mad that
even after I've told you that I can't see you or talk to you, you keep
contacting me. I've told you that I need to put my daughter first,
and you ignore what I say. I don't want you calling or coming over
anymore."

Martha said that the problem was he would start to deny the
abuse, taking her daughter's allegations, one by one, and refuting
them. She said she wanted to be fair and hear both sides of the
story but admitted that listening to what he had to say made her
feel confused and that her daughter probably didn't feel supported
as a result. The facilitators discussed the "broken record" technique
as it related to Martha's situation. They explained that rather than
getting "sucked into" debating with him her daughter's allegations,
she could simply repeat her request: "I have to put my daughter first
right now, and I don't want you calling or coming over." After she
behaviorally rehearsed the dialogue with one of the facilitators,
Martha said that even though she was nervous using these skills,
she felt more confident that she could actually set limits on her
ex-boyfriend.
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Exercise 7-13

Assess your own assertiveness skills on a l-to-10 scale, with 1 being passive,
10 being aggressive, and 5 being assertive. Identify a situation in which you
have difficulty being assertive and write down the responses you could make
that would put you in the assertive range on the scale. How confident are you
on a l-to-10 scale that you can enact this skill the next time the situation arises?

For the next part of this exercise, role play your new assertive response with a
classmate. Rate again your confidence on a l-to-10 scale.
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Exercise 7-14
Working with a client who needs help with assertiveness skills, ask the person
to assess his or her own assertiveness skills on a l-to-10 scale, with 1 being pas-
sive, 10 being aggressive, and 5 being assertive. Have the person identify a sit-
uation in which he or she has difficulty being assertive, and teach assertiveness
skills. Model the appropriate response, and then have the person behaviorally
rehearse. Have the person rate on a l-to-10 scale his or her sense of confidence
that the skill will be enacted the next time the situation arises. What barriers
are still in the way? What do you need to help the person overcome these barri-
ers? Write down a summary of this work.

As an alternative, if you do not have a client who might benefit from
assertiveness skills, role play such a client with a classmate and proceed
through the steps above.
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Social Skills Training

When people are taught social skills, they are more successful at eliciting posi-
tive reinforcement from their environments. Such skills lead to more positive
interactions and help build or improve relationships. The most basic skills
involve making eye contact, smiling at least once or more when in conversa-
tion with another person, saying something positive about the other person,
and revealing some personal information ("I usually take the earlier bus").
When teaching social skills, the social worker should model these behaviors
and then allow the client to rehearse.

The next skill that is addressed is when to start a conversation and what to
say. People are told that good times to start conversations are when the
other person makes eye contact, when the other person says "hello," and when
in a common situation (waiting for a bus or in a line). They are also taught
to avoid starting conversations when another person looks busy, preoccupied, or
angry. Examples of conversational topics are recommended: weather, sports, or
anything else that the individual might share in common with the other person.
Finally, clients are given instruction in how to leave a conversation. In a large
group, they can just say, "excuse me" and leave with a smile. In smaller groups
of two to three people, they are given suggestions, such as "I think I'll go get
something to eat" or "f'd like to talk to so-and-so over there. I'll see you later."

EXAMPLE 7-4

Evelyn was a 19-year-old Hispanic female who came to the United
States from El Salvador a year earlier. Evelyn's parents came to this
country 2 years before, and at that time Evelyn and her sister stayed
behind with their grandmother. The reasons for referral to the
school social work intern were that, according to teachers, Evelyn
had difficulties making new friends, had poor school performance,
and displayed low self-esteem. When she met with the intern, they
conversed in Spanish, since the intern was also an immigrant from
Latin America. During the interview, Evelyn was frequently tearful
and reported that it was hard for her to make new friends; she
thought she had nothing interesting to say to her classmates. As a
result, she spent most of her time alone.



Although cognitive restructuring might have been helpful for
Evelyn to examine the validity of the belief that she had nothing
interesting to say, the social work intern decided to focus on
helping Evelyn with her social skills. They started in the first session
with some basic skills—making eye contact with other classmates,
smiling at least once when in conversation, complimenting the
other person ("I like your shirt"), and revealing some personal
information ("I'm having a hard time with chemistry, too"). Evelyn
named some specific instances in which she could practice these
new skills (at the lunch table, while waiting for classes to start, while
waiting for the bus to pick her up in the afternoon). They then
rehearsed a couple of possible examples.

The school social worker met with Evelyn the following week,
and Evelyn reported that she had been able to practice at least one
social skill per day as they had agreed. She realized that when she
made friendly overtures, other people typically responded in kind.

They went on to the topic of how to make conversation. Since
Evelyn enjoyed watching TV and listening to music, she noted that
these could be topics of conversations with others ("Did you see
Charmed last night?" "What's your favorite show?" "Who do you like
to listen to?"). She also could talk about a situation that she had in
common with another person. For example, since her bus was often
late in the afternoon, she could talk to the other students at the bus
stop about this. Again, the intern rehearsed the skills with Evelyn,
who indicated specific people with whom she was interested in
starting a conversation. Evelyn enjoyed the role plays and was
smiling when she left the next session.

The next time they met, Evelyn said that she'd been nervous
but had followed through with the assignment of initiating at least
one new conversation per day. She also reported that she now has
lunch with classmates and that she felt particularly attracted to
three other students who seemed to be returning an interest in
friendship. At this point, although the social work continued to
monitor Evelyn's socializing, they moved to another goal, to help
Evelyn with her school performance.

Exercise 7-15
Do you have a client who needs help with social skills? Assess the skills that are
needed and do training with the client on these skills. Rate the person's comfort
level on a scale of 1 to 10 on each particular skill before and after your training

Putting It All Together: Developing a Coping Plan

We have so far discussed skills singularly, but with complex problems, many
skills are called upon. In Chapter 1, we discussed that there are often many
antecedents to behaviors, and we spent considerable time delineating triggers
of a particular problematic behavior. In a coping plan, the triggers for a partic-
ular behavior are examined, and ways to avoid, change, or cope with those
triggers are discussed.

EXAMPLE 7-5

Jennifer, whose family is currently under child protective services
monitoring, neglected her children due to her addiction to alcohol
and crack cocaine. The social worker examined her triggers for
substance abuse in the different domains (social, environmental,



physical, emotional, cognitive) and helped Jennifer develop a plan
based on those triggers.

Social Cue

Jennifer has many friends with whom she uses drugs.

Coping Plan

Avoidance. Jennifer can be taught how to avoid friends with whom she
"parties" (e.g., not calling or visting them, not returning their phone
calls, and staying inside when they might be out on the streets).

Self-Talk. "My children come first. I can do this. I am making the right
choice."

Communication Skills. Jennifer can learn how to resist the offers of

friends to use alcohol and drugs.

Social Skills. Jennifer can learn how to use skills to meet people who
don't use substances.

Environmental Cue

Jennifer lives in an impoverished urban neighborhood where drugs
are easily accessible.

Coping Plan

Avoidance. As above, Jennifer can avoid certain places where drugs are
being sold.

Self-Talk. For situations that are unavoidable, Jennifer can use self-talk:
"I'm just going to walk by that house. I can do this. My children
come first. I want to stay out of trouble. I want to show my kids the
right way to live."

Problem-Solving Skills. Jennifer can use the problem-solving process to
determine her options for raising income or tapping into other
resources so she can live in a different neighborhood.

Emotional Cue

When Jennifer is depressed, she uses alcohol and/or drugs to give
herself a lift.
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Coping Plan
Self-Talk. "These feelings don't last long—they never do. This will pass

soon."
Cognitive Restructuring. Jennifer can learn how to target the negative

beliefs that underlie her depression and substitute more positive
and realistic thoughts.

Communication Skills. Communication skills can help Jennifer talk to
people about her feelings and to make behavior change requests
when their actions are bringing her down.

Problem-Solving Skills. Jennifer can problem-solve on different strate-
gies to manage her depressed moods.

Cognitive Cue
Jennifer has thoughts such as, "I don't know how I'm going to manage
without getting high. I've got too much stress going on. I need drugs."

Coping Plan
Cognitive Restructuring. This involves recognizing these automatic
thoughts, challenging them, and replacing them with more positive
thoughts, such as "Getting high has led to more problems than
anything else. Plenty of people manage in life without getting high.
I'm learning how to do this. It just feels unfamiliar right now."
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Exercise 7-16

Take your assessment on triggers in Chapter 1 (exercise 1-4) and develop a
plan for coping, using the Coping Plan for Cues worksheet.

WORKSHEET 7-3 Coping Plan for Cues

Domain

Social

Environmental

Emotional

Cognitive

Physical

Cues Intervention
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Summary

This chapter focused on behaviorally based skills that can help people manage
the stressors and challenges that come up in their daily lives. At the conclusion
of the chapter, you saw how the coping skills can be put together to manage
the type of complex problems with which people grapple. By reading the
material, working through the exercises, and applying the skills with clients,
your own skill level has hopefully also developed.
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8

Conveying Information
in a Collaborative Way

This chapter describes a collaborative approach to skill-building. That is, rather
than educating clients about skills in a lecturing format, the social worker deliv-
ers information in a way that is attentive to a client's levels of engagement, coin-
prehension, and capabilities so that intervention will be made useful and
relevant for that particular person (Carroll, 1998). The foundation for the skills
training that will take place is the relationship the social worker builds with the
client. The social worker must facilitate a supportive alliance so that the client
feels safe to learn new behaviors.

The guidelines for collaborative skill-building are illustrated in this chap-
ter with child behavior management techniques. However, these same guide-
lines can be applied to other problems. See, for example, Carroll (1998), who has
written about treating cocaine use disorders.

1. What has the person already tried? Before giving out information, the social
worker needs to know how the person has already tried to handle his or her
difficulties. Asking about problem-solving attempts gives people credit for
their efforts and a sense of their own competence. The social worker also ac-
quires important information for intervention purposes. First, the social
worker learns about what has been tried and in what ways: "When you say
you used time-out, tell me, what did you do? What happened?" The social
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worker may find that efforts were applied inconsistently or in a manner that
sabotaged the client's success. Sometimes people may have to be educated
about a more effective way to apply possible solutions. Second, if strategies
have been applied correctly but have still not been helpful, the social worker
may suggest avoiding the same tactics and trying a different approach (Mur-
phy, 1997). This process of asking questions about clients' previous problem-
solving attempts contributes toward building a collaborative alliance about
the best course of action that will take place.

EXAMPLE 8-1

We first learned about Sonya in Chapter 1, Example 1 -1 . Sonya was
HIV-infected and the mother of three children. She was having prob-
lems managing 8-year-old Ellie's behavior. To the intern's question
about what approaches Sonya has tried to get Ellie to obey her, Sonya
said she's "tried everything." When the intern pressed for more detail,
Sonya said that she had tried time-out, but that Ellie just sat on the
stairway. "It's impossible to get her to do anything I say." The intern
explored further the use of Sonya's time-out and found out that
Sonya was trying to send Ellie to her room, a place she shared with
her sister and where there were plenty of toys and activities. She also
discovered that Sonya, after screaming at her daughter to get into
"time-out," would give up on getting her to go there.

The intern went on to ask about Sonya's other problem-solving
attempts. Sonya said, "I'll take away privileges, like they're not
allowed to watch TV." But she said that wasn't helpful either
because "the house is so small, they just end up watching the TV
anyway." After this conversation, the intern complimented Sonya
for her efforts in trying to get the children's behavior under control.
Sonya responded favorably to the praise. The intern had also
learned some important information. She could see that Sonya
might need more training on these techniques, with problem
solving focused on some of the barriers to implementation. She
also noted that Sonya primarily relied upon punishment and wasn't
making effective use of praise and other reinforcement.
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Finally, the social work intern was well acquainted with this
case and knew the family had been under considerable stress.
Not only was there Sonya's HIV infection, but she had also been
hospitalized a year ago for an aneurysm. During her hospital stay,
the children's stepfather had let the children stay with a family
friend, and according to Sonya, this person let the children do
whatever they wanted. Since her return from the hospital, Sonya felt
that she had lost control of her kids, particularly Ellie, because for 6
months they had lived with no boundaries or rules. The intern noted
that the family might find communication skills helpful so they
could discuss with each other the stressors that had occurred in
the past and the ones they were still living with.

2. Avoid using technical explanations. The words learning or rewards, for
instance, can be usedanstead of reinforcement, contingencies, and stimulus condi-
tions to make information more understandable.

3. Pay attention to clients' verbal and nonverbal cues. These might include
lack of eye contact, one-word responses, or yawning. ("1 notice that you keep
yawning, and 1 was wondering what your thoughts are on what we're talking
about today.")

4. Ask people to describe the skill in their own words. ("We've talked a lot
about having the kids take a time-out when they're misbehaving. Just to make
sure you're confident about what you can do, can you tell me what you plan to
do when they are fighting with each other and won't stop?")

5. Elicit clients' reactions to the material. ("What do you think about these

ideas?")

6. Elicit clients' views on how they might use particular skills. ("Now that we've
talked about reinforcement, what do you think would work best for you?")

7. Ask clients to provide concrete examples of situations in which strategies

or skills can be applied. ("Can you think of a time last week when your chil-

dren did that?")
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8. Offer a cluster of options so the client can choose a course of action from S
among alternatives. ("Let me describe a few possibilities, and you tell me
which of these makes the most sense for you.")

9. Employ frequent modeling and behavioral rehearsal. The procedures for
role plays are detailed extensively in Chapter 2.

10. Give feedback in normative terms. ("I have another parent I'm working
with. She was waiting all week to give her children their reward, but then she
realized that a week was too long, and they were too young to remember what
they were working toward." [Azar & Ferraro, 2000].)

11. Use appropriate self-disclosure. A collaborative approach further makes
use of self-disclosure when appropriate. For example, if a social worker is
teaching behavior management skills, bringing up some of her own parenting
challenges and solutions may help parents feel that the social worker under-
stands their present circumstances.

12. Use humor when appropriate.

13. Employ physical and concrete prompts. For example, suggest that clients
write down task, and goals, or that they place signs in high-traffic areas in the
home as reminders of new skills.

14. Use adult analogies to help parents understand information. ("If you
worked all day making a nice dinner for your boyfriend and afterwards he
didn't say anything, would you do it again?" [Azar & Ferraro, 2000, p. 438].)
Selekman (1999) uses an exercise with parents in which they are asked to list
the characteristics of their best and worst supervisor. From this exercise, par-
ents often see the importance of praise and reward and the problems with crit-
icism, yelling, and physical punishment.

15. Validate frustration with new material. ("This is a lot to take in, but you're
doing great")
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i*3 Work with the client in brief time periods more frequently. As opposed to a

cjal worker in a therapist role, a social worker in a hospital, child welfare, or
other crisis-oriented setting sometimes has briefer chunks of time to spend
with clients and can be more flexible about the number of contacts.

17 Reframe the time and effort investment in learning new skills. ("Although

it does take work to learn something new, it pays off down the road when you

Itnow what to do to keep your children in line. Then you won't have to work as

hard and get as stressed out.")

18. Compliment people extensively. ("You did a good job." "I liked the way

you said that.")

19. Offer rewards to parents for following through with skills. Such rewards

night include meafe^at fast-food restaurants, toys for the children, or a positive

report at the next court date.

20. Use deductive questioning. Deductive questioning is designed to help
clients figure out connections between their behaviors and their children's
learning. For instance, when parents "give in" after setting a consequence, ask,
"I wonder what your child learned in that situation."

EXAMPLE 8-2

In Chapter 3, Example 3-1, the social worker at a long-term care
facility trained a nurse and her staff on how to manage the
noncompliant behavior of one of their patients, Michael. The social
worker used several ways to teach skills collaboratively. These are
demonstrated here:

Using Adult Analogies
The nurse, Alison, was frustrated that her patient, Michael, hadn't
met more of his goals in the first week: "I expected him to do more.
I also started thinking that I shouldn't have to encourage him so
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strongly as if he's doing me a favor! I'm only doing what's best for
him. Maybe I should just leave this social work stuff to you."

The social worker gently pointed out that most people depend
on rewards and reinforcement in the course of their daily lives. For
example, when Alison provided Michael with positive reinforce-
ment, it was the equivalent of the director of nursing telling Alison
that she had done a good job or that her work was appreciated.

The social worker used another analogy to address Alison's
disappointment that Michael had not reached all of his goals. She
knew Alison was the mother of three children and asked her if she
was always successful in getting them to do something on their
own, especially when it was something they weren't in the habit of
doing. Alison realized immediately where the social worker was
going and responded, "I guess I was expecting too much the first
time around. After all, I've been trying to get Michael out of bed
and in the shower for quite a while. I guess I should be glad he got
out of bed the one time he did. When I look at it that way, the
positive reinforcement did work."

Offering Frequent Compliments

Continuing from the above situation, the social worker congratu-
lated Alison on her ability to find the positive in what she previously
viewed to be a negative situation. She also validated Alison's own
long-term nursing skills, as well as her know-how as a mother,
stating that Alison's experiences were a valuable contribution. The
social worker further complimented Alison on her use of positive
reinforcement with Michael and on her ability to educate other staff
members, as the social worker had overheard the nurse aides on
several occasions reinforcing Michael's efforts.

Maintaining Optimism About the Change Process

Social worker: Alison, you really did well. You successfully
ignored Michael when he was noncompliant and then
praised him when he was.
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Alison: Well, 1 didn't do it all the time. In fact, one time I got
quite angry with him and said "Michael!" in a furious
voice and stormed out.

Social worker: What were your thoughts following that
incident?

Alison: That I had blown it after being so careful!
Social worker: But you immediately recognized what you

had done. You solved part of the problem just by being
aware of your responses. And then you were success-
ful in your efforts to use praise and extinction through-
out the rest of that day. I'm proud of you.

Using Humor
Recall that in a moment of frustration, Alison had said, "Maybe I
should jttst4eave this social work stuff to you." After the social
worker had used some of the other collaborative techniques, she
joked to Alison, "You see, you are good with this social work stuff."

Validating the Person's Experience
When the social worker had first asked about the week's progress,
Alison sharply reminded the social worker that Michael was not her
only patient and that she was extremely busy. Rather than becom-
ing defensive, the social worker conveyed her understanding of
Alison's heavy patient load and the effort she was making.

Reframe the Time and Energy Investment
for Learning New Strategies
To Alison's statement that she was busy, the social worker offered
the following reframe: "Maybe you can look at it this way—the time
you take to learn these techniques may actually save you time and
energy in the long run. For instance, you and your staff now don't
have to spend time and energy arguing with patients. I'm sure
Michael is not your only patient who acts like this. And when you
do have a person like this on your floor, it causes staff a good deal
of aggravation. Also, the health consequences to noncompliance
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with the medical regime may lead to bigger issues for you to deal
with down the line."

These examples show how the social worker taught tech-
niques in a way that took into account the realities of the nurse's
situation. She was encouraging and optimistic about change in the
face of these realities, however, adopting her approach as needed
to the circumstances and the nurse's level of engagement.

rrtf

work intern provided in-home services to Liza, a Caucasian woman
ith mild mental retardation. Liza was having problems managing her 4-year-

^Id son Will's behavior. A social work intern started by teaching Liza how to
° ake effective commands. The intern went through the process of explaining
them to Liza, but she said it was difficult because of Liza's cognitive level. She
aid that Liza didn't appreciate the necessity of verbal communication. Instead,

Will was used to pointing for what he wanted and hitting, punching, and crying
to get his point across. The intern also complained that since she only saw Liza
and Will in the home once a week, it was not enough for Liza to learn this new
skill If you were working with Liza, what methods would you use to help her
learn effective command-giving?
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Exercise 8-2

Take three of the guidelines for teaching skills in a collaborative way and apPi
them to your work with a client. What impact did implementing these guid
lines have? If you do not have a client to whom you are teaching skills, co
sider a client from a past caseload, a hypothetical client, or a classmate's client
and follow the same process.

How to Work with Entrenched Beliefs

In this section, we examine cases in which the client has difficulty learning a
new behavior because of firmly held beliefs about the "right" way to do some-
thing that may not be in his or her best interests. Also pertinent to this topic are
Chapter 4, which examines how to work with people's belief systems, and
Chapter 9, on how to help people build their motivation to change. We use the
example of physical punishment, continuing with the focus of this chapter on
parent management techniques.
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punishment

People's beliefs about the necessity for physical punishment often get in the
ay of their learning new skills. The following questions, devised by Webster-

Stratton and Herbert (1993), explore such beliefs in a sensitive fashion. As the
client responds, the social worker can then provide education about the disad-
vantages of physical punishment without resorting to lectures.

\ Tell me how spanking works for you. Wliat do you see as its advantages?
People tend to feel less resistant when they are allowed to talk about what they
get out of the problem behavior. The discussion also helps the social worker
understand the functions the behavior serves so that he or she can deliver
more effective interventions.

Parents often sayjhat they use punishment because it teaches their chil-
dren a lesson or that it makes them behave. However, what they don't realize is
that they are teaching their children to escalate their misbehavior until physical
punishment is implemented. Parents are also being negatively reinfoixed for
physical punishment (Kazdin, 2001). In behavioral terms, the principle
involved is negative reinforcement; the removal of a coercive event (child misbe-
havior) through parent behavior (physical punishment) reinforces the behavior
(physical abuse) responsible for removing the coercive event (Kazdin, 200! i.

Parents sometimes report that they use physical punishment because they
want their children to know "who's in charge" and to show them respect. 1 he
social worker can affirm the intent of the behavior rather than the behavior
itself and emphasize the importance of authoritative parenting, which involves
having and enforcing clear and consistent rules, as well as monitoring chil-
dren's whereabouts and activities (Steinberg, 2001). Authoritative parenting
can also be affirmed when people say they employ hitting because they want
children to succeed in life and to be tough against adversity. Parents should be
advised that the effects of physical punishment fail to carry over to situations
where it is not applied; for instance, the child might eventually comply at home,
but not at school, where corporal punishment is not typically used. Therefore,
children are not learning from physical punishment in ways that teach them
how to behave in settings, such as school, that are important for their success.

At times, parents rationalize physical punishment in terms of the way
their parents disciplined them. At this point, you can explore society's changing
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mores toward physical punishment. This depersonalizes the discussion,
explaining it in terms of societal attitudes instead.

Another tactic to take when parents talk about having been physically
punished by their parents, yet they "turned out all right," is to ask about the
subsequent result on the relationship between them and their parents. You
might also ask about what they want to have different for their children than
they experienced themselves.

2. How often, do you use it? Parents often say that they use physical punish-
ment "only when they have to." Unfortunately, this pattern actually trains chil-
dren to escalate their disobedience until physical punishment is threatened or
actually used. In addition, the intensity of punishment does not translate into
increased results (Kazdin, 2001).

3. Hoiv do you feel afterwards? Some parents report feeling remorse for hurt-
ing their children. The social worker can channel such feelings into motivation
to learn new techniques. Kazdin (2001) reports that while the original purpose
of punishment is to reduce noncompliance and teach appropriate behavior, in
actuality, negative reinforcement, the satisfaction parents get from "teaching
the child a lesson," the reduction of parental frustration, and the exacting of
"revenge" on the child play larger roles. For parents who get a sense of satisfac-
tion from releasing anger at the child, the social worker can assist them in devel-
oping awareness of when anger builds and on how to de-escalate triggers and
tension, so that their child does not become a target for their rage.

4. How does your child feel about physical punishment? After the client has
responded to this question, the social worker can provide some education
about the impact of physical punishment on children (Kazdin, 2001):

• Children may feel negatively toward the person enacting the punish-
ment and the behaviors for which they are being punished. Children
often feel resentful of siblings, for instance, when they have been physi-
cally punished for fighting with them.

