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Preface

There are many recent books about evidence-based practice (EBP) in social work,
psychiatry, and in other mental health professions. In reviewing these books, it
appeared to us that the majority were written by researchers, bringing a particular
point of view and skill set to the technicalities of EBP. These books are useful
because EBP involves a lot of technical detail about research design, methods, and
interpretation that are not always covered in other social work texts.

On the other hand, the lack of a more direct practice, client-centered, viewpoint
seemed to leave out many of the day-to-day realities clinical social workers
confront in learning and using EBP. We thought this was important to emphasize
as the context in which clinical social workers practice EBP. Second, lengthy case
examples were missing in most EBP texts. The technicalities were described very
well, but real people in real situations seemed oddly omitted or only briefly
illustrated. This book seeks to illustrate through several cases how important
clinical knowledge and expertise are to doing EBP well. It also seeks to point out
clearly how client preferences and common resource limitations shape and limit
EBP. Third, most EBP books did not provide detailed examples of high quality
systematic reviews. We wanted to be sure clinical social workers were ‘walked
through’ the kinds of materials, terminology, and analyses found in Cochrane
Collaboration and Campbell Collaboration systematic reviews. We understand
these are not the only sources of solid research knowledge for practice, but they are
very important. Systematic reviews include terminology, methods, and statistics
not often found in social work research textbooks. Fourth, the books on EBP also
seemed to lack much in the way of a broad, critical, perspective on EBP as a social
movement shaping policy, agency practice, and views of what constitutes ‘good’
research. As we looked to these books as resources for our students, they seemed a
bit unbalanced and lacking in breadth. Micro-, messo-, and macro- perspectives on
EBP all seemed important to us and to practicing clinical social workers. Finally,
the step in EBP in which the client and clinician discuss the results of outcome
research too often seemed to be a ‘top down’ interaction. We think the best
treatment decisions in mental health are shared decisions made collaboratively
between client and clinician. The client’s active role and participation in EBP are
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equally important—or more important—than knowing what the research shows is
effective. In mental health services, clients are not passive recipients of treatments,
but active agents of change. Having several ideas, we set off to write a text that
explored EBP more fully. We seek to introduce the core ideas and practice of EBP,
to critically explore them, and then illustrate them by applying the concepts and
process to real-world cases. We are very appreciative of EBP but also want to
examine its limitations and challenges.

We, the authors, are both clinical social workers with practice experience in a
variety of settings. We are also academic researchers. We have worked in com-
munity mental health, public schools, psychiatric inpatient and outpatient services,
as well as private practice. Day-to-day practice challenges are very familiar to us
both. Each of us has done quantitative and qualitative research on many aspects of
practice theory, practice process, and practice outcomes. Further, we are both
teachers of clinical social work practice. We are committed to social work’s core
values and to the many merits of the person-in-environment perspective that
distinguishes social work from related professions. While we think that EBP
represents a very useful practice decision-making process and approach to policy
making, we also think it is a complex social movement. As social workers, we take
a broad view of social phenomena and believe that EBP is best understood from
several perspectives.

We intend this book for clinical social workers in practice. It will also be
suitable for master’s and doctoral students in social work and in allied professions.
Many introductory level books on EBP emphasize procedures without much
perspective or much detail. We seek to offer greater perspective, depth, and detail.
This includes detailed examination of systematic reviews and resources on practice
research. Further, we view many of the technical chapters of the book as reviews
of research content, not initial introductions to the content. That said, we have tried
to make the technical chapters clear, but with enough detail for them to be useful
to clinical social workers doing practice.

In our terminology and our examples of EBP we have focused on the identi-
fication of treatment alternatives. We understand—and address—how EBP may be
more broadly applied to the study of alternative diagnostic procedures, prognoses,
prevention, prevalence, and economic analyses. We chose to focus our examples
more narrowly to fit the interests of our intended audience of clinical social
workers and social work practitioners. We also have made an effort to locate our
exploration of EBP in the context of social work professional values. We think that
the person-in-environment perspective can make a major, useful, contribution to
EBP conceptualization. We also believe it has implications for EBP methods.

In Chapter 1, this book will detail EBP as an important practice decision-
making process, but it will also critically examine EBP in context. We provide a
brief history of EBP and evidence-based medicine (EBM) from which it devel-
oped. We employ the contemporary model of EBP that includes four components:
(1) the current clinical circumstances of the client, (2) the best relevant research
evidence, (3) the client’s values and preferences, and (4) the clinical expertise of
the professional clinician. Research is just one part of the EBP practice decision-
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making process. Client values and clinical expertise are equally valued in this
model, though in many discussions of EBP they are not emphasized. We aim for
balance among the four components of EBP.

In Chapter 2, we will look at EBM and EBP as public ideas that are actively
promoted by economic and political interests to shape public perceptions and
social policy. We believe that clinical social workers who read this book will
already be aware of how EBP is used to shape access to specific treatments and
services, and often to shape or limit funding for clinical services. Chapter 2 also
explores the way EBM and EBP are reshaping research funding priories and
research education. EBM and EBP have established hierarchies of research
knowledge based upon the use of specific research designs and methods. This was
done purposefully to prioritize experimental research evidence with strong interval
validity. Yet the impact of this hierarchy may be to devalue other forms of
research and knowledge that have been actively promoted by social workers and
others in the ‘‘science wars’’ of the last 20 years. We think that large-scale
experimental research has great merit, but is just one of many valuable ways of
knowing. Experiments are only as good as the conceptual base upon which they
draw, the measures that operationalize concepts and theories, and the samples they
use. Many aspects of research on clinical practice are neither simple nor fully
resolved. Some of these unresolved and contentious issues relate to social work
values on social justice and research. We want clinical social workers to have
enough information to draw their own conclusions about the EBM and EBP
research hierarchies.

In Chapter 3 we lay out the steps of EBP as a practice decision-making process.
This process is what most people think of ‘as’ EBP. We hope to introduce clinical
social workers to this useful process and to identify both its strengths and its
limitations. We differ on one point: that some lists of the steps of EBP include
practice evaluation (Gibbs, 2002). Our view is that case-by-case quantitative
practice evaluation is an essential part of all good practice, but that it draws on a
very different logic than does the rest of the EBP model. We hope to help clinical
social workers better understand the differences between the EBP practice deci-
sion-making model and single case practice evaluation.

In Chapter 4 we explore assessment in EBP. As experienced clinical social
workers, we find it odd that the EBP practice decision-making model does not
include standards for assessment. We appreciate that the EBP practice decision-
making model is intended to be generic and widely applicable, but we also believe
a thorough and wide ranging assessment is the only appropriate basis for treatment
and service planning. Social workers use many different models of assessment,
five of which we explore in some depth. Our goal is to help social workers better
identify how to selectively use each model. However, many assessment models,
including the American Psychiatric Association’s assessment and diagnostic
model, exclude or de-emphasize issues of concern to clinical social workers. We
also know that the realities of most managed care practice require very brief or
single session assessment, often with a very narrow focus on symptoms and risks.
Such brief assessment procedures may not provide sufficient information to guide
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the best use of the EBP practice decision-making process. Limited assessment
procedures may also omit aspects of social diversity and attention to both the
positive and limiting influences of the client’s social environment. To fail to attend
to these issues is inconsistent with social work’s core professional values and
ethical principles (National Association of Social Workers, 2008). We also are
quite aware that the DSM-V will revise some diagnostic categories and add others
in ways that will matter for both research and practice.

Chapters 5–10 detail the EBP practice decision-making process. Chapter 5
addresses how to locate the best available research evidence in print and online
sources. It also begins the complex process of evaluating the quality of research
and the fit of the available research to your client’s needs and circumstances. Many
useful resources for EBP are identified. Chapters 6–8 provide detailed information
about how to appraise research reports. Chapter 6 reviews research designs and the
terminology used to describe them in EBM and EBP. This terminology frequently
differs from the terminology used in social work research textbooks. Chapter 7
examines methodological issues including sampling, tests and measures, defining
treatments, and statistical analyses. Chapter 8 explores systematic reviews, the
most highly regarded form of evidence in the EBM and EBP models. Chapter 8
also examines meta-analysis, the statistical technique used to compare mathe-
matically the results of multiple studies on the same topic. Neither systematic
reviews nor meta-analysis are covered in most social work research textbooks.
Both are crucial to the EBM and EBP process.

Chapters 9 and 10 address how to bring EBP research knowledge back to the
client. We find many EBM and EBP textbooks do not place enough attention on
these crucial steps in treatment or service planning. Contemporary EBP models
require clinicians to discuss available treatment or service options directly with the
client before a treatment plan is finalized. We go a step further and argue that
informed, shared decision making by the client is a co-equal component in EBP.
The client’s role is just as important as research knowledge or clinical expertise.
Contemporary EBP models also empower clients to reject options that do not fit
their values and preferences—even if these options are the ‘best’ alternatives based
on research evidence. EBP is not a top-down authoritative enterprise, but a shared,
cooperative one. Formally documenting that the steps of EBP have been followed
and evaluation of practice are also examined.

The second part of this book, Chapters 11 through 16, centers on the application
of the EBP practice decision-making process through six lengthy case vignettes.
The cases include various diagnoses, various ages and needs, various ethnicities,
and illustrate varying success in finding and implementing evidence-based treat-
ments or services. We link each case directly to a detailed search for relevant high
quality research, and to a critical analysis of the resulting research. We seek to
illustrate the challenges of assessment and of identifying a single priority question
to orient the EBP process. We also seek to illustrate how to engage clients in the
EBP practice decision-making process. We examine how practice proceeds when
research evidence is lacking, or if research supported services are unavailable.
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The third part of this book, Chapters 17–19, examines EBP in clinical social
work education and supervision. These chapters are intended to address important
contextual issues. EBP has already had some impact on the content of social work
education. It may also impact social work accreditation standards, though it is not
yet specifically mentioned in the current Council on Social Work Education (2008)
standards. Doing EBP will require new skills from clinical social workers, access
to new resources such as electronic data bases, and may require new content in
supervision. Chapter 17 explores issues in clinical social work education related to
EBP. Chapter 18 examines issues related to clinical social work practice that are
either intended or unintended consequences of the implementation of EBP. This
chapter will also examine several issues of interest to clinical social workers that
are not directly or adequately addressed by EBP research and procedures.
Chapter 19 offers a set of conclusions and some recommendations for clinical
social work practice, advocacy, and education.

We also offer an extensive glossary. Many terms in the glossary have extended
descriptions in order to make them more useful to clinical social work practitio-
ners. Finally, we offer two appendices. The first is an outline of a social work
biopsychosocial assessment framework. The framework illustrates the complexity
and scope of a thorough social work assessment. The second appendix is a bullet
point summary of the strengths and limitations of EBP. We hope a succinct
summary will be useful for review and reflection on the complexity of EBP.

Our overall purpose is to help clinical social workers understand EBP and to
use it in practice. There is much to learn to do this successfully. At the same time,
we hope clinical social workers will be critical consumers of EBP. EBP is a
complex social movement with many dimensions and many components. We hope
to keep EBP in context as we explore its merits and its limitations. Attentive
engagement and critical thinking are strongly encouraged!

Northampton, MA, USA James W. Drisko
Washington, DC, USA Melissa D. Grady
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Part I
What is Evidence-Based Practice and How

It Influences Clinical Practice



Chapter 1
Introduction and Overview

Evidence-based practice (EBP) now strongly influences medical and mental health
practice, research and policy. In a relatively short time, it has become a major part
of clinical training in all the mental health professions. Some authors even call it a
‘‘paradigm shift’’ in practice (Edmonds et al. 2006, p. 377). EBP has also become
quite prominent in the social work professional literature. Several new journals
have been started to share knowledge about EBP, including one in social work
focused exclusively on evidence-based social work practice.

Despite this growing influence and expansion of EBP, there is little consensus
on what EBP is and how to best implement it (Powell et al. 2010). In fact, Rubin
and Parrish (2007) found a wide range of views about the nature and practice of
EBP in a national survey of social work faculty! Terminology, emphasis and
application in practice vary from author to author, practitioner to practitioner and
researcher to researcher. This leaves many social workers at a loss regarding how
to define and ultimately practice using the principles of EBP. EBP is a complex
social movement with several important dimensions. To begin this book, we will
start with some definitions and some background to set the stage for a more
detailed exploration of EBP in clinical social work.

What is Evidence-Based Practice?

Greenhalgh (2010) offers one definition of evidence-based medicine (EBM) as
‘‘the use of mathematical estimates of the risk of benefit and harm, derived from
high quality research on population samples, to inform clinical decision making in
the diagnosis, investigation and management of individual patients’’ (p. 1). That is,
the key feature of EBM and EBP is the application of results from research on
populations to service planning for individuals. It is the application of large-scale
research results to decision making in everyday clinical practice. This definition
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connects EBM and EBP to its origins. It also leaves quite undefined just how to
make the best use of these research results in clinical practice. This book will
address both what EBP is and how it influences the work and training of clinical
social workers. The goal of this book is to identify the many strengths of EBM/
EBP while also identifying its limitations and unresolved issues. Further, this book
will show how to apply critically EBP in clinical social work practice.

EBP has had such a profound impact on the medical and mental health
professions that it is also a social movement: an effort by a group of people to
make a social change. The extent of this social movement is so widespread that
both the definition of EBP and its application can become confusing. As most
often used in clinical social work circles, EBP refers to a practice decision-making
process. The goal here is to include the use of the ‘‘best available research evi-
dence’’ in everyday client services (Sackett et al. 1996, p. 71). However, EBP is
also used to specify methods and processes in research. In this second instance, the
goal is to set standards for the kinds of evidence considered worthy for application
in the practice decision-making process. Further, EBP is applied administratively
to require the use of specific treatments by clinicians based on the quality of the
research evidence that supports their benefit to clients. In this third instance, the
administrative goal is to reduce costs while promoting quality care. Beyond issues
of just what constitutes ‘good enough’ evidence and how to make the best use of
research evidence in clinical practice, issues of professional autonomy and
professional standards are also raised in EBP discussions (Groopman 2010).
Understanding EBP in its many applications can be confusing. To begin, we will
explore how EBM and EBP originated. This will clarify the core features of EBP
and provide definitions for further exploration.

The Foundations and History of Evidence-Based Practice

Some scholars locate the origins of evidence-based medicine (EBM) and EBP in
the very early efforts of physicians to identify the specific symptoms of medical
disorders. Indeed, Park (1990) argues that the work of Persian healer Avicenna
(Ibn Sinã) introduced the ideas of quantification and experimentation into medi-
cine as early as 1025. Later, in France and England in the 1700s, physicians
observed and counted numbers of patients with specific symptoms. Compiling data
across many patients, these physicians began to reliably link clusters of symptoms
with distinct medical disorders. By using observational research, the characteris-
tics of many medical disorders were empirically identified (Kelsey et al. 1996).
These early European efforts allowed for more accurate diagnosis of disorders and
began what is today the science of epidemiology. Being able to diagnose disorders
accurately was a pivotal conceptual and empirical step in providing more specific
and effective treatments. Indeed accurately identifying the problem to be treated is
vital to today’s EBP clinical practice decision-making process.
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What is called EBM and EBP today is grounded in the pioneering work of Scottish
physician Archibald Cochrane. His life story clearly illustrates why having some
knowledge of what works to treat specific disorders is so important for practice.
Dr. Cochrane volunteered to fight in the Spanish Civil War and later served as a
Captain in the British army in Crete during World War II. He was captured and
became a prisoner of war in 1941. Cochrane became the medical officer in charge of
prisoners in Hildburghausen, Elsterhorst and Wittenberg an der Elbe prisoner of war
camps in Germany. He provided services to large numbers of Allied prisoners living
in very difficult and traumatic conditions. Cochrane (1972, p. 5) writes of a clinical
question about tuberculosis that illustrates his interest in distinguishing treatments
that help from those that may injure:

At Elsterhost all the POWs with tuberculosis (most of whom were far advanced) of all
nationalities, were herded together behind the wire. Conditions were in many ways not too
bad. Through Red Cross parcels we had sufficient food; we were able to ‘screen’ patients
and do sputum ‘smears’ but radiographs [X-rays] were very limited. We could give our
patients bed rest, pneumothorax and pneumoperitoneum…

…I had considerable freedom of clinical choice of therapy: my trouble was that I did not
know which [therapy] to use and when. I would gladly have sacrificed my freedom for a
little knowledge. I had never heard then of ‘randomised controlled trials,’ but I knew there
was no real evidence that anything we had to offer had any effect on tuberculosis and I was
afraid that I shortened the lives of some of my friends by unnecessary intervention…

Not knowing what treatments ‘work’ made selecting treatments almost an
arbitrary process. All professionals seek to use their knowledge and clinical
expertise to help their clients improve and grow. Including research knowledge as
a routine part of clinical practice should improve results for individual clients.
It also helps clinicians to be more confident in their own decision making.

While Cochrane strongly advocated for the use of the scientific knowledge in
making treatment choices, he was also a practitioner with a heart. Cochrane describes
a case showing how important both human caring and accurate diagnosis can be:

Another event at Elsterhorst had a marked effect on me. The Germans dumped a young
Soviet prisoner in my ward late one night. The ward was full, so I put him in my room as
he was moribund [near death] and screaming and I did not want to wake the ward. I
examined him. He had obvious gross bilateral cavitation and a severe pleural rub.
I thought the latter was the cause of the pain and the screaming. I had no morphia, just
aspirin, which had no effect.

I felt desperate. I knew very little Russian then and there was no one in the ward who did. I
finally instinctively sat down on the bed and took him in my arms and the screaming
stopped almost at once. He died peacefully in my arms a few hours later. It was not the
pleurisy that caused the screaming but loneliness. It was a wonderful education about the
care of the dying. I was ashamed of my misdiagnosis and kept the story secret. (Cochrane
with Blythe 1989, p. 82)

Clinical expertise must always guide good clinical practice. Understanding the
client fully and accurately is still the foundation on which in current models of
EBM and EBP are built.
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In 1972 Cochrane, who became a distinguished Professor of Tuberculosis and Chest
Diseases in Wales, published the influential book that started the contemporary
evidence-based approach in medicine. His book Effectiveness and Efficiency: Random
Reflections on Health Services argued for the use of experimentally based research in
both clinical practice and in policy making. Cochrane argued that because health care
resources would always be limited, they should be used to provide equitably those
treatments and services which had been shown to be effective through rigorously
designed research. He promoted the use of research results to distinguish (1) treatments
that are effective from, (2) treatments that are harmful and ineffective and from
(3) treatments that are benign but ineffective. Cochrane heavily emphasized the
importance of drawing evidence from experimental randomized controlled trials
(called RCTs) because these provide compelling information about the effects of
treatments. A central idea of the EBP process—using the best available research
knowledge to help decide what treatment is likely to be the most effective—was
introduced. Knowledge based on experimental research or RCTs was also clearly
prioritized.

Cochrane’s writing points out the significance of accurate and thorough assessment,
coupled with attention to available resources as well as using the best available
research knowledge. Note, too, that several different types of professional expertise are
combined with the knowledge provided by quality research. Current approaches to
EBP still draw on these core ideas, but add to them actively engaging clients to include
their preferences and their willingness to participate in any proposed treatment plan.
Current approaches to EBM/EBP also heavily emphasize clinical expertise as
combining and integrating all these components of assessment and treatment.

The Overall Goals of Evidence-Based Practice

Cochrane (1972) sought (1) to increase the number of truly helpful treatments,
(2) to reduce the use of harmless treatments that did not help the target disorder
and (3) to eliminate harmful treatments that did not lead to improvement but
caused other harm. This overall goal remains a fundamental policy-level focus of
EBP and EBM today. The goal of reducing harm may seem more applicable to
medical practice than to clinical social work practice. Yet there are costs (harms)
in the effort, expense and time taken by ineffective and potentially harmful
treatments. Further, in some circumstances, risk of death and bodily harm are real
issues for mental health patients. Where clients are asked to undertake treatments
that may exacerbate risk (such as risk of suicide for people who improve from
severe depressions), the same concerns apply to clinical social work practice. For
all health and mental health professionals reducing harmful treatments and
increasing helpful treatments, remains a very appropriate and critical goal.

Cochrane thought that doing EBM/EBP should lead both to improved outcomes
for individual clients as well as more efficient use of available monies, resources
and services. That is, the EBP model allows for more efficient and effective use of
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health-care resources at the policy level while pointing to the most effective
treatment options for individual clients. Gains in both improved client outcomes
and in making optimal use of health-care resources should result.

Of course, these gains may appear only in the aggregate. Evidence-based policy
decisions may not automatically improve services for any given individual
(Groopman 2010). In the United States, some policy-level decisions may exclude
certain patients from coverage and specific types of treatment, differentiating
policy- and patient-level results. Such difficult policy choices have also been made
in other Western countries. Because EBP has both micro- or client-level appli-
cation and macro- or policy-level implications, it is always important to be clear
about how EBP is being viewed in any given article or report.

Defining the Evidence-Based Medicine/Evidence-Based Practice
Decision-Making Process

While we have emphasized the impact of Archie Cochrane in originally promoting
the concepts behind EBM, many authors credit other physicians as the originators
of EBM and EBP. Indeed, the so-called ‘McMaster Group,’ led by Dr. David
Sackett, promoted the incorporation of research knowledge into practice in the
1980s. Another member of the McMaster group, Dr. Gordon Guyatt (Guyatt et al.
2008, p. xx) states that the first published use of the term evidence-based medicine
was in an article of his in 1991. The McMaster Group promoted and systematized
the process of EBM in a series of articles published in the 1990s. These Canadian
physicians organized and advocated for the EBM practice decision-making pro-
cess that gave form to Cochrane’s pioneering ideas. Their work made EBM an
international social movement.

An early and widely cited definition of EBM in clinical practice was offered by
Sackett et al. (1996, pp. 71–72):

Evidence-Based medicine is the conscientious, explicit and judicious use of current best
evidence in making decisions about the care of individual patients. The practice of evi-
dence-based medicine means integrating individual clinical expertise with the best
available external clinical evidence from systematic research.

Following Cochrane, their initial emphasis was on actively including population-
based research knowledge in the individual practice decision-making process.
While including research knowledge in practice decision making is the defining
feature of EBM and EBP and a great strength, its everyday application proved
neither simple nor straightforward.

This early definition of EBM had some serious limitations when applied to real-
world clinical practice. Haynes et al. (2002a, p. 38) note that the early definitions
of EBM and EBP ‘‘de-emphasized traditional determinants of clinical decisions’’
and ‘‘overstated the role of research in clinical decision-making.’’ They do not
mean to imply that research knowledge is unimportant, only that it is one part
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of several that shape practice decision-making. To make EBP more useful in
practice, current definitions are simpler and more balanced: emphasizing that
‘‘research alone is not an adequate guide to action’’ (Haynes et al. 2002a, p. 38).

The current definition by the same group of Canadian physicians is that EBM is
‘‘the integration of best research evidence with clinical expertise and patient
values’’ (Sackett et al. 2000, p.x). Here research findings are one part of a multi-
part process that also includes current clinical circumstances, patient preferences
and views all weighed and integrated through professional clinical expertise.

This contemporary definition has also been applied in social work definitions of
EBP by Rubin (2008), Gibbs and Gambrill (2002) and Mullen and Shlonsky
(2004). Rubin (2008, p. 7) states that ‘‘EBP is a process for making practice
decisions in which practitioners integrate the best research evidence available with
their professional expertise and with client attributes, values, preferences and
circumstances.’’ This definition of the EBP practice decision-making process will
be used throughout this book. Yet as we will see, EBP may be defined differently
for purposes other than practice decision making. These different perspectives on
EBP may not involve such balanced consideration of research knowledge with
professional expertise and client preferences.

What Makes up the Evidence-Based Medicine/Evidence-Based
Practice Decision-Making Model?

Haynes et al. (2002a) state that the contemporary EBP practice decision-making
model actually has four parts. They are (1) the current clinical circumstances of the
client, (2) the best relevant research evidence, (3) the client’s values and prefer-
ences and (4) the clinical expertise of the professional clinician. They emphasize
that the professional expertise of the clinician is the ‘glue’ that combines and
integrates all the elements of the EBP process. It is the cement that holds the other
parts of the model together. Note, too, that the client has active input into the
clinical decision-making process. Research evidence is indeed one key ingredient,
but it is not privileged over other factors. Clinical practice decision making is an
active, multidimensional process. Figure 1.1 graphically illustrates the four parts
of EBP and how clinical expertise is the overarching and integrating component of
the model.

Gilgun (2005a) states that just what is meant by patient values has neither been
well conceptualized nor well examined in current EBP models. This is an area of
great interest to social workers that deserves further study. Religious and cultural
values, individual beliefs and concerns, personal principles and attitudes would all
appear to be aspects of client values. In addition, past experiences with health-care
providers and systems as well as other people with power and authority, may shape
client preferences and actions. Socially structured differences and oppression may
profoundly influence comfort, use, trust and openness in health and mental health-
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care delivery. All these factors may impact on a client’s decision to seek, to stick
with and to actively participate in mental health services.

Clinical expertise ‘‘encompasses a number of competencies that promote
positive therapeutic outcomes’’ (American Psychological Association 2006,
p. 276). These basic professional competencies should be possessed by all grad-
uate-level clinical practitioners. These core competencies include the ability to
conduct a clinical assessment, make diagnoses, systematically formulate cases and
develop treatment plans, each with a clear rationale and justification. They also
include the ability to implement treatments, to monitor progress and to evaluate
practice outcomes. Clinical expertise has a strong interpersonal component,
requiring that clinicians can form therapeutic alliances, self-reflect and understand
the impact of individual, cultural and contextual differences on treatment. Such
contextual differences also include practical and resource limitations that influence
practice decision-making.

Despite this clear statement, Gilgun (2005a) argues that clinical expertise still
warrants better conceptualization and further study. We may know what clinical
expertise is, in general, but may lack knowledge of its important specific details.

Clinical expertise is required to assess the client’s clinical state and circumstances.
It is also required in facilitating the client’s sharing of their preferences and values. Both
of these processes may take place in stressful circumstances and under time pressure.
Both clinical and research expertise is needed to find, appraise and link research
evidence with the client’s particular circumstances. EBP, as a practice decision-making
process, is made up of several components. It is important that clinical social workers
have a clear understanding of EBP as a practice decision-making process.

Not only are there several definitions of EBM and EBP in print, there are a
number of similar endeavors. These efforts are not quite the same as EBP, but may
share a focus on integrating research results into practice and policy. It is important
to distinguish EBP from other uses of research evidence to inform practice and/or
policy.

Fig. 1.1 The components
of the evidence-based
practice model from
Haynes et al. (2002a)
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How the Evidence-Based Practice Decision-Making
Process Differs From

‘Empirically Supported Treatments’ and ‘Best Practices’

A related issue appears in terminology. Clinicians may read about ‘empirically
supported treatments’ (ESTs) or ‘evidence-based interventions’ (EBIs) or ‘best prac-
tices.’ These may be similar to EBP but often reflect quite different research-informed
models and applications. Unfortunately, these terms have different definitions and
sometimes apply a very different logic than does EBP. For example, ‘ESTs’ or ‘evidence
based treatments’ (EBTs) are usually based on ideas from the Division 12 (Clinical
Psychology) of the American Psychological Association (APA) (Chambless and Hollon
1998). APA was attempting to better identify the research support for specific treat-
ments. Note that this is a very different goal that the clinical practice decision-making
process of EBP which focuses on the needs of specific clients. An APA task force argued
that treatments can be rated on the basis of their research support. Specifically, treat-
ments supported by two or more carefully completed experiments, or 10 or more single
systems design studies, can be called ‘empirically supported treatments (ESTs).’ They
also required use of a treatment manual and that persons other than the originator of the
treatment under study complete some of the outcome research (Chambless and Hollon
1998). When this model is applied, the treatments that demonstrate statistically signif-
icant improvement using these research methods may be called ESTs.

The emphasis in ESTs is on showing that specific treatments have demonstrated
effectiveness. Note, however, that this terminology and model focuses on rating
specific treatments for specific populations or targeted issues, rather than on how to
make decisions about treating a specific client. ESTs are helpful at the policy
planning level, or possibly as a starting point in making clinical decisions, but are
not based on the EBP practice decision-making model.