• Children may avoid the consequences of punishment by lying about
behaviors.
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• It teaches children aggression by modeling aggression.
• Punishment may teach children what they shouldn't do, but not what

they should do.
• Research findings indicate physical abuse is correlated for children

with (1) aggression/behavior problems; (2) poor impulse control; (3)
social skills deficits; (4) cognitive deficits in terms of language and
IQ/academic problems; (5) trauma-related symptoms, such as anxiety
and depression (Kolko & Swensen, 2002). Adolescents physically
abused as children exhibit more externalizing behaviors and violent
criminal offending compared to their non-physically abused counter-
parts (Malinosky-Rummell & Hansen, 1993). Longer-term conse-
quences for adults include the following: among men, increased rates
of violence, including criminal offenses; among women, internalizing
problems, such as self-abuse, suicidality, dissociation, somatization,
depress iofvand anxiety.

5. Do you ever feel you lose control when you spank? Most parents do suffer a
loss of control during physical punishment because the purpose, as we dis-
cussed, often most involves the satisfaction parents get from "teaching the
child a lesson," the reduction of parental frustration, and the exacting of
revenge on the child.

6. Are there any disadvantages? This question allows any other doubts about
physical punishment to arise if they haven't already done so. A chief disadvan-
tage for many parents will be their involvement in child protective services
systems for the use of physical punishment.
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Exercise 8-3

Do you work with clients who hold certain beliefs that are against mainstrea
norms and values and/or are against their best interest? Use the above prOc

to get a particular client to explore these beliefs. (If your case is not specific to
physical punishment, you can use the point-counterpoint technique discussed
in Chapter 4.) If you do not have a client who is appropriate for this exercise
conduct a role play with a fellow student who has such a client. Write out in
summary fashion the "client's" responses. How did the client's beliefs shift as
a result of this process?
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Homework

A critical aspect of cognitive-behavioral interventions is that people practice the
strategies they are taught. Because cognitive-behavioral therapy is a skills-
oriented approach, people learn skills not just by talking with a social worker, but
by putting them into action. As with any learning, it is expected that there will be
mistakes along the way and that attainment of new information will be gradual.

Carroll (1998) recommends that a practitioner provide a rationale for
homework, such as the following:

It will be important for us to talk about and work on new coping
skills in our sessions, but it is even more important to put these skills
into use in your daily life. You are really the expert on what works
and doesn't work for you, and the best way to find out what works
for you is to try it out. It's very important that you give yourself a
chance to try out new skills outside our sessions so we can identify
and discuss any problems you might have putting them into prac-
tice. We've found, too, that people who try to practice these things
tend to do better in treatment. The practice exercises I'll be giving
you at the end of each session will help you try out these skills. We'll
go over how well they worked for you, what you thought of the ex-
ercises, and what you learned about yourself and your coping style
at the beginning of each session.

Rather than assuming that clients will complete a particular exercise for
homework, the social worker should assess commitment to a task that the
client and the social worker have coUaboratively devised. Again, we return to a
l-to-10 scale to evaluate how much the client is likely to follow through.
Anything less than a 7 indicates that further exploration might be needed
(Hepworth, Rooney, & Larsen, 2002). A client might not see the value of the
task, or he or she might not understand it. The client also might be ambivalent
about the goal of the intervention or participating in intervention, which may
warrant the social worker switching strategies (see working coUaboratively in
this chapter, Chapter 9 on building motivation, or Chapter 1 on setting goals).

It is critical when developing tasks to gain client input, to offer choices
and practice, and to anticipate any obstacles that might come up (Carroll,



1998). Problem-solving techniques may be necessary (see Chapter 7). Over-
coming barriers may involve a novel way to approach the task (e.g., using a
tape recorder to record dysfunctional thoughts and their replacements instead
of writing). Asking another person for assistance can also be suggested. Sev-
eral examples of this type of work follow.

Recall the example of Emma, who had her hand amputated (see Chapter 5
Example 5-7). In this case, the social work intern at the hospital suggested that
she use a tape recorder to record her negative thoughts and her thought replace-
ments. Another example involves Paula (Example 5-6). Although Paula was
agreeable to homework tasks—the progression of Lou Gehrig disease had
taken so much out of her control that having an assignment to complete helped
her feel more in control—but she could no longer write. The social worker
therefore offered to stop by Paula's room at the end of each day; Paula could
then recount her thoughts, and the social worker would write them down.

In Chapter 2, Example 2-3, the case of Daryl was described. He was
paralyzed on one side of his body due to a shooting that had occurred 4 years
before. Daryl was to receive bus tickets for following through with his commu-
nity referrals. Daryl's responsibility was to attend the appointments; yet the
social work intern had to figure out a way to track these meetings, especially
since she was only at the agency twice a week. To handle this problem, she
called upon a coworker to distribute the bus tickets on the other three days of
the week. In order to verify his appointments, the intern initially tried calling
the person with whom he was meeting. However, she found it difficult to
reach the particular person involved. The client and the intern then decided
that he would bring a copy of her business card with him and ask the person
meeting with him to leave a message on her machine that he had indeed kept
his appointment. The other barrier the intern encountered was that sometimes
Daryl would ask other staff members for bus tickets, and they would give
them to him. Therefore, the intern had to make a weekly reminder in staff
meetings to the other caseworkers about the system he was on.

Another important aspect of homework is that the social worker follows
up during the next contact about it. Carroll (1998) suggests that at least 5 min-
utes should be spent discussing the assignment, preferably at the beginning of
the contact. If the social worker does not attend to tasks, clients will conclude
that they are not important and will not take them seriously.

When people say that they were unable to complete or did not get to the
agreed-upon task, the social worker should reinforce homework behavior
rather than noncompliance. By saying "Oh, that's okay," or "No problem," the
social worker gives clients the message that tasks are not important. Instead,
time should be spent reviewing obstacles that came up and negotiating the task
for the following week. It could be, for instance, that the task was too ambitious
for the client, and it needs to be broken down into smaller, more manageable
pieces. Other possible reasons for noncompliance include clients' sense of hope-
lessness about change and their presumption that willpower alone will work
(Carroll, 1998). Clients' lives often are chaotic and crisis-ridden, and some
clients are not sufficiently organized to complete tasks. By identifying the
specific problem, the social worker can help the client work through it.

Webster-Stratton and Herbert (1993) offer a series of recommended ques-
tions to ask when the client has difficulty following through with tasks.

• What makes it hard for you to do the assignment?
• How have you overcome this problem in the past?
• What advice would you give to someone else who has this problem?
• What can you do to make it easier for you to complete the assignment

this week?
• What assignment might be more useful for you?
• What thoughts come to mind when you think about this assignment?
• Does this assignment seem relevant to your life?
• How could we make this assignment more helpful to you?

If the task did not work out as planned, the social worker should convey
that there is no such thing as a failure. Instead, the focus can be on, "What did
you learn? What needs to be done differently next time?" This approach
encourages the client to continue testing out new skills and activities.

This chapter provides many ways to address clients' follow-through with
skills learned in sessions. If these strategies are not successful, the social
worker may need to go through the problem-solving process with the client
(see Chapter 7) in order to find solutions for how the person can complete
between-session tasks.
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Exercise 8-4

Considering the information on having clients complete between-contact
tasks, discuss a case in which a client had difficulty following through with an
agreed-upon task. Which strategies did you use? What innovations did you
come up with for handling barriers? What was the impact of your work on the
client's completion of homework?

Handling Lack of Cooperation

This chapter and Chapter 9, "Building Motivation," discuss how to engage the
client so that cooperation is enhanced. This chapter concludes with some other
strategies for handling clients' "uncooperative behaviors" (particularly ado-
lescents and other nonvoluntary clients), including (but certainly not limited
to) lack of response and blaming others. Certain tools enable the social worker
to respond to such stances in a calm manner so that responsibility for change is
placed on the client and work proceeds in a productive way.
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First consider the following options for dealing with the "1 don't know"
response that some clients take when faced with questions:

1. Allow silence (about 20 to 30 seconds).
2. Rephrase the question.
3. Ask a relationship question ("What does your mother say about your

leaving the house at night?") (de Jong & Berg, 2001). Sometimes people
feel put on the spot by having to answer questions about themselves
but can take the perspective of others and view their behavior from this
perspective.

4. Say, "I know you don't know, so just make it up," which bypasses the
resistance or the fear that clients don't know or don't have the right
answer. Or, using presuppositional language, say "Suppose you did
know...."

5. Speak hypothetically about others: "What would (prosocial peers that
the-person respects) say they do to keep out of trouble (or get passing
grades or get along with their parents)?"

There are also options for responding when clients blame others and fail
to take responsibility for their actions.

1. Bertolino and O'Hanlon (2002) suggest that practitioners reflect the
client's statements back, leaving out the part they perceive as making
them unaccountable for their actions, as was done with Cheryl when
discussing her anger management issues at school and at home.

Cheryl: He called me a name, so I hit him.
Social worker: You hit him.
Cheryl: My foster mother yelled at me, so I yelled back.
Social worker: You yelled at your foster mother.

2. Explore the details of the context (Bertolino & O'Hanlon, 2002; de Jong
& Berg, 2001): "What are you doing when your foster mother is talking
to you in a normal tone?" "What are you doing when your teacher
treats you with respect?" "What are you doing when the girls in your
neighborhood are leaving you alone?" This technique allows clients to
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see that they are part of a reciprocal interaction process in which their
behaviors influence those of others, and vice versa.

Summary

The tools presented in this chapter can help the social worker engage more
effectively and can also be used throughout the change process when "unco-
operative" or "resistant" behaviors occur. The stance taken in this book follows
from the principles of motivational interviewing (see Chapter 9)—that rather
than being the problem of the client, "resistance" is a signal to the social
worker that he or she needs to adjust change strategies.

Since a certain level of cooperation is required for the successful imple-
mentation of cognitive-behavioral interventions, the social worker has to
attend, through collaborative strategies, to building and maintaining the
client's engagement in the process, taking into account the client's level of
motivation, comprehension, and capabilities. This chapter also described a
process for sensitively exploring client convictions and beliefs about the
"right" way to do things, so that people can perhaps become more open to
learning new skills. Finally, this chapter focused on how to encourage task
completion, because learning skills is heavily dependent on practice outside
the session and generalization to real-w7orld settings.
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1 9

Building Motivation

This chapter discusses the use of motivational interviewing for clients who are
not yet ready to take action with cognitive-behavioral interventions. Motiva-
tional interviewing is a brief treatment model (one to four sessions) formulated
to produce rapid change in which the client's motivation is mobilized. Motiva-
tional interviewing avoids prescriptive techniques and training the client in
skills; instead the client's own motivation is galvanized (Miller & Rollnick,
2002). Motivational interviewing is suggested when clients are initially low in
motivation for change. The backdrop for motivational interviewing is the
transtheoretical stages of change model. The stages of change model conceptu-
alizes that people need different interventions, depending on their level of
motivation to change. Because the stages of change model is important for
understanding the context for motivational interviewing, this model is first
described. Note that in only certain stages are cognitive-behavioral techniques
recommended.

Stages of Change Model

In acknowledgment of the reluctance of many substance abusers to change
their patterns, Prochaska and colleagues (Connors, Donovan, & DiClemente,
2001; Prochaska & Norcross, 1994) developed the transtheoretical stages of
change model. The model allows for many different theoretical approaches,
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ut employed at the point where they will be most effective. Six stages of
hange have been formulated:

1. Precontemplation
2. Contemplation
3. Determination
4. Action
5. Maintenance
6. Relapse

'articular techniques from different theoretical orientations match the relevant
tage of change with a primary focus on building motivation to get individuals
o take action toward their goals and to maintain changes.

^contemplation

n precontemplation, the individual believes there is no problem behavior and
herefore is unwilling to do anything about it. At this stage, the individual sees
he problem behavior as possessing more advantages than disadvantages.
Typically, individuals in this stage are defensive and resistant about their
behavior. They lack awareness of the problem, and if in treatment, are usually
:oerced or pressured to do so by others. In treatment, they are unwilling to
participate (Connors, Donovan, & DiClemente, 2001).

When a client is in precontemplation, the social worker should probably
avoid approaches such as cognitive-behavioral therapy that focus on behav-
ioral change. Instead, the practitioner should work on building the client's
motivation to change and on increasing awareness of the negative aspects of
the problem behavior. Motivational interviewing techniques are an ideal inter-
vention at this stage. In order to move to the next stage, the advantages of
changing should outweigh the disadvantages of changing.

The social worker can also expose the client in precontemplation to forces
of social liberation, which offers people information about the problem and
public support for change efforts. Much of this involves harnessing the forces
that are already present to help people with problem behaviors. For example, a
large self-help network exists for problems ranging from substance use,
overeating, and mental disorders.

Contemplation

In contemplation, individuals begin to recognize that there is a problem and to
consider the feasibility and costs of changing the behavior. They want to
understand their behavior and frequently feel distress over it. During this
stage, individuals think about making change in the next 6 months. While they
may have made attempts to change their behavior in the past, they are not yet
prepared to take action at this point; they are engaged in the process of evalu-
ating the advantages and disadvantages of the problem (Connors, Donovan, &
DiClemente, 2001).

The social worker's role during this stage is to continue to bolster the
client's motivation. The social worker can also educate the client on the prob-
lem behavior and the recovery process. Some cognitive-behavioral techniques
might be helpful during this stage. Self-monitoring of problem behavior may
be employed so that the individual can gain awareness of the frequency and
intensity of the behavior, the cues that elicit problem behavior, and the conse-
quences-that follow. Identifying social support systems are critical during this
change so that others can promote change efforts.

Determination

In determination (also called preparation), the individual is poised to change
in the next month. Cognitive-behavioral techniques may be used in earnest
during this stage. Readiness to change should be bolstered. Coals can be set
with a change plan developed (Connors, Donovan, & DiClemente, 2001). In
order to be prepared to resist problem behaviors, the individual should
develop and rehearse coping skills, such as relaxation training, visualization of
successful outcomes, cognitive restructuring, communication skills, and
avoidance of environmental cues, before being placed in high-risk situations.

Action

In action, the individual has started to modify the problem behavior and/or
the environment in an effort to promote change in the past 6 months. The indi-
vidual at this point is willing to follow suggested strategies and activities for
change (Connors, Donovan, & DiClemente, 2001). In the action stage, the social
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worker should strive toward maintaining client engagement and supporting a
realistic view of change through helping the individual achieve small, succes-
sive steps. The social worker should acknowledge and empathize with the
difficulties associated with the early stages of change. Appraisal of high-risk
situations and coping strategies to overcome these are a mainstay of this stage.
Alternative reinforcers to problem behaviors should also be applied. Assess-
ment of social support systems continues to be essential so that others are a
helpful resource for change rather than a hindrance.

Maintenance

In maintenance, sustained change has occurred for at least 6 months. The
individual is working to sustain changes achieved to date. The social worker
continues to support lifestyle changes. Attention is focused on avoiding slips
or relapses (Prochaska & Norcross, 1994) and helping the individual find alter-
native sources of satisfaction and enjoyment. The social worker should con-
tinue to assist the individual in practicing and applying coping strategies.
Awareness should be built around cognitive distortions that might be associ-
ated with the problem. For example, if an individual with an alcohol problem
begins to think, "Life is no fun without drinking," recognizing this as a high-
risk thought is essential so that the validity of the thought can be questioned:
"What were the consequences of my drinking? Were they always fun? How
else can I experience fun and enjoyment in my life without drinking?"

Maintaining environmental control is critical at this stage. For example,
an individual trying to overcome a drinking problem should avoid socializing
in bars. As much as possible, the individual should not put temptation in the
way. However, he or she should also be armed with the necessary skills to face
high-risk situations if they do occur. Continued practice with skills is necessary
for this reason.

Relapse

Rather than seen as failure (Connors, Donovan, & DiClemente, 2001), relapse
is viewed as an opportunity for greater awareness of high-risk situations and
the coping strategies that need developing to address these challenges. The
notion that change is a spiral-type process rather than linear in nature means
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that relapse is just a normal part of the process of change. In other words, there
is one step backward for two steps forward.

Motivational Interviewing

As a student or social worker, you might be accustomed to seeing clients who
are mandated to attend services. These clients typically are not motivated to
change or to put the effort into using cognitive-behavioral techniques. For the
most part, cognitive-behavioral intervention is designed for those who are
motivated to take action toward changing their behavior. As a result, you might
need some way to help clients develop the motivation to take action toward
change. Motivational interviewing has been developed for this purpose.

Carroll (1998), who uses motivational interviewing as part of her cogni-
tive-behavioral treatment for cocaine use disorders, describes that motivational
interviewing focuses on why clients may go about changing their problem,
whereas cognitive-behavioral intervention focuses on how clients might do so.
Therefore, motivational interviewing and cognitive-behavioral therapy may be
viewed as complementary (Baer, Kivlahan, & Donovan, 1999), with motiva-
tional interviewing beginning the process before turning to cognitive-behav-
ioral skill-building.

Developed over the last 20 years (Dunn, Deroo, & Rivara, 2001), moti-
vational interviewing is "a client-centered, directive method for enhancing
intrinsic motivation to change by exploring and resolving ambivalence"
(Miller & Rollnick, 2002, p. 25). Developed for the treatment of substance
abuse, motivational interviewing is now being applied to other areas of change,
such as eating disorders (Moyers & Rollnick, 2002). It has been employed both
as a stand-alone treatment and as a way to engage people in other intervention
approaches (Walitzer, Dermen, & Connors, 1999).

Motivational interviewing is conducted in a climate of empathic expres-
sion with support for client self-efficacy. Client ambivalence during this
process is seen as critical to change, and "resistance" is not seen as client
pathology, but as an indication that the social worker needs to reassess change
strategies (Yahne & Miller, 1999). Therefore, client confrontation is avoided
because this is seen as escalating resistance rather than reducing it. The main
point of motivational interviewing is not to use direct persuasion but to assist
the client in talking himself or herself into changing.



Techniques

Several techniques mark motivational interviewing. The first is cognitive disso-
nance, which is employed throughout the process of motivational interviewing.
When a client is divided in his or her beliefs or actions, the social worker works
to "tip the balance" in favor of change. Part of this process involves developing
discrepancy between the goals and values a person holds and a current problem
behavior. (For example, if a person holds the value that honesty is important but
is lying about the use of substances to others, that is pointed out to the client:
"On the one hand, you believe that being honest is important, and on the other,
you realize that you have been lying to people lately about the amount you're
using.") To take another example, the main life's goal of a young woman who
had been diagnosed with bulimia nervosa was to have children: "On the one
hand, you want to have children in a few years, and on the other, your bingeing
and purging means that you might harm your body and prevent yourself from
reaching this goal, not to mention what these behaviors might do to a growing
fetus."

Exercise 9-1

Consider a client either from your current caseload or the past. Com
statement that develops discrepancy between his or her stated °f?
values and a problem behavior.

Another technique in motivational interviewing is to ask evocative
questions, those that evoke arguments on the client's behalf in favor of change.
Evocative questions are posed in four areas: the advantages of the problem ;
behavior, the disadvantages of the problem behavior, the advantages of chang-
ing, and the disadvantages of changing. Following is an array of different ,
questions that can be asked under each of these areas. Caveats by Miller and
Rollnick (2002) are that questions should be used selectively and that reflective
statements make up the bulk of the practitioner's responses (at a three-to-one
ratio to questions).

ADVANTAGES OF THE PROBLEM BEHAVIOR

Identify what the person gets out of the problem behavior: What do you get
out of this? What do you like about this?
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DISADVANTAGES OF THE PROBLEM BEHAVIOR

What does the client see as the disadvantages (or the "not so good things")
about the problem? The social worker should elaborate on the disadvantages
by asking for specific examples or for descriptions of the last time that a partic-
ular disadvantage occurred. Questions to explore the disadvantages of the
problem include:

• What worries you about your current situation?

• What makes you think that you need to do something about this prob-
lem?

• What difficulties or hassles have you had in relation to this problem?
• What is there about the problem that you or other people might see as

reasons for concern?
• In what ways does this concern you?

• How has this stopped you from doing what you want to do in life?
• What do you think will happen if you don't change anything?

When there seems to be little desire for change, another way to elicit
change talk is to ask the client to describe the extremes of his or her (or others')
concerns. In this sense, querying extremes might help the person imagine the
extreme of consequences that might ensue.

• What concerns you the most about this problem in the long run?
• Suppose you continue on as you have been, without changing. What

do you imagine are the worst things that might happen to you?
• How much do you know about what can happen if you (continue with

the problem behavior) even if you don't see this happening to you?

ADVANTAGES OF CHANGING

Here, the social worker asks questions about what the client sees as the advan-
tages of changing, making sure to selectively reinforce change statements
("You would really like to be in better health again"). The advantages of chang-
ing should further be elaborated upon by asking client to detail the difference
it would make to have a particular advantage present in his or her life.
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• What would be the advantages of making this change?
• How would you like for things to be different?
• What would you like your life to be like 5 years from now?
• If you could make this change immediately, by magic, how might

things be better for you?
• The fact that you're here indicates that at least part of you thinks it's time

to do something. What are the main reasons you see for making a
change?

It also can be useful to imagine the best consequences that could follow from

pursuing a change.

• What might be the best results you could imagine if you make a
change?

• If you were completely successful in making the changes you want,
how would things be different?

DISADVANTAGES OF CHANGING

Clients are finally asked about the disadvantages of changing: "What will you
give up by changing? What will you have to do?"

In the decisional balance technique, the answers to these questions are
gathered systematically in a chart (see worksheet 9-1). The balance sheet can
also be used as a basis for discussion in subsequent sessions and as a spring-
board for other interventions, some of which are cognitive-behavioral in nature.
Cognitive-behavioral strategies may be employed, for instance, to defeat some
of the advantages of the problem behavior. If a person states that the advantage
of drinking is that it is the only time he has fun, cognitive restructuring may
be used to examine the validity of this belief, or problem-solving skills may be
taught so that the client finds alternative ways of having fun.

In addition, intermediary goals can be constructed around decreasing the
advantages of the problem behavior. For example, if a client says that she
drinks and uses drugs to fit in with the people in her community, goals could
center around finding another community for her to live, finding alternative
interests, and teaching her skills so that she can make new friends and refuse
drugs and alcohol.
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Exercise 9-2

If you have a client who is feeling ambivalent about changing, go through the
decisional balance process with that person. If you do not have a client who
might benefit from this process, take a problem you are considering changing
in your life or role play with another student who has a client who is ambiva-
lent about change, and go through the decisional balance process. Write the
pros and cons of changing versus not changing in the decisional balance work-
sheet. What did you find the decisional balance accomplished? How can you
work with some of the client's perceived advantages from a cognitive-behav-
ioral approach? What techniques would you use and for what purpose?
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WORKSHEET 9-1 Decisional Balance

Benefits of
continuing the
problem behavior

Costs of
continuing the
problem behavior

Benefits of
changing

Costs of
changing
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Another class of techniques in motivational interviewing involves those
devised to handle client resistance. Strategies such as variations of reflective
responses, which have a directive aspect, are used to move potential power
struggles toward change instead (Moyers & Rollnick, 2002). Simple reflection
is one such strategy. Simple reflection involves acknowledgment of a client's
feeling, thought, or opinion so that the client continues to explore his or her
problem rather than becoming defensive ("You're not sure you're ready to
spend a lot of time changing right now" [Carroll, 1998]). Simple reflection
allows further exploration rather than evoking defensiveness.

Amplified reflection goes beyond simple reflection in that the client's
statement is acknowledged but in an extreme fashion. The purpose of such a
statement is to bring out the side of the client that wants to change. An ampli-
fied reflection, such as the statement, "You really like smoking, and you don't
think you'll ever want to change," typically has the effect of getting the client
to back down from an entrenched position, allowing for the possibility of
negotiation about change (Moyers & Rollnick, 2002).

Double-sided reflection reflects both aspects of the client's ambivalence.
When people are exploring the possibility of change, they are divided between
wanting to change and also wanting to keep the behavior that has become
problematic ("You're not sure cocaine is that big a problem, and at the same
time, a lot of people who care about you think it is, and getting arrested for
drug possession is causing some problems for you" [Carroll, 1998]). Double-
sided reflection can also focus the client's attention on the inconsistency
between the person's problem behavior and his or her goals and values (Moy-
ers & Rollnick, 2002). For example, "Your relationship is very important to you,
and your drug use is causing problems in the relationship." Developing this
kind of discrepancy is a key feature of motivational interviewing.

Shifting focus involves moving the client's attention from a potential
impasse to avoid becoming polarized from the client's position. When the
client begins to argue against what the social worker might feel is the best
course, the social worker should immediately shift his or her position and
redirect the focus ("1 think you're jumping ahead here. We're not talking at
this point about your quitting drinking for the rest of your life; let's talk some
more about what the best goal is for you and how to go about making it
happen"). The general guideline for shifting focus "is to first defuse the initial
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concern and then direct attention to a more readily workable issue" (Miller &
Rollnick, 2002, p. 102).

Agreement with a twist involves agreement with some of the client's
message but in a way that then orients the client in the direction toward
change ("I can see why you'd be troubled about your arguments with your
wife about your use. I wonder what needs to happen so you don't need to keep
talking about this").

Refraining involves taking arguments clients use against change and alter-
ing the meaning of the information to promote change instead. A common
example involves the tendency of drinkers to consume large quantities without
experiencing ill effects and loss of control. This tendency is sometimes used as
an excuse for why the drinking is not a problem. This excuse is reframed as
tolerance of alcohol, which is actually symptomatic of problem drinking (Miller
& Rollnick, 2002).

Clarifying free choice involves communicating that it is up to the client
whether he or she wants to change rather than getting embroiled in a debate or
an argument about what the client must do ("You can decide to take this on
now or wait until another time"). "When people perceive that their freedom of
choice is being threatened, they tend to react by asserting their liberty. Proba-
bly the best antidote for this reaction is to assure the person of what is surely
the truth: in the end, it is the client who determines what happens" (Miller &
Rollnick, 2002, p. 106).

Paradox involves siding with the client's resistance, which then causes the
client to take the other side of the argument for change ("You've convinced me
that your problems are insurmountable. There's nothing we can do about
them"). Sometimes clients who have been entrenched in a negative position
regarding change will start to argue from the other side of their ambivalence for
change when the social worker joins with their position.
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Exercise 9-3
Consider a recent instance in which a client showed resistance. Write down
what he or she said and how you would respond, using one of the strategies
described in this section. What might have been the result of your switching
tactics?
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Once the client starts taking an interest in change, the social worker
concentrates on building the client's confidence. The worker should instill
optimism about change through posing some of the following questions:

1. What makes you think that if you did decide to make a change, you

could do it?
2. What encourages you that you can change if you want to?
3. What do you think would work for you if you decided to change?

4. When else in your life have you made a significant change like this?

How did you do it?
5. How confident are you that you can make this change?
6. What personal strengths do you have that will help you succeed?
7. Who could offer you helpful support in making this change?

The worker may have to guide the client past perceived obstacles and

fears associated with change to initiate the beginnings of a change plan with

some questions as follows:

1. What do you think you might do?
2. What would you be willing to try?
3. Of the options we've mentioned, which one sounds like it fits you

best?
4. Never mind the "how" for right now—what do you want to have

happen?
5. So what do you intend to do next?
6. How important is this to you? How much do you want to do this?

Note in the last question that the social worker asks the client how impor-
tant this change is to him or her. Here, it may be helpful to use the importance

ruler, a l-to-10 rating of the client's perception of the importance of doing some-
thing aboutthe problem. When the client makes a ranking, follow-up questions
include

1. "Why are you at a 4 and not zero?"
2. "What would it take for you to go from 4 to 6?"

A confidence ruler can also be constructed, and similar types of questions
can be asked around the client's confidence about changing. The aim is to build
clients' self-efficacy about their ability to change once they are motivated to do so.

Evidence of Effectiveness
Miller and colleagues performed extensive research studies on motivational
interviewing. Dunn, Deroo, and Rivara (2001) quantitatively reviewed 29 stud-
ies mainly with substance abuse but also with smoking, HIV-risk reduction,
and diet/exercise. Moderate to large effects were found for reducing both sub-
stance abuse and substance dependence with maintenance of effects over time.
Motivational interviewing was also found to promote engagement m more
intensive substance abuse treatment. Although studies have largely been con-
ducted on adults, adolescent substance use also showed significantly positive
results from motivational interviewing (Burke, Arkowitz, & Dunn, 2002).

Overall, motivational interviewing was superior to no-treatment control
groups and less viable treatments; it was equivalent to more credible alterna-
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tives that were often two to three times longer in duration. For example, in the
Project Match Research Group study (1997,1998), 952 individuals with alcohol
problems from outpatient clinics and 774 from aftercare treatment were pro-
vided with either 12-step facilitation (12 sessions), cognitive-behavioral coping
skills therapy (12 sessions), or motivational enhancement therapy (4 sessions).
Motivational enhancement fared as well as the other two treatments that were
three times as long both at posttest (Project Match Research Group, 1997) and
3 years later (Project Match Research Group, 1998).

As well as for substance use disorders and dual diagnosis of substance use
and schizophrenia, motivational interviewing has been effective for health-
related behaviors common to diabetes, hypertension, and bulimia nervosa. Only
mixed findings, however, have been indicated for the use of motivational inter-
viewing for quitting cigarette use and for increasing physical exercise. Further,
no support has been provided for its use in the reduction of HI V-risk behaviors in
the studies to date (Burke, Arkowitz, & Dunn, 2002). These reviews indicate that
motivational interviewing can be very helpful for many of the types of problems
social workers see.

EXAMPLE 9-1

The social work intern in this case had a first-year placement at an
HIV clinic. She worked with an African American woman named
Shirley, who was HIV-infected. Yvette, Shirley's 15-year-old
daughter, had discovered her mother's HIV status by reading a piece
of paper from her mother's doctor a year before. She did not
confront her mother, but instead went to her grandmother, who
pressed Shirley to discuss the matter with Yvette. When Shirley told
Yvette she was HIV-positive, Yvette cried, but after that occasion,
they never talked about it again. The intern discussed with Shirley
her perceptions of the advantages and the disadvantages of talking
further with Yvette about her HIV status.

Shirley: She's not the type of person who likes to talk about
things. One of these days, I really want to bring it up, to
see how she feels. But Yvette's a very private person.
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Social work intern: So you really want to know how Yvette
feels, but it sounds like you have been holding yourself
back from talking with her about it.

Shirley: Yes, I don't know what it is. I have a hard time being
honest and talking about things with her. I really don't
want her worried about me, you know?

Social work intern: Yvette already knows you're HIV-positive.
What is it you don't want her worried about?

Shirley: I just don't want her to think I'm going to die or
something. I mean, I'm going to die someday, but I feel
good now (laughing).

Social work intern: So what I'm hearing is that you're healthy
now—you feel strong, and you think you'll live a long

" t i m e . I'm also hearing that you're afraid Yvette may
worry about you, that she may even worry that you're
going to die soon. What might be some good things
that would come from your talking to Yvette about
this?

Shirley was able to think of several positive outcomes that
might come from talking with her daughter about her HIV status,
which included a closer relationship and less potential stress on her
daughter. As for the negatives of continuing to avoid the subject
with her daughter, Shirley realized that her daughter might be
assuming the worst about her health, and perhaps the truth would
cause her daughter less anxiety.

In weighing the pros and cons of continuing to keep silent
versus having further discussion with her daughter, Shirley decided
that she did want to talk to her daughter in more depth about her
illness. At this point, the social work intern turned to the communi-
cation skills Shirley could use to do this, and they practiced with
role plays.



Summary

Motivational interviewing takes into account the level of motivation for change
and is designed for those who have not yet committed to action to change prob-
lem behavior. The techniques and intervention questions elicit from clients in a
nondefensive way the reasons why they should change. The social worker does
not advise or tell clients what to do, but rather, using a collaborative process, bol-
sters motivation so that clients are willing to take action toward their problems.
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The purpose of Cognitive-Behavioral Methods for Social Workers: A Workbook is to
build social work students' and practitioners' knowledge and skills on the use of
cognitive-behavioral interventions. Cognitive-behavioral therapy is a broad
class of present-focused interventions with a shared focus on changing cognition
(thoughts, beliefs, and assumptions about the world), changing behavior, and
building clients' coping skills. Behavior theory is concerned with how human
behavior, whether adaptive or problematic, is developed, sustained, or elimi-
nated through its external reinforcement. Cognitive theory focuses on the ration-
ality of one's thinking patterns and the connections between thoughts, feelings,
and behaviors. The nature of change in cognitive-behavioral therapy is apparent
in its hyphenated name; both behavior theory and cognitive theory are sub-
sumed in the approach.

Cognitive-behavioral theory is a major practice theory taught in many
foundational and advanced direct practice courses in masters of social work
programs. However, this book can also be used for students in undergraduate
programs and is designed for social workers in all kinds of settings (in other
words, not limited to those in which only therapy is practiced). The workbook
format with brief explanations, plenty of examples, and exercises makes the
concepts and applications easy to understand.

Cognitive-Behavioral Methods for Social Workers: A Workbook presents instruc-
tional material on how to use cognitive-behavioral therapy throughout the help-
ing process: assessment; goal formulation and planning; intervention; and
evaluation. The student gains knowledge and skills by working on case exam-
ples illustrated in the workbook. Case examples cover the range of different set-
tings, client problems, and client populations that social workers may see. Many
of these case vignettes are excerpted from actual students' work, and the stu-
dents are acknowledged for their contribution. Other cases are composites. All
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cases have been de-identified in terms of names of clients, staff, agencies, loca-
tion, and other details.

Students are asked to assess cases in which principles of cognitive-behav-
ior therapy and techniques were misapplied and how methods could have been
used more effectively. Answers are supplied in an instructor's manual. Space is
provided in the workbook so that students can apply the instructional material
to their own practice. Through these case applications, students can demon-
strate their knowledge and skills in assessing, planning, and implementing cog-
nitive-behavioral interventions.

Another section of the book involves managing barriers, such as lack of
motivation and compliance. Principles and basic interventions from motiva-
tional interviewing is included. Because cognitive-behavioral therapy has
been criticized as deficit-focused (Greene, Lee, Trask, & Rheinscheld, 1996) and
social work prides itself on a focus on strengths, cognitive-behavioral methods
are taught from a strengths-based perspective. Specifically, goals and target
behaviors are defined and tracked as the presence of positive behaviors rather
than the absence of negative behaviors, and students are taught how to enlarge
upon client strengths to combat the "irrational" thinking that is so much a
focus of cognitive-behavioral therapy.

Cognitive-Behavioral Methods for Social Workers: A Workbook also ties in with
the movement in social work toward evidence-based practice. Increasingly,
social workers are held to standards of accountability in which they are called
upon to practice with methods that have been supported by the best available
evidence. Social workers have a responsibility to their clients to intervene with
the most effective theoretical methods possible, methods that have been tested
and that have proven clinical utility. This guideline for social work practice has
been promulgated both in the National Association of Social Workers Code of
Ethics (1999) and in the Council on Social Work Education Curriculum Policy
Statement (2004).

In reviews involving different problem areas, cognitive-behavioral ther-
apy has been empirically validated. These problem areas include pain man-
agement (Compas, Haaga, Keefe, Leitenberg, & Williams, 1998), anger (Beck &
Fernandez, 1998), depression (Dobson, 1989; Gaffan, Tsaousis, & Kemp-Wheeler,
1995; Gerson, Belin, Kaufman, Mintz, & Jarvik, 1999), anxiety (Bakker, van
Balkom, Spinhoven, & Blaauw, 1998; Feske & Chambless, 1995; Gould, Otto, &

Pollack, 1995), substance abuse and dependence (DeRubeis & Crits-Christoph,
1998; Irvin, Bowers, Dunn, & Wang, 1999), bulimia nervosa (Whittal, Agras, &
Gould, 1999), and schizophrenia (Pilling, Bebbington, Kuipers, Gaiety, Ged-
des, Orbach, & Morgan, 2002). Cognitive-behavioral therapy also has proven
efficacy with marital (Dunn & Schwebel, 1995) and family problems (Corcoran,
2000), and externalizing and internalizing problems in youth (Kazdin & Weisz,
1998). These problems are present in the diversity of settings in which social
workers are placed or employed—child welfare, family support programs,
hospitals, schools, clubhouses for the mentally ill, programs for individuals
with mental retardation, nursing homes, hospice, just to name a few. Knowl-
edge of cognitive-behavioral methods is useful in many of these contexts so
that you, as the practitioner, are better prepared to alleviate client suffering and
improve functioning.

Another aspect of evidence-based practice involves social workers' facility
and competence in evaluating their own practice with individual clients
(Cournoyer & Powers, 2002). Since one of the fundamental principles of cogni-
tive-behavioral intervention is evaluation of methods, this workbook also
devotes a section to helping students construct scales and single-system designs
to evaluate their work with individual client systems.

To summarize, Cognitive-Behavioral Methods for Social Workers: A Workbook
offers the following benefits to readers:

• Familiarity with cognitive-behavioral therapy, an evidence-based prac-
tice approach that has been validated for many types of problem areas.

• A systematic, methodical, and applied approach to teaching and learn-
ing cognitive-behavioral skills.

• Case examples from a range of practice settings and client problems
and populations to show students how they can adapt techniques to
the situations social workers may encounter.

• Understanding of how to evaluate and assess client outcomes.
• An appendix of cognitive-behavioral manuals and self-help books

have been included for the reader's use.
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Behavioral Assessment,
Goal Formulation, and Evaluation

During the assessment process, the social worker helps the client understand
his or her problems in terms of their specific and concrete manifestations. In-
formation is gathered about the environmental conditions (cues) that produce
the behavior and the consequences that follow. It must be noted that during
this information-gathering process, the social worker has to listen empathi-
cally to clients' concerns, reflecting the content of their messages as well as
their underlying feelings. In this way rapport is built, and people feei heard
and understood. A foundation of support, trust, and safety has to be estab-
lished at the start so that the client is willing not only to share information but
also to learn new behaviors.

Behavioral Definition of the Problem

Clients often speak in general terms about a recurrent problem ("we're always
arguing"). In response, the social worker should ask questions to elicit be-
havioral details: "To help me get a better sense of what happens when you
argue, tell me what happened the last time this occurred. Where were you?
What was going on?" When you ask a client for an example, it can involve
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typical incident, the most recent, or the most severe. To get at the behavioral
>ecifics, the following questions can be asked (Bertolino & O'Hanlon, 2002):

• What do you do when you experience the behavior?
• When do you experience it?
• Where?
• How long does the problem typically last?
• What bodily reactions do you experience?
• How long do these reactions last?
• How often does the problem typically happen (once an hour, once a

day, once a week)?
• What is its typical timing (time of day, week, month, year)?
• What do the people around you usually do when the problem is

happening?

EXAMPLE 1-1

This example demonstrates how the social worker cannot just accept
at face value global statements clients may make. Instead, the social
worker must explore the concrete behaviors that underlie client
descriptions.

A social work intern at an HIV clinic worked with Sonya, a
Hispanic mother of two girls, ages 11 and 8, and a 6-year-old boy.
Sonya had a live-in boyfriend who was absent much of the time
because of his work schedule. Sonya was having particular problems
with her 8-year-old girl, Ellie. Sonya used terms such as "bad child,"
"mean," and "vindictive" to describe Ellie. The social work intern
probed for specifics by asking, "What is Ellie doing when she's being
bad?" Sonya explained that Ellie won't obey any commands she gives
her, such as to come inside to do her homework or to stop playing
and do her chores. Sonya's main concern was that Ellie had recently
become more violent, hitting, biting, and kicking her siblings.

Another way to gather information about the problem is to have people
complete standardized questionnaires (also called measures, scales, invento-
ries, and instruments). Measures have been developed for many different
problems and help to determine the existence of certain behaviors, attitudes,
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feelings, or qualities—and their intensity or severity. Measures have been
standardized when they have been tested (normed) on a relevant group of
people, a process that results in psychometric data, specifically information
about reliability and validity, that has to meet certain acceptable standards.
Reliability refers to the consistency and accuracy of the measure; validity
involves the extent to which an instrument measures what it purports to mea-
sure. For the different methods of determining reliability and validity, please
see a research text (e.g., Rubin & Babbie, 2005). Some guidelines for having
clients complete n\ieasurement instruments follow:

Select a measure. Selection of particular measures to use may be determined
by the particular program a client attends or the client's presenting problem.

Provide a rationale. A justification to provide to clients for using a mea-
sure is that it is a quick way to get information that will assist the social
worker in better understanding how to help. It will also help track
progress if the measurement instrument is completed over time.

Explain hoiv to fill out the form. Read aloud the directions, which in-
cludes how the client should respond to items. In the explanation, assure
clients that there are no right or wrong answers.

Answer questions, clarify, look the form over. It is important to assess
clients' literacy level, whether they are children or adults. If necessary,
read each question and response to the client. If clients are unsure of an
answer, they should be encouraged to provide what they think is the
"best" answer. Social workers should avoid interpreting the items or
questions. The social worker should check over the measure after it is
completed, looking for items left blank and response-set bias (e.g., giving
all items a 5 in a 5-point scale).

Score the measure. Ideally, measures should be scored when the client is
present so that immediate feedback can be given.

Repeat the measure at a later date. Using the same measure one or more
times (or every time if you are carrying out a single-subject design, dis-
cussed later in this chapter) provides both the client and the worker with an
assessment of change. This is an important step in motivating clients, solid-
ifying gains they have made through the therapeutic process, and docu-
menting outcomes for accountability purposes.



Exercise 1-1
The following exercise can increase your ability to ask about behavioral
specifics. For each statement, decide what questions you would ask to get at
the behavioral manifestations of the problem. From your knowledge of people,
or by asking a classmate to role play the client, create some hypothetical indi-
cators of the problem behavior.

1. A parent describes her child as having attention deficit/hyperactivity
disorder (ADHD).

2. A client who is having problems with his supervisor describes her as a
"very angry, controlling person."

3. Your classmate describes a client she is having trouble with as "defiant,
having aggressive outbursts, and having difficulty managing her
anger."

4. A client says about herself, "I'm a very selfish person."

5. Your field instructor refers to a client as "borderline" and "manipulative."

Exercise 1-2

Recall one trait that you use to describe yourself or another person in your life.
Break that trait down into its behavioral manifestations. How does this change
your perception of that trait?



6 • Cognitive-Behavioral MethodsIbYSociaT Workers

Exercise 1 -3
This exercise shows you that your sense of optimism about the possibility of
change might depend on whether clients are described in global terms or their
behaviors are defined operationally.

1. What seems more easily changed: an "oppositional" child or that
child's talking back and refusing to do tasks when parents or teachers
so request?

2. What seems more easily changed: a child who, according to his mother,
has ADHD or that child's behavior of not completing homework?

3. What seems more easily changed: a child whose mother describes her
as "cold" or the behavior of not telling her mother how she feels?

Cues and Consequences

After breaking behaviors down into their concrete manifestations, the social
worker continues the assessment by asking about the cues (also called ante-
cedents and triggers) for the behavior ("What starts it?"). This process helps
clients gain more awareness of their behaviors, what led up to them, and how
they are being reinforced. Many people with problem behaviors often view
them as "coming out of the blue" or "just happening" (e.g., "suddenly, I'll just
explode," "I find myself screaming at my partner, and I don't know how I got
there," "I fel); like having a drink, so I had one"). However, there are sequences
of events that lead up to problem behaviors. If a person is made more aware of
these events, he or she will have a way of anticipating, avoiding, or coping
with these events.

One technique that makes it easier for some people to understand the
sequences that lead up to problem behavior involves a scale from 1 to 10 in
which 10 is the ultimate expression of the problem behavior (e.g., the drink or
the temper tantrum). Starting at the lower end of the scale, you ask clients to go
through the scale and identify their escalating triggers. Sometimes the client
must trace the sequences of the particular day, starting at the beginning, so he
or she can see how the problem behavior built up over the course of that day.

EXAMPLE 1-2

Lila is a Hispanic mother of four children who is under child
protective services investigation for physical abuse of her children.
The social worker in this instance used the scale to help Lila identify
what built up to the recent incident of physical abuse.

With the social worker's prompting, Lila described the
following cues associated with each number on the scale:

1. "Feeling tired, not getting enough sleep from the night before because
the kids wouldn't go to bed."

2. "Being mad with them for not getting dressed when I said so."
4. "Because they wouldn't listen, we were late for their immunization

appointment at the doctor's office. If they didn't get the shots, I
wouldn't be able to enroll them in school."
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5. "The kids were acting out in the doctor's office, and I felt hot and
embarrassed as everyone was watching us. I imagined everyone was
thinking I didn't have any control over my children and that they were
brats."

6. "By the time we got home, I was drained from listening to them argue

all the way home."
7. "I got a phone call from a friend and just when I was beginning to

relax, the kids started hitting each other, screaming, and crying. My
stomach was in knots, and I was thinking about how they always ru-
ined everything."

9. "1 was screaming at them. I just had it."
10. "I got out my belt and just began lashing out at all of them."

As this example demonstrates (see Figure 1-1), the scaling exercise in-
creases understanding of the sequences leading up to the problem behavior. It is
not necessary for clients to pinpoint each number on the scale, but the notion of
sequences escalating to 10 provides the sense that problem behaviors don't just
happen out of nowhere. There are physical, cognitive, social, emotional, and en-
vironmental cues that mount to contribute to the behavior.

One domain that might need further attention involves the affective
domain, or the client's feelings. Although behavioral approaches tend to de-
emphasize feelings, discussion of client's feelings are very important. First,

"Mad children
wouldn't get

dressed"

t
"Feeling
tired"

Figure 1-1
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conveying understanding of feelings can build the supportive alliance that is
necessary for change to occur. Second, feelings are often triggers for unproduc-
tive action. For instance, a person is scared and decides to threaten others to
feel safer; a person who is bored may be more prone to use drugs. However,
people are often unaware of the feelings that trigger them to act in certain
ways. Therefore, building people's awareness of their feelings and the behav-
iors that follow gives them important information that they are having some
difficulty managing certain emotions. The social worker can then target inter-
ventions that will facilitate clients' coping in more productive ways.

Another important category of questions asks about the consequences of
the behavior ("What happens afterward?"). This information helps both the
social worker and the client gain a sense of what is reinforcing about the be-
havior (see Chapter 2) or the detrimental consequences that can be used to
build the client's motivation to change (see Chapter 9).

Figure 1-2 shows the five domains (social, environmental, emotionally,
cognitive, and physical) in which both cues for the behavior and its conse-
quences may occur (Carroll, 1998). Table 1-1 includes a comprehensive list of
inquiries the social worker can make about the cues and consequences in each
of these five domains. A cues and consequences worksheet provides a template
for use by clients or the social worker. Ideally, the social worker should write
out the assessment, because critical information is gathered at this stage, then
used to generate goals and an intervention plan.

Social cue

Environmental
network

Emotional cues

Cognitive

Physical c

Figure 1-2
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TABLE 1-1 Questions on Cues and Consequences

Domain

Social

Environmental

Emotional

Cognitive

Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

With whom does the client
spend most of his or her
time?