‘Empirically supported interventions’ (ESIs) usually apply a similar approach to
rating programs or interventions. ESIs are more likely to address entire service
programs with many components rather than just a single, specific treatment (as in an
EST). This makes the ESI approach useful for some services of interest to clinical
social workers, such as programs for substance abuse that might involve individual,
group and residential components. Unfortunately, there is no clear, consensus defi-
nition of an ESI. Researchers and policy makers apply the terminology inconsistently
since the ESI label is not based on a single, consensus, set of standards.

Best Practices

The label ‘best practices’ is sometimes applied to treatments or interventions using
the EST approach, but the label is used inconsistently in the literature and lacks a
single consensus definition. Best practices generally refers to techniques or
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interventions that have consistently shown superior results to those achieved by
other means (Bogan and English 1994). It is a concept that originated in business
administration and strategic management. Identifying best practices is a feature of
some management standards, including the ISO 9000 model used in manufacturing
and business. ISO 9000 is a set of self-assessment standards and guidelines relating
to quality management systems. It involves ongoing, thorough, internal auditing to
insure quality. ISO standards represent industry self-regulation as an alternative to
mandatory or legislated standards.

The concept of best practices implicitly points to a single way of doing a task
that is the superior to all others. However, there may be several ‘very good
practices’ that work more or less effectively in different circumstances, or in
response to specific consumer/client preferences rather than just one ideal practice.
That is, different contexts may call for different practices or adaptation of best
practices that have superior results for particular people, or in different settings, or
with people from different cultures. The best practices model does not easily allow
for differences among client situations or among client preferences. It is an
aggregate model of considerable value, but requires adaptation to settings in which
consumer preferences must be considered and valued.

Groopman and Hartzman (2011b) define best practices in medicine as involving
‘‘a group of experts who come together and designate how they think services
should be provided to patients with a certain condition.’’ As in manufacturing,
these medical experts seek to define practices that achieve the best results for a
specific disorder. It is important to bear in mind that these experts will often draw
upon research findings, but how the experts select and interpret findings may not
always be made clear to professionals or consumers.

Groopman and Hartzman (2011a, b) add that the use of best practices has two
distinct aspects. In certain situations, such as a specific surgical procedure or acute
treatment of heart attacks, standardized procedures can be very helpful in pro-
ducing positive outcomes and reducing harms. These procedures fit best in
emergency or high acuity situations. In such circumstances, best practices may be
fairly well defined and routinized. Patient involvement in such medical decisions
may be limited or impractical. However, in other situations that involve active
patient participation and choice, or where choices among possible risks and ben-
efits are complex and unclear, Groopman and Hartzman argue that best practices
may be difficult to identify. Indeed, they argue that:

many of these expert committees have overreached and they’re trying to make it one-size-
fits-all and dictate that every diabetic is treated in this way, or every woman with breast
cancer should be treated this way, or mammograms are only really beneficial for women
older than 50 but not less than 50. But if you step back, you see that you can have different
groups of experts coming out with different best practices and what that tells you is there is
no one right answer when you move into this gray zone of medicine. (2011b, para 74)

Groopman (2010) states that many decisions about best practice involve key value
judgments. He notes, for example, that a government task force decided that
mammograms for women in their forties should no longer be recommended routine
practice. The task force estimated a high rate of false positives among these women
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could lead to considerable unwarranted stress and anxiety. They also noted that
mammograms involved radiation exposure, though researchers cannot fully quantify
the risks of such exposure. Using 2008 statistics, Groopman states that routine
mammograms could possibly prevent 12,000 deaths per year among women in their
forties. In comparison, for women in their fifties for whom mammograms are rec-
ommended, Groopman states that 15,000 deaths per year could be possibly be pre-
vented. Why would a best practice not address the possible risk of death from breast
cancer for the 12,000 women per year in their forties while recommending the very
same procedure to possibly aid 15,000 women per year in their fifties? Groopman
argues that policy makers do not simply base such a judgment solely on research
results, but must make value judgments in the interpretation and prioritization of
research findings. He states that best practices are complex social processes that
should not be understood as simply based on research results. Groopman (2010)
also states that political and economic interests can heavily shape views about
best practices. Social workers—and our clients—must be critical consumers of best
practice recommendations from several dimensions.

Some states, insurance companies and health-care agencies use lists of best
practices to guide administrative and policy-level practice decision making.
Groopman (2010) and Groopman and Hartzman (2011a, b) point out that there is a
tension between some uses of best practices and both client participation and client
autonomy in health-care decision making. Best practices may be very useful where
acute care needs limit client participation in service planning and optimal out-
comes are clear cut. On the other hand, in complex, non-emergency healthcare
situations, client participation in health and mental health-care planning is often
crucial to service planning success. Views on optimal outcomes may vary con-
siderably among clients. Social work’s professional ethics also strongly affirm
client autonomy and active participation in decision-making.

At this time, only EBP and ESTs have clear definitions. Clinical social workers
must be able to distinguish among EBP as a practice decision-making process and
designated ESTs or ESIs that have some research support for their effectiveness.
Clinical social workers must also critically evaluate claims of best practices by
reviewing their evidence base and consistency with the EBP practice decision-
making process. Unfortunately authors, policy makers and administrators do not
always use this terminology consistently or with rigor, forcing practitioners to be
careful and critical consumers of research reports and summaries.

Evidence-Based Practice in Social Work

In social work, EBP arose as the single case evaluation effort declined in promi-
nence. In the 1980s and early 1990s, many social work researchers advocated the
use of single subject or single system research designs to evaluate and document
the outcome of social work practice efforts and improve accountability (Bloom and
Fischer 1982; Kazi and Wilson 1996; Kratochwill 1978; Tripodi 1994). Social

12 1 Introduction and Overview



work researchers called this movement ‘empirically based practice’ (Reid 1994)
although its focus and methods were quite different from today’s EBP. The goal of
this effort was to improve accountability. Specifically, empirically based practice
sought to demonstrate that social work services were effective on a case–by–case
basis. This is a sharp contrast with EBM and EBP that focus on large scale,
population level, research results. Of course as stated in the National Association
of Social Worker’s (NASW) Code of Ethics (2008, 5.02a), ‘‘social workers should
monitor and evaluate. . . practice interventions.’’

While single case evaluation is a useful approach, the limitation of the effort
was that single case research designs do not conclusively show that the treatment
or program caused any benefit or harm that occurred. Single subject evaluation can
document whether or not a client improved, but a single application cannot
demonstrate that the treatment, rather than other factors, caused this change.
Importantly for the profession, this single case evaluation effort affirmed that
evaluation is a key part of professional practice, though social workers use a
number of different qualitative and quantitative evaluation methods.

As EBM gained prominence in the late 1990s, social work began to adopt the
contemporary EBP model as a more data-grounded way to guide treatment decision-
making before treatment starts. Note carefully that deciding what treatment or
intervention to use with a specific client is a very different process than is outcome
evaluation for an individual client. Practice evaluation is routinely discussed in social
work practice texts (see, for example, Gambrill 2006b; Hepworth et al. 2010; Sheafor
and Horejsi (2011). However, the linkage between EBP and practice evaluation is not
clearly stated. Hepworth and colleagues (2010, pp. 33 ff) affirm the use of both
quantitative and qualitative ‘‘measures’’ to evaluate practice. Single case evaluation
is still a valuable method for evaluating treatment impact on a specific case.

In the twenty-first century, the empirically based practice movement with its
focus on single case evaluation was replaced in prominence by EBP and its
emphasis on using large-scale, population-based, research to inform the selection
of assessments and/or treatments before they are started. Some social work
researchers now argue for combining EBP with single case evaluation measures
(Gibbs 2002). Indeed, Gibbs makes the evaluation of individual cases outcomes a
step in EBP. The authors of this book instead view EBP and practice evaluation as
quite different endeavors.

In 2001 the Council on Social Work Education [CSWE] accreditation standards
required content on ‘‘empirically based knowledge, including evidence-based
interventions’’ be taught in all accredited BSW and MSW programs. In the 2008
CSWE accreditation standards, ‘‘research-informed practice’’ and ‘‘practice-
informed research’’ must both be taught in conjunction with critical thinking and
clear attention to diverse client views (CSWE 2008, EP 2.1.6). CSWE used this
language to allow social work education programs some flexibility in how they
characterize and implement content on including research in treatment decision
making. Unfortunately, ‘‘practice-informed research’’ is a standard with no further
definition: ‘‘Social workers use practice experience to inform scientific inquiry’’
(CSWE 2008, EP 2.1.6). One approach to teaching ‘‘research-informed practice’’
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may be to focus on EBP, but this is not the only way social work programs can
meet this accreditation standard. Programs may use other types of research than
those most valued in EBP to meet this standard. Since an accredited degree is
crucial to obtaining licensure to practice, clinical social workers matriculating
from accredited programs should be knowledgeable about the intersection of
research and practice. Understanding the linkage of practice and research involves
valuable knowledge, values and skills for contemporary clinical social work
practice.

Today’s emphasis on EBP often makes clinical social workers question if there
was any research evidence that their efforts were beneficial in prior years. The
answer is that there is an extensive research foundation for clinical practice in
social work and in the allied mental health fields. It has been developed over more
than 100 years. This research base takes many different forms and asks a wider
range of questions than does the EBP model. What EBP brings is a specific focus
on population-based research using experimental methods.

Was There Not Any Previous Evidence
that Treatments Worked?

Clinical social work practitioners have many questions about their clients and their
practice efforts. Are the assessment methods we use accurate? Do they address
both psychological and social needs? How can we individualize treatments to best
meet the needs, values and ‘style’ of each client? What are the markers of progress
toward larger outcomes we can use to guide our efforts? Do clients make mean-
ingful change? Do these changes last? Do some people get worse even with
treatment? How can we better help people who drop out or never really engage?
Overall, mental health practitioners are curious people who ask many questions,
who can tolerate partial answers and ambiguity and who use many types of
evidence to answer these complex questions in changing circumstances (Drisko
2001; Elks and Kirkhart 1993; Goldstein et al. 2009; Ventimiglia et al. 2000).
Practitioners want to know a lot about several different, complex issues.

Over the past 20 years calls for greater professional accountability, concerns
about healthcare costs and efforts to improve treatment outcomes have all come
together to force mental health professionals to better demonstrate that what they do
‘works.’ In 1999 the United States Surgeon General David Satcher published a
comprehensive review of mental health concerns and treatments. The report was
based on a review of ‘‘more than 3,000 research articles and other materials,
including first-person accounts from individuals who have experienced mental dis-
orders’’ (U.S. Department of Health and Human Services, 1999). The report clearly
stated that mental health is a fundamental part of overall health and that mental health
disorders are real health issues. This careful review of research supported two major
findings: (1) that the ‘‘efficacy of mental health treatments is well documented,’’ and
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(2) ‘‘that a range of treatments exists for most mental disorders’’ (Chapter 8). Based
upon these key findings ‘‘the single, explicit recommendation of the report is to seek
help if you have a mental health problem or think you have symptoms of a mental
disorder’’ (Chapter 8). Expert clinicians and researchers working for the United
States government after an extensive professional review, found a strong evidence
base for the effectiveness of mental health treatments and encouraged their use.

That mental health services are generally effective was not a new finding in
1999. Since the 1930s many research studies have demonstrated that psycho-
therapy is generally effective across theoretical orientations and intervention
techniques (Bergin and Garfield 1971, 1978, 1986, 1994; Lambert 2004; Wampold
2001, 2010). Of course this does not mean that all treatments work or that there are
no harmful, or unethical, or culturally insensitive interventions. Yet there is a
massive body of evidence, based on multiple research methods and outcomes, that
indicates many forms of psychotherapy are effective.

In the 1970s a research technique called meta-analysis was developed to aggregate
and compare the experimental outcomes of different therapies for a single disorder
such as depression or anxiety. (We will explore meta-analysis in depth in in Chapter 8).
A growing number of meta-analyses demonstrate that, in general, the effects of therapy
are as good, or better, than is found for most medical procedures (Wampold, 2001,
2010). This is especially impressive when one considers that the outcomes of therapy
and mental health services address not only specific symptoms, but also intrapersonal
quality of life, interpersonal functioning, engagement in community social roles and in
school or job performance. Further, psychotherapy produces enduring outcomes that
are likely to continue after the end of formal treatment (Lambert and Ogles 2004).
Mental health services may be costly to provide, but they have also been found to
reduce both medical and hospital costs in some cases.

While the Surgeon General and the United States Department of Health and Human
Services was studying mental health services, evidence-based practice (EBP) emerged
as a growing influence on mental health practice and policy. Since the late 1990s
discussion of the delivery of mental health services has become strongly linked to EBP,
with almost all public and private payers advocating for its implementation. Indeed, the
rise in influence of EBP has occurred hand-in-hand with important efforts to reduce
health and mental health-care costs while maintaining or improving service quality.

To look in detail at how EBP is linked to research, clinical practice and policy
a recent example may be informative. The complex interplay of the quality of
research methods, selected target outcomes applications to practice and policy
issues are reflected in a very public discussion about how to treat depression.

An Example: Is Medication Useful for Treating Depression?

A series of articles and letters illustrate a number of issues about EBP and doing
clinical practice in the era of EBP managed care. Specifically a recent meta-
analytic summary of studies on depression was published in a prestigious medical
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journal (Fournier et al. 2010). The authors are well qualified mental health pro-
fessionals from several high profile medical research centers. They aggregated the
results of several large-scale, high quality, experimental studies on depression.
Their work largely conformed to the standards of EBM and EBP research. Their
article reported that medications are not helpful for treating depression unless one
is severely depressed. For mild to moderate depression, study results show,
medication is no more effective than is psychotherapy, placebo or the passage of
time. This was a very controversial finding.

In heated response a newspaper column questioned the new study’s methods
and findings and further claimed that it included too few studies and too few
medications to draw such a firm conclusion (Friedman January 11, 2010). The
author of this newspaper column is a well-qualified professor of psychiatry from
another high profile medical center. The column’s author also stated that the real
test of an effective antidepressant is not just that it relieves symptoms but that it
should also keep depression from returning. Later re-occurrence of depression is
known to become more likely with each depressive episode, but this was not a
measure of outcome in the original summary article. This summary of evidence,
the critic claims, was both poorly done and did not target some important issues.

Other letters expanded on these themes; with another psychiatrist (who was the
past-president of a psychiatric organization) noting that depression responds to
psychotherapy and always warrants a thorough diagnostic assessment (Freedman
January 11, 2010). Another letter from a prominent psychiatrist and researcher
stated that mild to moderate depressions were often not diagnosed or treated and
again noted that psychotherapy was often under-utilized by general practitioners
who more commonly treated all severities of depression with medications (Price
January 11, 2010). Yet another letter from a psychologist (and former president of
a state psychological association) noted that this exchange of views pitted
‘‘competent researchers against clinicians’’ (Brush January 11, 2010). He added
that ‘‘the best clinicians practice flexibility in approach, depending on the needs of
their patients.’’

This set of exchanges among professionals shows that in learning and practicing
EBP many points of view exist and that simple conclusions about best practices are
often lacking or must be viewed as partial and tentative. The ongoing issues
include: Does useful evidence exist on the topic I need to know about? Does the
research address the specific kinds of outcomes I and my client seek? Is the
research comprehensive and valid? Were the study participants like my client?
Does the research point to a single best treatment? Are other treatments available
which were not fully studied but which may be helpful to my client? How does my
client view the best treatments reported in the literature? Are there cultural or
practical factors that may make this treatment a poor fit for this client in this
situation? Are these practices ethical? Can I deliver this treatment or are there
other nearby services that can provide it? Are there any ethical issues in working
with managed care payers? EBP has many dimensions and, while a very helpful
part of practice, it does not replace careful and ethical practitioner decision
making.
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Behind the evidence are differences in perspective about the quality and
comprehensiveness of research on treatment outcomes and differences on approa-
ches to practice (Goodheart et al. 2006; Mace et al. 2001; Petr 2009; Trinder and
Reynolds 2000). Legitimate and longstanding differences exist on the quality of
available research and the methods by which summary conclusions are drawn.
Further, some scholars note that the ‘active ingredients’ of many treatments are
unknown or not well specified, or that some treatments do not actually qualify as
legitimate psychological interventions (Wampold 2010). It may be that simple
summaries of treatments omit attention to vital factors that help make the treatments
work.

Still, some authors claim that using any treatment lacking a strong evidence
base is unethical; a form of malpractice (Myers and Thyer 1997). Yet it may also
be unethical or inappropriate to use treatments found effective for majority pop-
ulations on people of different cultural backgrounds or values (Zayas et al. 2010).
Unique clients come with multiple needs and may provide imperfect information
to professionals. The complexity and ambiguity of real-world mental health cases
do not always allow for simple answers. Client values, preferences and actions
vary widely. Professional expertise is always required.

Finally, on the political front, there is an image management issue as
researchers are represented as knowledgeable and competent, having clear-cut
answers contrasted with practitioners who are represented as uncertain or impre-
cise and therefore incompetent. Public perceptions may be actively shaped and
manipulated as a part of the healthcare debate. Yet to frame professional mental
health practitioners as incompetent in contrast to knowing researchers is a false
and unhelpful dichotomy. EBP is a key part of the health-care industry where
administrative control and cost management matter along with quality care. But to
devalue practitioners may only undercut public perceptions of health-care pro-
fessionals and may perhaps reduce service utilization by people in need. Acces-
sible, high quality care must be an overall goal for mental health researchers and
providers alike. Fewer labels and accusations and more engaged discussion, is a
more appropriate course for professionals to undertake.

Summary

EBP provides a model for integrating the results of population level research into
individual practice decision-making. It seeks to improve positive outcomes and
reduce harmful or ineffective treatments. It should help clinical social workers be
more confident in their recommendations and for clients to have greater confidence
in their recommendations. Client values and preferences are a key part of EBP.

The contemporary EBP model emphasizes professional expertise as integrating
knowledge of the clients’ situation and needs with the best available research
evidence as well as the client’s values and preferences. Research evidence is one
key part of the model, but not all there is to it. There are other efforts that seek to
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identify effective treatments that are similar to, but not identical to, EBP. One of
these efforts is the empirically supported treatment (EST) model developed in
psychology. Other efforts focus on outcome evaluation for single clients rather
than populations. Differences in terminology are important but can be confusing.

Clinical social workers need to be knowledgeable about EBP. They need to use
thoughtfully the EBP process in contemporary practice. Social workers must also
include the client’s values and social environments in appraising the clinical sit-
uation. Clinical social workers also need to read the literature carefully to
understand the terminology and key ideas applied by researchers, administrators
and policy planners. Further, clinical social workers must remain careful and
critical consumers of articles and books on EBP.

From its foundations in the ideas of Dr. Archie Cochrane, EBM and EBP link
research and practice at both policy and practice levels. Yet the information needs
and interests, of clinical practitioners, researchers and policy makers may not
always be the same. We will examine three different perspectives on EBP in the
next chapter.
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Chapter 2
Three Perspectives
on Evidence-Based Practice

This chapter will examine evidence-based practice (EBP) from three different
vantage points. As discussed in Chapter 1, there are several definitions of EBP,
often shaped by the role the individual has within the EBP process. To clinical
social workers, EBP is most often understood as a practice decision-making
process. This is indeed one key application of EBP. But clinical social workers
also understand the impact of EBP in other related contexts. We find it useful to
think of EBP from three different perspectives: (1) its application in practice
decision making, (2) its applications to health care policy and administration, and
(3) its impact on research methods and research funding. To limit discussion of
EBP solely to its practice application omits attention to other, broader, issues of
interest to clinical social workers. The policies that shape practice delivery, the
day-to-day administration of clinical social work practice, and the kinds of
research evidence valued in making policy choices are also being affected by EBP.
This is the context in which EBP is changing clinical social work practice.

In addition to guiding practice decision making, both evidence-based medicine
(EBM) and EBP are being used at a policy level to reshape clinical practice. Cost
containment, cost cutting and, in many cases, profit making are shaping the pol-
icies that orient health care practice. Beyond shaping policies, EBM and EBP are
increasingly being used administratively. Improving the quality of care while
reducing costs is the recent mantra of managed care providers. Large-scale
research and EBM/EBP provide one valuable framework for examining service
quality. At policy and administrative levels, however, EBP may conflict with client
preferences and with professional autonomy. The methods of EBP may even be
applied to evaluation of individual professionals. To understand EBP requires
attention to the overall context in which it is embedded.

From a third perspective, EBM and EBP have begun to alter research priorities
in ways that may restrict the variety of research approaches and methods used to
understand and evaluate clinical practice. A key strength of EBM/EBP is its use of
population level research results based on experimental (or RCT) research designs.
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Yet overemphasis, or exclusive focus, on such research designs may undermine
attention to other forms of research and inquiry that are also important to practice
knowledge building. In this way EBM/EBP may serve to promote some types of
research knowledge while limiting others. Relevant to clinical social work prac-
tice, research on understanding persons in situations, on identifying environmental
factors that impact treatment effectiveness, and on the processes of clinical
practice may be deemphasized in favor of large-scale outcome research. Social
work researchers and educators who for the past 30 years have advocated for
‘‘many ways of knowing’’ (Hartman 1994) may find one method is favored, and
funded, above all others. Issues of epistemology, ontology, values, and human
diversity in research may lose traction while specific methods gain favor.

In this chapter we will explore how EBP is used beyond practice, but in ways
that influence how practice is funded and provided. The four components included
in the contemporary definition of EBM and EBP may not always be highlighted in
policy level and research discussions. The roles of clinical expertise and of client
values and preferences may become secondary or even marginal when EBP is
viewed from these other perspectives. Our goal is to ensure the context in which
EBP is located and shaped are part of how clinical social workers understand this
social movement. In turn, clinical social workers may be better able to advocate
for themselves and for their clients.

The Policy Level and Administrative Applications
of Evidence-Based Practice

There is no question that high quality research evidence, drawn from large samples
and appropriately applied in practice, can save lives and improve services.
In medicine, efforts to apply evidence-based standards for acute coronary patient
care, for sepsis in the use of respiratory ventilators, and even hand washing have
all reduced illness and mortality. One study found that strictly following the
guidelines for acute coronary care treatment might have reduced patient mortality
by 22% after 1 year (Alexander et al. 1998). These guidelines addressed acute use
of just three medications. Applying the results of large scale, population based,
research can improve service outcomes in important ways. In 2002, large-scale
epidemiological research established that the harms of estrogen replacement
therapy for postmenopausal women were much more severe than first believed
(Women’s Health Initiative 2002). These harms were not apparent until a large-
scale research project aggregated individual experiences. Routine treatment
practices were quickly changed in ways that saved women’s lives and reduced
overall harm. Even what appear to be small changes, such as routine hand
washing, can prove to be very important to improving aggregate outcomes and
reducing risks. The importance of such efforts may only become clear when very
large groups of people are studied and compared. How EBP is applied at the policy
level shapes much of the health and mental health delivery system.
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Both the EBM and EBP movements must be understood in the larger context of
macro level models of health care delivery. In the United Kingdom, in Canada, and
in the United States, many initiatives drawing on the EBM and EBP models now
shape public and private health care funding and delivery. Each of these countries
face the very real challenge of containing health care costs while providing ser-
vices to a large and aging population. In each of these countries policies were
developed to eliminate unnecessary health care services and to improve overall
outcomes. Note that these macro level goals are fully consistent with the purposes
of EBM set forth by Dr. Archie Cochrane. In the United States, a major part of this
effort was the expansion of managed care in the 1970s and 1980s. Further, health
care providers were viewed as having financial incentives for providing more
services than might really be needed. A tension between the interests of health care
organizations and profession providers became increasingly evident.

In 1984, a study by Wennberg revealed that the kinds of treatment provided by
physicians around the United States varied widely in both diagnosis and in pre-
scribed treatments. Other studies found similar variation in diagnosis and most
prevalent treatments by geographic region. Epidemiological and actuarial studies
would predict more or less consistent rates of diagnosis and comparable use of
treatments across the country. Tanenbaum (1999, p. 758) states that these results
were interpreted to mean ‘‘that physicians were uncertain about the value of
alternative treatments and that their actions were consequently influenced by
clinically extraneous factors such as tradition and convenience.’’ In other words,
physicians did not explore, weigh, and decide what treatment to use on the basis of
the best evidence. Dr. Cochrane’s earlier concerns seemed very well founded and
still very relevant.

Reed and Eisman (2006) state that this perspective was adopted enthusiastically
by the health care industry. ‘‘Health care professionals were portrayed as major
causes of waste, inefficiency, needless expense…’’ (p. 14). This argument, com-
bined with claims that physicians would gain financially from providing more
services, even if unnecessary, made health care professionals a target for improved
management and administrative control. In turn, health care organizations in the
United States and also in the United Kingdom and Canada, began initiatives to
transfer administrative authority from clinical providers to health plan personnel.
These initiatives were intended to standardized care practices and reduce variation
in delivered services. They also served to limit access to services and to reduce
overall demand, which achieved cost savings for funders. In the United States,
health care corporations will gain in profits by reducing service access and costs.
This corporate financial incentive, which produced large profits, for for-profit
health care companies, is not widely viewed as problematic.

Not only funders but governmental agencies took up this argument. A series of
efforts by the United States National Institutes of Health in the 1990s began to
promote the importance of teaching health care professionals to use research-based
treatments. Emphasizing ‘quality over numbers,’ they also promoted the use of
administrative strategies to ensure that such research-based treatments were used
widely and consistently. Governmental support and funding promoted the
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expansion of administrative control of professional practice in health care. During
these years, parallel efforts in the national health system of the United Kingdom
and Canada also took place (Trinder 2001c).

Tanenbaum (2003) states that managed care framed the debate over EBP into a
‘‘public idea’’ contrasting good scientific research evidence against faulty clinical
judgment. To solve the problem of faulty practitioner judgment, research evidence
was used administratively to direct health care practice. A public idea (Reich
1988) is a form of marketing common in political campaigns and product pro-
motion. Complex social phenomena, like drunk driving or health care, are simply
framed to highlight certain features of concern. In a public idea, a single, simple
summary is presented that includes an image of both the causes of the problem and
its optimal remedy. For drunk driving, the public image was one of repeat
offenders causing horrible accidents and the remedy was to put such offenders in
jail. The limitation of the argument is that, overall, many more drunk driving
accidents are caused by everyday people who drink too much—not repeat
offenders (though they do pose a problem). Preventive education would likely
reduce accidents more effectively than does jailing repeat offenders (Moore 1988).
Public ideas simplify complex social issues and may also distort them. Public ideas
may give undue credibility to specific approaches to solving complex problems,
rendering other useful solutions less prominent or less acceptable. They actively,
and politically, shape public opinion.

Tanenbaum (2003) calls EBP a public idea of great rhetorical power. Indeed,
who can argue with evidence? What scientific or rational approach remains for
those who would argue with ‘evidence.’ As Brush (January 11, 2010) states, EBP
can pit ‘‘competent researchers against clinicians.’’ Those who define good evi-
dence have great power and influence. In this instance, those who define the best
evidence also have both economic and political power over the services they fund.
‘‘We only reimburse for services that are evidence-based’’ (Lehman 2010, p. 1)
provides a powerful rationale for payers to restrict or refuse services without full
regard for the needs, values, and choices of the individual client. The public idea
of EBP emphasizes only part of a very complex situation.

When clinical practice is simply seen as a product in need of repair, its com-
plexity and its many merits are minimized or ignored (Schwandt 2005). While
controlling health care costs is an issue almost everyone would support, it can be
undertaken in a manner that does not divide funder and practitioner. As we shall
see, the image also suggests a great deal more certainty about ‘what works’ than
may be found in treatment outcome research.

It is also important to note that the policy level focus on EBP emphasizes
research results but does not address individual client needs and circumstances,
nor does it address client values and choices. It also omits attention to the pivotal
role of clinical expertise and first-hand clinical assessment. The policy and
administrative perspective on EBP appears to be based on a very different
understanding of EBP than is the practice decision-making model of the McMaster
Group. Population-based research results are widely applied to critique the indi-
vidualized actions of clinical practitioners. Administrative judgment may also
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replace the assessment of clinical social workers and other providers who have
different training, qualifications, and much greater access to the individual client.