Does the client have
relationships with people
who do not have the
problem?

Does the client live with
someone who is involved in
the problem?

How has the client's social
network changed since the
problem began or
escalated?

How have his or her
relationships been
affected?

What are the particular
environmental cues for the
problem?

What is the level of the
client's day-to-day exposure
to these cues?

Can some of these cues be
easily avoided?

What people, places, and
things have been affected
by the problem?

Has the client's environ-
ment changed as a result of
the problem?

What feeling states precede
the occurrence of the
problem?

How does the client feel
afterward?

How does the client feel
about himself or herself?

What thoughts run through
the client's mind?

What beliefs does he or she
have about the problem?

What does the client think
afterward?

What does the client say to
himself or herself?

TABLE 1-1 (Continued)

Domain Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

Physical What uncomfortable physical How does the client feel
states precede the problem? physically afterward?

What is his or her physical
health like as a result?

Table 1+2 goes on to provide an example of a behavioral assessment (both
the cues and the consequences) for Jennifer, a client involved with the child pro-
tective services system because of neglect of her children. The neglect stemmed
largely from Jennifer's alcohol and crack cocaine addictions; therefore, the
assessment focuses on her substance abuse.

TABLE 1-2 Case Example of a Behavioral Assessment

Domain Antecedents
(Triggers, Cues)

Consequences
(Reinforcers)

Social She lives in a crime-infested,
low-income, urban commu-
nity and often sees people
she knows who use drugs.

Her relationship with her
family has suffered. She has
neglected her children
(leaving them alone while
she "parties" and spending
money on drugs rather than
on necessities for the
children). She avoids her
mother and sisters, who
disapprove of her lifestyle.
When she does see them, she
gets in arguments with them
because she has borrowed
money without repaying it
and often leaves her children
with them without saying
where she is.
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TABLE 1-2 (Continued^

Domain

Environmental

Emotional

Cognitive

Physical

Antecedents
(Triggers, Cues)^

Being short on money when
the rent is due and feels
stressed.

To relieve stress, uses drugs
and alcohol.

Drug use to relieve feelings
of depression about the state
of her life: rift with her mother
and sisters, neglect of chil-
dren, involvement in child
protective services system

"The only thing that will
make me feel better is to use
drugs."

Craving, restlessness,
agitation.

Consequences
(Reinforcers)

Money problems worsen; she
has spent money on drugs
and alcohol and now has to
pay escalating late fees as
well as the rent.

She feels increased despair
over the state of her life and
what she is doing to her
children.

"I did it again. I can't stop.
I'm a bad mother."

Hungover, respiratory
problems from smoking
crack cocaine.

Exercise 1 -4
This exercise will build your familiarity with assessing cues and consequences
for a problem behavior and its consequences. Take a problem behavior of your
own or someone who is willing to be interviewed by you. Using the worksheet
provided, go through the various domains for both the cues and consequences.
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WORKSHEET 1-1 Cues and Consequences

Domain

Social

/
/

Environmental

Emotional

Cues Consequences
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WORKSHEET 1-1 (Continued)

Cognitive

Physical

Goals

From the process of conducting a behavioral assessment, the specific nature of
the problem and the reinforcers and triggers that keep the problem in opera-
tion are determined. From here, the social worker and client together construct
concrete target behaviors as goals, giving close attention to the antecedent con-
ditions and contingencies required to bring about the desired new behaviors.
This section focuses on general guidelines for goal setting and explores ways
to measure progress. Evaluation is discussed because it is tied to goal formula-
tion and tracking goals. However, it is recognized that evaluation continues
throughout the helping process and determines when the process ends.

The guidelines for goal setting include the following:

1. Explain the rationale for goals.
• To provide focus to the work.
• To get social worker and client agreement about what should be done.
• To monitor progress of the intervention.
• To know when the work is complete (Hepworth, Rooney, & Larsen

2002).

2. For people who don't want to change, start where the client is. In a number
of different practice settings, social workers see clients who have been man-
dated to receive services, whereas cognitive-behavioral intervention is typically
for those who are sufficiently motivated to learn and practice new strategies.
Therefore, it is sometimes necessary to work on building motivation before a
person is ready for cognitive-behavioral intervention (Carroll, 1998). The basics
of motivational interviewing are described in Chapter 9. Other ways to engage
the nonvoluntary client are through solution-focused questions that ask clients
what they need to do to address the demands of the referral source. "What do
you think you need to do so you don't have to come here anymore?" "What will
convince your probation officer [or other authority figure such as a parent or
judge] that you don't need to talk to me anymore?" (Berg & Miller, 1992). Typi-
cally, people give general, vague responses: "When I'm good." The facilitator's
job is to help the client come up with concrete, observable indicators (Cade &
O'Hanlon, 1993). "What will you be doing differently when you are good?"
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This question not only helps clarify for clients what it is they have to work on
("Go to school, I guess, and be home when I'm supposed to") and facilitates
goal setting, it also helps clients realize the social worker is not invested in their
continued presence in treatment and is willing to work with them to that end.

3. Reframe a goal so that it is within the client's control and ivorks with the
system that is most amenable to change. Often, a person may want another
person to change (a partner, child, other family member, coworker, supervisor,
neighbor, friend). You, as the social worker, can explain that you cannot make a
person outside the helping relationship become different. However, clients can
influence the behavior of another by changing their own actions.

One common example involves parents of children who need help of
some kind. Parents often want their children to be seen alone by the social
worker rather than be involved themselves. A way to engage parents in this
process is to stress to them their importance to their children ("You are much
more important to your child than I will ever be. If I can help you deal with
your child and you do this at home, you will be much further along"). Parents
can also be told about the cognitive abilities of young children, that they have a
difficult time generalizing behavior learned in one setting to another. There-
fore, if parents are present in session and see the new skills their children are
learning, these effects can be carried over to the home. In particular, for treat-
ment of externalizing behaviors in children, research shows that the most ef-
fective approaches involve parent training and other family interventions
(Brestan & Eyberg, 1998; Serketich & Dumas, 1996).

Another common example involves people who get help so that their

partners will return to them.

EXAMPLE 1-3

Mikhael, a Russian immigrant to the United States, has been divorced
from his wife for 3 years. When asked about his goals, Mikhael said
that he wanted to get back with his wife. The social work student said
they couldn't "make" his ex-wife feel or act any differently toward him.
However, Mikhael had frequent contact with her to manage visitation
and parenting responsibilities. He therefore had opportunities to

show his ex-wife that he himself could behave differently. The student
sUggested that they work on managing his anger and learning new
communication skills so that he and his ex-wife could talk about the
children and negotiate more effectively. The social work student said
she didn't know whether his ex-wife would ever get back with him;
but if a reconciliation were possible, Mikhael's ex-wife would first
need to see that he had changed his behavior.

4. Individualize goals rather than rely on agency-generated goals. In some
agencies, case plans involve listing the dysfunctions clients bring and then
assigning them rote goals and services. For instance, a child welfare client who
was using substances when her child was neglected receives substance abuse
treatment; an incident of family violence warrants a perpetrator group
(Christen^en, Todahl, & Barrett, 1999). This practice leaves out client input. If a
goal is not personally important to a client, he or she will not be motivated to
pursue it. Goals should be related as much as possible to what a client sees as
the problem.

5. Goals should be considered in terms of final outcome rather than the formal
services in which clients participate (Christensen et al., 1999). For instance,
rather than "attending a parenting skills group," the goal should focus on
what the parent is expected to achieve as a result of attending the group. This
helps both social worker and client develop a mind-set toward outcome rather
than simply going through the motions of attending different services. Some
clients might feel understandably overwhelmed or intimidated by the
prospect of participating in a multitude of services and classes. If efforts are in-
stead centered on final results, they can clearly see what they are working
toward and might be more motivated to get there.

6. Formulate a minimum number of goals. When clients enter into the helping
process, they are often overwhelmed by many simultaneous stressors, such as
divorce, death of a family member, a family move, financial problems, health
problems, behavior problems in children, and more. Focusing on a limited
number of goals is critical, since the client needs to achieve success and experi-
ence some confidence as a result of his or her efforts. If efforts are scattered
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around many diverse goals, chances are likely that the client may not achieve

success in any one area.
Therefore, goals must be prioritized with the client's input: "Which of these

goals is most important for you to center on? Which one would make the most
difference to you right now?" Of course, the social worker may offer input into
which of the goals might make the most difference. For instance, goals having to
do with safety (getting a protective order, severing contact with an abusive part-
ner) would be of foremost priority and might assist the progress of other goals,
such as bolstering mood and improving behavior of children in the household.

The social worker may also offer input when noticing behaviors that
crosscut domains of the client's life in which difficulty is experienced. For
example, a client may report anger problems at work, with children, and with
a partner. A possible goal in this situation is to work on improving communi-
cation skills and managing anger.

Individuals already experiencing a multitude of life stressors, including
poverty, lack of adequate housing, neighborhood violence, and so forth, will
not be able to scatter their efforts and seek services from numerous agencies in
the community at once (Azar & Wolfe, 1998).
7. Some goals may have to be partialized, broken down into smaller subgoals
or tasks. For example, in order for a woman to meet the goal of leaving an abu-
sive partner, she might first have to attain several subgoals, such as getting job
training and finding employment in order to become financially independent;
she might have to arrange transportation so that she can attend training and get
to a job; she might have to find reliable and safe child care for her children. Such
subgoals in themselves require great effort and represent major achievements.

8. Goals should be feasible considering baseline behaviors. For example, if a
child's conduct in school is rated as unsatisfactory every day of the week, then
a goal of five satisfactory days would be out of his reach. Perhaps an achiev-
able beginning goal instead might be two satisfactory days.

9. State goals as the presence of positive behaviors rather than the absence of
negative behaviors. This keeps the focus on what the client wants rather than
on what he or she doesn't want. For instance, rather than being stated as "Stop
talking back at school," the goal should be phrased as "Follow directions" or
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"Work quietly in the classroom." To get the client thinking within this frame,
the question can be asked: "What will you be doing instead of [the problem
behavior]?" The social worker must be persistent, since clients often continue
to talk about the absence of negatives (e.g., "I don't know—he just won't be
talking back."). This tendency, however, keeps the focus on negative behav-
ior rather than on desired behavior.

10. Goals should be delineated in behaviorally specific ways. When a specific
behavior or action is attached to the goal, the client is clear about what he or she
is working toward and knows when the goal has been reached. For example,
the goal of increasing social support might include starting a conversation with
a new person each week, inviting a friend to a social activity each week, or call-
ing a person the client met in a support group. Note that goals can also involve
the expression of feelings. For example, a goal can be to talk about three feelings
a day to foster parents. Sometimes the specifics of goals are delineated in objec-
tives underneath that particular goal. For instance, a patient in a long-term care
unit, who was dependent on a ventilator for his breathing, had, as a goal, to get
out of bed two times per week. Objectives under this goal included initating a
conversation with the nursing staff as to when he would like activity to take
place; complying within 5 to 7 seconds with staff requests to move his arm or
leg; and remaining out of bed and up in his wheelchair for a minimum of 3
hours before requesting to get back in bed. (See Chapter 3 for more on this case.)

11. Determine the client's level of commitment to the goal. Commitment or
motivation to a certain goal can be determined quickly through the use of a
scale: "From 1 to 10, with 1 being not at all important and 10 being very impor-
tant, where would you place yourself?" Hep worth, Rooney, and Larsen (2002)
recommend that clients at least be at a 7 in relation to wanting to achieve the
goal; otherwise they may not be sufficiently motivated.

EXAMPLE 1 -4

Shawnette is a 16-year-old African American female enrolled in the
eleventh grade at a local high school. Shawnette has been part of
a therapeutic foster care program for the past 2 years. She was
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placed because her mother had a severe mental illness, making her
unable to manage Shawnette, and no other family members were
available. Shawnette sometimes gets in trouble for arguing with
adults, the other youths in her program, and her classmates. She is
also failing three of her classes.

When the social work intern began talking with her, Shawnette
said that out of all her concerns, she is most worried about her
classes. "If 1 don't pass them, I'll never graduate from high school.
I only have one year left after this one, and that doesn't leave me
enough time to make up classes that 1 fail." To explain her grades,
Shawnette admitted she doesn't do her homework and, in fact,
never opens a book. She sleeps in class and has difficulty under-
standing chemistry and geometry, and so she has just given up. She
said the reason she's failing English is that she simply chooses not
to do the work—not because she does not understand it but
because she thinks it's "stupid."

The social work intern introduced the idea of goals:
Social work intern: If you had to identify one goal that you

would like to accomplish for yourself right now, what
do you think it might be? It can be either a big goal or a
small one.

Shawnette: 1 want to graduate from high school.
Social work intern: That's a really impressive goal. It's a large,

long-term goal, so what we are going to do now is break
it down into smaller steps that will have to be taken.

Shawnette: Well, 1 need to pass chemistry, English, and
geometry.

Social work intern: Let's look at what goals we can set for
each of those classes, since they're all so different and
present different problems. Which one would you like
to start with?

Shawnette: Chemistry. I've been doing the worst in that
class. 1 don't understand anything. It's so hard, 1 just

gave up trying.
Social work intern: 1 hear you're pretty frustrated with that

class because it's so difficult for you. Chemistry can be
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difficult for many people. What ideas do you have
about what can help you with chemistry?

Shawnette: Well, my teacher is always offering extra help
if we stay after school, but 1 just haven't done it yet.
1 guess I could do that.

Social work intern: Tell me how you would approach your
teacher and what you would say.

They went through a role play, which reduced the barrier of
Shawnette's not knowing what to say or how to ask for help.

Another goal Shawnette identified for the week was to do her
English homework at least once. This involved several tasks: writing
down assignments, taking her books home, setting aside time to do
her work, and finding a quiet place in the house to do this.
Shawnette also said she would stay awake during her geometry
class and listen to what was going on. In order to do this, Shawnette
said she would bring a drink to class and engage in self-talk (e.g.,
"I am listening to what is going on").

In the next contact with the intern, Shawnette reported some
success: she had scheduled and attended a meeting with her
chemistry teacher. She also said she was able to do her English
homework once, and her teacher complimented her for handing it
in. Writing the homework down, taking her books home, and
doing homework right after school helped her achieve this step.

Shawnette said that she stayed awake in geometry but
became very frustrated because she did not understand any of the
material. She didn't think she could catch up because she was so far
behind. She came up with a couple of ideas on her own for the next
week. She would ask for tutoring help from her geometry teacher. If
that was not successful, Shawnette said she would talk with her
school counselor and see what could be done.

Example 1-4 shows how the intern helped a client with a goal she had
identified. The goal was partialized and broken down into constituent tasks
that were manageable for the client to achieve.
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Exercise 1-5
In the following scenarios, identify problems with the stated goals and suggest
solutions.

1. A client suffering from depression says she just wants to feel happier.

2. A mother states her goal as "My family needs to communicate better."

3. An adolescent girl seen by a social work intern at a juvenile justice de-
tention center says she doesn't have any goals for herself and doesn't
want to work on any.
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4. A man whose girlfriend broke up with him because of his physical vio-
lence says that his goal is "for her to take me back."

5. A parent whose 7-year-old child has been acting out at school (shoot-
ing spitballs, laughing and making loud jokes to the classroom at large,
talking when the teacher is talking, not doing work) says that her goal
is for the social worker to "talk some sense into him" and "make him
see right." She admits that he is similarly disruptive at home.

6. A man who has been referred for substance abuse treatment says his
goal is to quit drinking.
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7. A seventh grader who is being seen by the school social work intern is
currently not doing any homework (he usually gets three homework
assignments per day). The school social work intern decides that his
goal should be "to do all his homework."

Exercise 1-6

Considering the guidelines for goals that have been set forth, think about an
area in your life that you would like to change. Describe a possible goal for
accomplishing this change.

8. A child protective services worker writes up her initial quarterly case
plan. She decides the client's goals should be to (1) seek better housing,
(2) attend a battered women's group, (3) participate in a parenting
skills group, and (4) receive job skills training. For the client's child,
who has been diagnosed with autism, the caseworker draws up some
other goals that involve the mother: (1) seek services at a clinic that
specializes in pervasive developmental disorders, (2) attend a support
group related to her child's disability, and (3) take the child for individ-
ual therapy to develop attachment.

Exercise 1-7

Considering the guidelines for goals that have been set forth, describe a pos-
sible goal for a client on your caseload (recognizing that you are leaving out an
important guideline, which is to include client input).
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The next section discusses ways in which the social worker can track
goals and evaluate the outcome of the work. The focus is on scaling questions
and single-system designs.

Evaluation

Scaling Questions

Scaling questions are a goal-setting intervention developed by solution-fo-
cused therapists in which clients rank-order themselves in relation to a goal
(de Jong & Berg, 2001). They can be used not only as a clinical tool but also as a
way to assess baseline behaviors, progress, and outcome. The following steps
help the social worker utilize the scale effectively. Also see Chapter 4 for the
use of this technique when working with client belief systems.

1. Construct the scale. Pictorially representing a scale with 10-point incre-
ments, describe to the client a scale of 1 to 10 with 10 as "when the problem you
came here for is solved."

2. Anchor at 10 what the client wants to achieve. The goal should be phrased in
terms of the presence of the positive ("feeling better") rather than as the absence of
the negative ("not feeling depressed"). Ten should be realistic and achievable
rather than "when everything is perfect." Get the client to identify at least three
behavioral or cognitive indicators of what will be happening when the problem is
solved. Sometimes clients can be helped to understand the idea of behavioral indi-
cators by using the analogy of looking at them through a videoplayer ("If I were
looking through a videoplayer, what would I see you doing?"). For instance, in a
client who wants to feel better from depression, behavioral indicators might be
"seeing friends once a week," "exercising twice a week," "finding a class to sign up
for to get me out of the house," and thinking, "My life is going fine." Even when
clients talk about nebulous goals or states, such as motivation, feeling happy, and
increased self-esteem, they are then forced to put these goals into behavioral
and cognitive terms by having to describe a picture of what 10 will look like.

The endpoint of the scale needs to be fleshed out thoroughly, since the
assumption is that this will shift people's attention to a vision of what they

want rather than what they don't want. There is no need to anchor each point
of the 10 increments, however. Rank-ordering relies on clients' perceptions of
where they are in terms of their problem being solved.

3. Have the client rank-order him or herself on the scale. The next part of
the scaling intervention involves asking clients to rank-order themselves in
relation to 10. Clients often place themselves at a number implying change has
already occurred, which allows them to see that their problems are not as all-
encompassing as previously believed. Occasionally, clients place themselves at
a 1; in these cases, the social worker can inquire about times when the problem
is "... less severe, frequent, intense or shorter in duration" (O'Hanlon & Weiner-
Davis, 1989y p. 86) or what the client is doing to prevent problems from getting
even worse.

The scales pose an advantage in terms of helping people get in touch with
the strengths they have already demonstrated. For example, sometimes people
initially discuss a problem at great length and become very negative about its
all-pervasive nature. However, when they are asked to rank themselves, they
give a number that is much higher than the initial discussion might indicate.
The scale gives them a concrete reminder that they are moving toward solving
their problem.

As was emphasized earlier, rank-ordering is based on the client's percep-
tion. Therefore, avoid challenging the client about the rating. One way to get at
possible disparities in how others might view the client is through relationship
questions.

4. Ask relationship questions. Relationship questions, questions about where
others may perceive the client on the scale, are asked so that clients may gain a
different perspective (de Jong & Berg, 2001). The social worker might ask, for
example, "Where would your supervisor place you on the scale?" Clients who
suffer from cognitive distortions often view themselves differently from how
others experience them. Getting clients to perceive themselves from someone
else's perspective may help them see themselves more realistically. With certain
problems, such as depression, clients tend to see others as ranking them higher
on their competence and hope for the future than they rank themselves. With
other problems, such as juvenile offending, clients tend to view themselves as
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doing better than what others may perceive. In either case, relationship ques-
tions challenge clients to appraise themselves more appropriately through the
viewpoint of others.

5. Set achievable tasks. Task setting can also be formulated from the solution-
focused scale. Clients are called upon to determine how they will move up one
rank order (a 10 percent change) during the time between the next contact with
the social worker. There is no need to embark on a more ambitious plan—to
move from a 4 to a 10, for instance. Instead, a focus on a 10 percent change
breaks down the problem and its commensurate solution into manageable
units. Small changes that are easily achieved are more likely to spark further
positive actions. If clients are able to adjust their behavior, they often feel bet-
ter. They may also see a corresponding difference in the way others react to
them. Consequently, they become more willing to take further steps toward
their goals.

6. Monitoring progress. The solution-focused scale can be used in subsequent
sessions in order to track progress over time and to determine when goals have
been met. Tracking progress in this way makes attainment toward goals quan-
tifiable and measurable.

Exercise 1-8

Considering the steps just described, construct a scale and follow the steps.
Ideally, perform this exercise with an actual client with whom you are work-
ing. Otherwise, apply this exercise to a hypothetical situation or role play with
another student posing as a client.

Single-Subject Designs

Single-subject designs (also called single-case and single-system designs) can
be used to assess progress on a targeted behavior. Information for designing
and implementing single-subject designs is drawn from Rubin and Babbie
(2005). This section introduces the simplest single-subject design, the A-B de-
sign, and explains how to do visual analysis of the data points. We stop short of
statistical analysis of the data points; information about statistical analysis of
single-subject designs and more complex designs is available in Rubin and
Babbie and other research texts.

The first step of designing a single-system study is to decide the behavior
to be targeted based on your assessment of the client's problem and goal for-
mulation. The next step is to decide who will collect the data. Behaviors can be
tracked through different sources, including

• client self-report
• another person's report
• behavioral observation

Usually, adults can track their own thoughts and behaviors unless they
are incapacitated in some way. However, another person's report might be
more accurate for certain problems. For instance, in domestic violence, it is
generally believed that the person who has been abused is a more accurate re-
porter of violence or threats of violence than is the person doing the abusing.
For child problems, especially those involving externalizing behaviors, par-
ents' and teachers' reports are considered more useful. Sometimes you, as the
social worker, might conduct behavioral observations to assess the frequency
of a behavior. For instance, in working with a child, you might track the num-
ber of times in a session the child followed your directions.

The next step in designing the single-subject design, and sometimes the
most challenging, involves collecting baseline data. A baseline helps us to
understand, given the occurrence of the problem before intervention, how in-
tervention has helped change the problem. The general guidelines are to
gather five to ten data points as a baseline and to stay within a month's time-
frame. This can be done in one of two ways; intervention can be withheld until
this information is collected, or the baseline can be constructed retrospectively.
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In the types of problems social workers see, which are serious in nature and
usually require immediate intervention, withholding intervention for a period
of time might be detrimental to the client. An obvious problem with retrospec-
tive reporting, however, is that it can be biased due to the extent of people's
ability to recall, especially when their memories are clouded by a present prob-
lem. For example, a person who is depressed typically remembers the recent
past as depressing.

After the baseline data has been gathered, intervention begins and the
same data is collected throughout the intervention period. The social worker
plots the data points on a graph with the horizontal axis representing the time
increments chosen for data observation (e.g., are the data points being mea-
sured twice daily, daily, weekly?). The vertical axis is the level of measurement
chosen to assess the target behavior, such as the frequency in numbers, yes or
no for whether or not the behavior occurred, or a Likert-type measurement
(always, sometimes, hardly ever, never).

Clinically, the graph can be very useful; as the social worker discusses with
the client the extent of progress, a client can be encouraged by the work he or
she is doing by noting that improvement is being made. The social worker and
client can also talk about other events that have occurred during intervention
that might have impacted progress in particular ways. Alternatively, if the work
is not progressing as planned, the social worker and client can discuss the pos-
sible reasons, and can revise the intervention plan as appropriate.

EXAMPLE 1-5

A social work intern at a battered women's shelter worked with
Mimi, a Nigerian refugee. Mimi had left her husband because he was
violent with her on many occasions during their marriage, both when
they lived in Nigeria and after they came to the United States. The
most recent episode occurred the night Mimi went to the shelter:
her husband struck her face with his fist, causing a bruise. Prior to his
hitting her, Mimi had questioned him about where he had been that
night. She knew he was seeing another woman and thought that he
had been with her.

The intern started working with Mimi the morning after she
came to the shelter. At the first meeting, Mimi was very distraught
and worried about what would become of her and her three
children if she separated from her husband, since he was the family
provider. At the same time, she no longer wanted to live with his
violence, and his seeing another woman was intolerable.

After the intern explored Mimi's feelings, she asked Mimi
about her thoughts. Mimi described her "worry" thoughts as the
following: "How am I going to make it? I have no money and three
children to take care of." "I don't deserve anyone better than him."
"This is just what a woman has to put up with." "It's awful here at the
shelter. Living back home would be better than this." "I'm not going
to be able to afford a place of my own, and we're going to become
homeless." "My children will starve to death." "I don't have the right
to deprive them of their father." "He's right, I don't have any choice
but to put up with this." "I'm not like these other women at the
shelter. I don't belong here." "What are people I know going to say
about what I'm doing?"

Mimi said that she had not been able to sleep at all the night
before because of these thoughts. In order to collect a baseline, the
intern asked Mimi to be aware of her thoughts and to give herself a
check mark for each time she had a "worry" thought about leaving
her husband.

The intern explained some of the dynamics of family violence
and the laws and mores in this country about domestic violence,
which Mimi then contrasted with those observed in Nigeria. The
intern then explained the resources that were available to Mimi and
what she could do to get some of them initiated, such as signing a
complaint with the police, filing a protective order with the county
attorney's office, and applying for emergency food stamps at the
local benefits office. The intern also informed her of transitional
housing that was available to battered women and their families so
that they could start to build independent lives. Mimi said she was
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interested, so the intern scheduled an intake appointment for her at
the battered women's outreach office.

As the intern drove her to these various resources (Mimi did
not know how to drive), she could see that Mimi often looked upset
and seemed to be ruminating quietly. The intern would ask Mimi
about the thoughts running through her mind and prompt her to
write them in the notebook she had given her.

Note that the intern started some intervention—educating Mimi about
family violence and connecting her with resources—during the baseline
period. Since Mimi's safety was endangered by the family violence and she
had to be quickly engaged in services before she gave up and went back to
her husband, it was critical that the intern inform her immediately of the
community supports and resources available to her. In addition, the intern
did not yet start the technique of cognitive restructuring, the intervention
she was interested in monitoring for its impact on Mimi. Cognitive restruc-
turing is a technique in ivhich the social worker assesses the client's patterns
of thinking and, through a series of discussions and exercises, helps the client
dispute dysfunctional thoughts and beliefs and replace them with more
functional patterns. (See Chapter 4 for complete information on cognitive
restructuring.)

The following week, Mimi provided the baseline data she had
collected over the course of the week. Figure 1 -3 shows that Mimi
had a high number of worry thoughts each day, never fewer than
475. At this point, the intern taught Mimi the technique of cognitive
restructuring so that she could begin to challenge some of her
worry thoughts and replace them with more realistic and positive
thinking. She again instructed Mimi to keep tracking her worry
thoughts each day, but this time she was also to use cognitive
restructuring to counteract these thoughts.

During that day and the next, the intern continued to spend
time with Mimi, taking her to register for welfare benefits and to the
county attorney's office to file a protective order. She prompted

Number of
Negative
Thoughts

/

500

450

400

350

300

250

200

150

100

50

n

• •—•» • * — •

1 2 3 4 5 6 7

Time (in Days)

Figure 1-3 Mimi's baseline of negative thoughts.

Mimi about her thoughts and helped Mimi challenge some of the
worry thoughts and replace them with more positive thinking. As
the intern would not be in the office until the following week, she
instructed Mimi to continue recording and challenging thoughts.
The intern informed staff at the shelter about the work Mimi was
doing so that they could continue to work with her on it.

When the intern returned the following week, she went over
with Mimi the results of her "homework." Mimi had diligently
recorded her worry thoughts and had also applied the process of
cognitive restructuring. By the next day when they again met, the
intern had gathered all the baseline and intervention data collected
so far and had plotted the information on a graph (Figure 1 -4).
Mimi could see that although the number of worry thoughts was
still very high, it was gradually decreasing.
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Figure 1-4 Mimi's intervention phase (week 1).

The intern continued to work with Mimi on this technique
and on connecting her with resources. The work ended when
Mimi left the shelter after the maximum time limit of 3 weeks.
Figure 1 -5 shows the completed single-subject design for Mimi.
When they reviewed the data during their final meeting, Mimi
realized that she had made progress, as her worry thoughts
continued to decrease. She said that the technique of cognitive
restructuring had been helpful for her and she would continue
to use it as she and her children moved into transitional living
arrangements.

Number of
Negative 250
Thoughts

9 1 0 1 1 1 2 1 3 1 4 1 5 1 6 1 7 1 8 1 9 2 0 2 1

Time (in days)

Figure 1-5 Mimi's single-subject design.

Exercise 1-9

Considering the steps described and the example provided, construct a single-
subject design. Ideally, perform this exercise with an actual client with whom
you are working. Otherwise, apply this exercise to a hypothetical situation or
role play with another student posing as a client.
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Summary

Cognitive-behavioral approaches are highly oriented toward defining prob-
lems in terms of behavioral specifics and measurable goals. Such approaches
emphasize evaluation of client progress. Increasingly, the social worker will
find it necessary to show accountability in practice. In line with this focus, this
chapter covered behavioral assessment, goal setting, and ways to track client
progress on goals over time. Behavioral Interventions
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Behaviorism has been prominent in the social sciences since the first half of the
twentieth century, and it became a popular theory among clinical practitioners
in the 1960s. Among its pioneers were Pavlov (1932,1934), Watson (1930), and
Skinner (1953). The rise of behaviorism reflected the new emphasis in the so-
cial sciences on empiricism (observable evidence) in evaluating the outcomes
of clinical intervention.

This chapter covers some of the basic principles and methods of behavior
theory. All behavior is influenced by the same principles of learning, which
include classical conditioning, operant conditioning, and modeling. Examples
and exercises to familiarize you with these concepts are interspersed through-
out the chapter. We focus on techniques from a branch of behaviorism called
operant conditioning because they have the broadest practice applications.

Classical Conditioning

Conditioning is a process of developing patterns of behavior through responses
to environmental stimuli or specific behavioral consequences (Wilson, 2000).
ine earliest behavioral research involved classical conditioning in which an ini-
tially neutral stimulus comes to produce a conditioned response after being
paired repeatedly with a conditioned stimulus (Pavlov, 1932,1934). In Pavlov's
famous research, food (the conditioned stimulus) naturally produced salivation
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 Abstract:  It is observed that new social work trainees face

difficult to do social work assessment in mental health

setting. Authors propose a social work assessment guideline

within biopsychosocial frame work for social work

assessment in mental health/psychiatric setting. This

guideline will empower the new trainees to conceptualise the

case in a comprehensive manner and to provide rights based

interventions.

Key words: Guideline, social work assessment, mental health,

 psychiatry. 

I. INTRODUCTION

ocial work considers the reciprocal impact of people

Diagnostic and Statistical Manual (DSM) or International

Classification of Diseases (ICD)  is critical so that social

workers can be conversant with other mental health

professionals. Biopsychosocial (BPS) framework can be

used for assessment, goal formulation and intervention

planning (Corcoran & Walsh, 2010). It is observed that
new social work trainees face difficulty to do social work

assessments in mental health/psychiatric settings and

conceptualising case. This may be because of lack of

proper assessment guidelines. Here, authors propose a

guide line; i.e. social work assessment frame work and

areas of social work assessment in psychiatric settings for

Indian context.
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ocial work considers the reciprocal impact of people

and their environments in assessing human behaviour.

From this perspective, problems in social functioning

might result from stressful life transitions, relationship

difficulties, or environmental unresponsiveness (Corcoran

& Walsh, 2010) and all other areas. Much changed as the

profession grew and developed, incorporating ecological,

bio-psychosocial, cognitive, family-centred, and various

other approaches as indicated by the workplace setting,
particular theories of practice, or by client or patient needs

(Heinonen & Metteri, 2005). The values and interests of

the social work profession require a broad approach to

assessment and formulation that integrates social justice,

ecological, systemic, biological, cultural, spiritual, and

psychological perspectives (Dean & Poorvu, 2008). 
The social worker in mental health settings is expected to

have adequate skill in clinical evaluation (history taking

and Mental Status Examination). Knowledge of the

II. THE GUIDELINE

Authors advocate that all the social workers should

understand the biopsychosocial aspects of the current

problems and also understand the impact of mental

Illness/condition/disorder on individual, family and the
community. Along with that; the needs, concerns of the

persons with illness and families should be assessed;
which would help in planning interventions. Authors

adopt BPS framework for the assessment and assessment

should be addressing the rights and social justice of

persons with illness and their family for comprehensive

understanding of the problems and rights based

interventions (Figure-1).
Figure - 1

S
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The social work assessment frame work

( Assessment should be addressing the rights, social justice and needs of the person with disorder and family)

The steps in social work assessments and interventions in

psychiatric settings are;

1.  Clinical evaluation (to understand the

psychopathology of the client and making

provisional psychiatric diagnosis. This may be

done after consultation with a psychiatrist) 

2.  Psychosocial Assessment 

3.  Analysis and formulation 
4.  Psychosocial diagnosis

5.  Psychosocial interventions plans 

2.1 Psychosocial Assessment  

Mental health disorders are determined by interacting BPS

act in terms of predisposing, precipitating, maintaining,

risk and protective. Also, assess the needs and concerns

of client (the person with disorder and family). When do
the assessment, the social worker should mention;

whether the problem is present or not, duration, changes

in the patterns, severity (mild/moderate/high) or frequency

(how frequent it happens) or adequacy

(adequate/inadequate) or levels (high, moderate or low) of

each and every problems/variables in the factors. To
make it easy, authors divided the areas of assessment as

‘factors’. The individual factors involve ‘biological and

 psychological’ aspects and the ‘social’ factors divided into

few other aspects such as family, neighbourhood and

friends, workplace, school/college, financial, welfare and

rehabilitation legal other social factors and other

Biopsychosocial factors

Mental Illness/condition/ disorder

Impact of mental /Illness/condition/ disorder on individual, family and

community
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Mental health disorders are determined by interacting BPS

factors. The social worker should understand these factors

rehabilitation, legal, other social factors and other

important areas (Table- 1).

Table- 1

Areas of assessment

1.  Individual factors

o  Basic needs (food, clothing, shelter)

o  Explanatory model of illness and pathways to care

o  Activities of daily living

o  Intelligence

o  Personality

o  Coping strategies

o  Substance abuse

o  Insight/ knowledge on psychiatric illness

o  Knowledge about need for inpatient care and
readiness for treatment

2.  Family factors

o  Family structure

o  Details of each and every family members

o  Boundary issues

o  Healthy or unhealthy alliance among family

members

o  Interaction pattern

o  Interpersonal relationship issues

o  Communication pattern

o  leadership styles and decision making process
o  Role structure and functioning
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o  Compliance to treatment

o  Disability and rehabilitation needs

o  Risk to self and others

o  Unemployment or job related issues

o  Marriage related issues (marriage plans, selection of

spouse etc.)

o  Medical illness

o  Spiritual issues

o  Psychiatric illness

o  Education related issues

o  Interpersonal issues other than related to family (e.g.

friends)

o  Social &occupational functioning in general

o  Sexual orientation, high risk sexual behaviour,

number of partners etc.

o  Sexual dysfunctions

o  Sexual abuse history

o  Birth and early development

o  Life events and stressors
o  Violence faced if any

o  Traumatic events

o  Grief

o  Cognitive impairment

o  Magico-religious or cultural beliefs which hinder in

seeking or continuing treatment

o  Excessive technology use (internet/mobile/video

games) or behavioural addiction if any

o  Pregnancy/reproductive issues

o  Social skill

o  Bonding with children

o  Cognitive distortions

o  Patients’ concerns and future plans

o  Homelessness/abandonment
o  Future plan (short, mid and long term)

o  Disability

o  Social support perceives and received

o  Human rights violations

o  Motivation and capacity for change

o  Need of rehabilitation

o  Other aspects if any

o  Coping strategies

o  Reinforcement of behaviour of a person by the

other family members

o  ‘We’ feeling among family members

o  Support within the family and support to the

family from others.

o  Influential person/persons in the family other than

persons living in the family

o  Explanatory model of illness and pathways to care

o  Presence of domestic violence (nature, duration,

from whom and to whom and duration) and

actions taken against.

o  Caregiver burden/burn out

o  Expressed emotions

o  Knowledge & attitude of family members about

the illness

o  Parenting issues

o  Presence of any stressful events in family

o  Housing facility
o  Presence of health/mental health issues /substance

abuse in any other family members

o  Living arrangements

o  Supervision of medication or treatment by family

members

o  Primary care giver and his/her concerns

o  Other family issues and future plans regarding

patient and family

o  Major concerns and needs of family members 

3.  Financial Factors:

o  Sources of income

o  Poverty if any

o  Financial burden, debts and other financial issues

4.  Neighbourhood and friends

o  Support from neighbourhood

o  Discrimination and violence from neighbours

o  Relationship with neighbours

o  Number of friends, relationship with them, support

etc.
5.  Work /employment

o Nature of work

6.  School/college

o Class studying

Download  Full PDF Package Summary 



11/23/2020 (2) (PDF) Guideline for Social Work Assessment in Mental Health Settings | Research and Scientific Innovation Society RSIS Internatio…

https://www.academia.edu/17030110/Guideline_for_Social_Work_Assessment_in_Mental_Health_Settings 4/5

Grammarly

English Writing Assistant DOWNLOAD

www.rsisinternational.org Page 167

o  Nature of work

o  Hours of work

o  Payment and leave structure

o  Duration of work in the place and past work places

o  Occupational health hazards if any

o  Attitude and relationship with colleagues and higher

officials

o  Issues at workplace

o  Any threat to job

o  Welfare programmes available at workplace

o  Policy of employers and its effect on client

o  Class studying

o  Regularity in attending class

o  Syllabus

o  Performance

o  Attitude and relationship with other classmates

and teachers

o  Academic difficulties

o  Behavioural problems if any

o  School environment

o  Any gang activities
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7.  Legal Issues and protection services:

o  Impending case

o 
imprisonment (past and current)

o  Need of legal protection from violence/abuse

o  Any other legal issues/concerns

8.  Welfare Needs:

o  Disability pension/other welfare measures

available or needed
o  In need of government welfare services even to

any other family members

o  Other welfare needs

9.  Other Social Factors

o  Social stigma

o  Religious/cultural issues and acculturation difficulties

o  Political conditions where the person is coming from

o  Resources in the community (rehabilitation, health

care facility etc.)

o  Other social issues if any

10.  Other areas:

o  Government rules, welfare policies and
programmes which can be utilised for helping the

person and family.

o  Pre-discharge issues and Post discharge plans and

follow up issues to be addressed

o  Other issues, concerns, needs & wants of client.

2.2 Analysis and formulation

After the assessment, social worker is expected to analyse

the factors in terms of cause-effect relationship,

predisposing, precipitating, maintaining, risk and

protective- aspects by applying appropriate theories.

2.3 Psychosocial diagnosis

After the analysis and formulation, the social worker gives

a diagnosis on which he/she plans interventions. The

diagnosis may be presented as descriptive or statement
formats. After making the diagnosis, social worker may

plan interventions on individual, family, group and

community basis. Communication with other mental

health professionals would help to confirm the details

collected and minimising the duplication of work and
which will give better result.

2.4 Psychosocial interventions

After the assessment and analysis, the social worker may

plan for social work intervention on individual, group,

family and community level.

III. CONCLUSION

The current guideline can be used in in-patient, out-

patient, rehabilitation and community mental health care

settings. It can be applied for different population with all

kinds of mental health issues such as adults, geriatric,

children and adolescents. This guideline was applied in

clinical setting and used for training post graduate trainees

in psychiatric social work for more than one and half

years and observed effective. The current guideline is

 proposed for a general understanding of the client’s

problems. Social worker is advised to use appropriate
assessment tools to understand each problems of client, in

depth.
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ABSTRACT
Objectives: To evaluate a multidisciplinary team
(MDT) case management intervention, at the individual
(direct effects of intervention) and practice levels
(potential spillover effects).
Design: Difference-in-differences design with multiple
intervention start dates, analysing hospital admissions
data. In secondary analyses, we stratified individual-
level results by risk score.
Setting: Single clinical commissioning group (CCG) in
the UK’s National Health Service (NHS).
Participants: At the individual level, we matched
2049 intervention patients using propensity scoring
one-to-one with control patients. At the practice level,
30 practices were compared using a natural experiment
through staged implementation.
Intervention: Practice Integrated Care Teams (PICTs),
using MDT case management of high-risk patients
together with a summary record of care versus usual
care.
Direct and indirect outcome measures: Primary
measures of intervention effects were accident and
emergency (A&E) visits; inpatient non-elective stays,
30-day re-admissions; inpatient elective stays;
outpatient visits; and admissions for ambulatory care
sensitive conditions. Secondary measures included
inpatient length of stay; total cost of secondary care
services; and patient satisfaction (at the practice level
only).
Results: At the individual level, we found slight,
clinically trivial increases in inpatient non-elective
admissions (+0.01 admissions per patient per month;
95% CI 0.00 to 0.01. Effect size (ES): 0.02) and
30-day re-admissions (+0.00; 0.00 to 0.01. ES: 0.03).
We found no indication that highest risk patients
benefitted more from the intervention. At the practice
level, we found a small decrease in inpatient non-
elective admissions (−0.63 admissions per 1000
patients per month; −1.17 to −0.09. ES: −0.24).
However, this result did not withstand a robustness
check; the estimate may have absorbed some
differences in underlying practice trends.
Conclusions: The intervention does not meet its
primary aim, and the clinical significance and cost-
effectiveness of these small practice-level effects is
debatable. There is an ongoing need to develop
effective ways to reduce unnecessary attendances in
secondary care for the high-risk population.

INTRODUCTION
An ageing population with increasing
number of long-term conditions (LTCs) and
complex multimorbidity1 2 has caused policy-
makers to rethink delivery of care.3

There is increasing focus on the benefits of
‘integrated care’, to enable a more efficient
and effective response to LTCs.3 4 There is no
consensus definition of what constitutes ‘inte-
grated care’,5 and the concept describes many
different changes to the health system that
can occur at multiple levels.6 7 8 Practical
implementation examples of integrated care
include pooling of funds, joint commission-
ing, colocation of services, shared clinical
records, and at the interface of the health
system with the patient (ie, service delivery
level) multidisciplinary team (MDT) working
and case management.7 8

In the UK’s National Health Service
(NHS), a common model of integrated care
is the use of ‘multi-disciplinary team (MDT)
case management of high-risk patients’.9 10

Strengths and limitations of this study

▪ This study addresses a number of shortcomings
found in related literature from a recent system-
atic review.

▪ The difference-in-differences methods can
provide a rigorous assessment under certain
conditions while evaluating an intervention in a
real-world setting.

▪ Results are analysed and presented at two levels
to show direct effects of the intervention, as well
as wider spillover effects of integrated care.

▪ At the practice level, there may be some selec-
tion bias due to voluntary recruitment, although
we predict this to be minimal based on our
robustness checks.

▪ At the individual level, results may be prone to
some bias in favour of control participants due
to the ongoing recruitment strategy versus a
single time point propensity matching. Again, we
predict this to be minimal, as participants and
controls were well matched at the first start date.
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We undertook a systematic review of this model of
integrated care and found few effects across a number
of relevant outcomes, barring a small effect on patient
satisfaction, and short-term changes in self-reported
health status.6

We also identified gaps in the current literature. In
the review, 78% of included studies were randomised
controlled trials (RCTs).6 We suggested a complemen-
tary role for rigorous quasi-experiments in routine set-
tings to better balance internal and external validity.11 12

The majority of studies also measured only direct
(individual-level) effects. MDT case management used
to manage a subset of patients could lead to broader
changes, such as better ‘professional integration’
through team working.13 14 These broader changes
could lead to effects on the wider patient population,
beyond those patients specifically managed by the MDT
(what we call ‘spillover effects’).
Our contribution to the evidence base for MDT case

management thus involved an evaluation of a local inte-
grated care intervention using a robust quasi-experimental
study design. We model effects using two distinct analyses:
(1) individual-level analysis (to capture direct effects of the
intervention) and (2) practice-level analysis (to capture
any potential spillover effects).

The intervention
In Central Manchester, the MDT case management is
achieved through Practice Integrated Care Teams
(PICTs) introduced by the clinical commissioning group
(CCG). PICTs conduct case finding, assess the needs of
the individual identified, prepare individualised care
plans, co-ordinate care and conduct regular review, mon-
itoring and adaptation of the care plan.15 The aim of
the intervention was to reduce unnecessary attendances
in secondary care for the high-risk population.16

Table 1 gives an overview of the key aspects of the inter-
vention. Compared with our previous systematic review of
similar interventions, it is fairly common, where we iden-
tified the majority (58%) employing MDT case manage-
ment (as opposed to a single case manager), and a
predictive risk model as the primary method of identify-
ing suitable patients.6 Less commonly, this intervention
took place in a system ranked as delivering ‘high’ strength
of primary care (ie, strength of primary healthcare orien-
tation of the health system as classified by Starfield and
Shi17—the majority in the review came from a ‘low’-
strength system, eg, USA: 64%). Additionally, the PICT
intervention included involvement of a social worker
(33% of studies involved a social worker in our previous
review), providing further potential for ‘horizontal inte-
gration’ (ie, integration between separate organisations
at the same level of the health system).3

METHODS
Our study used a quasi-experimental pre–post design
with a suitable control group to examine any change in
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outcomes induced by a policy change intervention—an
adapted version of difference-in-differences (DD)
analysis.18

We prepared and analysed data at two distinct levels,
each described separately below. Owing to a data govern-
ance issue at the CCG, intervention patients could not
be identified at the individual level until nearly all prac-
tices implemented the intervention (patients were not
consented prior to this date, so those joining before
could not be included in the analysis—they were also
excluded from our control group, so no contamination
occurred). Figure 1 summarises the period of analysis
for the individual and practice levels, showing the ana-
lysis and ‘pretrend’ period (ie, period prior to any prac-
tice/individual joining the intervention group) for each.
With the PICT intervention having no single start

date, we adapted our analysis to allow for this staged
introduction (using a time fixed effect instead of the
usual binary post dummy—see equations in practice
level and individual level sections in the online
supplementary material appendices).18 19 The main dif-
ference from the standard DD approach is that the inter-
vention and control groups are not static over time,
allowing intervention patients/practices to join gradually
over the monthly panel datasets, and comparing appro-
priately at each time point. This method has been used
previously in the literature,19 20 and we have adapted it
to suit data at both of our levels of analyses (explained
below, and in more detail in the online supplementary
material appendices).
We analysed anonymised data held by the CCG, from

the ‘admitted patient care commissioning dataset’,

submitted by all providers in England via the Secondary
Uses Service (SUS). The dataset included all patient
contacts with secondary care services, demographic data,
as well as costs calculated through the national payment
by results (PbR, together with local prices for local provi-
ders where applicable). For the analysis of pseudony-
mised/anonymised data, no formal ethics process was
deemed necessary. The CCG had themselves previously
consented the intervention individuals for use of their
data for evaluation purposes. For patient satisfaction at
the practice level, we used data from the GP Patient
Survey (GPPS—see online supplementary material
appendices).