Mace (1999) states that the United Kingdom’s National Health Services views
EBP as a cornerstone of the effort to include quality assurance in the responsi-
bilities of providers. While few would argue with quality services and professional
accountability, funders, clients, and professionals may differ on what constitutes
the best available services for a specific client in a specific situation. They may
differ on what is the key problem, on what treatments and related services are
appropriate to address it, and on what constitute suitable measures of treatment
outcome. Administrative attention to the aggregate needs, and to cost cutting, may
not always fit with ethical and appropriate client-specific decision making. There
are important differences of perspective between people focused on large-scale,
aggregate outcomes, and others focused on specific outcomes for a single client.
Yet, at the same time, service costs and quality must be reviewed to control costs
for all. There can be, at times, an understandable tension between the practices and
goals of administrators and practitioners.

As we can see, EBP is actually a complex social movement. This means that the
way EBP is understood, and the elements of EBP that are emphasized, will vary
with the particular purposes of the author or speaker. It is important that clinical
social workers bear mind that EBP can have a different ‘look’ depending on the
focus of the speaker. Yet in practice, the key influence is the clinical expertise of
the social worker who must integrate the client’s clinical circumstances, particular
values, and views with the best current research knowledge in making practice
decisions.

Using Evidence in Evaluations
of the Performance of Professionals

In addition to administrators potentially using EBP to influence and direct how
services are delivered to clients, evidence-based arguments are being used polit-
ically and economically to evaluate, and hire or fire, individual professionals. For
example, during the summer of 2010 the Los Angeles Times published a series of
articles regarding the performance of public school teachers in Los Angeles (Los
Angeles Times, undated). The series included the online, public, posting of the
evaluations of approximately 6,000 teachers. The names of the teachers were also
posted. These evaluations were paid for by the public school system and some
people argued that they were open information. However, the teachers and their
union officials stated they believed the evaluations were personal information to be
used privately within the school system. Reputations were affected in a very public
forum, with little opportunity for response by individual teachers.

Another aspect of the debate centered on a ‘‘value-added analysis,’’ a research
model that ranked teachers impact on student achievement (Dillon 2010).
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The results of this statistical analysis were then used to decide whether or not
teachers should be fired or rehired. In effect, teachers would retain or lose their
jobs based on their evaluations, which were linked to the measured achievement of
their students. Some people argued that teacher quality was crucial to student
achievement. It is, of course, difficult to argue that some teachers are more
effective than are others. Still, opponents of the model argued that many other
factors, including student nutrition, degree of parental support, and prior ‘social
promotion’ of students who had previously not demonstrated grade appropriate
achievement all distorted the evaluations. They argued that to put all the
responsibly for student performance on the teacher was neither valid nor fair. Here,
outcome measures (the student’s annual achievement) were interpreted and used as
key measures of the teacher’s competence, dedication, and effort. Notably,
researchers spoke for both points of view (Dillon 2010).

Similar efforts to grade teacher performance using student test scores are
underway in New York state (Otterman 2011). Teachers, using their political
power, tried to expand the base from which judgments about their effectiveness
were made. Noting that student performance was influenced by parental support,
including adequate nutrition and sleep, they argued parents should also be eval-
uated. Florida state representative Kelli Stargel filed a bill that would require
elementary school teachers to evaluate parents based on the quality of their
involvement in their children’s schools (Postal and Balona 2011). In parts of
Alaska and in Pennsylvania, parents are fined if their children are frequently truant
(Associated Press 2010; Levy 2011). There is considerable developmental research
supporting the view that parental support is an important factor in child devel-
opment and school performance. However, solutions to resolve these concerns
often prove complex and multifaceted. More administrative oversight of profes-
sionals may not prove sufficient or effective in improving service outcomes.
Nonetheless, the public idea of EBP may suggest such actions.

In mental health care, managed care companies sometimes profile individual
clinical practitioners (Panzarino and Kellar 1994). The number of clients, types of
disorders, number of sessions, and often the client’s satisfaction are tracked and
recorded. This information may be used to drop clinicians from company ‘panels’
and are, in effect, ratings of clinician performance or cost-effectiveness. It is not
hard to imagine that the administrative use of EBP could both shape the nature of
treatments clinicians can use and perhaps become a part of how a clinician’s
performance is evaluated.

States and some insurance providers are already establishing lists of what they
consider to be empirically supported treatments or best practices. For example, the
Minneapolis Veterans’ Administration (VA) Health Care web site (2010) usefully
lists evidence-based treatments for several disorders. Practicing clinical social
workers also report their states and private insurance payers frequently suggest
evidence-based treatments for specific disorders (Arnd–Caddigan and Pozzuto
2010). They also state that, in some cases, payers may refuse to authorize certain
treatments for specific disorders due to what the payers claim is the lack of a
sufficient evidence base for the proposed treatment.
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It is important to note that neither lists of empirically supported treatments, nor
best practices are necessarily based on kinds of evidence and methods used in
EBP. How clinician effectiveness is conceptualized and measured will matter
greatly to clinical social workers, much as it does to Los Angeles public school
teachers. The administrative uses of EBP are an important driving force in its rapid
adoption and promotion. EBP can also be used administratively and economically
in ways that are still developing.

Of course, it is appropriate to use evidence in the evaluation of professional
performance. No one would seriously argue that performance should not be tied to
evidence. The issue is what kinds of evidence are most informative and how we
understand them in context. To evaluate the quality of a teacher solely by the
performance of his or her students may overrate the impact of a teacher. It surely
diminishes the impact of social contexts including adequacy of space, materials
and equipment not to mention the child’s family supports and social circum-
stances. Similarly, clinical social workers often work with clients with multiple
disorders and stressors that may directly impact the client’s ability to engage in
treatment and demonstrate ‘success.’ The appropriate use of research evidence
requires fair and comprehensive models that fit with our best ideas about how
complex systems work. Values, critical thinking, and theories all have a place in
the optimal selection and use of research evidence (Gambrill 2000).

It is very important to consider how, and by whom, the term EBP is being used.
Administrators, funders, researchers, and mental health clinicians may have
different goals and information needs. Clinical practitioners may look for situation-
specific treatment planning help, while researchers dispute what constitutes the
‘best’ methods to generate evidence, and payers seek to limits costs while main-
taining service quality. Each of these endeavors has real merit. Each endeavor is also
multifaceted and complex. Yet the view of EBP each perspective generates is
somewhat distinct. Let us next consider the research perspective on EBM and EBP.

Evidence-Based Practice, Many Ways of Knowing
and Qualitative Research

Tanenbaum (2003) argues that EBP is a public idea that purposefully shapes public
perception. Several authors call EBM and EBP a social movement (Goldenberg
2006; Hansen and Rieper 2009; Trinder 2000a). We argue that a third perspective
on EBP suggests it may also be an effort to shape, and perhaps to restrict, how
science and research evidence are understood and valued. EBP may be the next
research paradigm (Duggal and Menkes 2011; Guyatt et al. 1992). Paradigms
shape how research is designed, funded, and taught. The impact of changes in
research paradigms extends well beyond the university. Nespor (2006, p. 123)
states that paradigms are results of ‘‘tensions and conflicts that stretch outside the
university to state bureaucracies, pressure groups, big corporations, community
groups.’’ Paradigm debates may start within the academy, but their impact is much
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more widespread. As noted in the first section of this chapter, the impact of EBP
may have profound economic and political consequences for mental health prac-
tice. To frame this perspective on EBP, we begin with some recent history on the
debates regarding what Hartmann (1994) calls ‘‘many ways of knowing’’ that took
place in social work and allied fields in the 1980s and 1990s. Note that this is the
same time period in which EBM and EBP first became prominent.

Until the mid-20th century, there were few challenges to the centrality of the
scientific method and knowledge as guides for the professions, including social
work. In the early 1900s, a philosophy called logical positivism was promoted as a
way to build mathematically based laws or models that accurately represented the
world. In the hard sciences, such scientific laws had proved useful for over
200 years. However, the underlying justifications for the ‘truth value’ of scientific
theories began to be challenged. In 1962, Thomas Kuhn published The Structure of
Scientific Revolutions, a book that argued science was, in part, socially determined
and did not progress solely through test and analysis. Kuhn argued that Western
scientific knowledge had developed through a series of revolutions or ‘paradigm
shifts’ where the framework through which scientists viewed the world changed
radically. The newer paradigms routinely proved incompatible or incommensurate
with the older ones. One widely cited example is the paradigm shift from a
Ptolemaic or Earth centered view of the solar system to a Copernican or Sun
centered view of the solar system. Scholars following Kuhn argued that human
influences and power structures shaped scientific knowledge. Still more differing
points of view about both how we know and the value of science arose during the
1970s and 1980s. The view that science is a social construction and is shaped by
economic, political, and cultural forces became more prominent in both the social
and hard sciences.

In the late 1980s and 1990s, the so-called ‘science wars’ contrasted science with
other ways of knowing (see Flyvbjerg 2001; Nelkin 1979; Ravtiz 1997). The
differences were both about epistemology—ways of knowing—and about research
methods. Postmodernist scholars pointed to social knowledge as a social con-
struction that is situated in a particular time and place, and shaped by the eco-
nomics, politics, and social norms of the times (Foucault 1964; Lyotard 1984;
Rorty 1979). They doubted that ‘objective’ methods could produce social ‘truths’
(Quine 1963). Feminist and cultural scholars noted how the interests and voices of
women were often omitted or minimized in scientific scholarship (Belenky et al.
1986; Harding 1986; Nelson 1993). Indigenous scholars noted how the very
different ways of knowing of aboriginal peoples was devalued and omitted in
scientific scholarship (Tuhaiwai Smith 1999). Critical scholars noted how political
interests shaped research funding and the application of research results (Foucault
1964; Habermas 1990). Some scholars advocated that research should include
social action (Fals-Borda and Rahman 1991). For some, the kinds of work that
constituted research expanded.

Arguments affirming the value of small sample, intensive research were also
made during this time. Some scholars argued that clinically relevant and import
research often used methods quite unlike those most valued in EBP. Rustin (2001)
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points out that a lot of valuable clinical and developmental research is small scale
and intensive in format, rather than large scale and extensive. He points out how
Ainsworth’s Strange Situation test helped generate a typology of attachment styles
that later proved to hold up in many different countries and cultures. Intensive
study of a few mothers and children led the way to an innovative approach to
understanding attachment and the consequences of its disruption. Rustin further
notes how Stern’s in-depth studies of babies and mothers pointed out that babies
possess many more perceptual and meaning-making capacities than had previously
been identified. Rustin argues for methodological pluralism and shows how clin-
ical insights at the micro level can benefit many forms of research. EBP’s focus on
large-scale research has value, he states, but is not the only approach to productive
clinical research.

Along similar lines, Tonelli (1998, 2001), a physician working with respiratory
disease, argues that clinical experience and physiologic rationale are two types of
medical knowledge that differ in kind from population-based epidemiological
evidence. Tonelli believes their devaluation in EBP reflects a conceptual error.
This is because clinical expertise, physiologic rationale, and epidemiological
research are distinct kinds of knowledge that do not belong on the same graded
hierarchy. Many kinds of evidence may have relevance to clinical decision
making. Buetow and Kenealy (2000) and Buetow and Mintoft (2011) argue that
EBM too severely limits the use of nonscientific knowledge, including patient
intuition, that may complement, and enhance EBP decision making.

There are many kinds of research and knowledge that might extend, comple-
ment, or enhance EBM and EBP. Many of the more formal and well-developed
forms of knowledge development are collectively known as qualitative research.
Qualitative researchers argued for the merits of their approaches and methods in
these ‘science wars.’

During the 1990s many social workers advocated for greater attention to
qualitative research (Gilgun et al. 1992; Popay and Williams 1994; Riessman
1994; Rodwell 1998; Shaw 1999; Sherman and Reid 1994). Qualitative research is
frequently portrayed as a simple dichotomy contrasted with quantitative, statistical
research in social work textbooks. More accurately, qualitative research consists of
a wide-ranging family of related research approaches and methods. Qualitative
research has many different purposes and draws on a range of different episte-
mological or philosophical premises (Drisko 1997). It emphasizes discovery,
context, witnessing, understanding meaning, understanding process and can
include social action, and even can aspire to liberation. Qualitative research is
widely used to develop, refine, and even to test theory. Advocates for expanding
attention to ‘‘many ways of knowing’’ (Hartman 1990) promoted the use of
nonquantitative research approaches. In social work and allied fields, the number
of publications using these methods increased dramatically during the 1990s and
early 2000s.

More recently, Goldenberg (2006, 2009) argues that EBP is based on a dated
positivist epistemology that promotes science as objective, despite many cogent
critiques of positivism over the past 90 years. Specifically, she argues that the
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methodological standards of EBP actually serve to obscure the inevitable sub-
jective elements that shape all human inquiry. Citing the work of Kuhn and Quine,
she points out that theory is always underdetermined by data; meaning that our
backgrounds will always shape our observations. Further, she states that ‘‘our
theory choices are never determined exclusively by ‘the evidence’.’’ (2006,
p. 2623). She states that ‘‘orthodox empiricists’’ exclude any acknowledgment of
the historical, gendered, and locational differences among knowers in favor
of views that are disembodied and ‘‘distinctly androgenic’’ (2006, p. 2625).
Goldenberg notes that ‘‘In the current age where the institutional power of med-
icine is suspect, a model that represents biomedicine as politically disinterested or
merely scientific should give pause’’ (2006, p. 2621).

Whether or not, and if so, how, EBM and EBP will include different ‘‘ways of
knowing’’ is uncertain. Indeed, EBP hierarchies of evidence continue to locate the
results of case studies and qualitative research on the lowest levels of evidence.
As attention is directed to quantitative outcome studies, other research purposes
and methods are actively or implicitly devalued. In this way, EBM and EBP may
represent a social movement to restrict certain kinds of research and to privilege
other forms. Popay and Williams (1998, p. 35) call this the ‘‘Gingerbread Man
Threat’’; that qualitative researchers will be gobbled up by their better funded and
more powerful quantitative colleagues. In effect, the EBP research hierarchy
resolves the science wars by omitting many kinds of research, mainly due to its
dependence on population based, quantitative, and experimental studies. In this
way, EBP may be viewed as a backdoor action in a long-term academic and
economic disagreement.

The choice to devalue qualitative research has both a clear rationale and some
serious consequences. The purpose of the research hierarchy is to promote research
results with strong internal validity, or the ability to make cause and effect claims.
This is one way to document the quality of research results. On the other hand,
it allows very little room for change and innovation as social needs, conceptual
systems, and diagnoses change over time. The EBM/EBP research hierarchy does
not address what innovations to explore when treatment prove ineffective or how
new treatment models would be created.

Greenhalgh (2010, p. 163) points out that qualitative research ‘‘is not just
complementary to, but in many cases a prerequisite for… quantitative research…’’
That is, the concepts, diagnosis and treatment model tested for effectiveness in
EBM and EBP research are routinely developed and refined using qualitative
research designs and methods. Without openness to qualitative research, there is
no way for new ideas, new disorders, and new treatments to be developed. To
some authors, it is shortsighted to relegate qualitative research to the lowest levels
of evidence, especially because the results of such research may profoundly shape
the substance of later quantitative studies.

Popay and Williams (1998) argue that qualitative research may be viewed as
either ‘‘enhancing’’ EBM and EBP or as ‘‘different’’ from them. Black (1994)
points out several ways in which qualitative research can enhance EBM and EBP.
He states it: (1) can help researchers understand how and why interventions work,
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(2) can help identify new variables and hypotheses for future study, (3) can help
clarify unexpected results from quantitative studies, and (4) can help improve the
accuracy and relevance of quantitative research. Yet, Popay and Williams see even
greater potential in qualitative research’s differences from quantitative research.
They note it: (1) can help identify ‘‘taken for granted’’ aspects of health care and of
potential risks, (2) can help professionals understand the experience and meaning
of being a patient and of receiving a diagnosis, (3) can provide different sources of
information and perspective from clients and important others (including sub-
jective assessments of outcome), and (4) can explore the impact of agency prac-
tices and complex policies on clients. In this way, qualitative research helps
identify what EBP may miss, omit, or render invisible. Qualitative research can
complement EBM and EBP as well as enhancing them.

Trinder (2000) notes that the Cochrane Collaboration had begun a Qualitative
Interest Group. She states that it is vital ‘‘that qualitative and other research
designs be accepted and valued on their on terms, rather than fitted awkwardly and
inappropriately into an existing framework’’ (p. 237). However, a decade later the
role of qualitative research in EBM and EBP is still unclear (Nelson 2008).
Greenhalgh (2010) points to standards for quality in qualitative research, but does
not address how qualitative research fits with the larger EBM model. Gould (2010)
argues for greater inclusion of qualitative research into EBP while pointing to the
first two practice guidelines in the United Kingdom that integrate qualitative
evidence. The Cochrane Qualitative Interest Group offers conference workshops
on specific methodological topics, but the larger question of how qualitative
research is valued and included in EBM and EBP remains unanswered.

In social work, Rubin (2008) states that qualitative research may be the
appropriate source for answers about client’s experience with illness or social
challenges. This may prove to be one important use for qualitative research.
Gilgun (2005a) points out that better conceptualization of patient values and
patient preferences would help clarify key aspects of the EBM and EBP process.
She adds that professional expertise and the personal experiences of the profes-
sional also deserve conceptual elaboration and further study. Petr (2009) offers a
variation on EBP that emphasizes the voices and views of clients as the basis for
determining effectiveness. His multidimensional approach to EBP expands the
narrow focus on symptoms to include other areas of interest to clinical social
workers and clients. Qualitative researchers, and many clinical investigators using
qualitative research methods, make valuable contributions to the practice knowl-
edge base.

The EBM/EBP hierarchy of evidence and research designs has many merits. It
is one valuable way to enhance practice decision making and, in the aggregate, to
make the best use of limited health care resources. Still, critical thinking is
required to ensure that the assumptions embedded in the EBM/EBP model are
fully understood and recognized. As a social movement, EBM and EBP advocate
for the use of specific techniques and specific kinds of evidence. These merits have
strong supporters as well as some cogent critiques. Clinical social workers must
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consider both the strengths and the limitations of EBM and EBP research methods
as they impact on practice.

Summary

In this chapter we have explored how EBP is not solely a practice decision-making
process. We argue that EBP can be viewed from three different perspectives that
point out different aspects of the social movement that is EBM and EBP. The
practice decision-making process is the core of EBP. From this first perspective,
EBP adds to the responsibilities of clinical social workers. Yet from policy and
administrative perspective, EBP is a way to increase accountability and reduce
costs while improving service outcomes. At its worst, it may also restrict both
client and professional autonomy, and replace them with administrative oversight.
The large-scale methods of EBP may also be applied to the evaluation of indi-
vidual professional performance. From a research perspective, EBP seeks to
generate population level outcome studies that can identify effective treatments
and reveal possible risks. Yet EBP may also reduce attention to important epis-
temological, value, and contextual issues that shape research. Qualitative research
and other nonquantitative ways of knowing are devalued in the EBP evidence
hierarchy and in related research funding. These methods may produce knowledge
that can be useful to direct clinical practice and to administration and policy
efforts. Critical thinking about the EBP model and its application is appropriate.

A Starting Point for the Mental Health Practitioner

A very useful starting point for mental health practitioners is to learn about the
EBP practice decision-making process and to be able to use it to inform treatment
planning. Still, practitioners must use this information in combination with pro-
fessional expertise and critical thinking to meet the needs and interests of clients.
Clients, too, must be active participants in the EBP practice decision-making
process.

In the next chapter we will explore the several steps of the EBP practice
decision-making model. This model organizes the practice application of research
results to direct clinical social work practice.
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Chapter 3
The Steps of Evidence-Based Practice
in Clinical Practice: An Overview

We have seen that the evidence-based medicine (EBM) and evidence-based
practice (EBP) movements follow the overall goals of Dr. Archibald Cochrane
who sought to increase the use of effective treatments while reducing the use of
ineffective and harmful treatments. In addition, EBP is usefully understood via
three different perspectives in the social work and allied professional literature. As
such, the focus of EBP discussion will differ based on the perspectives of
(1) clinical practitioners, (2) researchers, and (3) funders or program administra-
tors. While these different audiences all are key parts of the EBP movement, their
specific purposes vary widely.

Many summaries of EBP begin by defining the steps of EBP as they apply to
direct clinical practice. In turn, most clinical social workers view EBP as a set of
steps that help structure treatment planning and decision making. Out of context,
these seemingly structured steps of EBP decision making may feel like an
imposition on professional expertise and autonomy. Their intent, however, is to
help clinicians include the best research knowledge as one part of their clinical
decision-making process. In the contemporary model of EBP, the client’s clinical
state and circumstances, research knowledge and the clients own values and
preferences are all integrated using the professional expertise of the clinical social
worker. The steps of EBP help guide and orient the use of research knowledge in
clinical practice, but do not simply determine clinical choices. In other words, the
EBP process will not lead the clinician to one clearly discernible ‘right’ answer.
Clinicians must navigate through and incorporate many pieces of information for
each client they serve. They must use their professional expertise and judgment to
determine how best to weigh the various available clinical and research
information.

It is important to keep in mind that the EBP model has been applied to other
aspects of practice besides choosing treatments (Oxford University Center for
Evidence-based Medicine 2009). It may also be used to select among preventive
interventions or to examine the etiology or origins of medical disorders. In medicine
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and psychology, EBM/EBP is also applied to the selection of differential diagnostic
tests and procedures. In medicine, it is used to examine the prognosis of an illness,
including survival rates over time. In administration and finance, the EBP model is
even applied to economic decision making (Oxford Center for Evidence-based
Medicine 2009). The EBM/EBP research approach can be applied to decision
making in many areas of professional practice and practice management. Our focus
in this chapter will be on using EBP as a practice decision-making process in clinical
practice.

The Six Steps of EBP in Clinical Practice

The steps of the EBP practice model guide practice decision making. These steps
must always be based upon a thorough assessment of the client and the client’s
circumstances. The assessment process allows the clinical social worker to learn
both the foreground and background needs of the client. (Assessment will be the
focus of the next chapter in this book.) Foreground needs usually become the
priorities of interventions, while background needs provide the context that may
influence if, and how, treatment is likely to proceed. In all cases, the intervention
plans generated by the clinical social worker should be discussed with the client to
determine if they are understood, are acceptable, are seen as appropriate, and likely
to be effective. (We discuss this important step further in Chapter 9.)

Combining research knowledge, client needs and professional expertise starts
with the identification of a priority practice issue and then moves through a
sequence of steps. Scholars vary in the number of steps they name in the EBP
process, but the core ideas do not vary.

The steps of the EBP practice decision-making process are:

(1) Drawing on client needs and circumstances learned in a thorough assessment,
identify answerable practice questions and related research information needs;

(2) Efficiently locate relevant research knowledge;
(3) Critically appraise the quality and applicability of this knowledge to the cli-

ent’s needs and situation;
(4) Discuss the research results with the client to determine how likely effective

options fit with the client’s values and goals;
(5) Synthesizing the client’s clinical needs and circumstances with the relevant

research, develop a shared plan of intervention collaboratively with the client;
(6) Implement the intervention.

Note that these steps make the use of research a key part of practice decision making. This
is a clear goal of EBP. Note carefully that the needs, values, and interests of clients are also
actively included and may take precedence over research findings. Clinicians, therefore,
must constantly consider how to understand the research findings given the unique sit-
uation of their client and how much of the research can be applied to that particular client,
based on the client’s unique presentation and context in which treatment will take place.
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Some authors add a seventh step to the EBP process (Gibbs 2002). This final
step is to evaluate the effectiveness of the delivered intervention(s). We view this
step as an integral part of all good professional practice. Most social work practice
texts, CSWE’s (2008) EPAS accreditation standards and the NASW Code of
Ethics (2008) affirm this view. We do not, however, see practice evaluation as a
part of the EBP process because it draws upon a very different research logic than
does the EBP model. Practice evaluation is about determining the effectiveness of
a treatment for a specific client, while the research model of EBP draws on the
average results of research across large groups of clients. Because specific clients
may not always match the average results of a large group of similar clients, the
focus of practice evaluation is quite different from that used to rate evidence in the
EBP literature. Still, evaluating the effectiveness of an intervention is an important
part of good practice and should always be undertaken. When clinicians engage in
quantitative practice evaluation, its purpose and design is quite different than is the
core focus of EBP research as applied in the practice decision-making process.
(We will discuss practice evaluation further in Chapter 10.)

The six steps of EBP define the EBP practice decision-making process. Each step
has a slightly different focus, but all demand specific—and varying—kinds of pro-
fessional expertise. Client input from assessment serves to start and later to refine the
EBP process. Research results substantiate the likely impact of intervention options.
Integrating all these elements is the professional expertise of the clinical social worker.
To more fully explore the EBP process, it is worth looking at each of its several steps in
greater depth. Each step will also be further examined in later chapters of this book.

Step 1: Drawing on Client Needs and Circumstances Learned
in a Thorough Assessment, Identify Answerable Practice
Questions and Related Research Information Needs

To begin the EBP process, the clinical social worker must identify key practice
concerns in interaction with the client. Note carefully that the EBP model is silent
on just how these practice concerns are identified. Typically, clinicians identify
such concerns through the intake and assessment processes. What constitutes a
good enough client assessment, however, is not stated in the EBM/EBP model.
The model simply assumes that professional practitioners will be able to make
such an initial assessment. Indeed, good assessment is the hidden foundation of the
optimal use of EBP (Drisko and Grady 2011). The pivotal role of a good
assessment—the foundation of using EBP in practice—is left to the professional
knowledge and expertise of the clinical social worker.

The clinical social worker must carefully and thoughtfully determine what
problems and needs are the priorities for a specific client in a specific set of social
circumstances. The EBP model assumes the clinical social worker has the ability
to make such assessments and has an institutional support system that allows
careful and through assessment to be completed. In contemporary practice, many
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agency and funding influences may make a thorough assessment difficult to
complete. Still, making a good choice about the client’s priority needs is vital to
applying the EBP model successfully. Professional expertise is very important to
EBPs proper and successful application in practice.

One area in which clinical social workers may take a different stance than do
other mental health professionals is the importance of social context. Clinical
social workers often draw on the American Psychiatric Association’s Diagnostic
and Statistic Manual of Mental Disorders (2008) (DSM) as a resource for defining
mental health problems. Yet clinical social workers also pay considerable attention
to contextual factors (Kutchins and Kirk 1988; Probst 2011; Turner 2002). These
may include whether or not basic concrete needs for food, housing, and medical
care are available, if neighborhood and social supports for education and
employment are adequate, and whether family and community supports are suf-
ficient to encourage and sustain change. While clinical intervention may not be
able to alter large-scale social circumstances, they strongly shape the context in
which personal changes occur.

Another area of particular attention for clinical social workers is social diver-
sity. Racial and ethnic factors may shape what kinds of intervention are acceptable
to some clients. So too, religious beliefs and values may shape the kinds of
interventions that are acceptable to some clients. Socially structured oppression
through racism, sexism, ableism, and homophobia may influence how many
actions and symptoms are understood. The impact of oppression may also influ-
ence the kinds of interventions that may be most effective in addressing them.

A thorough assessment will identify a number of factors that are concerns and
challenges along with a number of factors that represent strengths and sources of
active or potential support. Immediate risks to safety or of harm to self or others
must be identified quickly. Assessment is a demanding process that requires
professional expertise of several kinds. We will review assessments more com-
pletely in the following chapter.