Data preparation and analysis
All data preparation and analysis was carried out using
STATA (V.13) (StataCorp. Stata Statistical Software: Release
13. College Station, TX: StataCorp LP., 2013). The DD
analysis estimate is unbiased only under the key assump-
tion that the average difference between intervention
and control units’ trends would be the same in the
absence of ‘treatment’ (ie, the PICT intervention).18

This ‘parallel trends’ assumption is key to DD analysis
and was tested graphically and statistically for each
outcome assessed, at each analysis level (see online
supplementary material appendices for graphs).
We analysed data distinctly at two levels:
1. Individual level: primary analysis
At the individual level, to obtain parallel pretrends, it

was necessary to propensity match intervention patients
to controls from within the same CCG (we matched on
the characteristics for which the patients were recruited

Figure 1 Timeline of analyses

highlighting key dates of practices

and individual patients included in

analysis joining the intervention.
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in practice to maximise comparability—see online
supplementary material appendices for details). We then
analysed 2049 intervention patients versus 2049 matched
controls using the best-fitting count model for each
outcome.21 Outcome measures were summed to a count
per patient per month over the period September 2010–
March 2015 inclusive, to allow a 3-year pretrend period.
In all models, we adjusted for relevant individual cov-

ariates from the directed acyclic graph (DAG—see
online supplementary material appendices),22 as well as
practice fixed effects (to control for any effects caused
by characteristics of a specific practice rather than the
intervention itself).23 We cluster our SEs by practice to
deal with concerns of serial correlation.24 We took the
average partial effect of results (for β2—see online
supplementary material appendices for equation) and
report these below (ie, the covariates adjusted absolute
change in counts per patient per month). We addition-
ally report the effect size (ES; standardised mean differ-
ence) as a measure of practical significance of each
result.25 We adopted Cohen’s rule of thumb for inter-
preting ESs, that is, 0.2 indicates a small effect, 0.5 a
medium and 0.8 a large effect.26

Stratification by risk score
Patients were recruited to the intervention via risk tool
score and clinical judgement. To test whether the
highest risk patients (according to risk tool score) bene-
fitted more from the PICT intervention than those with
lower calculated risks also treated, we generated a ‘high-
risk’ dummy. We reran the individual-level analysis with
a difference-in-difference-in-differences (DDD) analysis,
using an additional interaction term to determine sub-
group effects (see online supplementary material appen-
dices for equation).
2. Practice level: secondary analysis of spillover effects
At the practice level, practices gradually took up the

intervention over a period of 18 months. At each time
point (updating monthly in our dataset), the time fixed
effects compare all intervention practices with all ‘con-
trols’ (ie, all those practices that have not yet adopted
the intervention, even though they will later adopt the
intervention).19 20 Outcomes were summed to a count
per 1000 patients per month for each of the practices
and analysed over the period September 2010–March
2015 inclusive, to overlap with the individual-level
analysis.
We used a linear regression model, adjusting for fixed

effects for each practice and time period (monthly—see
online supplementary material appendices for equa-
tion). We cluster our SEs by practice to deal with con-
cerns of serial correlation.24

Outcome measures
Primary outcome measures for both analyses included:
▸ Inpatient non-elective admissions
▸ Re-admissions (30 days)
▸ Inpatient elective admissions

▸ Accident and emergency (A&E) visits
▸ Outpatient visits
▸ Admissions for ambulatory care sensitive conditions

(ACSCs, which we used as a measure of patient safety
in a health system with universal health coverage—
see online supplementary material appendices for
details)

Secondary outcome measures included:
▸ Total cost of secondary care services (£)
▸ Length of stay (inpatient)
▸ Patient satisfaction (practice level only: measured

through the GPPS—see online supplementary
material appendices)
– General satisfaction
– LTC-specific satisfaction

Robustness check
At both levels of analysis, we additionally added a robust-
ness check including a practice-specific time trend. This
allows intervention and control practices to follow differ-
ent trends and can help reveal any indication of the
observed effect having absorbed any differences in
underlying practice time trends.18

At the practice level only, due to the voluntary roll-out
of the intervention, we attempted to assess the effects of
selection bias using a logistic regression model (includ-
ing % males; % over 65; practice list size; number of
general practitioners (GPs) per thousand patients; total
Index of Multiple Deprivation (IMD) score 2010; and
total % Quality and Outcomes Framework (QOF)
achievement score).27 We additionally reran the practice-
level analysis excluding those practices recruited to the
intervention in wave 1, assuming these to be the prac-
tices at most risk of selection bias if it did indeed
occur.19

RESULTS
Individual-level analysis
Sample characteristics
A total of 2049 intervention patients were propensity
score matched to non-intervention patients from the
same CCG. As expected, the differences were small
between matched patient baseline characteristics (see
table 2).
Table 3 shows the crude absolute differences in mean

outcome measures (PICT patients vs matched controls).
As for the DD results in the section below, a negative
estimate indicates a relative decrease in admissions for
PICT patients compared with controls (ie, a negative
intervention effect favours the intervention).

DD parallel pretrends
We identified evidence of a significant difference
between pretrends for outpatient visits at the individual
level. This variable was potentially biased towards a
result favouring the PICT intervention over controls.
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However, we found no statistically significant result
favouring either group. All other variables satisfied the
parallel trends assumption, with no indication of bias.

DD results
Table 4 shows the DD analysis results at the individual
level. After adjustment for age, cumulative multimorbid-
ity, IMD domains (excluding health) and practice and
time fixed effects, we found a slight increase in inpatient
non-elective admissions (0.0053 per patient per month;
95% CI 0.0004 to 0.0102) and 30-day inpatient

readmissions (0.0041; 0.0018 to 0.0064). The ESs (0.02
and 0.03) were small.26

Robustness check
All of the estimates withstood the addition of a practice-
specific time trend.

Stratification by risk score
We observed no relationship between risk score and
time of recruitment into the intervention. Observing the
plots of risk score versus total postintervention

Table 2 Individual baseline characteristics (before and after matching)

Before matching After matching

Mean (unless otherwise indicated) PICT (SD) Controls (SD) SMD PICT (SD) Controls (SD) SMD

N 2049 93 532 2049 2049

Male (%) 44.3 47.4 44.3 44.1

Age 67.2 (17.8) 35.3 (22.2) −1.44 67.2 (17.8) 65.8 (18.7) −0.07
IMD 2010 40.2 (14.8) 40.6 (16.0) 0.03 40.2 (14.8) 40.2 (15.8) 0.00

MM count baseline 2.7 (2.1) 0.7 (1.2) −1.63 2.7 (2.1) 2.4 (2.2) −0.12
Previous inpatient admissions 1.3 (2.1) 0.3 (1.1) −0.88 1.3 (2.1) 1.2 (2.2) −0.05
Previous outpatient visits 7.0 (9.6) 1.9 (4.3) −1.14 7.0 (9.6) 7.2 (9.8) 0.02

Previous A&E visits 1.4 (2.4) 0.5 (1.2) −0.73 1.4 (2.4) 1.4 (2.5) 0.00

Previous admissions calculated for period 31 August 2012–1 September 2013 (12 months prior to the first intervention patient start date).
A&E, accident and emergency; IMD, Index of Multiple Deprivation; PICT, Practice Integrated Care Team; SMD, standardised mean difference.

Table 3 Average absolute outcomes per patient per month by PICT, preintervention/postintervention

Outcome

Mean (per

patient per month)

Difference

Unadjusted intervention effect

(difference per patient per month)Pre Post

Primary outcomes

Inpatient non-electives

Controls 0.0362 0.0422 0.006

PICT 0.0550 0.0704 0.0154 0.0094

Inpatient electives

Controls 0.0365 0.0369 0.0004

PICT 0.0438 0.0451 0.0013 0.0009

Outpatient admissions

Controls 0.5019 0.5611 0.0592

PICT 0.5701 0.7188 0.1487 0.0895

A&E visits

Controls 0.0808 0.0805 −0.0003
PICT 0.1061 0.1217 0.0156 0.0159

ACSCs

Controls 0.0059 0.0078 0.0019

PICT 0.0093 0.0124 0.0031 0.0012

Re-admissions (30 days)

Controls 0.0069 0.0082 0.0013

PICT 0.0115 0.0191 0.0076 0.0063

Secondary outcomes

Total cost of secondary care services (£)

Controls 168.8746 195.1289 26.2543

PICT 215.0091 276.9591 61.9500 35.6957

Length of stay (days)

Controls 0.3943 0.4888 0.0945

PICT 0.5624 0.7903 0.2279 0.1334

A&E, accident and emergency; ACSCs, ambulatory care sensitive conditions; PICT, Practice Integrated Care Team.
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admissions, however, we see that there does appear to be
a relationship between a higher risk score and increased
non-elective admissions, A&E visits, total cost of second-
ary care services, admissions for ACSCs, inpatient length
of stay and inpatient 30-day readmissions (see online
supplementary material appendices). This implies that
the risk score is a good predictor of these future admis-
sion types, as expected.
Results of the DDD analysis, however, indicate that

those patients with a higher risk score did not benefit
more from the intervention, and instead showed statistic-
ally significant increased inpatient non-elective admis-
sions (0.0208 per patient per month; 95% CI 0.0083 to
0.0333. ES: 0.09), A&E visits (0.0363; 0.0128 to 0.0598.
ES: 0.09) and inpatient length of stay (0.3071; 0.0592 to
0.5549. ES: 0.06—see online supplementary material
appendices for full list of DDD estimates) compared
with others. Again, the ESs indicate these increases were
slight.

Practice-level analysis
Sample characteristics
Table 5 shows the practice characteristics of the interven-
tion and control practices included in the analysis

(comparing the practices which joined the intervention
in wave 1 with those that joined the intervention at a
later date). On average, the practices are very similar,
with wave 1 practices with a slightly higher proportion of
older patients, and a slightly more even male/female
split.
Table 6 shows the crude absolute differences in mean

outcome measures (per 1000 patients per month)
observed between the wave 1 PICT practices and those
practices joining at a later date (shown as ‘controls’ for
illustration purposes), preintervention and postinterven-
tion. As for the DD results in the section below, a nega-
tive estimate indicates a relative decrease in admissions
for PICT practices compared with controls. For satisfac-
tion outcomes, a positive estimate indicates increased
satisfaction for the intervention practices compared to
usual care.

DD parallel pretrends
We identified no significant differences between pre-
trends for any outcome at the practice level. These data
satisfy the parallel trends assumption, with no indication
of bias.

Table 4 Individual-level adjusted model results

Outcome

Adjusted* intervention effect (95% CI)

(difference per patient per month)

Effect size†Count (NBREG) model

Primary outcomes

Inpatient non-electives 0.0053 (0.0004 to 0.0102)‡ 0.02

Inpatient electives −0.0011 (−0.0092 to 0.0070) −0.00
Outpatient visits 0.0399 (−0.0068 to 0.0866) 0.03

A&E visits 0.0103 (−0.0001 to 0.0207) 0.03

ACSCs 0.0001 (−0.0017 to 0.0020) 0.00

Re-admissions (30 days) 0.0041 (0.0018 to 0.0064)‡ 0.03

Secondary outcomes

Total cost of secondary care services (£)§ 8.1687 (−16.0021 to 32.3396) 0.01

Length of stay (days) 0.0528 (−0.1094 to 0.2151) 0.01

N=224 898 observations; 4098 individuals (period September 2010–March 2015).
bold: withstands practice×time robustness check.
*Adjusted for age, cumulative multimorbidity, IMD domains (excluding health), and practice and time fixed effects. Marginal effects on
PICT×Post reported.
†Standardised mean difference.
‡Significant at p<0.05.
§Zero-inflated negative binomial model based on admission events. A&E, accident and emergency; ACSCs, ambulatory care sensitive
conditions; IMD, Index of Multiple Deprivation; NBREG, negative binomial regression.

Table 5 Practice characteristics (wave 1 compared to later joining practices)

Mean (unless otherwise indicated) PICT—wave 1 (SD) Controls—later joining (SD) SMD

N 12 18

Male (proportion of practice) 0.52 (0.04) 0.54 (0.05) 0.04

Over 65 years (proportion of practice) 0.09 (0.03) 0.07 (0.04) −0.15
IMD 2010 38.5 (10.7) 37.4 (7.7) −0.12
Practice list size 6022.9 (2656.2) 6879.1 (3503.9) 0.27

GPs per thousand 0.6 (0.1) 0.8 (0.5) 0.29

GPs, general practitioners; IMD, Index of Multiple Deprivation; PICT, Practice Integrated Care Team; SMD, standardised mean difference.
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DD results
Table 7 shows the DD analysis results at the practice
level. After adjustment for practice and time fixed
effects, the difference for inpatient non-elective admis-
sions was significant, with an estimated −0.63 admissions
per 1000 patients per month (95% CI −1.17 to −0.09)
for PICT practices compared with control practices.
The practical significance, as evidenced by the ES of

−0.24, suggests a small effect of PICT on inpatient
non-elective admissions at the practice level.

Robustness check
Following our robustness check, including a practice-
specific time trend, the estimate for inpatient
non-electives was no longer significant: −0.52 (−1.05 to
0.01. ES: −0.20). This may suggest that the intervention
effect has absorbed some differences between treated
practices due to an underlying practice-specific time
trend (which can happen when policies are implemen-
ted at different points in time in different units, ie, the
practice time trend which was occurring already can
drive the results, so once we control for this, the esti-
mated effect is driven towards zero).18 The ES, however,
remained similar to the result reported above.
We were unable to predict wave 1 entry from the

characteristics we included in our logistic regression
model. Thus, we conclude that selection bias into early
adoption, based on these characteristics at least, was
minimal. However, this does not preclude the presence
of selection bias based on unmeasured characteristics.
When we removed wave 1 practices (assuming these to

be at most risk of selection bias, if it did indeed occur),
statistical power was reduced (as expected), and the SEs
of our estimates were inflated. Subsequently, we found
no significant results following this robustness check.
The estimate for inpatient non-elective admissions never-
theless remained negative (ie, in favour of the interven-
tion—see online supplementary material appendices for
full list of estimates following this robustness check).

DISCUSSION
For direct effects of the intervention, this study finds
some statistically significant differences between groups,
although effects are very small. The results of our DDD
analysis show that even the highest risk patients (as
defined by the risk prediction tool) treated did not
benefit from the intervention, and in fact admissions for
a number of outcomes (inpatient non-electives, A&E
visits and inpatient length of stay) increased slightly for
these patients.
Additional analysis at the practice level finds indica-

tions of potentially small positive spillover effects of inte-
grated working at a higher system level. In particular, we
identified a possible reduction in inpatient non-elective
admissions (which, however, did not hold up to our
robustness check). However, even if these effects are
caused by the intervention, which this study cannot

prove beyond doubt, the absolute difference observed in
the analysis is small.26 For an average practice of
approximately 6000 patients, this would equate to an
estimated difference (not an absolute reduction) of
−45.6 (95% CI −84.0 to −6.6) inpatient non-elective
admissions in a year compared to usual care. If we esti-
mate the average cost of an inpatient non-elective admis-
sion to be £1489,28 this would potentially translate to a
£67 898 (95% CI £125 076 to £9827) difference com-
pared to usual care, before accounting for intervention
costs. While we did not have data on the precise inter-
vention costs of PICT, the national Directed Enhanced
Service (DES), which incentivises similar case manage-
ment interventions, paid an average-sized practice £5175
for implementing the intervention in 2013/2014.29 This
extra incentive cost of course does not account for
actual additional costs of running the intervention, for
example, physician time, overheads and opportunity cost
of a fairly time-intensive intervention, which would also
need to be considered. Additionally, our analysis found
no significant effect on total secondary care costs rea-
lised during the study period, with a presumable
increase in primary care costs to run the intervention
(although we did not have data available on primary
care costs, so cannot say for certain). Therefore, beyond
the cautions we have identified for this potential spill-
over benefit (ie, absence of a primary effect, and not
holding up to robustness checks), cost-effectiveness of
the intervention remains questionable.

Comparison of direct and spillover effects
The apparently contradictory findings at the two levels
analysed merit specific discussion. First, it is worth high-
lighting the small proportion of patients managed by
the PICT teams directly (a stipulated 2% of each prac-
tice’s highest risk adult patients). The final pool of inter-
vention patients we analysed (n=2049), therefore, only
constitutes 1.04% of the patient population in the 30
practices. The likelihood of the direct effects of the
intervention being a driver for practice-level results in
terms of numbers treated is therefore negligible.
Second, the patients that were targeted directly by the

intervention are by definition the highest risk, and
potentially beyond the means of a medical intervention
causing significant impact at all. This may be particularly
true in the short term, for exacerbation of what are (fre-
quently many) LTCs.30 Our DDD analysis adds evidence
to this effect. Perhaps then, the lower risk patients in the
practice would be more likely to benefit from multidis-
ciplinary working.
Additionally, some qualitative work commissioned by

the CCG separately reveals that some features of the
intervention at the patient level did not occur exactly as
planned. For instance, there have been problems with
the implementation of the shared summary record
through Graphnet, meaning the MDT case management
may not have been delivered exactly as planned in every
detail (beyond the practice changes introduced by the
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MDTs in general, and of course the case management
those high-risk patients received).31 So, if the main
driver of results was the MDT working, we may plausibly
expect these effects to differ by risk group (ie, the
general practice being on average at lower risk).
Finally, direct and spillover effects may plausibly act

through distinct mechanisms. There are some indica-
tions of wider system effects of integrated care in the lit-
erature. For example, good team ‘climate’ (ie,
professional integration)14 has been linked to superior
clinical care for a number of LTCs,32 although evidence
of causation is currently lacking.33 This is one potential
mechanism that the MDT spillover effects could act
through. Spillover effects, therefore, may not be depend-
ent on the numbers captured by MDTs directly, because
they go via the GP and wider care team. If practices ‘do’
MDT for a few patients, it may influence their care for
everyone.

Strengths and weaknesses of the study
Our method of analysis, DD, is a robust method under
certain conditions that we tested.11 We only saw potential
bias indicated by non-parallel preintervention trends for
a single outcome measure at the individual level (out-
patient visits), and we employ robustness checks beyond
the primary analysis models. The method allows testing
of a complex intervention in routine practice, with
potential for greater external validity and generalisability
of the findings.12

Our results at both levels are plausible. At the individual
level, we observed very little differences between the
groups, as we would expect from previous literature around
this intervention type.6 At the practice level, the effect
we observed was on an outcome (inpatient non-elective
admissions) the intervention aimed to affect.16

However, our study does suffer from a number of
weaknesses. Unfortunately, due to the implementation

Table 6 Average absolute outcomes per 1000 patients per month by PICT (wave 1 compared to practices joining the

intervention at a later date), preintervention/postintervention

Outcome

Unadjusted means

(per 1000 patients per month)—wave 1 PICT

compared to later joining Unadjusted intervention effect

(difference per 1000 patients per month)Pre (before 2012m11) Post (after 2012m11) Difference

Primary outcomes

Inpatient non-electives

Controls 6.40 6.61 0.21

PICT 8.36 8.07 −0.29 −0.50
Inpatient electives

Controls 6.19 6.66 0.47

PICT 8.58 8.51 −0.07 −0.54
Outpatient admissions

Controls 87.64 97.33 9.69

PICT 116.86 127.11 10.25 0.56

A&E visits

Controls 25.91 28.64 2.73

PICT 31.42 34.11 2.69 −0.04
ACSCs

Controls 0.59 0.66 0.07

PICT 0.85 0.85 0 −0.07
Re-admissions (30 days)

Controls 0.87 0.84 −0.03
PICT 1.22 1.13 −0.09 −0.06

Secondary outcomes

Total cost of secondary care services (£)

Controls 29157.28 30530.70 1373.42

PICT 38923.43 39167.17 243.74 −1129.68
Length of stay (days)

Controls 60.32 50.97 −9.35
PICT 77.24 66.21 −11.03 −1.68

Patient satisfaction (general)

Controls 0.35 0.38 0.03

PICT 0.38 0.37 −0.01 −0.04
Patient satisfaction (LTC specific)

Controls 0.13 0.14 0.01

PICT 0.14 0.16 0.02 0.01

A&E, accident and emergency; ACSCs, ambulatory care sensitive conditions; LTC, long-term condition; PICT, Practice Integrated Care Team.
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of the intervention, we were not able to access
individual-level data until before the point where nearly
all practices implemented the intervention. This is due
to an initial problem at the CCG of consenting data use
for those individual patients initially included early in
the intervention. This limits our ability to ascertain
whether the initially recruited patients at each practice
were significantly different, or benefited more or less
than those recruited later to the intervention. It also
prevents direct comparison of the results we saw at the
practice level with those at the individual level over
exactly the same period of time and limits our ability to
look at any longer term effects of the intervention at the
individual level. Furthermore, if spillover effects did
indeed affect other patients in the practice, then the
individual-level effects may be driven towards the null.
This is similarly true for the DDD analysis conducted.
However, these spillover effects were not strongly indi-
cated at the practice level.
With the intervention so widespread (particularly

important for an intervention incentivised nationally),
we were extremely careful to choose our comparators (a
crucially important step in DD analysis). We chose prac-
tices (within the same CCG) for which we knew for def-
inite their intervention status at any time point for the
practice-level analysis. Nonetheless, practices volunteered
for the intervention, which can potentially introduce
some selection bias at the practice level. However, we
estimate this possible selection effect to be minimal
based on observable practice characteristics. A common
limitation of non-experimental studies, however, is we
cannot discount differences based on unobservables.
Adding practice fixed effects controls for any differences
between practices that persist over time, as well as any
hospital-level changes during the period that affect all
practices.

At the individual level, we matched patients using pro-
pensity scores within the CCG achieving the necessary
parallel pretrends. However, the intervention patients
are selected for their immediate risk, while the control
patients were selected based on their matched risk at an
earlier date, which may have subsequently subsided (and
hence be the reason they were indeed not recruited to
the intervention). With ‘risk’, and so recruitment,
defined on time-variant indicators, and so transient over
time, there is potential for some bias in favour of the
control group for the individual-level results in this ana-
lysis. However, with patients well matched at the initial
start date, we expect to have minimised this bias.
An important weakness, constrained by the data avail-

able to us, is we were not able to analyse outcomes
beyond secondary care utilisation and total cost of sec-
ondary care. While these utilisation outcomes reflect
well the explicit aims of the intervention, they do not
allow for a broad representation of the intervention in
terms of other important potential outcomes—for
example, patient health, quality of life and satisfaction
with care. These additional measures could be consid-
ered when making commissioning decisions, although
they were not the primary stated aim.