Information Needs May Not Always Be About Selecting
Treatments

The research information needs identified in the first step of the EBP practice
decision-making process is not only about selecting treatment options (Oxford
University Center for Evidence-based Medicine, April 2009; Rubin 2008). It may
be that further differential diagnosis is needed. If so, research information about
such differential diagnosis would be sought. In other cases information about
prognosis might be needed, or about the likely course (progression) of a disorder.
In some cases, policy planners and administrators use the EBP process to examine
the cost-effectiveness of diagnostic procedures and treatments. The kinds of
research information that arise during assessment may be widely varied and do not
all center on treatment planning.
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A Model for Framing Clinical Questions:
The P.I.C.O.T. Model

Sackett et al. (1997) developed a specific model for framing EBM questions. It is
called the P.I.C.O.T., or P.I.C.O., model. To focus a clinicians’ practice infor-
mation needs, they suggest five steps. Each step is intended to help clarify a
specific piece of the client’s needs as it relates to EBM and EBP (Richardson et al.
1995). The full model is detailed in Table 3.1. ‘P’ stands for patient or problem,
the ‘who’ you need to know about. The goal is to describe the key characteristics
of your client and clinical situation. ‘I’ stands for intervention. Based on the client
and clinical satiation, what are the key service needs? Do you wish to know about
what works for a specific diagnosis or what preventative measures might avoid
development of a full blown problem? The goal is to be clear about the kinds of
interventions about which you wish to learn. ‘C’ stands for comparison. Is there
more than one approach to treatment? If there are multiple approaches to inter-
vening, do you want to learn if one is more likely to be effective than another
specific alternative? ‘O’ stands for outcomes. To be clearer still, what specific
kinds of outcome do you and your client seek? Is the goal reduction in certain
symptoms or perhaps remission of the disorder as a whole? Are certain symptoms
more important to address than others, at least at the beginning of interventions?
Are there other issues or social circumstances to consider? Finally, ‘T’ stands for
type of problem. Remember that EBM and EBP can address diagnostic issues,
choice of treatments, choice of preventive interventions, even the etiology, and
course of a disorder. What type of question do you have for which you need
research information?

To illustrate the use of the P.I.C.O.T. model, let us look at the case of a specific
client in brief. The client (P), Laticia, is an employed 26-year-old African–
American woman in good physical health with no history of major depression but
recurrent concerns about lack of energy and sleeping difficulties beginning in the
fall. She reports similar feelings a year ago in the fall, and that the problems
seemed to go away in the spring. These symptoms are aspects of Seasonal
Affective Disorder (SAD). Bright light exposure has been reported in the news as
one way to intervene for SAD. A useful clinical question might be (I) is light

Table 3.1 The P.I.C.O.T. clinical question model

Patient, problem or
population

What are the characteristics of a group of clients very similar to my
client?

Intervention What intervention do I wish to learn about?
Comparison What are the main alternatives to this intervention?
Outcomes What outcomes do I and the client hope for? (How exactly will outcome

be determined?)
Type What type of intervention question am I asking? (Treatment? Diagnosis?

Prevention? Etiology? Prognosis?)

After Sackett et al. (1997)
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exposure therapy be more effective than (C) medication or (C) psychotherapy in
(O) increasing energy level and hours of sleep per night? Note that there are very
specific symptoms that define the client’s desired treatment outcomes. This is an
example of an (T) treatment question since the symptoms are currently evident. A
key goal is to identify a number of likely effective treatment alternatives to address
Laticia’s needs. Assuming this summary includes all the key information that is
currently relevant, the P.I.C.O.T. model both clarifies and focuses our information
needs for treatment planning. Of course, it is always necessary to do a complete
assessment. What might appear as SAD symptoms could alternately be a reaction
to the anniversary of the death of a loved one. Understanding the problem fully and
accurately is the foundation for selecting treatments and alternatives.

Remember that practice information needs are not always about the selection of
treatments. In mental health, initial practice questions often center on (1) a need to
develop a more productive relationship with the client, (2) a need for a more
definitive diagnosis, or (3) the selection of the best treatment options. Less com-
monly used, but no less appropriate, is (4) the selection of preventive interven-
tions. Rubin (2008) also suggests (5) understanding the etiology of a problem or
(6) understanding how a client experiences a difficulty may also be an initial
information needs in EBP. However, these last two information needs, while fully
valid, have not been widely addressed in the mental health EBP practice literature.
Similarly, questions about (7) the etiology and (8) the course of disorders is less
commonly the focus of mental health practice information needs. In medicine,
economic and even ethical decision making has become part of the evidence-based
model (Snyder and Gauthier 2008). Any of these questions may be clarified
through the use of the P.I.C.O.T. model. Let us next look further into some of these
types of practice information needs.

Enhancing the Client–Practitioner Relationship

A good deal of research and a lot of practice wisdom indicate that establishing a
relationship or alliance is important to good treatment outcome (Krupnick et al.
1996; Lambert and Barley 2001; Martin et al. 2000). Establishing a positive
working relationship is also the first order of business for all clinicians who meet
new clients. Without a positive working relationship, clients may not return for a
second session, making effective treatment impossible. Yet how to develop a more
productive working relationship has only recently become part of EBP. Caston-
guay and Beutler (2006a), reporting the work of four expert groups, empirically
identified several factors that impact on the quality of the client-therapist rela-
tionship. These ‘empirically based relationship’ factors currently take the form of
broad principles. For example, the group found that clients with greater levels of
impairment or personality disorders are less likely to benefit from treatment than
do other clients who are less impaired or without a personality disorder. The group
also found that clinicians with secure attachments, who were able to tolerate

36 3 The Steps of Evidence-Based Practice in Clinical Practice: An Overview



intense affect and who could be open, informed, and tolerant about the client’s
religious views were generally more effective. While fitting this work into the EBP
framework is only at an early stage of development, it may be possible to identify
more specific approaches to intervention that guide specific interventions.

Improving Diagnostic Assessment

In medicine, identifying the necessary diagnostic procedures often is the first step
of EBM (Ebell 2001). This emphasis on diagnostic procedures exists because
particular kinds of information may be needed to be sure the diagnosis is thorough
and accurate. Specific tests or procedures may be needed to ensure the correct
diagnosis, and in EBM, there is often a direct link between a diagnosis and an
intervention. In mental health practice, the link between diagnosis and intervention
is often less specific and certain. There are fewer valid diagnostic tools available
for differential diagnosis and the affirmation of possible diagnoses. Still, diagnostic
and assessment tools social workers might utilize in EBP include neurological
testing, learning disabilities testing, or psychological testing. At the level of risk
assessment, protocols for suicide and self-harm risk potential are very common, as
are assessments of homicide potential where indicated. Clinical social workers
also routinely look for child or elderly abuse and domestic violence. Specific
assessment for fire-setters may be required by some states as well as to complete
referrals to certain services. Using the EBP process to sharpen or improve diag-
nostic assessment is a fully legitimate, and underused, part of EBP in mental
health.

One complication in the use of diagnostic tests in EBP is that the lack of valid
and reliable instruments often limits their utility in clinical social work practice.
Most tests and assessment protocols in mental health add useful information but
ultimately also require interpretation and judgment by the clinician. ‘Certain’
answers and conclusions are very rare. Simply transferring the EBM diagnostic
process to mental health practice and EBP may give greater authority to the results
of assessment tools than is warranted. Assessment and diagnosis based on invalid
or unreliable instruments is not beneficial and does not fit with the premises of
EBP or ethical clinical social work practice.

Assessment in today’s mental health practice tends to be very brief and very
focused. Assessing symptoms and risk takes priority over getting to know the
whole person. Single session or very brief ‘diagnostics’ are commonplace in
community mental health practice due to financial and other pressures. The merit
of such focused sessions is that acute concerns and risks are systematically
identified, such as suicide risk and substance use. The limitation of such an
approach is that it may prematurely foreclose gaining and weighing other
important diagnostic information. For example, as noted above, clients may not
immediately share painful material such as histories of abuse. In other cases,
obtaining accurate information about substance use, or even housing, may be
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difficult due to client anxiety or shame, despite direct requests for information.
Without all of the information to consider, social workers can miss a critical factor
influencing the diagnostic picture, and may begin the EBP process considering
only part of the puzzle. Clinical social workers need to be sure they have a sound
and complete assessment before moving on to selecting treatment options.

Selecting the Optimal Treatment

The focus of EBP in clinical social work practice is most often on the identification
of potentially effective treatments for the client’s concerns. Indeed, this question is
the sole focus in many illustrations of the EBP process in the mental health
literature. It is very important, but is not the only appropriate question for EBP.
While funding and other supports make preventive services less common, iden-
tifying risk factors to get clients preventive supports may be clinical effective and
cost-effective. Prevention may often be more desirable than treatment of full-
blown problems.

Where thorough and credible information allows sound assessment, the first
step of the EBP process is often to identify and prioritize the primary treatment
needs of the client. This step involves several decisions. The key concern or
diagnosis must be determined. Both psychological and social factors are often
evident and important in client’s presentations. Determining the priority concern
may require the use of professional judgment to select one target concern from
among several interrelated issues. Ideally, this priority concern will help the client
make meaningful changes initially, while also helping to enhance the alliance with
the practitioner and, as necessary, making effective treatment of other concerns
more possible. For example, a client with an anxiety disorder, substance abuse
issues, relationship issues, and work-related issues may benefit from first
addressing the co-occurring substance abuse. Yet alternatively, some clients may
find help with anxiety decreases substance abuse. Professional judgment is crucial
to establishing treatment priorities in collaboration with the client. In some
instances, clients are mandated for treatment for specific issues that may not
appear to be the optimal starting point. Professional judgment is necessary to help
the client work toward mandated changes while setting the stage for later efforts
that more fully address their felt concerns.

The cases in the later chapters of this book detail how priority practice infor-
mation is converted by clinical social workers into one or more answerable
questions. The case examples also provide information on how clinician’s use
professional judgment to prioritize and direct assessment and treatment choices.
While EBP emphasizes the use of research knowledge to guide treatment planning,
there is very little research on how mental health practitioners make these expert
choices. There are also no experimental studies of this process for ethical reasons.
Use of supervision and consultation is always encouraged.
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Once a researchable practice question is fully framed, the next step of the EBP
practice decision-making model is to find research knowledge to guide practice
decision making.

Step 2: Efficiently Locate Relevant Research Knowledge

Since a key part of EBP is to use research results to guide and affirm assessment and
treatment choices, the second step is to find relevant research results to answer your
practice question. This step requires a very different form of professional expertise
than does identifying the practice question that begins the EBP process. Here the key
expertise is more like that of reference librarians and information technologists than
that of most mental health clinicians. Yet learning to do a literature search is part of
professional social work training, and is familiar to most clinical social workers. This
area of expertise may be off-putting to some clinicians, but the necessary skills can be
updated and refined with a little practice. Turning to professional librarians for help
and training may also be efficient, especially for beginners. In addition, there are also
many print and online resources to help guide the location of useful research results.

It is important to note that the EBP process presupposes adequate and efficient
access to current research results by mental health clinicians. This requirement often
poses a new financial burden on mental health agencies and a new time burden on
individual professionals. Many sources of very useful research information for mental
health practice are compiled and made available by for-profit publishers and online
data compliers. These publishers and online data providers have substantial costs to
operate their services. In turn, access to current materials can represent a substantial
new cost to clinics and clinical social workers engaged in the EBP process.

Still another important issue is ‘information overload.’ There has been an
increase in the number of sources of clinical information, such as journals and
books, as well as an expansion in technologies for accessing these materials. Some
professionals find the number of materials they need to examine so vast that they
quickly become discouraged. Simple searches using Wikis and Google can reveal
staggering amounts of information. For example, the search term ‘depression’
yields over 197,000,000 ‘hits’ on Google. Of course, some of this information may
prove to be inadequate, commercial or based on dubious sources. Finding useful,
high quality materials can be difficult despite apparent easy access online.

In response to the growth of EBM and EBP, a number of organizations, both
professional and for-profit, have begun to develop summaries of research results.
Books such as Carr’s (2009) What Works with Children, Adolescents and Adults?
and Roth and Fonagy’s (2005) What Works for Whom? A Critical Review of
Psychotherapy provide overviews of EBP and a summary of relevant research.
These books are good starting points, and provide a background understanding for
clinicians. Another useful volume, though recently more an online resource, is the
British Medical Journal’s (or BMJ) (2009/2010) Clinical Evidence Handbook.
This work is organized like an encyclopedia, offering detailed information about
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psychological and psychopharmacological treatments for several common mental
health disorders. It is a very practical resource for mental health practitioners.
(More clinical practice information sources will be detailed in Chapter 5.)

Online resources are mainly ‘foreground’ resources that report summaries of
research findings on a single specific disorder or problem. They frequently assume
that the user has substantial background knowledge about clinical assessment,
information searches, research design, treatment models, and statistics, which may
be intimidating for some clinicians who attempt to read parts of the research meth-
odologies and results. Online resources tend to be easier to access from multiple
locations than are books and print resources. They do require some infrastructure
such as computers, smart phones, personal data assistants (PDAs), or similar devices
to use. Internet access is also required and can be expensive. In addition to ease of
access, online resources can be updated frequently, unlike print resources and books.
Many paid, subscription based, EBP resources are updated monthly or even more
often. Thus they offer practitioners the latest research information. Beyond
subscription options, there are also many excellent free online EBP resources.

The most rigorous online compilation of research evidence for clinical social
work practice is the Cochrane Collaboration‘s Library of Systematic Reviews
(www.cochrane.org). Named after Scottish physician Archie Cochrane, the
Cochrane Library offers thoroughly reviewed summaries of research organized by
diagnosis. Medical and mental health issues are both covered. Clinicians can find a
concise report of the relevant available research concerning the diagnosis they are
searching. For social service, criminal justice and educational programs, the
Campbell Collaboration (www.campbellcollaboration.org) offers similar high
quality research summaries. In contrast to the Cochrane Collaboration, the
Campbell Collaboration targets social problems without using a medical model
orientation. A wide, but somewhat spotty, collection of social service concerns are
reviewed in detail. Both the Campbell Collaboration and the Cochrane Collabo-
ration apply the same high standards to systematic reviews of research.

A different starting point is offered through online practice guidelines. Most are
medically oriented and defined by diagnosis. Well-crafted guidelines provide a
summary of research results for a specific disorder as well as a set of steps or
principles of treatment for practitioners to follow or avoid. That is, not only a
summary of the research, but an interpretation of the research by expert panels is
offered. However, the standards used for establishing practice guidelines may not
be as clear or as rigorous as from those used by the Cochrane and Campbell
Collaborations. In contrast to the principles of EBM/EBP, expert opinion may
heavily shape practice guidelines in some instances.

The United States government’s Agency for Healthcare Quality and Research
offers the online National Guideline Clearinghouse. Other practice guidelines are
offered by professional organizations, such as the American Psychiatric Associa-
tion’s Practice Guidelines. The National Guideline Clearinghouse provides the
most extensive collection of practice guidelines, drawing on international sources.
Professional organizations also offer guidelines for common disorders, but gen-
erally offer many fewer guidelines than does the National Clearinghouse.
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Many high quality research summaries and practice guidelines are readily
available to those doing EBP. High prevalence disorders are often the focus of
such summaries and guidelines. The research knowledge made available in such
summaries and guidelines can be a very valuable way to ensure practice decisions
are informed and guided by quality research. Online options make many resources
efficiently available to practitioners as well as consumers. (URLs for many online
resources are detailed in Chapter 5.)

Both summaries of research and practice guidelines have two limitations. First,
they cover only a limited range of the many diagnoses in the DSM or World
Health Organization’s (2007) International Classification of Diseases (ICD-10).
Second, available guidelines may not offer clear conclusions about what treat-
ments or specific interventions are most effective. Many summaries note that
rigorous research is simply unavailable, making it premature to draw conclusions
about the effectiveness of any treatment for the target disorder. This lack of
evidence may be very frustrating to the practitioner seeking to engage in the EBP
practice decision-making process. A treatment that has not been researched is not
necessarily ineffective. The lack of research exists because researchers have not
studied all disorders in depth. This may be due to lack of funding, lack of
agreement on the conceptualization of the disorder, lack of agreement on what
constitutes a ‘successful’ outcome, or lack of participants for studies. The large
number of disorders and their variations included in the DSM would make it
impossible to fund and undertake large-scale experimental studies on all the dis-
orders in any reasonable period of time. Still, seeking out available research
evidence can help guide intervention planning in many cases where research is
available and rigorous.

An Example: What the Literature Shows About Light Therapy

Drawing on the concerns of Laticia, the 26-year-old African–American woman
described above, the clinical social worker wants to answer the practice question
‘‘Is bright light therapy as effective or more effective than are either medication or
psychotherapy?’’ A Cochrane Library search for the term ‘‘light therapy’’ yielded a
full systematic review done in 2004 showing light therapy as a promising treat-
ment but only for non-seasonal depression (Tuunainen et al. 2004). This review is
a bit off topic. No completed Cochrane Collaboration systematic reviews for
treatments specifically for SAD were found. However, one review protocol was
found, meaning a systematic review is in progress and two others are in the early
planning stages. This will help in the future, but not right now.

A Google search reveals a published meta-analysis by Golden et al. (2005)
reports that bright light therapy using specific lights in the morning was signifi-
cantly more effective at the p \ 0.0001 criterion level than was placebo inter-
vention across eight randomized controlled trials (RCTs) including 360 people
with SAD. The effect size for the bright light therapy was large (Cohen’s
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d = 0.84; 95% Confidence interval 0.60–1.08). This indicates a large and bene-
ficial difference in outcomes for people who received treatment versus those who
did not. (We will review the statistics and their interpretation in Chapter 7.) Four
studies showed remission (ending) of SAD symptoms was three times more likely
when using bright light therapy than by placebo alone. Another bright light therapy
using a gradual dawn method was also significantly more effective at the
p \ 0.0001 level than was use of red lights or a rapid dawn intervention (Cohen’s
d = 0.73; 95% Confidence interval 0.37–1.08). This result aggregated five studies,
including 69 patients with SAD. Light therapy as a treatment for SAD has some
good research support.

However, looking a bit deeper, commentary by Terman (2006) indicates several
studies on bright light therapy were mainly done by just one research team at a
single university, and that the best designed study did not show a significant
difference. Similarly, all the gradual dawn therapy research was completed by the
same research team. This would suggest some caution in relying on the research
conclusions due to possible bias. Nonetheless, the research supports the view that
bright light therapy appears beneficial in reducing SAD symptoms.

Finally, Lam et al. (2006) report the results of a single experimental study
(RCT) showing that both antidepressant medication and light therapy are equally
effective in treating SAD. Both treatments yielded statistically significant
improvements in measured depression. There was no significant difference in
remission levels (i.e. no longer qualifying for a diagnosis of depression) between
the two therapies (50% for light therapy vs. 54% for medication; v2 = 0.04,
df = 1, p = 0.84). Either bright light therapy or medication could be beneficial for
the client, though this conclusion would be better supported if more studies had
reported consistent results. Light therapy appears well supported and antidepres-
sant medication also has some preliminary research support.

Comparison to psychotherapy alone was not found, so it appears psychotherapy
was not studied as a treatment for SAD. This may mean simply that it has not been
researched, but it does mean there is no strong empirical support for psychotherapy
as a treatment for SAD. No information on racial or ethnic variation was included
or mentioned in any of the reviews. Antidepressant mediations were reported to
produce to unpleasant side effects for some patients (as is often the case). No
harms or side effects were reported for bright light therapy. No practice guidelines
for treating SAD were located.

Oddly, no mention of the types and range of skin tones included in the study
samples was found in the outcome literature on light therapy. Since Laticia is
African–American, and fairly dark in skin tone, it is unclear if the available
research has included people with skin tone like her own. This may be a very
important part of defining the patient—the P. in the P.I.C.O.T. model. Might
African–Americans be differently responsive to light therapy than are whites? The
information available in the literature simply does not address or answer this
question.

In discussion with the client, the answer to the question ‘‘What treatments have
documented effectiveness for SAD?’’ appears to be that light therapy has
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considerable research support. (The I. and C. of the P.I.C.O.T model.) Bright light
therapy alone has the most consistent research support and little apparent risk.
On the other hand, it is unclear if this research included African–Americans or
more generally people with dark skin tones. It is possible that they may respond
differently to light therapy or need different exposure time to bright lights.
However, the best available research does not answer this question. The clinical
social worker would next discuss and explore these options with the client to
determine if either fits with her own values and preferences.

It is worth noting that this literature search took a well trained clinician with
excellent access to resources about three hours to complete. This included pre-
liminary searches to identify relevant articles and reviews, locating copies of the
full text articles, and reviewing their content.

Today’s electronic search engines can yield huge amounts of complex and
detailed information on a selected topic. This is often (but not always) the case in
searches for mental health topics. The quality of this information may vary widely,
as does the quality of the sources. Different perspectives may be available, often
framed by specific theories or points of view on the topic. For example, the views
of consumers or clients, professional practitioners, and professional researchers
may lead to different questions, study methods and results (Petr 2009). Researchers
may also differ in their appraisal of the quality of results of findings of research
studies. Thus, once you have located information about your practice problem, the
next step is to appraise its quality and its relevance to your practice situation.

Step 3: Critically Appraise the Quality and Applicability
of Located Knowledge to the Client’s Needs and Situation

The third step of the EBP practice decision-making process is to appraise the
quality and relevance of the research information you have found. This step
requires a very different set of skills from doing a clinical assessment or locating
research reports. Appraising the quality of research methods and reports may not
be the strong suit of many clinical social workers. Yet with some practice, key
issues in research quality can be identified and examined.

Scholars and practitioners with backgrounds in quantitative, epidemiological,
research originally organized and promoted the EBM and EBP movements.
Dr. Cochrane studied populations with pulmonary diseases from a strong quanti-
tative perspective. Dr. Sackett et al. (1996) also promoted determination of
research quality from a quantitative, statistical perspective. The EBM and EBP
literatures clearly places the greatest value on research evidence derived from
quantitative, experimental research designs. As discussed in Chapter 2, this type of
research design has strong internal validity allowing cause-effect relationships to
be established. In reports of RCTs, overall, less attention is directed to the con-
ceptualization of problems and measures, or to comorbid disorders and social
circumstances, than to research design and statistical analysis.
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Researchers using the standard EBP model, drawing on EBM, endorse a
specific hierarchy of quality in research evidence. This hierarchy of evidence
categories is meant to help clinicians and researchers quickly appraise the quality
of research knowledge. The recently updated hierarchy of research evidence
developed by the Oxford University Centre for Evidence-based Medicine (2009) is
presented in Table 3.2. An almost identical hierarchy is offered by the GRADE
(undated) organization. The Oxford evidence hierarchy has several clear elements.
Evidence obtained from comparisons across an untreated control group and a
treated group are prioritized. Such comparisons help identify if a given treatment
or intervention produces better results than no treatment at all. Since some mental
health conditions appear to improve over time without treatment, these research
designs help demonstrate that the treatment yields better results than does time
alone. Further, by prioritizing random assignment of clients to the treated or
untreated group, bias in group composition is limited. Random assignment mini-
mizes any systematic bias in the assignment of clients to treated or untreated
groups and is another asset of carefully done experimental research (RCTs).

Table 3.2 The hierarchy of evidence (for treatment outcomes)

Level
1a

Evidence obtained from a systematic review evaluating and integrating the results of
several experimental research studies (or RCTs) showing homogeneity
(consistency) of results

Level
1b

Evidence obtained from a single experimental study (RCT) with a narrow confidence
interval (showing high precision of results that are better than no treatment)

Level
2a

Evidence from a systematic review of several quasi-experimental or cohort studies
(with no control groups or retrospective control groups) showing homogeneity of
results

Level
2b

Evidence obtained from a single cohort study or low quality experimental study

Level
2c

Evidence obtained from ‘outcomes research’ or observational studies of treatment
results based on a retrospective or after the fact matching of clients, lacking random
assignment

Level
3a

Evidence obtained from a systematic review of ‘case control’ studies (not experiments)
showing homogeneity of results

Level
3b

Evidence obtained from a single of ‘case control’ study (not experiments) showing
homogeneity of results

Level
4

Evidence obtained from a ‘case series’ of observations made on clients with no control
group or random assignment and poor quality case control or cohort studies.
(Results of multiple single subject design studies would be Level 4 in this model)

Level
5

Expert opinion, bench research or first principles

The results of multiple studies of any type are considered as higher quality evidence than are the
results of any single study of the same type. Note that it is assumed that the measures used to
determine effectiveness are fully adequate (valid), reliable, and comprehensive. The populations
studied are also assumed to be adequate in numbers and in relevant social characteristics. Further,
it is assumed that treatments or interventions are fully specified and that, in experiments, no other
factors influence treatment outcomes. Where reviewers have concerns about the quality of a study
of a given type, the next lower grade may be assigned. That is, an RCT of questionable quality
may be rated as a level ‘2’ given concerns about its rigor. This table is adapted from the Oxford
University Center for Evidence-based Medicine’s Levels of Evidence (March 2009)
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Of course, even experimental research may have limitations. The lack of adequate
criteria for including or excluding people in the sample selection process, overly
narrow inclusion criteria, small sample size, missing data, and lack the statistical power
necessary to detect differences may be limitations of experimental research. These
limitations can undermine the ability of an experiment to detect differences in outcome
or to allow generalization of results to larger client populations. (We will explore these
issues of determining research quality in greater depth in Chapters 6 and 7.)

Note that the EBM/EBP hierarchy of research designs is intended to help
practitioners quickly identify some key differences that impact on the quality of
results. If no systematic review of experimental research or single experimental
study is located, it is appropriate to look at the best available evidence based on
other research designs. These lower levels of evidence are also determined by the
specific research methods used. Comparisons that do not use random assignment
of participants comparing treated versus control conditions, but do include a
control or comparison group constitute level 2 and lower rated studies.
Researchers often call these quasi-experimental or, in the medical literature,
observational, research designs. Comparisons that do not use random assignment,
nor a comparison group, are level 2 (or lower) rated studies.

This distinction is very important. Many observational program evaluations use
only pre- and post-assessments of a single group of treated clients and do not
include a formal comparison with untreated controls. This provides no basis for
comparing gains due to treatment from gains due to other unidentified sources.
Campbell and Stanley (1963) list several types of threats to interval validity, such
as maturation and history, that are not accounted for in observational studies.
Further, many program evaluations compare similar programs because random
assignment may not be feasible due to legal or funding obligations. It may be
unlawful and/or unethical to randomly assign clients to mental health programs or
untreated control groups. In turn, level 2 studies have lesser internal validity than
do level 1 studies that use comparison groups. That is, they do not show clearly
that the treatment alone causes better outcomes than does no treatment.

The distinction between the lack of a comparison group versus the lack of
random assignment of research participants to the treated or to the control group
may take some careful study. Outcome studies of treatment programs, such as
those that are used for substance abuse treatment or severe mental illnesses, often
do not use random assignment of clients to treated or control groups. They often
employ a comparison group, though it may not be an untreated control group.

Level 3 and 4 evidence is derived from all other planned research designs and
methods. Levels 3 and 4 include studies such as surveys or ‘case control studies.’
These are studies in which people who have a disorder are retrospectively (after
treatment) compared with people who did not have it to see what risk factors
distinguish the two groups as time goes by. Level 3 and 4 research designs are
often called descriptive, or exploratory, research designs. These designs are not
intended to show cause-effect relationships as are true experimental designs or
RCTs, but are often used to describe patterns or new concepts. Such patterns can
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serve as the foundation for future research projects aimed at exploring causal
relationships among various factors.

Finally, level 5 knowledge is derived from expert opinions. Opinion and
practice wisdom are not based on any planned research design. Note that all
practiced wisdom is put into level 5, as are summaries developed by expert
practitioners or researchers that are not specifically tied to research evidence as
defined by the EBM/EBP model.

The levels of research evidence are a shorthand device meant to help practi-
tioners and others quickly appraise the quality of available knowledge on a topic.
In EBP, mental health clinicians are directed to look for level 1 systematic review
or experimental results first, and to give priority to this knowledge over the other
types. Thus an early step in an EBP appraisal of research is to determine which are
derived from rigorous experimental research. In many situations experimental
research will be located. However, for other disorders or concerns, no experi-
mental research may be found. This is not necessarily a matter of an inadequate or
incorrect search; it may simply reflect the lack of experimental outcome research
on the chosen topic. In such cases, the EBP model directs practitioners to level 2,
then level 3, then level 4 results. All these levels of evidence are parts of the EBM/
EBP model, but the confidence one has in the quality of knowledge is higher when
the optimal research designs and evidence are available. Level 5 is appropriate to
use when no other research evidence is found. The EBP process calls for practi-
tioners to use ‘the best available evidence’ in making decisions, which means use
the best at whatever level of design quality is available.

Only level 1 results allow cause and effect to be determined; all other levels are
suggestive but do not demonstrate that the treatment or intervention caused the
change found. It may then appear that use of levels 3 and 4 results is only a poor
approximation of the kind of research-guided decision making the EBP model
promotes. However, research is developed incrementally, usually beginning with
exploratory stages that clarify what constitutes a disorder and what constitutes a
treatment. Case studies and personal stories can be of great value. Descriptive and
correlational studies help clarify what other attributes may exacerbate or diminish
the impact of a disorder, or mask it altogether. They may add to diagnostic profiles
and to identifying risk factors. Such studies are also of great value.