Results in relation to other studies
Our recent systematic review and meta-analysis looking
at similar interventions likewise showed little effect
across relevant health system outcomes for those
involved in the intervention directly (ie, non-significant
estimated pooled ES of 0.04 for secondary care use in
the short term, and −0.02 in the long term).6 However,
the review did show a clear benefit in terms of patient
satisfaction for these patients (statistically significant esti-
mated pooled ES of 0.26 in the short term, and 0.35 in
the long term). We were unable to replicate this finding

Table 7 Practice-level adjusted model results

Outcome

Adjusted* intervention effect (95% CI)

(difference per 1000 patients per month)

Effect size†Linear regression model

Primary outcomes

Inpatient non-electives −0.63 (−1.17 to −0.09)‡ −0.24
Inpatient electives 0.19 (−0.47 to 0.86) 0.07

Outpatient visits −2.80 (−9.84 to 4.24) −0.08
A&E visits −1.32 (−3.52 to 0.89) −0.13
ACSCs −0.04 (−0.15 to 0.06) −0.08
Readmissions (30 days) −0.10 (−0.25 to 0.05) −0.16

Secondary outcomes

Total cost of secondary care services (£) −505.73 (−2763.35 to 1751.89) −0.04
Length of stay (days) −0.24 (−7.56 to 7.08) −0.01
Patient satisfaction (general) −0.03 (−0.09 to 0.02) −0.24
Patient satisfaction (LTC specific) 0.01 (−0.04 to 0.05) 0.14

N=1650 observations; 30 practices (period November 2010–March 2015).
*Adjusted for practice and time fixed effects with robust SEs.
†Standardised mean difference.
‡Significant at p<0.05.
A&E, accident and emergency; ACSCs, ambulatory care sensitive conditions; LTC, long-term condition.

Stokes J, et al. BMJ Open 2016;6:e010468. doi:10.1136/bmjopen-2015-010468 9

Open Access



in this study, perhaps due to the data available to us that
only allowed us to look at this domain at the practice
level, which is likely to be less sensitive. We hypothesised
from the results of our review’s subgroup analyses that
case management by an MDT and involving a social
worker may be more effective than other examples also
included in the review (eg, single nurse case manager).
Results of this subsequent study do not support this pre-
vious hypothesis. However, we also suggested that ‘low-
strength’ primary care systems17 may benefit more from
the intervention (where case management may substi-
tute for a strong primary care system). This may explain
this deviation from the results of our review, which drew
on evidence predominantly from a ‘low-strength’
primary care country (USA).
Looking at spillover effects from MDT case manage-

ment was a strength of this paper.14 Only a few other
studies have looked at spillover effects, most notably,
evaluation of the Evercare intervention.34 However,
Evercare used only a single case manager, where we
might not expect to find large effects, and the study
identified no spillover.34 Analysis of MDT case manage-
ment in the English ‘Integrated Care Pilots’ (ICP) like-
wise looked at direct and spillover effects. Roland et al
identified an increase in emergency admissions and a
decrease in elective admissions and outpatient atten-
dances at the individual level. At the practice level, they
identified a slight reduction in outpatient attendances.
It is, however, difficult to compare these results directly
with this study, with the ICP analysis evaluating six separ-
ate sites in combination, each offering slight alterations
of MDT case management to different populations.
Nevertheless, key differences that stand out include the
presence of a social worker in the case management
team in this intervention (only two smaller sites in the
ICP identified input from a social worker); physical
MDT meetings in this intervention rather than ‘virtual
ward’ rounds (as in the ICP sites); and the GP as clinical
lead in this intervention, rather than the primarily
nurse-led interventions in ICP sites.35

Implications for clinicians and policymakers
This study provides further evidence of the limited
effectiveness of MDT case management aimed at gener-
ally ‘at-risk’ patients as a tool to reduce care utilisation.
MDT case management targeted at high-risk patients
importantly does not achieve its primary aim: reducing
emergency admissions for those high-risk patients dir-
ectly managed. Therefore, there may be better alterna-
tives to this intervention, which may be other forms of
case management targeted at specific conditions, which
have some evidence of beneficial results—for example
targeting mental health.36 Aiming at a very small
number of high-risk patients may never alleviate health
system pressures alone,30 and even the potential spillover
effects of increased professional integration that may
result may not be of sufficient magnitude to achieve the
desired effects.

Going beyond the case management model to a more
population-based approach may therefore be another
avenue to explore, for example, colocation of services, or
integrated electronic health records for all patients
rather than just a high-risk cohort—interventions further
removed from the service delivery level, but which may
be regarded as a key foundation for multidisciplinary pro-
fessional communication and working. We have shown
here that this greater professional integration may have
scope for improving measurable health system outcomes.

Future research
More work is needed to confirm these initial findings of
potentially beneficial spillover effects, particularly quali-
tative work and process evaluation identifying plausible
mechanisms. These did not stand up to our robustness
checks in this analysis; however, the indication was always
in the direction of favouring the intervention practices
with regard to decreasing non-elective admissions at the
practice level. Where it is possible, future studies looking
at models of integrated care should consider spillover
effects.
If commissioning bodies consider evaluation using

similar robust, but cost-effective methods in the future,
they should be planned from the beginning, where
potential bias (discussed above) could be easily avoided.
For example, a randomised stepped-wedge design may
be an appropriate alternative.37

While we improved on previous literature by including
a measure of multimorbidity in our study, we only
included the most basic of these, a simple count of dis-
eases.38 Our future research will explore outcomes strati-
fied by different ‘types’ of multimorbidities, to observe if
the intervention can be better targeted for the patients
it directly affects, providing a more effective and effi-
cient method of exploiting the potential for wider
system effects.

CONCLUSIONS
We show that MDT case management does not fulfil its
primary aim, preventing emergency admissions for the
high-risk patients it targets. This accords with our previ-
ous findings. We show here that the highest risk patients
(as identified by the risk tool) receiving the intervention
in fact slightly increased admissions in many domains
targeted for decrease by the intervention. We do,
however, show some indications of beneficial spillover
effects of MDT working at the practice level worthy of
further exploration. The results highlight the import-
ance of ongoing work on effective ways of avoiding
admissions.36
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Motivational Interviewing Versus Cognitive Behavioral
Group Therapy in the Treatment of Problem and

Pathological Gambling: A Randomized Controlled Trial
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Abstract. Pathological gambling is a widespread problem with major implications for society and the
individual. There are effective treatments, but little is known about the relative effectiveness of
different treatments. The aim of this study was to test the effectiveness of motivational interviewing,
cognitive behavioral group therapy, and a no-treatment control (wait-list) in the treatment of
pathological gambling. This was done in a randomized controlled trial at an outpatient dependency
clinic at Karolinska Institute (Stockholm, Sweden). A total of 150 primarily self-recruited patients
with current gambling problems or pathological gambling according to an NORC DSM-IV screen
for gambling problems were randomized to four individual sessions of motivational interviewing
(MI), eight sessions of cognitive behavioral group therapy (CBGT), or a no-treatment wait-list
control. Gambling-related measures derived from timeline follow-back as well as general levels of
anxiety and depression were administered at baseline, termination, and 6 and 12 months
posttermination. Treatment showed superiority in some areas over the no-treatment control in the
short term, including theprimary outcomemeasure.Nodifferenceswere foundbetweenMIandCBGT
at any point in time. Instead, bothMI andCBGTproduced significant within-group decreases onmost
outcomemeasures up to the 12-month follow-up.Both formsof intervention are promising treatments,
but there is room for improvement in terms of both outcome and compliance. Key words: gambling;
motivational interviewing; cognitive behavior therapy (CBT); psychotherapy outcome.
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Pathological gambling is a widespread pro-
blem with major implications for society and
the individual (Kessler et al., 2008). However,
according to a recent meta-analysis, there are
effective psychological treatments for patho-
logical gambling (Pallesen, Mitsem, Kvale,
Johnsen, & Molde, 2005). Specifically, it was
concluded that treatments were more effective
than no-treatment control conditions, and
that the overall effect size was large at both
posttreatment (Cohen’s d ¼ 2.01) and follow-
up (d ¼ 1.59). However, interpreting and
generalizing the findings is complicated
because most studies included were either

single-group designs with pre–post measure-

ments or an active treatment versus an inactive

no-treatment control. Hence, little is known

about the relative effectiveness of different

treatments. From the meta-analysis, we know

that individual cognitive behavior therapy

(CBT), CBGT, self-help, aversive therapy,

eclectic therapy based on Gamblers Anon-

ymous, imaginal desensitization, and imaginal

relaxation all render medium to large effect

sizes. However, little is known about MI

(Miller & Rollnick, 2002) as a single treatment

for pathological gambling.
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MI is a treatment approach that has
promising results on other dependency dis-
orders, such as alcohol consumption (Het-
tema, Steele, & Miller, 2005) and drug use
(Rubak, Sandbæk, Lauritzen, & Christensen,
2005). In brief, MI consists of a skilled style of
counseling for enhancing intrinsic motivation
to change by exploring and resolving ambiva-
lence. It includes showing empathy, develop-
ing discrepancy between current behavior and
an alternative lifestyle behavior, reinforcing
the patient’s sense of self-efficacy and rolling
with the client’s resistance to change (Miller &
Rollnick, 2002). MI is typically provided as a
brief intervention, within one to four sessions
(Burke, Arkowitz, & Menchola, 2003).
An adaption of MI, to give the client feedback
on an earlier examination, referred to as
motivational enhancement therapy (MET),
has been tested as an adjunct to other
treatments of pathological gambling. For
example, Hodgins et al. (Hodgins, Currie, &
el-Guebaly, 2001; Hodgins, Currie, el-Gue-
baly, & Peden, 2004) found that adding 20 to
45min of telephone-administered MET to a
self-help book treatment had a significant
advantage compared with only self-help book
treatment both at posttest and at 6-, 12-, and
24-month follow-ups. Carlbring and Smit
(2008) replicated these findings up to 36
months after treatment in a similar study,
with the difference being that they provided
the treatment as an Internet-based self-help
program with telephone support. In addition,
in Petry, Weinstock, Ledgerwood, and Mor-
asco’s (2008) exploration of the efficacy of
MET, participants were randomized to an
assessment-only control, brief advice, one
session of MET, or one session of MET plus
three sessions of CBT. Again, the MET was a
restricted and brief intervention, lasting on
average only 50min. It included personalized
feedback followed by exploration of the
positive and negative consequences of gam-
bling and the participant’s goals and values. In
contrast to the Hodgins studies, the results
were less straightforward. Although partici-
pants treated with MET or MET plus CBT
improved, so did those who were only assessed
to a large extent. In sum, there is some
evidence in support of MET. However, to our
knowledge, there has not been any random-
ized trial on a more comprehensive MI
treatment program for pathological gambling.

The purpose of the present study was, there-
fore, to compare the effectiveness of eight
sessions of CBGT with four sessions of
individual MI. To control for spontaneous
remission, a no-treatment control group was
included in the initial phase.

Method
Design
As outlined in the CONSORT flowchart in
Figure 1, the study was designed as a
randomized controlled trial with three parallel
groups with measurements at baseline and 9
weeks. After 9 weeks, the no-treatment control
group received the allotted treatment, and
participants were included in the two active
treatment arms. The intervention groups were
subjected to two prolonged follow-ups at 6
and 12 months. The intervention was provided
at no cost, and participation was voluntary.
The only compensation that was provided was
two movie theater tickets per occasion for
completing the posttreatment and follow-up
measures.

Based on the most recent meta-analysis of
treatment outcomes on pathological gambling
(Pallesen et al., 2005), a large effect size was
anticipated between treatment and the no-
treatment control (Cohen’s d ¼ 0.80). How-
ever, between the two active treatments, we
expected a small effect because it has been
shown that group treatment is somewhat less
effective than individual treatment (Dowling,
Smith, & Thomas, 2007). Instead, we powered
the comparisons between the two active
treatments as a noninferiority trial (Piaggio,
Elbourne, Altman, Pocock, & Evans, 2006).
We assumed that a mean standardized
difference (Cohen’s d) of ^ 0.50 would be
of clinical value (medium effect size according
to Cohen, 1988). This would necessitate a
group size of 128 to achieve a power of 0.80 to
detect a significant difference in a two-tailed
test at the conventional a , .05. Thus, the
study was adequately powered.

Recruitment and participants
To recruit 150 patients who were willing to
be randomized, 198 patients went through a
60- to 90-min in-person interview at an
outpatient dependency clinic between June
2005 and December 2006. The interview was
conducted by a clinical psychologist and was

VOL 39, NO 2, 2010 MI vs. CBGT in the treatment of problem and pathological gambling 93



partly based on the structured Clinical Inter-
view for Pathological Gambling (Grant,
Steinberg, Kim, Rounsaville, & Potenza,
2004) adapted for Swedish use. It also included
timeline follow-back (Weinstock, Whelan, &
Meyers, 2004), demographic questions, and a
set of self-report measures described shortly.
Exclusion criteria included suicidal ideation

(n ¼ 13), unwillingness to be randomized
(n ¼ 6), recently commenced medication for
anxiety and/or depression or being in a
parallel treatment for gambling problems
(n ¼ 6), not having an ongoing gambling
problem (n ¼ 5), primary drug and/or alcohol

dependence (n ¼ 4), ongoing severe
depression (n ¼ 3), unwillingness to partici-
pate (n ¼ 3), ongoing bipolar disorder (n ¼ 2),
imprisonment (n ¼ 2), inability to speak
Swedish (n ¼ 2) or complete self-report ques-
tionnaires (n ¼ 1), and ongoing psychosis
(n ¼ 1).
Randomization was conducted by a true

random-number service independent of
the investigators and therapists. Participants
randomly selected an envelope, the contents of
which indicated their assigned condition. For
natural reasons, participants could not be
blind to conditions. Of the 150 patients who

Figure 1. CONSORT flowchart of study participants, point of random assignment, and drop-outs at each
stage.
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were randomized, 23 participants fulfilled the
inclusion criteria but did not start treatment
for various reasons (MI: n ¼ 8; CBGT:
n ¼ 15). The difference between groups was
not significant (two-sided Fisher’s exact
p ¼ 0.12). Only the participants who attended
at least one session were included in the
analysis (n ¼ 127).

The sample included 21 (16.5%) women
and 106 (83.5%) men; 84 (66%) were native
Swedes, and 65 (51.2%) had at least one
parent who was born in another country. At
the time of the initial interview, the mean age
of the participants was 40.5 years (SD ¼ 12.3).
Most of the 127 participants were self-referred
(69.3%); the remaining were encouraged by
significant others or other contacts to seek
help. The average number of years with self-
reported gambling problems was 7.1
(SD ¼ 8.3). In spite of this, most participants
had not sought any previous treatment for
their gambling problem. However, 56 (44.1%)
had received previous treatment but 42 (75%)
had been unhappy with it.

The most frequent primary problematic
game for the 127 participants was state-
sanctioned video lottery terminals in restau-
rants (37.8%), at legal casinos (7.1%), or at
unregulated clubs (2.4%). Poker on the
Internet (15.7%) and various types of horse
betting (13.4%) were also common. Classic
casino-type games at casinos (6.3%) or
restaurants (3.1%) were less frequent. The
gambling had resulted in current debts for
85% (n ¼ 108) of the participants, with an
average amount of $40,436 (US)
(SD ¼ $128,619; mdn ¼ $12,043) due. Most
participants described their financial status as
very bad (53.5%, n ¼ 68) or bad (16.5%,
n ¼ 21). Only 3.2% (n ¼ 4) judged it to be very
good or good (11.8%, n ¼ 15), whereas 15%
(n ¼ 19) described it as neither good nor bad.

Participants reported their education as
follows: university education, 31 (24.4%);
9-year compulsory primary school, 25
(19.7%); secondary school, 71 (55.9%). Most
participants either had a job (n ¼ 81 [63.8%])
or were students (5 [4%]), whereas 37 were
unemployed (14.1%) or on sick leave (14.9%).
The remaining were either retired (n ¼ 3
[2.4%]) or “miscellaneous” (n ¼ 1 [0.8%]).
Most participants were living alone with
children (n ¼ 45 [35.4%]) or without children
(n ¼ 14 [11%]), 28 (22%) were cohabiting with

a partner with children, and 25 (19.7%) had a
joint household with their partner but without
children. The rest (n ¼ 15 [11.9%]) typically
lived with friends or parents. About 33% of
the participants had at least one child younger
than age 18.

The study was approved by the regional
ethical committee at Karolinska Institute and
was subsequently registered in the Inter-
national Standard Randomised Controlled
Trial Number Register (ISRCTN92322614).

Outcome measures
The NORC DSM-IV Screen for gambling
problems (NODS; Gerstein et al., 1999),
modified to assess gambling at 1month
instead of 1 year, was used as the primary
outcome measure. The use of NODS instead
of the more widely-used South Oaks Gam-
bling Screen (SOGS; Lesieur & Blume, 1987)
was motivated by the fact that the NODS uses
Diagnostic and Statistical Manual of Mental
Disorders (fourth edition [DSM-IV]; Amer-
ican Psychiatric Association [APA], 1994)
criteria as opposed to the SOGS, which is
based on the third edition (APA, 1980).
Furthermore, the NODS has been reported
to show promise as an outcome measure of
gambling problems (Hodgins, 2004; Wick-
wire, Burke, Brown, Parker, & May, 2008). In
addition, measures derived from timeline
follow-back (Weinstock et al., 2004), Beck
Depression Inventory-2 (BDI-2; Beck & Steer,
1996), and Beck Anxiety Inventory (BAI;
Beck, Epstein, Brown, & Steer, 1988) con-
stituted the secondary outcome measures.
Finally, participants were given a five-item,
10-point treatment credibility scale adapted
from Borkovec and Nau (1972). This was
done at the end of the interview, after they had
received a full description of the two methods.

Treatments
The CBGT treatment (n ¼ 59) was adminis-
tered in closed groups with one 3-hr session
per week for 8 weeks. When time for scheduled
coffee breaks and short bathroom pauses are
excluded, the effective therapist time was
135min/week, totaling 18 hr as a maximum.
During the treatment phase, 14 groups were
started. The mean number of participants in
each group, across all eight sessions, was 3.1
(SD ¼ 1.5). The mean number of therapists
per session was 1.7 (SD ¼ 0.5). The unique
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therapist investment, or cost, was 9.87 hr/par-
ticipant (total therapist time divided by
number of participants attending and number
of sessions). In addition to the 8 weeks of
treatment, participants were offered partici-
pation in an open monthly relapse prevention
group. However, only eight of 59 (13.6%)
CBGT patients attended at least one of those
four booster sessions.
The CBGT treatment was manualized

(Ortiz, 2006), and each session focused on a
set theme. Psychoeducation, exercises, and
homework were included in all sessions. The
treatment was partly focused on cognitive
restructuring and partly on encouraging
clients to try alternative behavioral strategies.
In addition, another important treatment
component dealt with identifying the personal
high-risk situations for gambling and increas-
ing skills to cope with those situations in a
better way. A recurrent feature throughout the
treatment was to reduce the urge for gambling
by imaginary exposure and response preven-
tion. Treatment goals were individually set by
each client. Clients were strongly encouraged
to refrain from gambling activities during the
treatment period. The therapists (one licensed
clinical psychologist with psychotherapist
training, two licensed clinical psychologists,
one licensed social worker, and one licensed
psychiatric nurse) received continuous super-
vision and exclusively provided the treatment
in the CBGT condition. All 112 sessions were
audiotaped and 22 (20%) were randomly
selected to be coded by an independent
licensed clinical psychologist with psy-
chotherapist training and experience in the
specific treatment method. According to the
treatment manual, a total of 375 agenda
points should be covered. The result showed a
93% adherence to the manual.
The manualized (Forsberg, Forsberg, &

Knifström, 2008) motivational interviewing
condition (n ¼ 68) was shorter, on average
50min per session, but spaced out to cover the
same number of weeks as CBGT. The first two
sessions were close in time, about 7 days apart.
The following two sessions had an average of 3
to 4 weeks between them. The sessions used
standard MI principles (Miller & Rollnick,
2002) and explored the positive and negative
consequences of gambling, including mapping
the reasons for gambling. Finally, the patient
was encouraged to make a decision about

gambling. If matching patient readiness to
change status, the patient was encouraged to
make a decision about gambling as well as a
change plan. Because the MI sessions were
delivered one-on-one, only one patient was
treated at the time. The total therapist time, or
cost, per patient was 2.45 hr in total since the
average patient attended a total of 2.94
(SD ¼ 1.08) sessions.
The therapists (one licensed clinical psychol-

ogist with psychotherapist training and 20
years MI experience, one licensed clinical
psychologist with 2 years clinical MI experi-
ence, and two licensed social workers, one of
whom one 10 years experience and the other
was newly trained in MI) supervised them-
selves as a group once a month based on
assessing their own audiotaped sessions, using
the results from the Motivational Interviewing
Treatment Code 2.0 (MITI; Forsberg, Käll-
mén,Hermansson, Berman,&Helgason, 2007)
to facilitate specific feedback (Bennett,
Roberts, Vaughan, Gibbins, & Rouse, 2007;
Martino, Ball, Nich, Frankforter, & Carroll,
2008). They exclusively delivered the treatment
in theMI condition. To test the integrity of the
MI (Forsberg et al., 2008), all 200 sessions were
audiotaped and 40 (20%) were randomly
selected to be coded according to MITI by
one of four independent and blinded coders.
The following subvariables of the MITI were
observed (values aremeans, with proportion of
competency in sessions in parenthesis): global
empathy M ¼ 5.45 (88% of all MI sessions
above reference value 5) and global MI spirit
M ¼ 5.38 (80% above reference value 5), with
no value below 4 in any session for the two
global values; ratio reflections to questions
M ¼ 4.72 (100% above reference value 1.0);
ratio open questions/total questions M ¼ 0.34
(45% above reference value 0.50); complex
reflections/total reflections M ¼ 0.59 (90%
above reference value 0.40); and MI-adherent
statement/MI-adherent and not MI-adherent
statements M ¼ 0.80 (75% above reference
value 0.90). The MI competency in the
delivered sessions is considered good (Moyers,
Martin, Manual, & Miller, 2003), with almost
complete fulfillment of the given reference
values forMIproficiency in the codingmanual.

Statistical analyses
A mixed-effect model approach (Gueorguieva
& Krystal, 2004) was used because in the
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analysis of longitudinal data repeated obser-
vations for the same individual are correlated.
This correlation violates the assumption of
independence necessary for more traditional,
repeated measure analysis and leads to bias in
regression parameters. Typically, ignoring the
correlation of observations leads to smaller
standard errors and increases the likelihood
for significant differences when there are none,
which might lead to the wrong conclusion
(Brown & Prescott, 1999; Gueorguieva &
Krystal, 2004). Furthermore, mixed-effect
models are able to accommodate missing
data and the integration of time-varying
factors, which are issues in the present study.

To compare CBGT andMI according to the
outcome measures at baseline and 3, 6, and 12
months and to compare the effect of
immediate treatment compared with waiting
3 months, we used a covariance pattern model
(Brown & Prescott, 1999), which is a special
case of mixed-effects models. A separate
model was estimated for each of the 13
outcome factors, listed in Tables 1 and 2. The
variance–covariance for each model was
assumed to be block diagonal but unstruc-
tured within a block defined by participants.
To study whether the effect of treatment
differed across the time points, we tested the
interaction between time and treatment. We
used the restricted maximum likelihood as our
model estimation method and present the
estimated means and difference between
treatments and their respective standard
error means. All participants who attended
at least one MI or GCBT session are included
in the analysis. All analysis was performed in
SPSS version 16.0.1 (SPSS, Inc., Chicago, IL).

Results
Pretreatment measures and credibility
There were no significant differences between
the two treatments conditions and the no-
treatment control group at the baseline
assessment on any measure or demographic
variable. To be able to draw unequivocal
conclusions about differences between treat-
ment groups, it is essential that the groups are
equivalent as to the credibility perceived in the
treatment methods they receive. The scores for
the credibility ratings were summed across the
five items, resulting in a single score with a
possible range of 0 to 50. Five participants

failed to answer the questions. Hence, the
analysis is based on the answers from 122
patients. The average estimate of the treat-
ment’s credibility on the Treatment Credibility
Scale (Borkovec & Nau, 1972) was moderate
to high, with a mean score of 37.2 (SD ¼ 9.5)
for the CBGT condition and 38.1 (SD ¼ 9.4)
for the MI, a nonsignificant difference,
t(121) ¼ 0.87, p ¼ .39.