In practice guidelines, groups of clinical and research experts go beyond apprising
research results to rating specific practice interventions. That is, they establish a list
of good practices, sometimes called practice parameters, and rank each component
based upon the research support for it. Specific practice recommendations are then
assigned a letter grade from ‘A’ to ‘D’ (see Table 3.3). The grade assigned to each
recommendation is based upon the methodological quality of the available research
evidence to support it. ‘A’ level grades are based on evidence from experimental
research or RCTs. ‘B’ level grades are based on research that does not use random
assignment (i.e. quasi-experiments). ‘C’ level grades are based on observational
studies (no random assignment nor comparison groups). ‘D’ level grades are based
on expert opinion. Clinical social workers are reminded that the professional groups
assigning such grades, while themselves experts, are creating recommendations that
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might, ironically, appear to be expert opinion. Clinical expertise is always required in
EBP to determine how appropriate treatment recommendations are, and how well
they fit with each specific clinical situation and client preferences.

As an example, in the Michigan Quality Improvement Consortium’s (2010)
practice guidelines for major depression in adults, one major practice standard is to
‘‘initiate antidepressant medication following manufacturer’s recommended dose.’’
This practice standard is given an ‘A’ grade. An ‘A’ grade means that this recom-
mendation is based upon evidence derived from RCTs or level 1 research designs.
The next recommendation, ‘‘referral to, and coordination with, behavioral health
specialist when [there is an] identified or suspected risk of suicide, or a complex
social situation’’ is given a ‘D’ grade. A ‘D’ grade indicates the recommendation
lacks research support and is based solely on expert opinion or level 5 practice
wisdom. Of course, if primary care physicians had concerns about suicide risk, it is
plausible that they might follow and manage this concern on their own or make such a
referral. The grade alone is not a sufficient basis for making a clinical practice
decision. It does, however, indicate whether or not the standard is supported by
research evidence. As always, expert professional expertise is required to determine
the best course of treatment for any particular client and circumstances.

It is quite likely that there are no experimental studies comparing the outcomes for
patients with both major depression and suicide risk as treated by primary care
physicians alone versus primary care physicians and behavioral health specialists
jointly. This is why the ‘D’ grade is applied. It is important to bear in mind that the
recommendation does not mean physicians should not make such referrals, only that
there is no strong research evidence that it leads to better outcomes for such clients.

Table 3.3 Recommendation Grades (for Recommendations in Practice Guidelines)

Grade
A

Assigned to specific treatment recommendations where at least one randomized
controlled trial is found as part of a body of literature of overall good quality and
consistency addressing the specific recommendation

Grade
B

Assigned to specific treatment recommendations where at least one well-conducted
clinical study without random assignments (a quasi-experiment) is found on the
topic of recommendation

Grade
C

Assigned to specific treatment recommendations where at least one observational
studies that does not use either random assignment nor comparison groups are found
on the topic of recommendation

Grade
D

Assigned to specific treatment recommendations where only expert committee reports
or opinions and/or clinical experiences of respected authorities are found on the
topic of recommendation

Consistent research results over multiple studies of any type (experiment, quasi-experiment,
observation, case study series) are viewed as more persuasive than is a single study of the same
type. Where reviewers have concerns about the quality of a study of a given type, the next lower
grade may be assigned. That is, an RCT of questionable quality may be graded as a ‘B’ given
concerns about its rigor. A ‘D’ grade is assigned where no formal research has been completed on
the issue.Adapted from the United States Department of Health and Human Services’ Agency for
Healthcare Research and Quality National Guidelines Clearance Center. Retrieved from http://
guidelines.gov/content.aspx?id=15647&search=major+depression (Not all grading rubrics use
the same standards.)
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Yet, ethical and legal guidelines regarding the safety of clients are paramount in such
a clinical situation, whether there is research to support such action or not. Profes-
sional expertise and critical thinking remain vital in all clinical practice.

Is This Research Applicable to My Client’s
Needs and Situation?

Once you locate studies based on strong research designs, the issue of their rel-
evance to your particular client also arises. Experimental studies are planned to
examine the impact of just one variable—usually the treatment—and its effect.
This often means that clients with just one disorder are included and all others are
excluded from the research. The yield of the research may, or may not, be
informative about clients with multiple, comorbid disorders. Your client may also
have medical conditions or other life circumstances that make the use of an
otherwise effective treatment inappropriate. While the ability of experiments to
demonstrate treatments cause a change is a real strength, experimental results may
be only narrowly applicable.

Some scholars state that experiments may show effectiveness only in the lab-
oratory (meaning tightly controlled circumstances, not use of a real laboratory).
They draw a distinction between efficacy studies based on laboratory conditions,
and effectiveness studies that are based in real-world clinical conditions. Effec-
tiveness studies include people with comorbid conditions and varied circum-
stances, which reduces their internal validity (i.e. the ability to demonstrate that
the treatment causes the change). The strength of effectiveness studies is that they
can show a treatment produces change in real-world conditions. In this way
effectiveness studies have a practical advantage over the more tightly controlled
efficacy studies. However, interpreting their results, and to whom the results best
apply, can be difficult.

It is always important to examine if the samples on which research is completed
are similar to your specific client. Studies focusing on adults may have not
automatic relevance to studies of children (though they sometimes do). Studies of
adults may also yield different results that a study of elders (though not always). In
addition, elders tend to be disproportionately omitted from clinical trials in
medicine (Zulman et al. 2011). Most efficacy studies address just one diagnosis,
such as major depression, and carefully exclude people with comorbid conditions.
Such studies do show that a treatment is effective for a specific disorder (or is not).
Yet they may not show effectiveness for persons with this disorder and other
comorbid disorders. Comorbid social circumstances, despite being somewhat
assessed under Axes IV and V of the DSM, may also impact upon a client’s ability
to undertake and complete a specific treatment or program. Research results may
be generally or broadly applicable, but other factors may influence the outcome for
any single client.
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Other concerns about the applicability of research results center on racial and
ethnic differences (Sue and Zane 2005; Zayas et al. 2010), gender differences
(Levant and Silverstein 2005), sexual orientation (gay, lesbian, bisexual, and
transgendered individuals) (Brown 2005), and disabilities (Olkin and Taliaferro
2005). Many otherwise well planned studies do not fully specify the composition
of their sample beyond addressing the disorder under study. It is often very hard to
assess from publications if people from diverse backgrounds and with varied belief
systems were included in the available research. If the client you serve is a recent
immigrant from a different culture, it may remain unclear if the research results fit
with their belief systems and responses. Research reports may simply render other
diverse populations invisible due to lack of clear details about study samples. It
may also be unclear if the measures used to assess the mental health disorder are
designed to reveal disorders in non-majority populations. Most measures of mental
health disorders are normed or rated in comparison to middle class white popu-
lations. They may not adequately capture symptoms and behaviors expressed
somewhat differently by non-white populations. These measures may not even
include items related to disabilities or other sources of social difference. The
mental health clinician must decide if the available research fits the ethnicity,
social characteristics, and belief systems of each unique client. One important step
in making this decision is to talk directly with the client about what the research
shows and how they fit with the client’s own goals.

In our example of Laticia, the 26-year-old African–American woman seeking
help with her lack of energy and difficulties sleeping in the fall, two systematic
reviews offered summaries of the results of multiple experiments. She reports no
other disorders, so looking at research on SAD alone is appropriate. However, no
information about the ethnic background of participants was included in Golden et
al. (2005) systematic review. There might also be ethnic values, or other personal
characteristics and needs of the client, that make bright light exposure an unac-
ceptable treatment. Differences in sexual orientation might also matter, along with
different abilities as appropriate. The clinical social worker and the client need to
discuss how the client thinks and feels about the relevance of the research evidence
to her specific needs and situation in the context of her culture, values, and goals.

Step 4: Discuss the Research Results With the Client
to Determine How Likely Effective Options Fit With
the Client’s Values and Goals

Once the best available research is identified and appraised for quality and rele-
vance to the client, the fourth step in EBP is to discuss the research results directly
with the client. This step obligates the practitioner to synthesize and summarize the
research results succinctly and clearly. Thus it helps the clinical social worker
clarify what is known about the treatment options. This act of synthesis requires
many forms of professional expertise and solid professional judgment.
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Further, direct discussion allows the client to learn about, compare, and eval-
uate the various treatment options. Gambrill (2001) argues that this is also an
ethical imperative for social workers. Fully informing clients is important to
supporting their self determination and cooperative decision making. In today’s
practice world, it is often the case that clients have done their own searches of
treatment options, or learned a great deal through discussion with others who have
the same concern. Of course, these views may be very well informed or simply
horror stories from others who have had bad treatment experiences. Direct dis-
cussion allows clients to share their views and interests, and allows the practitioner
to help clarify any misunderstandings. Shared discussion enhances client under-
standing of their situation and options in the context of learning about what the
best available research shows. It is also very helpful to developing a clear treat-
ment contract.

Part of this discussion should always focus on how the research-based options
fit with the client’s belief system and expectations. For example, Castonguay and
Beutler (2006b) report that there is empirical evidence that openness to the reli-
gious beliefs of clients can both strengthen the client–practitioner relationship and
improve overall outcomes. The practitioner need not share personal beliefs with
the client, but must show openness and support for the client’s beliefs. Direct
discussion of treatment options, and exploration of the client’s views, facilitates
understanding of the client’s perspective. Research continues to demonstrate that
successful treatment is heavily dependent on the client’s agreement with both the
explanation for the problem and proposed treatment approach (Wampold 2010).
The explanation for why the problem exists and what to do about it must be
aligned with the client’s values, belief systems, and goals.

Clients may sometimes refuse treatment options that have good research sup-
port. Clients may find research supported options to be contrary to their cultural
expectations, belief systems, or practical concerns like transportation and missing
work. In such cases, alternatives that fit the client’s views should be offered when
available. In no instance should clients be pressured to participate in treatments
that they find unacceptable. The EBP practice decision-making process can pro-
vide a forum for increasing client participation in treatment planning. This par-
ticipation can increase motivation and help solidify the treatment alliance. To
pressure clients into undertaking treatments they find unacceptable may undermine
important elements that promote improvement. Such pressuring also contradicts
the National Association of Social Worker’s Code of Ethics (2008), and can
undermine client dignity and self-determination.

There are situations in which courts or other authorities mandate treatment and
require client participation in programs. It is fully appropriate to help clients
understand the merits of programs supported by research evidence. It is also
appropriate to help clients articulate their concerns about such treatments based on
feelings of coercion or lack of motivation. Similarly, where publicly funded
insurance programs or other payment-based limitations push clients to accept
treatments they find unacceptable for any reason, direct discussion with the client
must be undertaken. This should support the treatment alliance while helping the
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client state their concerns to the parties promoting specific treatment options they
find objectionable. The clinical social worker may need to work with the client to
advocate for alternate treatments.

Clients most often find discussion of treatment options a helpful way to increase
their participation and sense of involvement in treatment planning. This shared
process can aid understanding, can be empowering and can demonstrate the
openness of the clinician to the client’s views and beliefs. In addition, it is con-
sistent with ethical social work practice principles of transparency and allowing
clients to be partners in the treatment process.

Step 5: Synthesizing the Client’s Clinical Needs
and Circumstances With the Relevant Research, Develop
a Shared Plan of Intervention Collaboratively With the Client

Once the client’s views regarding the treatment options are understood, a final
treatment or intervention plan is collaboratively developed. This plan will usually
take the form of an oral or written contract with the client and a written note in the
client’s record. The written record should briefly reference the research informa-
tion supporting the choice of treatment. Such a record would also document the
use of the EBP model. Any concerns raised by the client regarding the treatment
should also be formally documented.

Treatment goals should also be clearly defined and stated. Treatment models
differ in the nature of their outcomes and in how they are assessed. This is why
the P.I.C.O.T. model emphasizes specifically identifying the outcomes for
treatment and looking carefully at the outcomes used by research studies. Before
you and your client begin treatment, it is essential that there is agreement on the
goals of treatment and the specific outcomes being sought. Different treatment
approaches may emphasize different outcomes, and these various outcomes may
alter what treatment approach you and your client ultimately chose to use. For
example, cognitive-behavioral models will typically specify problem symptoms
to be treated using a somewhat standard protocol. In contrast, solution focused
treatments will make use of individualized treatment goals based on the specific
strengths and capacities of the client. Psychodynamic models may look for
repetitive dilemmas in relationships and specific behavioral changes that may be
understood in the context of improved understanding and self-awareness. Some
family therapy approaches seek to alter the typical style of interaction or equi-
librium of the family rather than to change specific behaviors. Many other
examples of different practice models exist. What is essential to consider with
each approach is how does it fit with the needs and wishes of this client? How is
it supported in the literature to address the specific goals identified by this client
given her or his unique circumstances and characteristics?
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Step 6: Implement the Intervention

The final step of the EBP process is to start the intervention. Documentation of
session content and any evidence of changes should be included in the client’s
record. Such documentation helps demonstrate that the intended intervention was
properly and fully delivered. It also provides a running record of the client’s
participation and progress or regression. Again, any concerns the client states
about the treatment should also be documented in the client’s record.

As we pointed out earlier, some authors include the formal evaluation of the
intervention as a step of the EBP process. We take a different view. We think that
evaluation of practice is an important and necessary part of any professional
undertaking. Ongoing monitoring and evaluation of change, in addition to eval-
uation of improvement from the beginning to the end of treatment, is an integral
part of a good clinical practice. However, quantitative evaluation of a single case is
based on a very different research model than is the EBP. Single subject or single
system research designs targets changes in a specific client system treated by a
specific clinician in a specific manner. It is very useful to demonstrate and doc-
ument change. The EBP model, however, is usually based on large numbers of
clients with very carefully defined problems who are randomly assigned to
treatment or control or comparison groups. Evidence derived from unique single
cases is not highly valued in most EBP research models. Nor is it highly valued in
the systematic reviews of treatment outcomes that identify level 1 and level 2
treatments. For this reason, we encourage evaluation of each client’s progress as a
regular part of good professional treatment, but do not include it as a part of the
EBP model per se. (We will explore this issue further in Chapter 10.)

Summary

These six steps make up the EBP practice decision-making model. In many respects,
the EBP model adds to professional practice the clear obligation to review the best
research evidence as part of the treatment planning process. The EBP model also
adds to professional practice the clear obligation to engage the client in discussion
about the merits and limitations of a proposed treatment plan. The model further
requires that the client’s concerns about a treatment be fully explored and under-
stood. This last requirement is very fitting in today’s increasingly diverse world.

Note that several different forms of professional expertise are required to
undertake the EBP model. These include competencies in clinical assessment, in
problem formulation, in the literature search and retrieval, in appraising research
methodology and quality, and in creating a treatment plan with strong client
participation. At no point does evidence alone dictate a course of treatment. At no
point is the client excluded from treatment planning model. In our view, EBP is
not a simply top down practice model.
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The EBP model can be used with any form of treatment, though currently much
more research information is available to support cognitive-behavioral models
than is available for most other treatments. Unfortunately, many treatment models
have not yet been researched in a manner that fits with the EBP model. It is
important to bear in mind that these treatment models have simply not been
appropriately tested: lack of evidence does not mean such treatments are auto-
matically ineffective.

The next chapter of this book explores the assessment models used in clinical
social work practice. A good and thorough assessment is the foundation for
applying the steps of the EBP practice decision-making model. The EBP model
does not directly address assessment. Yet assessment starts and shapes EBP in
practice and in research.
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Chapter 4
Assessment in Clinical Social Work
and Identifying Practice
Information Needs

In order to know where to start using the evidence-based practice (EBP) decision-
making model, you must first know what you are looking for. As discussed in the
previous chapter, the assessment conducted by the clinician is the foundation of
the entire EBP process. Although the utilization of research findings is one key
part of EBP, the lynchpin of EBP actually rests with the question the clinician is
seeking to answer. The development of the searchable question is based on the
assessment the clinician conducts with the client(s). As such, an accurate assess-
ment of the needs, situation, strengths, limitations, context, diagnosis, and much
more is necessary to begin the steps of the EBP practice model outlined in the
previous chapter.

Given the critical role of assessment in EBP, this chapter will be devoted to
exploring how to conduct a thorough assessment through which a searchable
question can be developed to start the EBP process. However, as noted in the
previous chapter, there is very little evidence on what makes a strong assessment.
Therefore, this chapter is based on the authors’ own experiences with clinical
practice, and in training and teaching social work students and practitioners. This
chapter offers perspective on assessment, but is not intended as a ‘how to’ primer.
We assume readers are familiar with several assessment models and related the-
ories, and have some exposure to completing clinical assessments.

Defining Assessment

While most social workers have an image of what an assessment is in practice, the
image or definition of an assessment varies a great deal depending on the role the
social worker has with the client and with the agency, the skill set of the practi-
tioners and the needs of the client. What actually takes place during the assessment
phase can vary as much as it does during an intervention. Assessment can be very
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standardized and can follow a set procedure if the setting promotes a stringent
protocol. Alternatively, it may be more client-led, allowing the client to tell their
own story in their own way, while providing considerable diagnostic information.

Some forms of EBM research specifically address how to make a diagnosis or
an assessment, though this appears to be an infrequent focus in EBP practice (Baik
et al. 2010). Such diagnostic questions often center on the quality of tests and
procedures that are part of the overall assessment process. During the initial phases
of working with a client, an assessment can involve making a diagnosis, or con-
ducting a triage process where a client is assessed quickly and then referred on to a
particular service. Assessment can also involve creating a working hypothesis or
formulation that evolves into a treatment plan, and/or writing a formal document
containing all of the above information—and more. Generally speaking, the scope
of the assessment and the focus of any written documentation associated with the
process will vary depending on three critical factors: ‘‘the role of the social worker,
the setting in which he or she works, and the needs presented by the client’’
(Hepworth et al. 2010, p. 181). Therefore, clinical social workers must be clear
about each of these aspects of their work when conducting an assessment to ensure
that ultimately the needs of the client are met within the context of the setting and
role that the social work has with the client.

Although the assessment phase is often associated with the beginning of
treatment, in reality, good clinical practice involves an on-going assessment
throughout whatever length of time the clinician is involved with the client. As
such, ‘‘assessment is a fluid and dynamic process that involves receiving, ana-
lyzing, and synthesizing new information as it emerges during the entire course of
a given case’’ (Hepworth et al. 2010, p. 181). Assessment should be an on-going
process for social workers as they work with their clients. However, the aim of this
chapter is to aid clinical social workers in how to conduct assessments in order to
begin the EBP practice process.

Components of an Assessment

The elements included in an assessment are dependent on many factors. However,
there are some common elements included in most clinical assessments. Obvi-
ously, individuals working on a macro or policy level would consider different
factors in their assessments, such as organizational or neighborhood structures or
policy influences. While these are also important for clinical social workers to
consider, the focus of this book is on making clinically based practice decisions.
We will, therefore, limit our discussion to components that most clinical social
workers would need to consider in conducting an assessment.

There are several methods and guidelines that social workers can turn to help
organize the assessment process (Brandell 2010). We will limit our discussion to
five assessment methods used by clinical social workers. These are (1) the Person-
in-Environment Classification System, (2) the Risk and Resiliency framework,
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(3) Family Systems models, (4) Psychodynamic models, and (5) the descriptive
diagnostic model based on the American Psychiatric Association’s widely used
Diagnostic and Statistical Manual (DSM). We will introduce each model briefly
and describe how each model may be used in the EBP practice decision-making
process.

We view many behavioral and cognitive behavioral models as defining specific
target problems, rather than as wide-ranging assessment models. Such behavior-
ally focused models have great value and precision, but must follow a more
comprehensive assessment of client and situation as a whole. At the end of this
discussion, a case example will be used to illustrate how the assessment method
chosen influences what clinical questions are asked to begin the EBP process. We
also include as an appendix a synthetic social work biopsychosocial assessment
outline.

The Person-in-Environment Classification System

Social work has one unique assessment model, the Person-in-Environment Clas-
sification System, or the PIE (Karls and Wandrei 1994). Developed by social
workers, the PIE incorporates the person-in-environment perspective into the
assessment process. The PIE model includes four domains or factors: Factor I is
social role functioning and coping; Factor II is the influence of the social envi-
ronment including institutions and access to resources, Factor III is mental health,
and Factor IV is physical health and medical issues. (See Table 4.1.)

Using the PIE classification system, social workers develop a holistic view of
the individual and to determine where within the client’s system intervention
needs to take place. Several domains of functioning and environment can be the
focus of intervention, separately or in combination. If mental health problems are
primary, then the initial focus of the treatment plan may target that domain. If
social functioning problems are seen as primary, however, the social worker may
focus more on an occupational issue that is creating the stress or difficulties
reported by the client. Resource issues might lead to a concrete, environmental
intervention. Similarly, environmental or policy-related problems might lead to a
focus on advocacy or concrete, resource finding interventions. The decision about
where and how to intervene is based on a wide-ranging assessment of multiple
domains or aspects of the client’s situation. The clinician must use professional
judgment to determine which domain requires what level of attention. The domain
that the clinical social worker views as most critical to the cause and resolution of
the presenting problem will lead to the questions necessary to begin the EBP
assessment.

For example, after preliminary assessment it might appear that the source of a
client’s depressive symptoms are driven primarily by the level of isolation and
lack of power within the context of the family system (Factor I: Social Functioning
Problems) rather than a mental health problem (Factor III: Mental Health
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Problem). In turn, the question to begin the EBP process might then be ‘‘What are
effective family therapy interventions that are aligned with the family context and
cultural background of my client?’’ However, if the clinician thought that based on
the client’s family history of depression and the severity of the depressive
symptoms that there was a potential biological or genetic component to the
depression, the clinician’s question might focus more on searching for interven-
tions related to Factor III. As the social worker would not be one to prescribe
medication, the question for this clinician might shift from finding effective

Table 4.1 Factors of the Karls and Wandrei PIE Assessment Model

Factor I: Social Functioning Problems
A. Social Role in which each Problem is Identified
1. Family (parent, spouse, child, sibling, significant other)
2. Other interpersonal role (lover, friend, neighbor)
3. Occupational (worker/paid, worker/home, worker/volunteer, student)
B. Type of Problem in Social Role
1. Power 4. Dependency 7. Victimization
2. Ambivalence 5. Loss 8. Mixed
3. Responsibility 6. Isolation 9. Other
C. Severity of Problem
1. No Problem 4. High Severity
2. Low Severity 5. Very High Severity
3. Moderate Severity 6. Catastrophic
D. Duration of Problem
1. More than 5 Years 4. 2 to 4 Weeks
2. 1 to 5 years 5. 2 Weeks or Less
3. 6 Months to 1 Year
E. Ability of the Client to Cope with Problem(s)
1. Outstanding 4. Somewhat Inadequate
2. Above Average 5. Inadequate
3. Adequate 6. No Coping Skills
Factor II: Environmental Problems
A. Social System where Problem is Identified
1. Economic/Basic Needs 4. Health/Safety/Social Services
2. Education/Training 5. Voluntary Association
3. Judicial/Legal 6. Affectional Support
B. Specific Type of Problem within each Social System
C. Severity of Problem
D. Duration of Problem
Factor III: Mental Health Problems
A. Clinical Syndromes (Axis I of DSM)
B. Personality and Developmental Disorders (Axis II of DSM)
Factor IV: Physical Health Problems
A. Disease Diagnosed by a Physician (Axis III of DSM)
B. Other Health Problem Reported by Client or by Others

adapted from Corcoran and Walsh, 2006, p. 29; Karls and Wandrei, 1994
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interventions for a biologically based depression, to understanding when to make a
referral to a medical professional. Therefore, the searchable question might be
‘‘What clients are appropriate for a medication consultation/referral?’’ Again, the
social worker must be clear as to what role is taken on with the client, and what are
the needs of the client. The clinician’s assessment using the PIE will determine
where to focus the search for likely effective treatments.

The PIE model is very comprehensive but is very rarely used in practice or as a
required assessment for funding services. A PIE assessment is very time intensive.
Further, the time required to complete a PIE assessment may not be acceptable to
clients in some practice settings. The PIE model has not been used often for
service outcome research. The main strength of the model is its comprehensive-
ness and its clear fit with the social work profession’s defining person-in-envi-
ronment perspective. It allows social workers to identify and address social,
environmental, mental health, and physical health problems separately or in
complex combinations. The comprehensive PIE assessment provides a solid basis
for a wide range of potential interventions. It can point to multiple potential
locations of intervention. Note that other forms of mental health and physical
health assessment are components of a PIE assessment, so multiple assessment
models may be used within the PIE assessment framework.

The Risk and Resilience Framework

Another framework that social workers use in assessment is the risk and resilience
framework. This framework considers ‘‘the balance of risk and protective factors
that interact to determine an individual’s propensity toward resilience, or the
ability to function adaptively despite stressful life events’’ (Corcoran and Walsh
2006, p. 4). Risks are seen as stressors or hazards either within the individual or in
the environment that increase the likelihood of a problem occurring (Corcoran and
Walsh 2006). Protective factors may provide a buffer against risk factors and act
as a counterbalance to the risk factors facing an individual (Fraser et al. 1999). An
assessment using the risk and resilience framework evaluates the risk and pro-
tective factors surrounding an individual and treatment planning is based on both
factors. The social worker must decide to focus on the reduction of risk factors,
such as poverty or access to medical care, or alternately to focus on creating or
strengthening of protective factors, or both. As such, the assessment process
involves identifying what risk and/or protective factors need to be targeted to
reduce the problem as presented by the client.

In the context of EBP, the clinician must determine what interventions target
the factor viewed as most critical to the resolution of the issue. This may be the
removal or reduction of a risk factor, or to increase or develop a protective factor,
or both jointly. Determining where the focus of the treatment (risk or resiliency or
both) will help to develop the searchable question in the EBP process. For
example, in the case of the individual with depressive symptoms, a clinician
working from a risk and resilience framework might determine that a primary risk
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factor is the client’s social isolation. According to the theory, an intervention plan
would be to reduce or eliminate this risk factor to alleviate the depression. A
searchable question for the EBP process might be, ‘‘What are effective interven-
tions to reduce social isolation among similar clients?’’ Group therapy interven-
tions may be one useful alternative, or other interventions focused on social skill
development. If the same clinician determines in the assessment process that the
lack of protective factors, such as the presence of an involved parent is missing and
is the primary cause of the depressive symptoms, the clinician will have a different
question to search. In thinking about how to increase the protective factor of an
involved parent, the clinician might pose the question, ‘‘What are effective parent
education programs to increase parent involvement?’’

The risk and resiliency model potentially covers a wide range of social and
environmental factors influencing the client’s situation. It attends to both strengths
and challenges. It can point to multiple potential locations for intervention. The
model does not include a traditional medical model diagnosis, so it provides a
framework for working with clients who have concerns about the medical model
based on their beliefs or cultural concerns. The model may be time intensive, but
preliminary determination of a focus on risk reduction or resiliency enhancement
can help focus the assessment. This may reduce the time it takes to complete. That
the model does not include a traditional medical diagnosis may fit well with some
social work agencies and organizations, but may limit funding options in other
settings. Outcome studies using this model are limited.

Family Systems Models

Family systems theory is an umbrella term for several different specific family
therapy models used by social workers, such as Family Emotional Systems Theory
(Bowen 1978), Structural Family Theory (Minuchin 1974), and Strategic Family
Therapy (Haley 1971). While each of these models has a distinctive focus and
techniques, they follow generally similar principles derived from systems theory
(Hepworth et al. 2010; Walsh 2010). Systems theory is central to social work as a
profession. It challenged the idea held in science that complex, interactive phe-
nomena could be simplified to a linear cause and effect equation (Walsh 2010).
Rather, systems theory argued that there is an interactive, circular pattern of
causation, ‘‘in which all elements of a system simultaneously are influenced by,
and influence, each other’’ (Walsh 2010, p. 92). Systems are assessed holistically.