Attrition
Even though automatic SMS reminders were
sent out to the participants’ cellular phones the
day before each of the MI or CBGT sessions
throughout the entire treatment, compliance
was generally low. In CBGT the average
number of attended sessions was 5.6
(SD ¼ 2.3). Hence, the average dose was
70%. The frequency of session participation
among the 59 individuals who started CBGT
treatment is as follows: one session, 100%; two,
91.5%; three, 81.4%; four, 81.4%; five, 71.2%;
six, 62.7%; seven, 45.8%; eight, 28.8%.Among
the reasons for not attending all sessions or for
dropping out, were not liking being in a group
treatment, lack of motivation, or practical
issues such as having the flu or difficulty
traveling to treatment, including lack of time.

In the MI condition, numbers are slightly,
but not significantly, higher: 29 (42.6%)
patients attended all four treatment sessions
(two-sided Fisher’s exact p ¼ .14). In addition,
the proportion of participants attending at
least one session did not differ between the two
treatment conditions (two-sided Fisher’s exact
p ¼ .12). The frequency of session partici-
pation among the 68 individuals who started
MI treatment is as follows: one session, 100%;
two, 88.20%; three, 63.2%; four, 42.6%. The
average number of sessionswas 0.9 (SD ¼ 1.1).
Hence, the average dose was 72.5%. Lack of
motivation and practical difficulties coming to
treatment were among reasons for missing
sessions or discontinuing. The drop-outs did
not differ significantly from the completers on
any demographic or pretreatment measure.

Outcome
As evident from Table 1, which presents the
immediate results of treatment versus no-
treatment control, there was a significant
Time £ Treatment interaction for the primary
outcome measure (NODS) and for one of the
secondary measures (BDI-2).
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Table 1. Comparisons between motivational interviewing and cognitive behavioral group therapy vs.
no-treatment control at pre- and posttreatment

Measure/time Estimatesa p (time)
Treatment
differenceb p (difference)

p (Time £
Treatment)

NODS .036*
Pre 5.5  (0.2) .000 0.53  (0.5) .241
Post 3.0  (0.3) 20.88  (0.6) .165

Days gambled in past 30 days .218
Pre 11.5  (0.9) .094 2.3  (1.9) .215
Post 9.1  (1.3) 21.1  (2.5) .659

Days binge gambling .547
Pre 4.8  (0.7) .000 1.3  (1.4) .351
Post 1.8  (0.4) 0.4  (0.8) .664

Minutes spent on gambling in past 30 days .277
Pre 1976  (234) .571 227  (469) .629
Post 1760  (408) 1063  (817) .201

Dollars wagered in past 30 days .866
Pre 2347  (431) .009 249  (862) .773
Post 1055  (227) 84  (453) .853

Win/lost .766
Pre 21293  (232) .003 22  (463) .962
Post 2579  (183) 157  (366) .670

Typical gambling day ($) .431
Pre 245  (33) .000 274  (67) .272
Post 90  (14) 218  (28) .533

Typical gambling day (minutes) .390
Pre 177  (14.8) .001 210.6  (29.7) .722
Post 101  (18.2) 27.1  (36.4) .460

BDI-2 .036*
Pre 24.1  (1.0) .000 3.2  (2.1) .127
Post 17.6  (1.4) 22.0  (2.7) .461

BAI .225
Pre 18.3  (1.0) .000 1.4  (2.1) .505
Post 13.3  (1.3) 21.8  (2.6) .496

Planned money to bet .644
Pre 1281  (396) .232 423  (792) .594
Post 764  (184) 24  (367) .949

Number of drinks/gambling day .756
Pre 0.65  (0.13) .421 20.45  (0.26) .084
Post 0.53  (0.17) 20.36  (0.30) .303

Intoxicated gambling days .136
Pre 1.1  (0.24) .840 0.29  (0.48) .553
Post 1.1  (0.38) 20.82  (0.77) .291

Note. NODS ¼ NORC DSM-IV Screen for Gambling Problems; BDI-2 ¼ Beck Depression Inventory-2;
BAI ¼ Beck Anxiety Inventory.
aValues represent M ^ SE.
bMotivational interviewing and cognitive behavioral group therapy vs. no-treatment control (wait list). Values
represent M ^ SE.
*p , .05.
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Table 2. Comparisons between motivational interviewing and cognitive behavioral group therapy at pre- and
posttreatment and 6- and 12-month follow-up

Measure/time Estimatesa

Significant
pairwise

comparisonsb
Treatment
differencec

P
(difference)

P (Time
£ Treatment)

NODS .108
Pre 5.5  (0.2) Pre . post, 6 & 12 mo 0.6  (0.4) .188
Post 2.1  (0.3) 20.8  (0.6) .170
6 mo 2.4  (0.3) 0.1  (0.6) .821
12 mo 2.0  (0.3) 0.3  (0.6) .553

Days gambled in past 30 days .583
Pre 12.0  (0.9) Pre . post, 6 & 12 mo 21.2  (1.8) .502
Post 8.0  (1.5) 22.4  (3.1) .436
6 mo 8.4  (1.1) 1.6  (2.2) .459
12 mo 7.6  (1.0) 0.9  (2.0) .664

Days binge gambling .539
Pre 4.9  (0.7) Pre . post, 6 & 12 mo 0.4  (1.3) .769
Post 2.2  (0.4) Post . 12 mo 0.5  (0.8) .544
6 mo 2.6  (0.6) 6 mo . 12 mo 20.3  (1.3) .799
12 mo 1.0  (0.3) 20.5  (0.6) .417

Minutes spent on gambling in past 30 days .999
Pre 2028  (232) Pre . 6 & 12 mo 217.5  (463) .970
Post 2464  (546) Post . 6 & 12 mo 210.1  (1092) .993
6 mo 984  (187) 6.6  (374) .986
12 mo 840  (157) 36.5  (314) .908

Dollars wagered in past 30 days .265
Pre 2400  (405) Pre . post, 12 mo 1337  (809) .101
Post 1081  (243) 2324  (486) .513
6 mo 1520  (541) 2377  (1081) .728
12 mo 940  (282) 2588  (564) .301

Win/lost .304
Pre 21351  (228) Pre , post, 6 & 12 mo 2862  (455) .061
Post 2589  (211) 2174  (422) .683
6 mo 2565  (187) 115  (374) .759
12 mo 2675  (216) 250  (432) .566

Typical gambling day ($) .847
Pre 232  (33) Pre . post, 6 mo 69  (66) .294
Post 101  (14) 17  (28) .550
6 mo 149  (24) 6 mo . post 5  (48) .914
12 mo 206  (53) 12 mo . post 52  (105) .622

Typical gambling day (minutes) .337
Pre 173  (15) Pre . 6 mo 224.7  (29.0) .397
Post 128  (22) 62.6  (44.6) .172
6 mo 103  (16) 2.1  (32.0) .949
12 mo 131  (24) 24.3  (47.7) .929

BDI-2 .196
Pre 24.4  (1.1) Pre . post, 6 & 12 mo 1.7  (2.1) .425
Post 14.3  (1.2) 23.9  (2.4) .112
6 mo 13.7  (1.1) 21.2  (2.3) .613
12 mo 12.1  (1.4) 21.5  (2.8) .602
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There were no other measures indicating the
superiority of treatment over no-treatment
control. Hence, the frequency, time, and
amount of money spent on gambling were
not dependent on treatment; neither was
general level of anxiety or alcohol consump-
tion in relation to gambling.
However, there were clear time effects for a

number of outcome measures for the whole
study population, including general level of
anxiety and depression, days binge gambling,
total amount wagered, as well as less money
lost gambling. In addition, a typical gambling
day lasted a shorter period and the total
amount spent on a typical gambling day was
lower. No time effects were observed for the
number of days or total time spent on
gambling in the past 30 days. The frequency
and magnitude of alcohol use in combination
with gambling were also unchanged.
As seen in Table 2, there are no significant

Time £ Treatment interactions, indicating
that there were no differences in relative
effects between the two active treatments at

any time. However, both treatments generally
yielded significant pre- to posttreatment effects
that were maintained or continued to improve.
Specifically, the primary outcome measure
(NODS) showed a significant reduction that
was maintained at 6- and 12-month follow-
ups. Also improved was the number of days
gambled in the past 30 days, including binge
gambling, and the amount of time and money
spent as well as net cost. In addition,
depression and anxiety levels dropped. How-
ever, the number of days gambling while
intoxicated and the number of drinks con-
sumed while gambling did not decrease.
Neither did the fixed predetermined amount
of money intended to be spent on gambling.

Discussion
The purpose of the present study was to
compare the effectiveness of CBGT and MI.
It was expected that both treatments would do
better than no-treatment control, and that
the effects of both treatments would be

Table 2. Continued

Measure/time Estimatesa

Significant
pairwise

comparisonsb
Treatment
differencec

P
(difference)

P (Time
£ Treatment)

BAI .323
Pre 18.7  (1.0) Pre . post, 6 & 12 mo 2.0  (2.1) .346
Post 11.0  (1.2) 22.7  (2.4) .248
6 mo 10.2  (1.0) 0.3  (2.0) .886
12 mo 10.4  (1.2) 20.5  (2.3) .835

Planned money to bet ($) .275
Pre 1,339  (370) No differences 951  (741) .202
Post 768  (191) 2177  (382) .645
6 mo 766  (252) 2227  (505) .655
12 mo 585  (196) 2626  (393) .117

Number of drinks/gambling day .610
Pre 0.57  (0.13) No differences 0.06  (0.27) .809
Post 0.89  (0.32) 0.84  (0.63) .195
6 mo 0.72  (0.23) 20.14  (0.47) .773
12 mo 0.85  (0.29) 0.35  (0.59) .554

Intoxicated gambling days .155
Pre 1.3  (0.24) No differences 0.01  (0.48) .988
Post 1.0  (0.37) 1.44  (0.73) .055
6 mo 0.84  (0.18) 0.14  (0.37) .709
12 mo 0.85  (0.24) 2 0.11  (0.48) .820

Note: NODS ¼ NORC DSM-IV Screen for gambling problems; BDI-2 ¼ Beck Depression Inventory-2;
BAI ¼ Beck Anxiety Inventory.
aValues represent M ^ SE.
bp , .05 (time).
cCognitive behavioral group therapy vs. motivational interviewing.
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maintained at the 6- and 12-month follow-up
assessments. As expected, there was a signifi-
cant difference between treatment versus no-
treatment control on the primary outcome
measure as well as on one of the secondary
outcome measures. However, given the rela-
tively large sample size, it was expected that
more secondary outcome measures should
show improvement. The explanation could be
a combination of natural recovery (Slutske,
2006) and the possibility that once a person
has decided that he or she has a problem so
severe that it requires professional treatment,
he or she is more or less determined to stop
and can sometimes do so by him- or herself
(Petry, 2005). Moreover, we cannot exclude
the possibility that a thorough in-person
assessment interview might be what is needed
for a person to stop gambling. This is not the
first study to report similar results. In fact,
when active treatment is compared with no-
treatment control, the literature frequently
shows that no-treatment control can be rather
effective, at least in the short term (Hodgins
et al., 2001). Unfortunately, because people on
the wait-list, for ethical reasons, received
treatment before the follow-up data were
collected, there is no between-group compari-
son at follow-up. Hence, the robustness of the
no-treatment control findings is unknown.
The phenomenon that patients often do
change in the very early phase of treatments,
without having had much exposure to what is
supposed to be effective ingredients in the
treatments, is repeatedly reported in the field
of alcohol use (Bien, Miller, & Tonigan, 1993;
Stout et al., 2003).

When looking at the relative effectiveness
of CBGT versus MI, no significant results
emerged. Instead, both treatments showed
improvements in most of the areas, including
the primary outcome measure and several
gambling-related domains. In addition, the
level of depression decreased from a moder-
ate to a mild level at posttreatment and 6-
month follow-up, which then continued to
decrease to reach a minimal level at 12
months. Hence, treatment allocation did not
seem to influence outcome. However, in real
life not everyone accepts randomization,
which hampers the generalization of the
results to a wider population. It could be
that treatment preferences interact with the
outcome, and by necessity randomization

results in potential mismatches between the
preferred treatment and the actual treatment
received.

On a group level, there were no differences
in treatment credibility. However, on an
individual level some participants refused
group therapy, while others preferred group
treatment. Hence, future studies could inves-
tigate outcome in relation to receiving the
preferred treatment. On the other hand,
preferences do not always relate to outcome
(Leykin et al., 2007). Another obvious
comparison would be individual CBT com-
pared with MI, not least because the group
format is inappropriate outside urban areas,
where few patients are likely to ask for
treatment.

Although there were no outcomes favoring
one treatment over the other, there was a clear
difference in time spent and cost of treat-
ments. CBGT was four times as time-
consuming as MI treatment. This was a
consequence of difficulties forming groups,
which resulted in unusually small groups.
Hence, had the groups been filled as intended,
the cost per patient would have been
equivalent.

It could be argued that the treatments were
delivered by incompetent clinicians, which, in
turn, reduced the effectiveness of one or both
treatments. However, when using the MITI as
a tool for assessing MI competence, nearly all
sessions were assessed above reference values
given. In addition, the MITI is known for
having high standards (Bennett et al., 2007;
Mash et al., 2008), and we know that high MI
proficiency is needed to make client responses
predicting behavior change outcomes
(Forsberg et al., 2008; Martino et al., 2008).
Thus, the MI treatment seems to be delivered
competently. In the CBGT, only the quantity,
not the quality, of the delivered treatment was
measured. Thus, we have somewhat less
knowledge about the CBGT competency in
the sessions. However, high motivation and
competence were present. In addition, one
CBGT therapist had authored the treatment
manual.

In summation, MI and CBGT treatments
showed superiority in some areas over the no-
treatment control in the short term, and both
MI and CBGT demonstrated promising
within-group results on most outcome
measures up to the 12-month follow-up.
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lund.

References
American Psychiatric Association. (1980). Diag-

nostic and statistical manual of mental disorders
(3rd ed.). Washington, DC: Author.

American Psychiatric Association. (1994). Diag-
nostic and statistical manual of mental disorders
(4th ed.). Washington, DC: Author.

Beck, A. T., Epstein, N., Brown, G., & Steer, R. A.
(1988). An inventory for measuring clinical
anxiety: Psychometric properties. Journal of
Consulting and Clinical Psychology, 56(6),
893–897.

Beck, A. T., & Steer, R. A. (1996). Beck Depression
Inventory. Manual (Swedish version). Fagernes,
Norway: Psykologiförlaget AB.

Bennett, G. A., Roberts, H. A., Vaughan, T. E.,
Gibbins, J. A., & Rouse, L. (2007). Evaluating a
method of assessing competence in motivational
interviewing: A study using simulated patients
in the United Kingdom. Addictive Behaviors,
32(1), 69–79.

Bien, T. H., Miller, W. R., & Tonigan, J. S. (1993).
Brief interventions for alcohol problems:
A review. Addiction, 88(3), 315–335.

Borkovec, T. D., & Nau, S. D. (1972). Credibility of
analogue therapy rationales. Journal of Beha-
vior Therapy and Experimental Psychiatry, 3(4),
257–260.

Brown, H., & Prescott, R. (1999). Applied mixed
models in medicine. New York: Oxford Univer-
sity Press.

Burke, B. L., Arkowitz, H., & Menchola, M.
(2003). The efficacy of motivational interview-
ing: A meta-analysis of controlled clinical trials.
Journal of Consulting and Clinical Psychology,
71(5), 843–861.

Carlbring, P., & Smit, F. (2008). Randomized trial
of Internet delivered self-help with telephone
support for pathological gamblers. Journal of
Consulting and Clinical Psychology, 76,
1090–1094.

Cohen, J. (1988). Statistical power analysis for the
behavioral sciences (2nd ed.). Hillsdale, NJ:
Lawrence Erlbaum Associates.

Dowling, N., Smith, D., & Thomas, T. (2007).
A comparison of individual and group cogni-
tive-behavioural treatment for female patho-
logical gambling. Behaviour Research and
Therapy, 45(9), 2192–2202.

Forsberg, L., Forsberg, K., & Knifström, E. (2008).
Motiverande samtal vid skadligt spelande och
spelberoende [Motivational interviewing for at
risk and pathological gambling]. Stockholm:
Statens Folkhälsoinstitut.

Forsberg, L., Källmén, H., Hermansson, U.,
Berman, A., & Helgason, A. (2007). Coding
counsellor behaviour in motivational interview-
ing sessions: Inter-rater reliability for the
Swedish Motivational Interviewing Treatment
Integrity Code (MITI). Cognitive Behaviour
Therapy, 36(3), 162–169.

Gerstein, D. S., Murphy, M., Toce, J., Hoffmann,
A., Palmer, R., Johnson, C., et al. (1999).
Gambling impact and behaviour. Chicago:
National Gambling Impact Study Commission.

Grant, J. E., Steinberg, M. A., Kim, S. W.,
Rounsaville, B. J., & Potenza, M. N. (2004).
Preliminary validity and reliability testing of a
structured clinical interview for pathological
gambling. Psychiatry Research, 128(1), 79–88.

Gueorguieva, R., & Krystal, J. H. (2004). Move
over ANOVA: Progress in analyzing repeated-
measures data and its reflection in papers
published in the Archives of General Psychiatry.
Archives of General Psychiatry, 61(3), 310–317.

Hettema, J., Steele, J., & Miller, W. (2005).
Motivational interviewing. Annual Review of
Clinical Psychology, 1, 91–111.

Hodgins, D. C. (2004). Using the NORC DSM
Screen for Gambling Problems as an outcome
measure for pathological gambling: Psycho-
metric evaluation. Addictive Behaviors, 29(8),
1685–1690.

Hodgins, D. C., Currie, S. R., & el-Guebaly, N.
(2001). Motivational enhancement and self-help
treatments for problem gambling. Journal of
Consulting and Clinical Psychology, 69(1),
50–57.

Hodgins, D. C., Currie, S., el-Guebaly, N., &
Peden, N. (2004). Brief motivational treatment
for problem gambling: A 24-month follow-up.
Psychology of Addictive Behaviors, 18(3),
293–296.

Kessler, R. C., Hwang, I., Labrie, R., Petukhova,
M., Sampson, N. A., Winters, K. C., et al.
(2008). DSM-IV pathological gambling in the
National Comorbidity Survey replication.
Psychological Medicine, 38(9), 1351–1360.

Lesieur, H. R., & Blume, S. B. (1987). The South
Oaks Gambling Screen (SOGS): A new instru-
ment for the identification of pathological
gamblers. American Journal of Psychiatry,
144(9), 1184–1188.

Leykin, Y., DeRubeis, R. J., Gallop, R., Amster-
dam, J. D., Shelton, R. C., & Hollon, S. D.
(2007). The relation of patients’ treatment
preferences to outcome in a randomized clinical
trial. Behavior Therapy, 38(3), 209–217.

Martino, S., Ball, S. A., Nich, C., Frankforter, T. L.,
& Carroll, K. M. (2008). Community program
therapist adherence and competence in motiva-
tional enhancement therapy. Drug and Alcohol
Dependence, 96(1-2), 37–48.

102 Carlbring, Jonsson, Josephson, and Forsberg COGNITIVE BEHAVIOUR THERAPY



Mash, R., Baldassini, G., Mkhatshwa, H., Sayeed,
I., Ndapeua, S., & Mash, B. (2008). Reflections
on the training of counsellors in motivational
interviewing for programmes for the prevention
of mother to child transmission of HIV in sub-
Saharan Africa. South African Family Practice,
50(2), 53–59.

Miller, W. R., & Rollnick, S. (2002). Motivational
interviewing: Preparing people for change. New
York: Guilford Press.

Moyers, T., Martin, T., Manual, J., & Miller, W.
(2003). The Motivational Interviewing Treat-
ment Integrity Code. Albuquerque: University
of New Mexico.

Ortiz, L. (2006). Till spelfriheten! Kognitiv beteen-
deterapi vid spelberoende [CBT for pathological
gambling]. Stockholm: Natur & Kultur.

Pallesen, S., Mitsem, M., Kvale, G., Johnsen,
B.-H., &Molde, H. (2005). Outcome of psycho-
logical treatments of pathological gambling:
A review and meta-analysis. Addiction, 100(10),
1412–1422.

Petry, N. M. (2005). Stages of change in treatment-
seeking pathological gamblers. Journal of
Consulting and Clinical Psychology, 73(2),
312–322.

Petry, N. M., Weinstock, J., Ledgerwood, D. M., &
Morasco, B. (2008). A randomized trial of brief
interventions for problem and pathological
gamblers. Journal of Consulting and Clinical
Psychology, 76(2), 318–328.

Piaggio, G., Elbourne, D. R., Altman, D. G.,
Pocock, S. J., & Evans, S. J. (2006). Reporting
of noninferiority and equivalence randomized
trials: An extension of the CONSORT state-
ment. Journal of the American Medical Associ-
ation, 295, 1152–1160.

Rubak, S., Sandbæk, A., Lauritzen, T., &
Christensen, B. (2005). Motivational interview-
ing: A systematic review and meta-analysis.
British Journal of General Practice, 55(513),
305–312.

Slutske, W. S. (2006). Natural recovery and
treatment-seeking in pathological gambling:
Results of two U.S. national surveys. American
Journal of Psychiatry, 163(2), 297–302.

Stout, R., Del Boca, F., Carbonari, J., Rychtarik,
R., Litt, M., & Cooney, N. (2003). Primary
treatment outcomes and matching effects: Out-
patients arm. In T. Babor & F. Del Boca (Eds.),
Treatment matching in alcoholism. Cambridge,
UK: Cambridge University Press.

Weinstock, J., Whelan, J. P., & Meyers, A. W.
(2004). Behavioral assessment of gambling: An
application of the timeline followback method.
Psychological Assessment, 16(1), 72–80.

Wickwire, E. M., Jr., Burke, R. S., Brown, S. A.,
Parker, J. D., & May, R. K. (2008). Psycho-
metric evaluation of the National Opinion
Research Center DSM-IV Screen for Gambling
Problems (NODS). American Journal on Addic-
tions, 17(5), 392–395.

VOL 39, NO 2, 2010 MI vs. CBGT in the treatment of problem and pathological gambling 103


















	თავფურცელი.pdf (p.1)
	სარჩევი.pdf (p.2)
	2. საქართველოს მთავრობა (2016), დადგენილება #437 - 2019.pdf (p.3-14)
	2. საქართველოს მთავრობა (2016), დადგენილება #437.pdf (p.15-64)
	3. Corcoran, J. (2005). Cognitive-behavioral methods for social workers..pdf (p.65-205)
	4. Lukas, S. (1993) An Assessment Handbook Where to start and what to ask.pdf (p.206-305)
	5. Ragech, G., Hamza, A. (2015) Guidelines for Social Work Assessment in Mental Health Settings.pdf (p.306-310)
	6. Stokes J, Kristensen SR, Checkland K, et al. Effectiveness of multidisciplinary team case management.pdf (p.311-321)
	8. Carlbring, p., Jonsson, J., Josephson H. & Forsberg, L. (2010) Motivational Interviewing Versus Cognitive Behavioral Group Therapy in the Treatment of Problem and Pathological Gambl.pdf (p.322-333)
	7. ალტერნატივა ჯორჯია (2017) ალკოჰოლის, თამბაქოს და ნივთიერების მოხმარების სკრინინგ-ტესტი ASSIST.pdf (p.334-341)