While there are many variations of systems theory, including family therapy
models that use a systems view, there are several common principles that are
shared by these models, as outlined by Walsh (2010):

1. Connectedness: all parts of a system are interconnected and changes in one part
will influence functioning of all other parts;

2. Wholeness: any phenomenon can be understood only by viewing the entire
system;

60 4 Assessment in Clinical Social Work



3. Feedback principle: a system’s behavior affects its external environment, and
that environment affects the system. (p. 93)

Given these principles, the assessment process using a family systems framework
involves assessing for factors that include ‘‘communication styles, culture, and
family interactions and dynamics’’ (Hepworth et al. 2010, p. 244). In order to
complete this task, there are many assessment tools designed to help practitioners
determine the family structure, such as genograms (Carter and McGoldrick, 2004),
others to understand the family’s relationships with external resources and entities,
such as the Ecomap (Hartman and Laird 1983), Still other tools help assess cultural
considerations with a family, such as the Culturalgram (Congress 1994). Each of
these tools is aimed at looking at families as a unit rather than as a collection of
individuals. Each tool seeks to better understanding how the family system
functions as a discrete unit, both internally and externally with outside phenomena.

The focus in a systems framework is to identify where the family is struggling,
either internally as a unit and/or in their interactions with external groups or
structures. For example, a family may be interacting well with other systems, but
within the family, there is a lack of structure. In this case, the children may appear
to make the rules and while the parents effectively communicate the rules, there is
little structure to enforce or regulate the rules. As a result, the parents seek
treatment because they are tired and frustrated and feel that they repeat themselves
to their children to no avail. In such a family, an EBP based question may be,
‘‘What are effective interventions to help families enforce rules and consequences
to increase compliance in the home?’’

Family systems models are widely use in mental health settings. They do not
focus on an ‘identified client’ and bring several components of the family system
into the assessment and treatment process. Changing repetitive patterns of inter-
action are a key target of attention. Family systems models may require an
additional medical model diagnosis for funding purposes, though such a diagnosis
is not always vital to family systems treatment planning. These approaches may
attend to both risk factors and sources resiliency, but not all do so systematically.
Family systems approaches may fit well with racial/ethnic groups who are more
communal than individualistic in orientation.

Psychodynamic Models

Psychodynamic models of assessment and treatment draw on a number of related
but distinct theories, as do the family systems models (Perlman and Brandell
2010). All psychodynamic models assume that some psychological processes may
be unconscious, or unavailable to the purposeful awareness to the individual.
Psychodynamic models also assume multiple determination; that personality
structure and meaning develop from many sources rather than a single source. All
these models also emphasize the importance of emotion (affect), the importance of
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repetitive patterns and themes, and the relationship between the client and the
clinician as vital parts of assessment and treatment (Brandell and Ringel 2004).

Early psychodynamic models focused on conflicts among drives, subjective
processes, and the internal structures that constitute personality (Gabbard 2010).
Later psychodynamic models shifted focus to assessing psychic structures and
capacities. These include the ego functions and defenses that individuals bring to
bear to understand and tolerate internal experiences as well as to interact with
others (Freud 1923; Goldstein 1995); and object relations or how interpersonal
interactions become internalized into expectations of others and repetitive patterns
of interaction (Berzoffet al. 2007; Mahler et al. 2000; Winnicott 1992). Still more
recent models such as self-psychology focus on how people interactively make use
of others to make up for internal deficits (Kohut 1977; Palombo 1985) and to
intersubjective models that examine meaning making as a function of interaction
(Brandell 2010a; Stern 2004). As with family systems models, each variant may be
optimally revealing and informative for specific difficulties.

Psychodynamic assessment focuses on profiling the capacities of the individual
to tolerate anxiety and manage it in socially effective ways, to self-regulate affect
and cognition, to understand and to interact with others, to flexibly support others,
and to non-coercively depend on others. Such an assessment includes components
of identifying historical and enduring patterns of interactions with significant
others and their meanings, along with description of interaction with currently
significant people in the client’s life, including the interactions with the clinician.
The focus is both historical and current, with an emphasis on psychological fac-
tors. Medical conditions and other organic issues have long been viewed as
potentially significant influences on psychological and social function within
psychodynamic models (Gabbard 2010). Many social work authors point out that
contemporary psychodynamic assessment models and theories considers the social
environment as a shaping influence on personal capacities (Berzoff et al. 2007).

There are several models of psychodynamic assessment, from the child-
oriented Hampstead Index (Sandler 1962) to the Blanck’s developmental psycho-
logical profiles (Blanck and Blanck 1979, 1994). There is also a Psychodynamic
Diagnostic Manual (Alliance of Psychoanalytic Organizations 2006). Generally,
assessment involves a wide-ranging examination of internal conflicts, ego func-
tions, object relations, and/or disorders of the self as expressed through internal
experiences and in interactions with others. Attention to these features, in combi-
nation, will point broadly to ego supportive or ego modifying treatments. The
specific form and content of the client’s dilemma will lead to additional assessment
of area of strength and challenge. Psychodynamic assessment may point to ques-
tions of differential diagnosis, but most often yields answerable clinical questions
centering on ‘‘What kind of treatments are most effective for people with a long-
standing character problem?’’ or ‘‘What kinds of treatments are most effective with
mixed disorders?’’

Some critics call psychodynamic assessment deficit oriented, though psycho-
dynamic practitioners instead view it as appraising capacities that represent rela-
tive strengths and relative limitations (Berzoff et al. 2007; Goldstein 1995). Areas
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of strength must be known as they become assets useful for coming to understand
areas of limitation. Psychodynamic assessment is lengthy and not intended to be
completed in single or a few sessions. Critics argue it is too heavily weighted to the
individual and pays too little attention to contextual factors. Its strengths are its
focus on building self-awareness, enhancing self-regulation, and on examining
how the individual makes meaning in life, including the meaning of emotions and
relationships. There are several outcome studies on psychodynamic therapies
consistent with the EBP/EBM research model.

American Psychiatric Association Guidelines:
The Medical Model

The American Psychiatric Association’s [APA] (2006) Psychiatric Evaluation
Guideline is another format with which most clinical social workers are familiar.
(See Table 4.2.) The format proposed by the APA is widely used in many medical
and more traditional psychiatric settings. It leads to a multiaxial psychiatric
diagnosis. It is also the underlying format for parts of the PIE assessment model
and of some psychodynamic assessment models. This medically oriented model
seeks to define disorders centering on individuals through a diagnostic assessment
process. Diagnosis may involve interviews as well as laboratory or psychological
tests. Diagnoses are then used for intervention planning as well as for payment
purposes. The APA evaluation guidelines are available online for free on the
APA’s Web site (www.psychiatryonline.com/pracGuide/pracGuideChapToc_1.aspx).
Online users of this site can click on the various headings for an expanded
description for each of the content areas included in the assessment outline listed
below.

The format has several parts, from an orientation to the types of assessment
(general vs. emergency, etc.), to assessment location, to the specific domains of
assessment, the process of assessment as well as several additional considerations
and cautions. Part III., the domains of evaluation, are probably what most clini-
cians consider as most important, though the APA assessment format reminds
users that purpose and setting may alter emphasis in assessment.

While this format appears to be quite comprehensive, it was developed by
medical professionals and consequently has both strengths and limitations for
social workers. The first limitation is that social workers cannot and should not
perform physical examinations. As such, social workers who use this guide will
need to include information obtained by a qualified medical professional. A second
limitation is that these guidelines do not include a section on the strengths of the
individual, either internal or external strengths. Social work is a strengths-based
profession, meaning that we believe it is essential to identify, utilize, and empower
our clients’ strengths. The above guidelines do not include a section where the
assessment of strengths can be specifically identified.
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An additional limitation of the medical model is the lack of emphasis on the
social or cultural context. Item III. F does state that a socio-cultural history should
be obtained, though its focus remains on the individual. There is some emphasis
placed in the expanded description on assessing the values, beliefs, and cultural
influences of the individual. There is not, however, consideration of the larger
contextual issues that influence the presentation of the individual during an
assessment, such as discrimination or homophobia. Social workers who use this

Table 4.2 Components of the American Psychiatrics Association’s Psychiatric Evaluation
Guidelines

I. Purpose of Evaluation
A. General Psychiatric Evaluation
B. Emergency Evaluation
C. Clinical Consultation
D. Other Consultations
II. Site of the Clinical Evaluation
A. Inpatient Settings
B. Outpatient Settings
C. General Medical Settings
D. Other Settings
III. Domains of the Clinical Evaluation
A. Reason for the Evaluation
B. History of the Present Illness
C. Past Psychiatric History
D. History of Substance Use
E. General Medical History
F. Developmental, Psychosocial, and Socio-cultural History
G. Occupational and Military History
H. Legal History
I. Family History
J. Review of Systems
K. Physical Examination
L. Mental Status Examination
IV. Evaluation Process
A. Methods of Obtaining Information
B. The Process of Assessment
V. Special Considerations
A. Privacy and Confidentiality
B. Interactions with Third-Party Payers and Their Agents
C. Legal and Administrative Issues in Institutions
D. Special Populations
VI. Future Research Needs
A. Interviewing Approaches
B. Rating Scales
C. Diagnosis and Formulation
D. Diagnostic Testing
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guideline should therefore be conscious of this limitation and include the con-
textual issues into their assessment, along with the strengths of the client.

The APA evaluation has a key strength in its primary focus on one individual’s
mental health diagnosis. Using the guidelines, the ultimate goal is to determine the
diagnosis of a mental health condition and to create the treatment plan based on
this diagnosis. There has been a long-standing effort within the medical commu-
nity to develop accurate diagnoses and link them with effective treatments. Since
the APA format was developed by physicians, this goal is consistent with the
format of the assessment. Related medical conditions are also given strong
attention in this model. However, limited attention is directed to social context and
to the potential situational and environmental conditions surrounding the indi-
vidual. In the following section, a more in-depth discussion of diagnostic process
will be provided. In considering how this framework fits with EBP, the searchable
questions address primarily a diagnosis and the associated concerns with this
diagnosis. Most often the concern is related to effective interventions, however,
depending on the role of the social worker or the needs of the client, the questions
could center on prognostic predictors or how the presentation of a disorder might
manifest differently among varying cultural groups.

In thinking about the client with depressive symptoms, a searchable question
might be ‘‘What are effective treatments for depression?’’ If the client is from
another culture, or is bicultural, the clinician might want to determine that she or
he is not making assumptions about how depression manifests among individuals
from this culture. Therefore, the EBP question might be, ‘‘What does depression
look like among Chinese-Americans?’’ in an effort to make sure that the clinician
has an accurate diagnosis. Although the APA’s focus on a diagnosis may ulti-
mately seem simpler in terms of finding a searchable question, the clinician must
still think through what it is that she or he wants to know about this client with
attention to this client’s situation and cultural context. The clinician must also
consider the professional roles she or he plays with this client, in order to develop
a relevant EBP question. Zayas et al. (2010) point out the diagnostic model may
miss culturally specific disorders or inappropriately force them into pre-existing
Western disorders. Clinicians must be careful to talk with their clients to be sure
they have fully and correctly understood the client’s needs in the appropriate
contexts.

Assessment of Mental Health Disorders

The APA guidelines, as well as the PIE and psychodynamic models, include as
part of assessment the development of a mental health diagnosis. One of the
primary tasks in the assessment phase may be viewed as developing an accurate
diagnosis of the client’s difficulties. This phase helps narrow the clinical social
worker’s focus and may help develop an intervention plan. However, a focus on
pathology or illness is historically associated with the medical profession and the
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medical model (Corcoran and Walsh 2006). Some social workers see a long-
standing tension between social work’s person-in-environment perspective and the
medical focus on diagnosis (Corcoran and Walsh, 2006). The primary definition
used to define a mental health disorder comes from the APA (2000a), which states
that a mental disorder is a:

significant behavioral or psychological syndrome or pattern that occurs in an individual
and that is associated with present distress (e.g., a painful symptom) or disability (e.g.,
impairment in one or more important areas of functioning) or with significantly increased
risk of suffering death, pain, disability or an important loss of freedom. (p. xxxi)

Regardless of the cause of the disorder, ‘‘it must currently be considered a
manifestation of behavioral, psychological, or biological dysfunction in the indi-
vidual’’ (p. xxxi). Given this definition, social causes or other factors outside of the
individual are not to be considered mental health disorders, locating all of the
pathology on the individual.

This medical, psychiatric, model that focuses on the source of the pathology on
the individual is often times at odds with the social work world person-in-envi-
ronment perspective. Therefore, for many social workers, using the Diagnostic and
Statistical Manual (DSM) (APA, 2000a) to diagnose clients with a disorder is
counter to social work values. Yet, the insurance industry, on which many social
workers rely for their paychecks, largely bases its reimbursement system on a
‘billable diagnosis.’ This requires clinical social workers to diagnose clients as
sick with a mental disorder, in order to obtain insurance reimbursement for their
services. As a result, social workers must often diagnosis their clients, even if it is
at odds with their professional values in order to support themselves and obtain
services for their clients.

In addition, as discussed in Chapters 1 and 3, much of the research that is
conducted on effective interventions is directly tied to the diagnosis of an indi-
vidual. Therefore, for clinical social workers who are starting the EBP process, it
is helpful to have a diagnostic label to use in searching the research. The vast
majority of research outcome studies are also tied to specific diagnostic
categories.

While social workers may feel a great deal of tension between the values of the
medical model and their social work values, learning to accurately diagnose using
the DSM is an essential skill that all clinical social workers must know (Probst
2011). This is required by state licensure laws, by the realities of making a living
given the current reimbursement models, and to make use of many sources of EBP
research knowledge. It is beyond the scope of this book to provide clinicians with
all of the tools necessary to learn how to make an accurate diagnosis, or to discuss
the other various debates surrounding diagnosing individuals. For a thorough
review of the debates surrounding the use of the DSM and social work, readers are
referred to Corcoran and Walsh (2007) and the work of Kirk and Kutchins (1988).
Therefore, we will limit the discussion to the essential components of the DSM,
some general guidelines, and provide the readers with a list of resources that will
provide a more thorough review of the process of making a diagnosis.

66 4 Assessment in Clinical Social Work

http://dx.doi.org/10.1007/978-1-4614-3470-2_1
http://dx.doi.org/10.1007/978-1-4614-3470-2_3


The Diagnostic and Statistical Manual
of Mental Disorders

The Diagnostic and Statistical Manual of Mental Disorders (DSM) (APA, 2000a),
is now in its fourth edition and is referred to as the DSM-IV-TR (the TR is for text-
revised). It is the primary tool used in the United States to classify and diagnose
individuals with a mental health disorder (Andreason and Black 2006; Corcoran
and Walsh 2006; Grey and Zide 2008). The DSM uses a multiaxial system to
diagnosis individuals, meaning that it utilizes a system ‘‘that characterizes patients
in multiple ways so that the clinician is encouraged to evaluate all aspects of the
patient’s health and social background’’ (Andreason and Black 2006, p. 11). This
allows for diagnosis of more than one disorder or comorbid disorders. The mul-
tiaxial system used by the current version of the DSM-IV-TR is outlined
in Table 4.3.

The majority of diagnoses made by clinical social workers fall under Axis I.
These include mood disorders (e.g., depression and bipolar disorder), anxiety
disorders (e.g., panic disorder and post-traumatic stress disorder). Axis I disorders
also include psychotic disorders (e.g., schizophrenia), pervasive developmental
disorders (e.g., autism and Asperger’s syndrome), substance abuse disorders, and
many other relatively short duration disorders seen in practice.

Axis II disorders are more long-term challenges. Only personality disorders
(e.g., borderline personality disorder and antisocial personality disorder) and
mental retardation are classified under Axis II. Historically, these diagnostic cat-
egories were seen having a different source of etiology, and seen as more fixed or
constitutional in nature (Corcoran and Walsh 2006). However, some critics argue
that the distinctions between Axes I and II are not helpful or conceptually relevant
(Corcoran and Walsh 2006).

Axis III disorders are limited to medical conditions that are diagnosed by a
medical professional and not by a social worker. However, social workers com-
pleting a full five axis diagnosis should list the medical conditions reported by the
client or found in the client’s records to ensure that a complete diagnostic picture is
presented and identify the source from which the information came. Where such
information is not directly provided by a physician, it should be held as tentative or
formally verified with the client’s consent. Both the effects of medical conditions,

Table 4.3 The multiaxial diagnostic system of DSM-IV-TR

Axis I Clinical Disorders
Other Conditions that may be the focus of clinical attention

Axis II Personality Disorders
Mental Retardation

Axis III General Medical Conditions
Axis IV Psycho-social and Environmental Problems
Axis V Global Assessment of Functioning (GAF)
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and medications used to treat them, may have serious impacts on mental health
problems.

Axis IV is where psycho-social and environmental problems should be listed.
Generally, this is a listing of factors in the individual’s life that may play a role in
his or her functioning within the last year. Examples of such factors include: recent
job loss, risk of losing housing, homophobia, difficulties in accessing health care,
or recent death of a parent. While Axis IV recognizes the importance of social
influences, how such information is formally included in the diagnostic process is
less clear. As noted, long-standing socially structured oppressions are not usually
included in Axis IV.

Axis V provides a global assessment of functioning (GAF) summarized in a
single number. It represents the overall level of functioning and psychological
health of the individual. The GAF yields a quantitative score summarizing the
clinician’s assessment of the level of functioning of the client at any one point in
time. Often, clinicians will give a score to represent the ‘‘current’’ GAF score or
‘‘highest in past month’’ to provide information regarding how the current level of
functioning compares with other periods of time. The GAF score is based on a
0–100 scale that is divided into 10 ranges of functioning. The clinician is to
identify a single score that ‘‘best reflects the individual’s overall level of func-
tioning’’ (APA 2000b, p. 44). The APA’s guidelines for GAF scoring are presented
in Table 4.4.

In combination, all five axes form the full DSM mental health diagnosis. Clients
may not have specific diagnoses on all five axes. For example, a client may have
no personality disorder or no significant medical conditions. In some circum-
stances where information is incomplete or unclear, tentative diagnoses on any

Table 4.4 Guidelines for general assessment of functioning (GAF) scoring

Step 1: Start at the highest level, evaluate each range by asking ‘‘is either the
individual’s symptom severity OR level of functioning worse than
what is indicated in the range description?’’

Step 2: Move down the scale until the range that best matches the individual’s
symptom severity OR the level of functioning is reached, whichever is worse.

Step 3: Look at the next lower range as a double-check against having stopped
prematurely. This range should be too severe on both symptom and severity
and level of functioning. If it is, the appropriate range has been reached
(continue with step 4).
If not, go back to step 2 and continue moving down the scale.

Step 4: Determine the specific GAF rating within the selected 10-point range, consider
whether the individual is functioning at a higher or lower end of the 10-point
range. For example, consider an individual who hears voices that to do not
influence his behavior (e.g., someone with long-standing Schizophrenia who
accepts his hallucinations as part of his illness). If the voices occur relatively
infrequently (once a week or less), a rating of 39 or 40 might be most
appropriate. In contrast, if the individual hears voices almost continuously,
a rating of 31 or 32 would be more appropriate.

(from the American Psychiatric Association, 2000b, p. 46)
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axis may also be listed as ‘rule outs’ (R/O). Rule outs draw attention to areas
lacking clarity and help clinicians bear in mind that other factors may also
influence the client’s situation. These other circumstances may also be important
factors in treatment planning. The EBP model, however, assumes a complete and
clear diagnosis and does not allow (in most cases) for comorbid or unclear
assessments. This may make it difficult to apply the EBP practice decision-making
method when some potentially important information is unknown or unclear.
Again, the clinician’s professional expertise must be applied in completing an
assessment, and in making judgments about what disorder or problem is the pri-
ority concern.

The American Psychiatric Association’s (APA) DSM-V is due to be published
in 2013. This new manual proposes significantly revisions to many existing mental
health diagnoses. One goal of the revision is to ‘‘expand the scientific basis for
psychiatric diagnosis and classification’’ (APA 2011a). That is, key goals are to
increase the empirical support for each distinct diagnosis, to improve the reliability
or consistency of diagnoses, and to increase the clinical utility of DSM. Diagnostic
categories will be significantly revised using a new ‘meta-structure.’ Bernstein
(2011, p. 7) states that ‘‘the idea is to assemble existing disorders into larger
clusters suggested by the scientific evidence and then to encourage researchers,
granting agencies, and journal editors to facilitate research within and across
clusters.’’ Nineteen clusters of disorders are proposed to frame the diagnostic
categories with a twentieth ‘‘other’’ category including those disorders that do not
fit smoothly with the named categories. Each cluster will be presented in a
‘‘developmental, lifespan’’ manner, with disorders of infancy and childhood listed,
then those of adulthood and finally those for elders (APA 2011b). The multi-axial
approach of DSM-IV-TR will be continued. In addition, the concept of a disorder
‘spectrum’ is proposed for several diagnoses, including ‘‘schizophrenia spectrum’’
and ‘‘obsessive–compulsive disorders.’’ Personality disorders are proposed to be
reduced in number and diagnosed through appraisal of impairment of personality
function, personality traits, and an overall assessment of severity of the disorder
(APA 2011c).

Guidelines and Cautions Regarding
Assessment and Diagnosis

As stated previously, it is beyond the scope of this book to train clinical social
workers to diagnose using the DSM or any other assessment system. Our aim has
only been to provide an overview of the essential components of each assessment
system. We strongly encourage recent graduate and clinicians still in training to
obtain formalized instruction in conducting mental health assessment and in
making diagnoses. Such trainings are generally offered as part of the educational
process in schools of social work, as well as reinforced as part of clinical
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internships. Individuals who did not receive such training are encouraged to obtain
clinical supervision along with other formal training programs to ensure that they
have been well versed in the language, process, and ethical challenges associated
with diagnosing. The proposed changes planned for DSM-V will require additional
training and a re-tooling by most mental health clinicians.

A mental health diagnosis label can have significant ramifications for indi-
viduals, including denial of benefits or discrimination. Therefore, it is essential that
social workers understand and take seriously the process of diagnosing before
taking on such a role with a client.

Diagnostic Tests and Measures

Another issue to consider regarding assessment and diagnosis is the use of stan-
dardized instruments. Many diagnostic tests and measures are widely used for both
clinical and research purposes. These tests and measures may also be very helpful
in making differential diagnoses of disorders. At face value, standardized instru-
ments seem like as efficient way to streamline the diagnosis process and can
‘‘represent useful and expedient methods of quantifying data and behaviors’’
(Hepworth et al. 2010, p. 184). They are designed to allow the client to answer a
set number of questions regarding a set of symptoms. Based on how the client
answers each question or item, each client will receive a particular score placing
her or him in a diagnostic category or range within a diagnostic category. Such
tests and measures may either be specific to a single disorder or more compre-
hensive, including information about several disorders as separate subscales.

While there are many benefits to using assessment instruments, it is essential
that clinicians understand both what the instrument is designed to measure and
what it is not designed to measure. For example, some instruments may be
designed to emphasize measurement of the cognitive changes associated with
depression, but place less emphasis on the emotional, social, or physical changes
that are also associated with depression. Individuals whose depression manifests
mainly in a physical/somatic manner may score as only minimally or even not
depressed on cognitive items. In turn, their depression may not be accurately
assessed by such an instrument. Similarly, self-appraisal of cognition may not
provide a full or accurate sense of an individual’s interpersonal functioning.

An additional concern centers on what population the instrument was normed
or standardized (DeVellis 2003). This means that an instrument that was created
based on a specific population may, or may not, be representative for other groups
including different ethnicities, gender expressions, ages, sexual orientations, or
diagnoses. Many instruments are developed based on samples or groups of people
that may not precisely match the demographic characteristics of the client you are
trying to assess. Many are normed on relatively advantaged white populations
(often on college students). As a result, the questions may not fit the cultural or
class norms of the individual in front of you.
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Using the example of depression again, there are many researchers who study
depression who believe that men and women present differently when depressed
(Nolen-Hoeksema 2001). An instrument that was standardized using men may not
accurately capture the diagnostic picture of a woman being assessed for depres-
sion. Therefore, while standardized instruments can play a valuable role in
assessment, it is essential for social workers to understand what the instrument is
designed to measure, on which populations has it been tested, what role will it play
in the assessment process being conducted, and how does the social worker plan to
use the results in the context of the assessment.

There are a number of useful resources social workers can reference regarding the
use of standardized measures, such as Corcoran and Fischer’s (2007) Measures for
Clinical Practice and Research: A Sourcebook (4th ed.). Measures for populations of
color are less easily obtained. One useful resource is Jones’ (1996) Handbook of Tests
and Measurements for Black Populations. Sadly, similar handbooks of measures for
Latino, Asian, and Native American populations are not yet available.

A Social Work Assessment Format

An example of a traditional, wide-ranging, social work assessment outline can be
found in Appendix A (Drisko and DuBois 2000). We believe that this outline
includes many of the content areas included in the five models described above. It
is an attempt to incorporate a social work perspective in its attention to environ-
mental and social factors, as well as intrapsychic factors and family dynamics. As
with all guidelines, it is meant to be a tool to help organize the material gathered in
an assessment and provide a structure to the assessment process. However, the role
of the social worker, the theoretical orientation of the clinician, the purpose of the
assessment, as well as other factors will influence which factors are most salient
for the worker to focus on during the assessment process. Clinical expertise and
critical thinking must always be part of good clinical social work practice.

Table 4.5 Resources for social work assessment and diagnosis

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders
(4th ed., text revision) (DSM-IV-TR). Washington, DC: Author.

Andreason, N., & Black, D. (2006). Introductory textbook of psychiatry (4th ed.). Washington,
D.C.: American Psychiatric Association.

Berzoff, J., Flanagan, L., & Hertz, P. (2011). Inside out and outside in: Psychodynamic clinical
theory and psychopathology in contemporary multicultural contexts (3rd ed.). Northvale, NJ:
Jason Aronson.

Corcoran, J., & Walsh, J. (2006). Clinical assessment and diagnosis in social work practice. New
York, NY: Oxford University Press.

Grey, S., & Zide, M. (2008). Psychopathology: A competency-based assessment model for social
workers (2nd ed.). Belmont, CA: Thompson/Brooks Cole.

Jones, R. (1996). Handbook of test and measurements for black populations. (2 vols.) Hampton,
VA: Cobb & Henry.

Lukas, S. (1993). Where to start and what to ask: An assessment handbook. New York, NY:
W.W. Norton & Company.
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Many good texts can serve as background resources on clinical assessment.
Table 4.5. lists several books that may be useful clinical resources on assessment
and diagnosis.

Step 1 of EBP: Drawing on Client Needs and Circumstances Learned in a Thorough
Assessment, Identify Answerable Practice Questions and related Research Infor-
mation Needs
Within this chapter, we have provided some guiding principles around assessment
and some examples of formats used to complete a clinical social work assessment.
We have also described how these formats can lead to the searchable question used
to begin the EBP practice decision-making process. The remainder of this chapter
will focus on how to use such clinical information to develop a searchable
question. Formulating a practice question through assessment leads to identifica-
tion of your research information needs. This is Step 1 in the formal EBP practice
decision-making process. We have emphasized the importance of good assess-
ment. Now we will turn to using the results of the assessment to start the EBP
process. In other words, now that you have gathered the necessary information,
how do you create a good question using this information?

As we have emphasized throughout this book, the clinician’s professional
expertise is the glue that integrates the various pieces of information gathered
during the EBP process. Gathering relevant information about a client, his or her
wishes, the context of the client’s situation, begins with the assessment and
diagnostic processes. Possible interventions will also be shaped by the clinician’s
agency context, his or her designated role within the agency and the client’s
preferences and views. These also shape the assessment process. The conclusions
that the clinician makes based on this information is where his or her professional
expertise comes into play. The clinician must be able to take the information and
put it into a funnel of sorts to come out with a succinct question that can be utilized
in the EBP process. It is the role of the clinician to act as the funnel and prioritize
what information is most relevant to the current clinical situation.

Recalling an earlier quote in this chapter, Hepworth and colleagues (2010)
remind us that the scope and purpose of an assessment is dependent on ‘‘the role of
the social worker, the setting in which he or she works, and the needs presented by
the client’’ (p. 181). One way to begin the EBP process is to try to identify the
priorities within each of these factors and work with your client to develop the
question. None of these take priority over the others. Each factor acts as part of a
three legged stool, each playing an essential role in creating a solid base for an
assessment.

Beginning with the role of the social worker, you must first understand and
determine what your role is with the client. Is your role to develop a treatment plan
as you will be the primary provider of services for this client? Is your role to gather
information so that you can make an appropriate referral as your agency does not
provide services directly? Is your role to gather information and report back to a
team that will make a collective decision regarding the needs of the client? Is your
role to diagnose the individual to determine whether he or she is eligible for a
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research project or a service provided in your practice setting? Each distinct role
will influence the questions you ask the client and then the question you will
search using the EBP process. Finding clarity regarding what role you, the clinical
social worker, have with the client is the first step in prioritizing what questions
to ask.

Understanding the setting and contextual issues is also essential to being able to
prioritize what research questions are most relevant to any search. Does your
practice setting provide services? If so, what are they? Are you limited by those
services or can you bring in others that are not currently offered? If you are able to
bring in other services, what is the process to do so? What steps need to be taken?
Is your agency a referral-based setting only? Does it serve clients matching the
demographic characteristics of the client in front of you (e.g., children or Spanish-
speaking clients)? Answering these questions regarding the practice setting will
help you determine whether you need to be searching for treatment options that
you can provide directly to the client in that practice setting; or whether you need
to be exploring other options in the community by referral. Further, you may
realize that you need to be trained in a new model that will better meet the needs of
this client and others with similar needs.

The third leg of the stool is the client’s needs and preferences. As discussed in
Chapters 1 and 3, understanding the needs and goals of the client is paramount to
EBP. A clinician must be able to leave an assessment with a clear picture of what it
is that the client needs and prefers. What are the expectations that the client has for
this meeting and their interactions with the agency? What are the hopes the client
has for what you will do or say at the end of the assessment process? What are the
priorities that the client has for their care? Do they want to address their housing
conditions first or address their depressive symptoms first? Do they want to work
with someone individually or as a family unit? Do they want to receive services
from a clinician who is of a particular ethnicity, gender expression, or sexual
orientation? Understanding the answers to these questions will help the practi-
tioner begin to understand how to place the needs of the client in the context of the
other areas of the assessment.

An important caveat to consider in regard is that sometimes the wishes or needs
identified by the client do not align with the assessment of the social worker. For
example, it may be that the client identifies that his primary goal is to have the
department of social services out of his life, but he is not interested in following
the plan that the child protective case worker has developed around safe discipline.
Or a client that wants to cut back on her drinking so that she does not get another
DUI conviction, but is not interested in stopping her drinking, despite that fact that
she has a serious health condition that is directly affected by it. In these cases, the
clinician must work with the client to develop goals that are consistent with the
agency purposes, social work values, and meet the client where she or he is.

This process is not always easy. This part of the goal setting process takes
patience and must be negotiated carefully in the context of a relationship that may
not have had time to develop into a solid rapport. It is imperative that clinician and
client have open conversations throughout the assessment and goal setting phase of
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an intervention. There are many situations where obtaining information from the
client regarding his or her wishes is complicated further by the age of the client or
the capacities of the client. For example, for clinicians who work with children, it
is often a dilemma regarding whether to honor the parents’ wishes or the child’s.
Another example might be a client who is in currently actively psychotic and does
not seem to have the ability to make an informed decision about treatment. A
further complication is whether the clinician believes the client is an accurate
reporter of the situation or the facts surrounding why the referral was made. These
situations add to the complexity of the goal setting process and it is during these
times when seeking out supervision may be important for the social worker to help
identify a clinically sound and ethical course of action.

Social workers who are unsure about whether the priorities that have been set
by the client and the worker are compatible with social work ethical standards or
the agency should seek consultation with a supervisor based within the agency or
consult the local chapter of the NASW. Many chapters have an ethics consult
available to members. Using the answers to these questions, the clinical social
worker begins to funnel the information gathered in an assessment and determines
how to prioritize the information to begin the EBP process. A case example
follows to help illustrate this process more completely. The reader is also referred
to the more extensive cases later in the book (Chapters 11–16) where the process is
explored in greater depth.

An Example: Case of Samir—Identifying Practice Information
Needs Through Assessment

Samir is a 16-year-old first generation male whose family is from India. He was
born in the United States, but his parents are still very connected to India, as most
of his extended family still lives there. He has an older sister who is in college in
the United States. You work as a school social worker at a high school, and Samir
was referred to you by one of his teachers due to concerns about recent changes in
his academic performance at school. There were also some changes in his social
behavior.

Before deciding which type of assessment format you will use in the assessment
process with Samir, it is essential to first review the factors discussed previously.
First, in your role as a school social worker in this institution, it turns out that you
are not able to provide any ongoing treatment to students. The role of the SW is to
provide crisis intervention or to refer out to an outside provider. Outside referrals
are made if the student needs ongoing services of any kind that are not related to
academic services, such therapy, medication, or ongoing supportive counseling.
Second, the context of the setting is that the school is not equipped to provide
ongoing therapy services to students. You are placed in multiple schools and do
not have a consistent office each week where you would meet with students, even
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if this was an option. As such, the setting does not afford you with a consistent,
private, location to meet with students during your time at their school. Finally, it
is important to note before the meeting that Samir did not volunteer to come to
meet with you. Although he may have agreed, he did not independently seek out
services with the school social worker. It will be important to determine what his
concerns and wishes are about meeting with you in order to understand how to
begin the EBP process. This is also consistent with the EBP emphasis on honoring
client values and preferences.

By reviewing the factors discussed previously, the assessment process is
already somewhat streamlined. Your role with Samir, the limitations of the setting,
and his role in the referral process are all better understood. Based on this infor-
mation, you decide that your role with Samir will be to first determine if crisis
intervention services need to be offered and if not, what ongoing services might be
useful to him in the community. Second, you will need to combine this infor-
mation with his wishes and needs in order to find what type of service will best
align with his goals and needs. There is also the issue of what resources are
available in the community.

In meeting with Samir, you learn from him that while he did not ask to come to
see you on his own, he was ‘‘fine’’ with the referral. As you were trained using the
PIE system, your assessment questions are derived primarily from that format.
You ask a number of questions regarding the changes noted by his teachers, the
changes he has experienced in himself, his own observations and what he hopes to
gain from coming to see you. What you learn is that Samir has been a very strong
student since starting high school. However, his grades have begun to drop within
the past three months and he is starting to have panic attacks in association with
big tests or examinations. These panic attacks are increasing. He feels like he is in
a vicious cycle of worrying about his grades and then having a panic attack. This
leads to more worry and more panic attacks.

In thinking through the PIE classification, you begin to ask questions about the
four domains to better understand the potential source of these symptoms and
stress he is experiencing. In speaking with Samir, you learn that recently his sister
has had difficulties in college, has withdrawn from school, and has returned home
for the semester. According to Samir, she was ‘‘partying too much and not paying
attention to her school work.’’ Their parents decided to withdraw her from school
until she could ‘‘get her priorities in order.’’ Samir reports that since she has been
home, there is more conflict between his sister and his parents. Further, there is
more conflict between his parents, who are now making more comments about his
school work. They say that he will ‘‘not act like his sister and blow his educational
opportunities.’’ Using the PIE system, it appears that the main source of the
difficulties falls within Factor I: Social Functioning Problems, specifically that the
much of the tension comes from the current family situation.

In speaking with Samir about what he thinks would be helpful, he states that he
would like help with finding better ways to ‘‘cope with the panic attacks’’ and ‘‘get
back on track with my school work.’’ When asked to elaborate, he states that he
wanted someone who would work with him one on one to help him learn to ‘‘deal
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the panic’’ and give him some additional skills for managing stress. His stated
goals and wishes were not in alignment with your assessment of where the origins
of the problem lay. He placed the resolution of the problem with himself, and not
within the context of his family.

Carefully, you explore with him whether he thought it would be useful to also
involve his parents and sister in the meetings with such a person, since it sounds
like life at home has become more stressful. Samir replied adamantly that he did
not want to involve his family in this process, other than to have them see that he is
seeking help to work on his academic performance. When asked if he could
explain why he preferred this course, he stated that his family was very private and
that they were also very stubborn. ‘‘You do not talk to people outside of the family
about your problems, especially not non-Indians.’’ However, he felt that if he saw
someone and it was couched as an ‘‘academic coach’’ that it would be acceptable.
A ‘coach’ might help take the pressure off him. His parents would see that he was
actively seeking help around his academics, unlike what they perceive his sister is
doing.

From this conversation, you learn that Samir is experiencing a great deal of
stress due to changes in his family status. As a result of this stress, his school
performance has declined, and he is experiencing panic attacks. His preferences
are to meet with someone outside of the school individually to help him develop
additional tools to manage his anxiety and stress, while helping boost his school
performance. Although his wishes do not align with your assessment of the source
of the problem, you defer to his wishes to get help individually at this time, rather
than to involve his family. He states that their involvement would be a ‘‘dead end’’
as they would not engage in treatment surrounding a family issue due to their
cultural beliefs about privacy. Keeping in mind your role and practice setting, the
priorities outlined by Samir are consistent with your role as a school social worker
and the limitations of the setting in which you practice. Your role now is to help
Samir find an appropriate professional who can provide an effective intervention
for his anxiety, while keeping in mind the family context and the recent changes
within his family. Note that Samir’s values and preferences are a key part of this
decision-making process.

While you know many providers in the community, you want to make sure that
you find a provider who is trained in an appropriate intervention that will most
benefit Samir. As such, the research question that you develop to orient your EBP
search is: What are effective interventions for addressing panic disorder and school
performance anxiety in high school students? While ultimately you will not be
conducting the final step of the EBP process of applying the intervention, it will be
essential for you to follow the other steps outlined in Chapter 3 to determine the
best match for Samir with a provider in the community. In addition, being
informed of the available research, the intervention options, and being able to
explain them and talk through them with Samir fits very much with your role as a
school social worker. It may also be essential in helping Samir’s parents support
his desire to receive services.
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Conclusion

It is through a careful assessment that social workers actually begin the EBP
process. It is through the integration of the information they gather about the
client, the context, the clients’ wishes, the role they play in their agency and the
context of the practice settings that clinical social workers use their professional
expertise to organize the information into a searchable practice question. Step 1 of
the EBP practice decision-making process begins, based squarely on how the
clinical social worker interprets and synthesizes all of the available information.
The assessment model used to gather that information will shape what questions
are asked and what information is prioritized. It is essential therefore, for social
workers to understand the limitations of each assessment format and any tests or
measures used. Social workers must also be aware of the power that they hold
when making an assessment, as these assessments determine the pathway taken by
both clients and practitioners. They shape the EBP process, but simultaneously
shape other processes and actions.

The next several chapters of this book explore each of the later steps of the EBP
model in greater depth and detail. The next chapter shifts to a very different set of
professional skills used in locating practice research, Step 2 of the EBP practice
decision-making process.
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Chapter 5
Locating Practice Research

Step 2 of the evidence-based practice (EBP) practice decision-making process
centers on efficiently locating practice research. This chapter will offer a detailed
introduction to the key print and online research information resources available for
EBP. It will guide clinical social workers to finding specialized research for clinical
practice. We will describe the key types of practice-related resources and identify
many specific resources. We will also provide an introduction to effectively
searching online resources.

Starting Points

After completing a thorough assessment and defining an orienting question, the
second step of the EBP process is to locate the best available research relevant to
your client’s needs and specific clinical circumstances. There are many ways to
begin locating useful research and practice information. The first choice may be
between background information versus very specific information. If you are
already familiar with a disorder, its diagnosis, and its treatments, a good starting
point is to look for specific research information. On the other hand, if the issue is
unfamiliar, or if you have reason to think your knowledge may be old or limited,
starting with background information may be a better choice. Reviewing back-
ground materials will not only take longer, but will also prepare you for other
clients with similar needs. Reviewing background materials offers a learning
opportunity.

As discussed in Chapter 2, an initial choice will be between using print or online
resources. Both have assets and liabilities. Both also have significant infrastructure
costs. These costs are often borne by the professional user. Books are expensive,
often very specialized, and must be updated as new editions are printed. Computers
and Internet access also have significant costs for individuals and agencies
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(Drisko 2010; Krueger and Sketch 2000). On the plus side, agencies and practices
with electronic record systems may have much of the needed infrastructure on site.

The next choice will often be determined for users: between free and paid access
to research materials. If your agency or an affiliated college or university has access to
some of the many paid, password protected research data bases, you can access many
more resources and gain much more detailed information. Free sites often offer just
abstracts or summaries offull research studies. This means that if you need to explore
research results in great detail, you may need to search paid sites. The good news is
that a great deal of practice research is available online through free sources.
For many practice information needs, these free sources are adequate.

Print Resources

Several excellent books offer summaries of practice research (see Table 5.1). They
may not, however, be comprehensive enough if you need to search for information
specific to elders or to disorders that appear infrequently in most practice settings
(such as Reactive Attachment Disorder or Narcissistic Personality Disorder).
Note that many books in mental health are organized by diagnosis. They are likely to
follow a medical model approach to problem definition, with relatively little focus
on the interpersonal and social aspects of client’s situations. Alternative approaches
to assessment, such as the Karls and Wandrei (1994) Person-in-Environment System
or the Psychodynamic Diagnostic Manual (2006), are very rarely mentioned despite
their important and useful efforts to expand the scope of mental health practice.
Ethnically and racially diverse populations may also be inadequately addressed
(Zayas et al. 2010). For example, the very different diagnostic system of other

Table 5.1 Initial print resources for finding mental health research results

BMJ Clinical Evidence in Mental Health. The British Medical Journal (BMJ) offers very detailed
summaries of outcome research in both print and online versions. It is organized by disorder
and has extensive information on medications. Updated semi-annually.

Alan Carr’s (2009) What works with children, adolescents and adults? offers a useful summary of
psychosocial treatments for all age groups. It’s strength and main limitation is that it addresses
common ICD/DSM disorders and few less common ones.

Anthony Roth and Peter Fonagy’s (2005) What works for whom? A critical review of
psychotherapy research (2nd ed.) offers a useful summary of psychosocial treatments for
adults. Its strength is that it reports both extensively studies treatments and also discusses
treatments that are widely used but not yet well researched. Emphasizes common DSM
disorders.

Peter Fonagy and colleagues’ (2005) What works for whom? A critical review of treatments for
children and adolescents offers a useful summary of psychosocial treatments for children and
adolescents. Its strength is that both extensively studies and widely used but not well studied
treatments are examined. Emphasizes common DSM disorders.

Alan Carr’s (2002) Prevention: What Works with Children and Adolescents? examines outcome
research on select prevention programs for children, adolescents and families.

Note carefully, print resources can become dated very quickly!

80 5 Locating Practice Research



cultures is also very rarely mentioned. One such system, the Chinese Classification
of Mental Disorders (2001), may help practitioners understand the unique needs and
forms of expression used by populations who may appear in Western practice
settings (Chen 2002). Further, disorders are usually addressed ‘one at a time’ in the
literature. There is little recognition that clients often present with comorbid
disorders or combinations of psychological and social challenges. This adds to
clarity and validity for research purposes but may decontextualize research findings
as guides to practice decision making. Bearing this in mind, these books are still
valuable orienting resources for clinical social work practice.

Print materials can be very valuable background resources. They can provide an
excellent way for clinical social workers to understand the conceptual and prac-
tical issues in practice research. They can also introduce clinicians into the
complex world of evaluating research results and design. Print materials can also
provide immediately useful foreground knowledge so long as they are recently
published. Still, in many cases, online materials may provide more specific
information and can help insure examination of the most current knowledge.

Online Resources

Due to the time constraints of clinical practice, online resources have great appeal.
Information on a wide range of topics may be found quickly. Overviews of mental
health disorders and practices are increasingly common online, though the quality
of these resources varies widely. Be sure to examine the credentials and institu-
tional affiliations of online resources. In general, look for well-known institutions
and authors, ample use of citations, and specific results. Online resources with such
detailed results, descriptions of the methods by which conclusions were drawn,
and with ample and specific citations are likely to be better information sources for
EBP. Still, be sure to apply critical thinking at all times. Use of Wikis is
discouraged. Though Wikis may include quality information and may be a useful
preliminary source, their information is of highly variable quality.

A general word of caution regarding URLs or web addresses: The web addresses
of databases change and evolve very rapidly. This is largely due to consolidation
among online publishing companies and among government agencies. If a web
address listed below does not work, search the name of the resource and a current
address is likely to be found.

Disorder- or Diagnosis-Specific Online Resources

Electronic access to research materials and practice guidelines is increasingly
assumed by funders, program managers, publishers, and authors. This is because
electronic resources can be accessed immediately and in a wide range of locations.
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They can provide very focused summaries of relevant research to practitioners. For
the ideal of EBP to be met, clinical practitioners need the best research information at
all times to guide decision making. Up-to-date information provided electronically
can be a major aid in going beyond simply relying on traditional practices.

Challenges to realizing this goal are found in infrastructure, funding, and
training. Clinical social workers and other clinical practitioners would need
technology to make use of online resources. Adequate access to computers, smart
phones, or personal data assistants (PDAs) is expensive and not currently in
place. Funding for such infrastructure might compete with funding for direct
clinical services as well. Funding for the research needed to expand and update
the practice knowledge base in mental health would also be challenging. Finally,
if good access to technology was widely available, clinical practitioners would
need to be trained in its optimal use and retrained or updated as new technologies
emerge.

For psychiatric and mental health disorders, the Cochrane Collaboration
Library is widely acknowledged as providing the highest quality systematic
reviews of research. Many other sites link to the Cochrane Library, but many also
offer systematic reviews using different (and often less rigorous) standards, as well
as abstracts and full text reports of individual studies. These sites are generally
organized by DSM or ICD diagnoses.

• The Cochrane Library. This is a database of very high quality systematic reviews
(syntheses of available research) on single topics. The Cochrane Library is
organized by disorder and medical model in orientation. Abstracts are available
without cost. Cochrane reviews are widely considered to be the best sources of
EBP research knowledge. This is because the Cochrane Collaboration includes a
working group that set the most rigorous and transparent standards for systemat-
ical reviews of clinical research in medicine and psychiatry. Cochrane reviews
also tend to be conservative, and may find less clear support for treatments than do
other reviewing organizations www.cochrane.org.

• The National Guideline Clearinghouse. This is a compilation of treatment
guidelines derived by expert panels but based on research results. It is organized
by disorder and medical model in orientation. Guidelines are available without
cost. The guidelines are often very detailed which can be useful in treatment
planning and in insuring thorough assessment. Serious risks are often empha-
sized, pointing to medications or techniques to be avoided, or only used after
very careful review of the client’s unique satiation www.guideline.gov.

• The United Kingdom’s National Electronic Library for Health is a resource to
locate a wide range of mental health resources, some originally published on
other web sites included here. The results are numerous, but point users to a mix
of free publications and to sites that require subscriptions or payment for access
to original documents www.library.nhs.uk/.

• The Centre for Reviews and Dissemination Databases at the University of York
includes the Database of Abstracts of Reviews of Effects (DARE). DARE
complies over 15,000 systematic reviews, including those of the Cochrane
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Collaboration discussed above. The Center also provides access to papers
examining the economic aspects of practice (through the UK’s National Health
Service Economic Evaluation Database or NHS EED) and papers on healthcare
technologies (Health Technology Assessment or HTA) www.crd.york.ac.uk/
crdweb/.

• The Center for Evidence-based Medicine provides summaries from the Cochrane
Database and weekly updates of new additions and changes to the Cochrane
Database (which includes many new titles at the beginning stages of research as
well as newly completed systematic reviews http://cebmh.com/.

• Evidence-based Mental Health is a monthly print and online journal that
‘‘surveys a wide range of international medical journals applying strict criteria
for the quality and validity of research.’’ Relevance is determined by practicing
clinicians who select the studies to be included. Print subscriptions are $193 per
year and include online access. Online subscriptions are $108 per year http://
ebmh.bmj.com/.

• Clinical Evidence is another subscription-based resource for medically oriented
mental health results through the BMJ group. Searches yield results organized
by age group or other relevant factors that delimit and focus results, a helpful
feature http://clinicalevidence.bmj.com.

• Evidence-based Mental Health Treatments for Children and Adolescents has a
strong cognitive-behavioral orientation. The site summarizes several forms of
CBT and a few other treatments meeting American Psychological Association‘s
definition of empirically supported treatments used to treat a range of childhood
disorders. Oriented as much to families as to clinical practitioners, the site is
very clear and well organized www.effectivechildtherapy.com/.

• Physicians’ Education and Information Resource. The American College of
Physicians created this resource of information on medical and mental health
conditions. The mental health psychiatry module includes information on core
mental health and substance abuse disorders. While free to members, non-
members may subscribe at www.statref.com.

• The United Kingdom’s National Health Service’s Clinical Knowledge Summaries
provide a source of evidence-based information about common conditions for the
primary care practitioner. Includes both medical and mental health disorders
http://www.cks.nhs.uk/home.

• The Evidence-Based Psychiatry Center of the Nagoya City University Graduate
School of Medical Sciences in Japan ‘‘aims to accumulate and disseminate the
currently available best evidence in the most clinically relevant way possible to
practicing psychiatrists world-wide.’’ Drawing on their own weekly case con-
ferences, they assemble and critically evaluate materials on treatment, diagnosis,
diagnostic tests, prognosis, and side effects. Easy to use www.ebpcenter.com/.
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Program-Oriented Online Resources

While most medical model resources are organized diagnostically, by disorder,
resources related to treatment programs are organized more generally by concern or
problem type. That is, you can find information about programs for runaway teens
or substance abuse treatment as a social need, not in terms of medical diagnosis.
Some program-oriented reviews include information on specific psychosocial
treatments (such as Multisystemic therapy or Solution-focused therapy).

• The Campbell Collaboration Library. This is a database of very high quality
program reviews focusing on social welfare, education, and criminal justice. It is
organized by topic. Full reviews are available without cost. The Campbell
Collaboration Library is widely considered to be the best source for research
knowledge about the effectiveness of programs. (While the ‘‘handbook’’
detailing Campbell Collaboration Guidelines is not available online at the time
of writing of this book, Campbell systematic reviews draw on and closely follow
the Cochrane Collaboration standards.) Campbell reviews tend to be conser-
vative and thorough. The database is growing but may prove to be limited for
any specific social need www.campbellcollaboration.org/library.php.

• The National Mental Health Information Center of the United States Substance
Abuse and Mental Health Services Administration offers ‘KITs’ to translate
evidence-based programs into practice. KITs contain information sheets for all
stakeholder groups, orienting videos, practice demonstration videos, and
workbooks or manuals for practitioners. Topics include integrated treatment for
co-occurring disorders, assertive community treatment, illness management and
recovery, supported employment and family psychoeducation. Additional topics
are in preparation http://mentalhealth.samhsa.gov/cmhs/CommunitySupport/
toolkits/.

General Online Resources Addressing Clinical Practice

The following online resources offer a wide range of materials. These include
summaries and articles directly related to clinical practice and EBP, as well as
materials on other topics.

• Information for Practice offers a free overview of new scholarship relevant to
social work including journal articles, gray literature, infographics, and more.
Developed and maintained by Dr. Gary Holden and others at the NYU Silver
School of Social Work. Updated daily. Provides multiple RSS feed possibilities
(for ongoing, active, ‘push’ of information to your web browser or smart phone)
http://ifp.nyu.edu/.

• Practicewise offers subscription-based information including ‘‘on child-specific
dynamic summaries of the best available research studies, clinical dashboards
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for visualization of clinical progress and history, or clinical protocols and
summaries.’’ Online subscriptions for clinicians or organizations are $150 per
year www.practicewise.com/web/.

• Bandolier. Bandolier provides monthly summaries of research articles on
selected topics that are informative but that do not always meet the highest
research quality standards. They are often useful as background information,
though topics covered are selective rather than comprehensive. Topics include
schizophrenia and depression as well as patient management issues and ‘other
stuff’ such as cannabis use and mental illness and being sane in insane places
www.medicine.ox.ac.uk/bandolier/.

When using any online resources, be sure to look for the dates when they were
last updated. The research studies included in systematic reviews often span
several years. However, the systematic reviews are done and updated from time to
time as new results become available. Most reviews show the date of the last
update in a very prominent location. When reviews are more than five-year old, as
a rule of thumb it is wise to look for additional, more current information as an
additional resource (Shojania et al. 2007).

If systematic reviews of research on any given issue are not found, the next
option is to look for individual research articles on the topic. Many research articles
are published commercially and will require subscriptions or payment for access.

Bear in mind that reviewing individual research articles takes a strong back-
ground in research methods to be done successfully. (More about doing this follows
in Chapters 6–8.) The sheer number of choices that must be made to decide if the
research is rigorous and relevant to your specific practice situation is demanding.
The work done by professional reviewers in research compilations noted above now
becomes the task of the clinical social worker. The strength of doing a review with a
specific practice situation in mind is that you can weed out research that is not
relevant much more accurately. You may also learn about issues that matter a great
deal in your situation but were not so critical or widespread enough to be mentioned
in the research summaries.

Databases of Individual Research Articles

Where systematic reviews of research on a topic are not available, the next option
for clinical social workers is to look directly at individual research articles.
The challenges in this task include locating the most relevant articles in the large
volume of articles found on many topics (such as anxiety or depression), evalu-
ating the relevance of the articles to your specific client and clinical circumstances,
and evaluating the quality of the research articles located. The good news is that
online resources make a vast array of materials available to clinicians and a wide
range of articles are available for free (though some will require payment or
subscriptions).
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• PubMed is a useful interface to Medline, the vast online database of medical
research articles maintained by the United States National Library of Medicine
(part of the National Institutes of Health). Abstracts of articles are provided for
free. Many, but not all, PubMed citations include links to full text articles for
free. This is a major asset for clinicians. PubMed also includes prominent and
easy to use search features that allow users to shift from a specific topic, say
Borderline Personality Disorder, to a higher order topic such as personality
disorders in general www.pubmed.gov or www.ncbi.nlm.nih.gov/pubmed/.

• Agency for HealthCare Research and Quality. This database offers ‘‘evidence
reports’’ of research on depression and substance abuse as well as a few
additional mental health topics. Medically oriented and spotty in results for
mental health topics www.ahrq.gov/clinic.

Search Strategies

Searching online databases can be a complex task. Where possible, it is always a
good idea to begin with some formal training from a research or reference
librarian. Such training is routine for all levels of higher education. Introductory
sessions can take an hour or two but are well worth the time. Librarians are
familiar with the available database resources as well as knowledgeable in strat-
egies for exploring them. Even if you are a skilled and persistent searcher, asking
for librarian support when you are stuck or frustrated is strongly recommended.

To search for individual research articles, it is very helpful to use a specific
database search strategy. This involves selecting keywords and some tips on using
search engines efficiently. While a full tutorial on using search engines is beyond
the scope of this book, there are some strategies that fit will with EBP needs and
purposes.

Search keywords for EBP database searches start with the client’s needs and
situation. Very often the first keyword will simply be the name of the diagnosis,
disorder, or problem that begins with the client’s clinical need. There may be
alterative terms for this disorder. For example, ‘depression’ might also be specified
as ‘major depressive disorder’ if the criteria are met. ‘Dsythymia’ is a similar
alternative, but is, of course, a different disorder and diagnosis. It is important to be
as specific as possible when conducting searches, as your results will be much
more targeted and directly related to your question. Use a thesaurus or a medical
dictionary if you are unsure what alternate terms might be used. (Online thesauri
and medical dictionaries are excellent for this.)

Commonly used medical search keywords are established by the National Library of
Medicine’s Medical Subject Headings list (www.nlm.nih.gov/mesh/MBrowser.html).
This list of over 26,000 terms (as of 2011) is used to frame searches in Medline. Medline
includes over 20,000,000 citations and is one of the largest EBM/EBP article databases.
The Medical Subjects Headings (MeSH) list also provides sources of alternate search

86 5 Locating Practice Research

http://www.pubmed.gov
http://www.ncbi.nlm.nih.gov/pubmed/
http://www.ahrq.gov/clinic
http://www.nlm.nih.gov/mesh/MBrowser.html


terms for clinicians and researchers. MeSH has a tree and branch format. Top level
‘‘Categories’’ include psychiatry and psychology, chemicals and drugs, and health care.
These are followed by even more specific ‘‘Descriptors,’’ such as ‘mental disorders’ or
‘behavioral mechanisms.’ Even more precise and narrow are ‘‘Qualifiers’’ that create
specific subsets within topics. Qualifiers include ‘CO’ for co-occurring or associated
disorders, ‘DI’ for diagnostic issues, and ‘PS’ for psychology. (There is no social work
qualifier.) A search using the adverse effects qualifier ‘AE’ can locate adverse effects of
treatments. Searches on a top level descriptor such as depression in Medline, with the
qualifiers DI and PS, would target both diagnostic issues and psychological issues. This
can speed up searches and limit the number of extraneous sources included in the search
results.

PubMed, a useful interface to access Medline articles and citations, helps to
organize your search. Pub Med starting pages ask for a category or descriptor to
begin the search. The results pages often include click box options with suggestions
to help you narrow and target your search.

Bear in mind, too, that reference librarians are also excellent sources of
information regarding alternate search terms. They are skilled at finding the list of
keywords and headings that are used by major professional groups and publishers
to organize their materials in print and online. Do not hesitate to ask for search
help from librarians.

A basic search tip is that any word placed in double quotation marks, such as
‘‘depression’’ will be searched for exactly as entered. This allows you to enter terms
such as ‘‘generalized anxiety disorder’’ as a phrase and to have the full term used
precisely as the focus of your search. This is a simple way to enter multiple word
phrases as search terms. Commonly used words, such as ‘a’ or ‘the’ will be ignored
by most search engines if not entered into a phrase using quotations marks to
require a search for the exact phrase. (Google allows use of the ‘+’ sign as well as
double quotation marks to identify exact search phrases. By typing +depression+
Google will search for this precise term. Note that there are no spaces immediately
before or after the search term.)

It is often useful to combine search keywords. This is most often done using
Boolean logical operators. While the name might sound difficult, Boolean oper-
ators simply link terms to combine them in different ways. They are the foundation
of most everyday Internet searches. Let us start with a two-term search example.
The Boolean ‘AND’ operator gets all the information which includes both search
terms. An ‘AND’ search yields all materials that include the overlap of both terms,
but excludes materials with just one of the terms. For example, a search for
‘‘depression’’ AND ‘‘dysthmia’’ will locate materials including both terms, but not
either one separately. Such results are generally large but focused. One might also
search for ‘‘depression’’ AND ‘‘experiment’’ to get materials on depression that are
only based on experimental research. By adding even more terms a still more
precise search results. A clinical social worker might search for ‘‘depression’’
AND ‘‘treatment outcomes’’ AND ‘‘experiment’’ to locate articles on the outcomes
of experimental studies on treatments for depression. Such combined searches can
narrow the many materials to just those that are most likely to be clinically useful.
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Another strategy uses the Boolean ‘OR’ search operator. The ‘OR’ operator
gets all materials including either search term as well as both at once. That is, such
a search includes the results for an ‘AND’ search as well as more materials about
either term separately. A search for ‘‘depression’’ OR ‘‘dysthymia’’ would include
all materials including either term as well as materials covering both terms. Such
results can be overwhelming for common disorders. On the other hand, for less
common disorders the ‘OR’ search operator may be a fine starting point. Searching
for ‘‘pica’’ OR ‘‘eating non-food items’’ would yield a larger and wider set of
results than a search for ‘‘pica’’ alone.

Finally, the Boolean ‘NOT’ operator will allow you to limit searches. That is,
one might search for ‘‘depression’’ NOT ‘‘seasonal affective disorder’’ to narrow
the search to exclude materials about SAD. Using the ‘NOT’ operator is a good
way to limit searches to avoid materials on comorbid disorders (i.e., substance
abuse, grief) when the other issues are not clinically relevant to the client’s needs
and situation. The ‘NOT’ operator may also be used to limit the population the
search will target. For example, one might search for ‘‘depression’’ NOT ‘‘elders’’
to focus a search about a middle age client.

Search operators may also be identified by symbols. That is, depending on the
search engine, an ‘AND’ search might be identified by a ‘+’ plus sign or an ‘&’
ampersand symbol. A ‘NOT’ operator might be symbolized as a ‘-’ minus sign.
The ‘OR’ search is often represented by ‘OR/’ where the slash indicates usage as a
search operator. In Google the ‘OR’ operator must be typed in capital letters for
the ‘OR’ to be understood as a search term. Also in Google, the ‘+’ can be used to
set up an ‘AND’ search by using spaces before and after the ‘+’ sign. If the plus
sign is used to surround a search term without spaces before and after, Google’s
search engine seeks the exact phrase. In effect, use of the ‘+’ sign without spaces in
Google is the same as using double quotations marks to specifically identify a
search term.

In the illustrations used above several search operators can be combined into
one phrase. One can also ‘nest’ search operations to give one priority over others.
For example, one might search for (depression AND overeating) NOT grief. By
placing the parentheses around (depression AND overeating) the search engine
first examines these terms and then next combines the results with the information
for the remaining terms not included in the parentheses.

The scope of thorough computerized searchers can be daunting. Lists of the
Boolean search phrases used in some Cochrane Collaboration full reviews run to
three full pages of single-spaced text. Keywords vary in subtle fashion and
combinations of search phrases may yield different results. Still, for practice
decision-making purposes, a few search combinations may point to a major
fraction of the available research. In other cases, limited returns from searches may
reflect a lack of available research, not a flaw in search methods.

While computerized searches can be terrific resources for finding clinically
useful information, it is common to find many results or ‘hits’ that prove irrelevant.
Search engines use very formal rules to find materials. They often include materials
in which the search term is a very minor focus, or where the material simply states
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that it is excluding the topic from discussion! In all cases, careful human vetting of
results is needed to ensure relevance to the clinical situation. Critical thinking is
also needed to determine where results that are unusual are carefully evaluated for
their potential relevance, credibility, and utility. Searches may expand our thinking
and can help us generate new ways of looking at situations, but ultimately it comes
down to how the clinician interprets what information she or he has found. The goal
is to find the best available research for the clinical need that guides the EBM/EBP
search process.

The Next Step in Evidence-Based Practice:
Critically Appraising the Research Knowledge

It is very important to keep in mind that many print and online sources will make
claims about ‘best practices’ and ‘evidence-based treatments’ using a wide variety
of standards or, at worst, little systematic evidence. The EBP practice model
emphasizes including research knowledge as one vital part in the development of
assessment and treatment plans. EBP equally emphasizes the client’s clinical
needs and situation, as well as the goals and values of the client. Using the
professional expertise of the clinical social worker, the best available research is
integrated into intervention planning. The goal of EBP is to help make treatment
(or diagnostic, or preventive) decisions that are likely to be most effective with the
least potential for ineffectiveness or harm. Clients need to participate in EBP
treatment planning in order to fully meet their needs and ensure their active
involvement in treatment processes. More than one treatment (or diagnostic test or
prognosis) may be relevant and supported by strong research evidence.

One challenge for clinical practitioners is that many terms have developed
around EBP. As we have pointed out in Chapter 1, books and articles claiming best
practices or empirically supported treatments or interventions may use standards
that are not the same as those promoted within the EBP movement. Keep in mind
that best practices has no standard definition. It may be claimed by authors whose
work has little or no solid research support. Best practices is also used by funders
or working groups who develop lists of services they will fund or endorse. Further,
as we noted in Chapter 1, some states have defined lists of treatments or services
they will fund that are called best practices. Such lists are often developed using
standards quite different from those used more widely in the EBP movement.
Empirically supported treatments and programs usually have at least one outcome
study, but this research may not be experimental or of high quality. Many authors
use the term ‘empirically supported’ when only a single study has been completed
showing positive outcome, with or without a clear research design or a clear
definition of the treatment used. ‘‘Empirically supported treatments’’ under the
American Psychological Association model must have at least two experimental
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outcome studies or ten or more single subject design studies to use this label
(Chambless and Hollon 1998).

Once suitable research information has been found on the clinical question, the
third step in the EBP practice decision-making model is to appraise this information
for relevance and for quality. The focus shifts from finding information to critically
evaluating it. Different kinds of professional knowledge and skill are applied in this
appraisal process. The next three chapters will explore how to appraise and evaluate
research reports and results. The first step is to identify the research design used by
each study.
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Chapter 6
Evaluating Research: Research Designs in
Evidence-Based Medicine/Evidence-Based
Practice

Once you have located some research reports that can help answer your practice
question, Step 3 in the evidence-based medicine (EBM) and evidence-based practice
(EBP) decision making model is to appraise the quality and relevance of this
research. An initial inspection of materials should help differentiate those that are
relevant for your purposes from those that are not. Relevance may often be deter-
mined by examining the research question that each study addresses. Studies should
have clear and relevant research questions, fitting your practice needs. That is, the
topics should fit your clinical question, and the sample should be similar in age and
other background criteria. Once these ‘apparently relevant’ studies are identified, the
appraisal shifts to issues of research methodology. Even studies that appear be quite
relevant initially may later on prove to have important limitations as the details of
their methods are explored.

Evaluating the quality of individual research reports can be a complex process.
It involves several components. This chapter will review the research designs that
orient studies used in EBP. While many of these designs should be familiar to
social workers, they may be described using different terminology in EBM and
EBP research reports. Yet research designs are one key aspect of establishing
research quality. When clinical social workers have to review individual research
articles, determining their research design will be a key aspect of establishing their
quality and rigor. Chapter 7 will review several other methodological steps in
appraising individual research reports (sampling, defining the treatment or other
intervention, tests and measures, and statistics). Together Chapters 6 and 7 provide
a basis for assessing the quality of individual research studies. These same
methodological issues are also vital to the aggregation of multiple research studies
on a particular topic like depression. In Chapter 8 will we examine how multiple
studies are aggregated for review in EBM/EBP through meta-analysis and
systematic reviews. Both of these aggregation methods build upon specific quality
standards for individual research reports. This is why we will begin our review of
research methods at the level of appraising the individual research report.

J. W. Drisko and M. D. Grady, Evidence-Based Practice in Clinical Social Work,
Essential Clinical Social Work Series, DOI: 10.1007/978-1-4614-3470-2_6,
� Springer Science+Business Media New York 2012
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Research design is the first methodological issue a clinical social worker must
identify in appraising the quality of a research study. A research design is the
orienting plan that shapes and organizes a research project. Researchers use different
research designs for projects with distinct goals and purposes. Sometimes this is a
researcher-determined choice, and other times practical and ethical issues force the
use of specific research designs. In EBM/EBP, research designs are one key part of
appraising study quality.

While all clinical social workers are introduced to research methods as part of
their required course work, most do not make much use of this knowledge after
graduation. EBP, however, will require clinical social workers and other mental
health professionals to make greater use of their research knowledge in evaluating
research for practice. Therefore, we will review several types of research designs
in considerable detail.

Research designs are so important to EBM/EBP that this chapter will focus on
them exclusively. (As noted, we will examine other very important–and very
closely related–aspects of research methods will be examined in the next chapter.)
Our goal is to provide a useful refresher and reference for clinical social workers.
For readers who have a basic grasp of research designs and methods, this chapter
can serve as a brief review and resource. Some terminology, drawn from medicine,
will no doubt be unfamiliar. For other readers, who need only an update on
research methods, this chapter offers it. We will identify many excellent follow-up
resources in each section of the chapter. We also remind readers that there is an
extensive glossary at the end of this book.

Research Designs

This review of research designs has three main purposes. First, it will introduce the
variety of terminology used in EBP research, which is often drawn from medical
research. Much of this terminology differs from the terminology used in most social
work research texts that draw on social sciences research terminology. Second, the
strengths and limitations of each research design are examined and compared.
Third, the research designs are rank ordered from ‘strongest’ to ‘weakest’ following
the EBM/EBP research hierarchy. This allows readers to quickly understand why
some research designs are favored in the EBM/EBP literature.

Thyer (2011) states, quite accurately, that the EBP practice decision-making
process does not include any hierarchy of research designs. This is indeed correct.
The EBP practice decision-making process states that clinicians should use the best
available evidence. It does not state that only the results of research with certain
types of research designs are to be valued. That is, it is entirely appropriate to use
the results of case study research, or even practice wisdom when no better evidence
is available. Yet many organizations and institutions make quite explicit that there
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is a de facto hierarchy of evidence within EBP. This hierarchy is even clearly stated
in the early writing of Dr. Archie Cochrane (1972), who promoted the use of
experimental research knowledge to inform contemporary practice decision mak-
ing. Littell (2011) notes that the Cochrane Collaboration publishes, ‘empty reviews’
that report no research results deemed to be of sufficient quality to guide practice
decision making. This practice contradicts the idea of identifying the best available
evidence. In effect, the best available evidence is limited to evidence generated by
experimental research designs. This practice creates confusion about what consti-
tutes the best available evidence for clinicians, policy planners, and researchers.
Such authors do not report the best available evidence, but instead report only
experimental evidence that they deem worthy of guiding practice. They make this
choice because only well-designed experiments allow attribution of causal rela-
tionships; to say that an intervention caused observed changes with minimal error.
Still, this practice represents some academic and economic politics within EBP
research summaries. As discussed in Chapter 2, there are good arguments for and
against this position, but it is not entirely consistent with the stated EBM/EBP
practice decision-making model. Clinical social workers should be aware that this
difference in viewpoints about the importance of research design quality is not
always clearly stated in the EBP literature. Critical, and well-informed, thinking by
the clinician is always necessary.

Research designs differ markedly. They have different purposes, strengths, and
limitations. Some seek to explore and clarify new disorders or concerns and to
illustrate innovative practices. Others seek to describe the characteristics of client
populations. Some track changes in clients over time. Still others seek to determine
if a specific intervention caused a specific change. While we agree that the EBP
practice decision-making process states that clinicians should use the best avail-
able evidence, and not solely evidence derived from experimental results, we will
present research designs in a widely used hierarchy drawn from the Oxford Uni-
versity Centre for Evidence-based Medicine (2009, 2011). This hierarchy does
very clearly give greater weight to experimental, randomized controlled trial
(RCT) research results. It should be seen as representing a specific point of view,
applied for specific purposes. At the same time, such research designs do provide a
strong basis for arguing that a treatment caused any changes found, so long as the
measures are appropriate, valid and reliable and the sample tested is of adequate
size and variety. Due to the strong interval validity offered by experimental
research designs, results based on RCTs design are often privileged in EBM/EBP
reports.

We will begin this listing with the experimental research designs that allow
causal attribution. We will then progress from experiments, to quasi-experi-
ments, and then move to observational or descriptive research and end with
case studies. The organization of this section follows the research evidence
hierarchy of the Oxford University Centre for Evidence-based Medicine (2009,
2011).
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Types of Clinical Studies

Part I: Experimental Studies

EBP researchers view properly conceptualized and executed experimental studies
(also called randomized controlled trials or RCTs) as providing very strong empirical
evidence of treatment effectiveness. They are prospective in nature as they start at the
beginning of treatment and follow changes over time (Anastas 1999). Random
assignment of participants symmetrically distributes potential confounding variables
to each group in the study. Probability samples provide a suitable foundation for most
statistical analytic procedures.

The key benefit of an experimental research design is that it minimizes threats to
internal validity (Campbell and Stanley 1963). This means the conclusions of well-
done experiments allow researchers to say an intervention caused the observed
changes. This is why experiments are so highly regarded in the EBM/EBP model.
The main limitation of experiments is their high cost in money, effort, and time.
Further, they may be ethically unsuitable for some studies where random assignment
is not appropriate. A final disadvantage is that volunteers willing to participate may
not reflect clinical populations well. This may lead to bias in external validity, or
how well results from controlled experiments can be generalized to less controlled
practice settings (Centre for Evidence Based Medicine 2009).

In the European medical literature, experiments and quasi-experiments may be
called analytic studies. This is to distinguish them from descriptive studies that, as
the name implies, simply describe clinical populations. Analytic studies are those
that quantify the relationship between identified variables. Such analytic studies fit
well with the P.I.C.O. or P.I.C.O.T. treatment decision-making model (Center for
Evidence Based-Medicine, undated).

A. Randomized Controlled Trial

A prospective, group-based, quantitative, experimental study based on primary data
from the clinical environment (Solomon et al. 2009). Researchers randomly assign
individuals with the same disorder or problem at the start to one of two (or more)
groups and the outcomes for each group are compared at the completion of treat-
ment. Since researchers create the groups by random assignment to generate very
similar groups, the RCT is sometimes called a parallel group design. Usually one
group is treated and the other is used as an untreated control group. Researchers
sometime use placebo interventions with the control group. However, researchers
may alternately design experiments comparing two or more different treatments
where one has been previously demonstrated to produce significantly better results
than were found for an untreated control group. Pre- to post- comparisons demon-
strate the changes for each group. Comparison of post- scores across the treated
groups allows for demonstration of greater improvement due to the treatment.
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Follow-up comparisons may also be undertaken, but this is not a requirement of an
experiment.

The experiment or RCT can be summarized graphically as:

R O1 X O2

R O1 O2

where R stands for random assignment of participants, O1 stands for the pretest
assessment (most often done using a standardized measure), X represents the inter-
vention, and O2 stands for the post-test, done after treatment, using the same measure
(Kazdin 2002). There may also be additional follow-up post-tests to document how
results vary over time after treatment ends. These would be represented as O3, O4, etc.
Frequently, more than one measure of outcome is used in the same experiment.

In medical studies, particularly of medications or devices, it is possible to
‘‘blind’’ participants, clinicians, and even researchers to their experimental group
assignments. The goal is to reduce differences in expectancies that might lead to
different outcomes. In effect, either conscious or unconscious bias is limited to
strengthen the validity of the study results. A ‘‘double blind’’ experiential study
keeps all group assignments unknown to participants and to the treating clinicians.
‘‘Single blind’’ experiments keep only the participants unaware of group assign-
ments. Blinding is more possible where placebo pills or devices can be used to hide
the nature of the intervention. Blinding is much more difficult in mental health and
social service research where interactions between clients and providers over time
are common. In mental health research, interactions between client and provider
make double blinding very difficult.

While blinding is common in EBM studies of medications and devices, it is rare
in mental health research. There is, however, research that shows that clinical
practitioners and researchers may act consciously or unconsciously to favor treat-
ment theories and models that they support (Dana and Loewenstein 2003).
This phenomenon is known as ‘‘attribution bias,’’ in which people invested in a
particular theory or treatment see it more positively than they do other approaches.
Attribution bias may work consciously or unconsciously to influence study imple-
mentation and results. In turn, it is stronger research evidence if clinicians and
researchers who do outcome studies are not the originators or promoters of the
treatment under study. The American Psychological Association standards for
empirically supported treatments (ESTs) require that persons other than the origi-
nators of a treatment do some of the outcome studies used to designate an EST
(Chambless and Hollon 1998). That is, at least one study not done by the originator
of a treatment is required for the EST label. How clinician and researcher biases are
assessed in the EBM/EBP model is less clear. Similarly, Cochrane Collaboration
and Campbell Collaboration systematic reviews do assess and evaluate the potential
for bias when the originators of treatments are the only sources of outcome research
on their treatments (Higgins and Green 2011; Littell et al. 2008). All Cochrane and
Campbell Collaboration systematic reviews must include a statement of potential
conflicts of interest by each of the authors.
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It is important to keep in mind that experiments based on small samples may
have serious limitations despite their use of a ‘strong’ research design. Sample size
is one such issue. Many clinical studies compare small groups (under 20 people in a
group). Studies using small samples may lack the statistical power to identify
differences across the groups correctly and fully. That is, for group differences to be
identified, a specific sample size is required. The use of an experimental research
design alone does not mean that the results will always be valid and meaningful.
(We will examine issue beyond research design that impact of research quality later
in the Chapter 7.) Still, done carefully, the experimental research design or RCT
has many merits in allowing cause-effect attribution.

The CONSORT Statement (2010) established standards for the reporting of RCTs.
CONSORT is an acronym for ‘‘CONsolidated Standards of Reporting Trials.’’ The
people who make up the CONSORT group are an international organization of
physicians, researchers, methodologists and publishers. To aid in the reporting of
RCTs, CONSORT provides a free 37 item checklist for reporting or assessing the
quality of RCTs online at www.consort-statement.org/index.aspx?o=2964. The
CONSORT group also provides a free template for a flow chart of the RCT process
and statement online at www.consort-statement.org/index.aspx?o=2966. These tools
can be very helpful to the consumer of experimental research since they serve as
guides for assessing the quality of RCTs. The CONSORT flow chart is often found in
published reports of recent RCTs.

B. Randomized Cross-Over Clinical Trial

A prospective, group-based, quantitative, experimental research design based on
primary data from the clinical environment. Individuals with the same disorder,
most often of a chronic or long-term type, are randomly assigned to one of two
groups and treatment is begun for both groups. After a designated period of
treatment sufficient to show positive results, groups are assessed and a ‘‘wash-
out’’ phase is begun in which all treatments are withheld. After the washout
period is completed, the treatments for the groups are then switched so that each
group receives both treatments. After the second course of treatment is com-
pleted, a second assessment is undertaken. Comparison of outcomes for each
treatment at both end points allows for determination of treatment effectiveness
on the same groups of patients/clients for both treatments. A comparison of
active treatment outcomes for all patients is possible. However, if the washout
period is not sufficient, there may be carry over effects from the initial treatment
that in turn undermines the validity of the second comparison. Used with many
medications, there are often lab tests that allow determination of effective
washout periods. Secondary effects, such as learning or behavior changes that
occur during the initial treatment may continue and not ‘washout.’ Similarly, it
may not be possible to washout learned or internalized cognitions, skills, atti-
tudes or behaviors.
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The merit of cross-over designs is that each participant serves as his or her own
control which reduces variance due to individual differences among participants.
This may also allow use of smaller sample sizes while generating a large enough
sample to demonstrate differences. This is known as statistical power. All partici-
pants receive both treatments. Random assignment provides a solid foundation for
statistical tests. Disadvantages of cross-over studies include that all participants
receive a placebo or less effective treatment at some point which does not benefit
them immediately. Further, washout periods can be lengthy and curtail active
treatment for the washout period. Finally, cross-over designs cannot be used where
the effects of treatment are permanent, such as in educational programs or surgeries.

Cross-over trials may also be undertaken with single cases rather than groups of
participants. These are called single case cross-over trials. The basic plan of the
single case cross-over trial mimics that used for groups of clients, but is used with
just a single case. The cross over trial may be represented graphically as:

A1 B1 A2 B2 A3

where A1 stands for the initial assessment, B1 represents the first intervention
given, A2 represents the next assessment which is made at the end of the first
intervention and B2 stands for second type of intervention or the cross-over.
Finally, A3 represents the assessment of the second intervention done when it is
completed. Note that a wash out period is not specifically included in this design,
but could be included. Comparison of treatment outcomes for each intervention
with the initial baseline assessment allows determination of the intervention
effects. More than one measure may be used in the same study.

Since random assignment is not possible with single cases, the results of single
case cross over studies are often viewed as ‘weaker’ than are group study results.
However, each individual, each case, serves as its own control. Since the same
person is studied, there is usually little reason to assume confounding variables
arise due to physiologic changes or social circumstances.

It is possible to aggregate the results of single case designs. This is done by
closely matching participants and replicating the single case study over a number
of different participants and settings. This model is known as replication logic, in
which similar outcomes over many cases builds confidence in the results
(Anastas 1999). It is in contrast to sampling logic used in experiments in which
potentially confounding variables are assumed to be equally distributed across
the study groups through random assignment of participants. In replication logic,
repetition over many cases is assumed to include potentially confounding vari-
ables. If treatment outcomes are positive over many cases, the general effec-
tiveness of the treatment may be inferred.

In EBM single case studies are not usually designated as providing strong
research evidence. Yet consistent findings from more than 10 single case study
outcomes are rated as strong evidence in the American Psychological Associa-
tion’s designation of empirically supported treatments (ESTs) (Chambless and
Hollon 1998).
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C. Randomized Controlled Laboratory Study

A prospective, group, quantitative, experimental study based on laboratory rather
than direct clinical data. These are called analog studies since the lab situation is a
good, but not necessarily perfect, replication of the clinical situation. Laboratory
studies are widely used in the so-called ‘basic’ research since all other variables or
influences except the one under study can be controlled or identified. This allows
testing of single variables, but is unlike the inherent variation found in clinical
settings. Randomized controlled laboratory studies are often conducted on ani-
mals, where genetics can be controlled or held constant. Ethical issues, of course,
limit laboratory tests on humans. Applying the results of laboratory studies in
clinical practice has some limitations, as single, ‘pure’ forms of disorders or
problems are infrequent and contextual factors can impact of treatment delivery
and outcome.

Effectiveness Versus Efficacy Studies: Experiments Done
in Different Settings

In mental health research, a distinction is drawn between clinical research done in
real-world clinical settings and that done much more selectively for research pur-
poses. Experimental studies done in everyday clinical practice setting are called
‘‘effectiveness studies.’’ Such studies have some potentially serious limitations in
that they often include people with comorbid disorders and researchers may not be
able to ensure that treatments are provided fully and consistently to all clients.
This reduces the interval validity of effectiveness studies for research purposes. On
the other hand, using real-world settings enhances their external and ecological
validity, meaning that the results fit with real-world practice and generalize to
everyday clients and settings quite well. In contrast, more carefully controlled
studies that ensure experimental study of just a single disorder are known as
‘‘efficacy studies.’’ Efficacy studies carefully document that a fully applied treatment
for a single, carefully screened disorder are effective (or are not effective).

One well-known example of a clinical efficacy study is the NIMH Cross-site
Study of Depression (Elkin et al. 1989). This study rigorously compared medication
and two forms of psychotherapy for depression. Strict exclusion criteria targeted
only people with depression and no other comorbid disorders. Medication washouts
were required of all participants. Such efficacy studies emphasize internal validity;
they focus on showing that the treatment alone caused any change. The limitations
of applying efficacy studies results are that real-world practice settings may not be
able to take the time and effort needed to identify only clients with a single disorder.
Such efforts might make treatment unavailable to people with comorbid disorders,
which may not be practical or ethical in many clinical settings. Further, the careful
monitoring of treatment fidelity required in efficacy studies may not be possible to
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provide in many clinical settings. This is often for practical reasons of funding,
staffing, and time.

Efficacy studies are somewhat like laboratory research, but the similarity is not
quite exact since they are done in clinical settings, just with extra care. Efficacy
studies add an extra measure of rigor to clinical research. They do show with great
precision that a treatment works for a specific disorder. However, results of efficacy
studies may be very difficult to apply fully in everyday clinical work given the
ethical, funding, and practical limitations of clinical work.

D. The Quasi-Experimental Study or Cohort Study

In studies of clinical practice in mental health, it is sometimes unethical
or impractical to randomly assign participants to treated and control groups. For
example, policy makers may only fund a new type of therapy or a new prevention
program for a single community, or only certain types of insurance pay for the new
therapy. In such situations, researchers use existing groups to examine the impact of
interventions. Where pre- and post-comparisons are done on both groups, such a
research design is called a quasi-experiment. The key difference from a true
experiment is the lack of random assignment of participants to the treated and
control groups.

The quasi-experiment can be summarized graphically as:

O1 X O2

O1 O2

Once again, O1 stands for the pretest assessment (most often with a standardized
measure), X represents the intervention, and O2 stands for the post-test, done after
treatment using the same measure (Kazdin 2002). There may also be additional
follow-up post-tests to document how results vary over time after treatment ends.
More than one measure may be used in the same quasi-experiment. Note carefully
that the key difference from a true experiment is only the lack of random
assignment of participants.

The lack of random assignment in a quasi-experiment introduces some threats
to the internal validity of the study. That is, it may introduce unknown differences
across the groups that ultimately affect study outcomes. The purpose of random
assignment is to distribute unknown variables or influences to each group as
equally as possible. Without random assignment, the two groups may have
important differences that are not equally distributed. Say, for example, that
positive social supports interact with a treatment to enhance its outcome. Without
random assignment, the treated group might be biased in that it includes more
people with strong social supports than does the control group. The interaction of
the treatment with the impact of social supports might make the results appear
better than they might have been if random assignment had been used. Thus in
some EBM/EBP hierarchies of research evidence, quasi-experimental study results
are rated as ‘weaker’ than are the results of true experiments. That said,
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quasi-experiments are still very useful sources of knowledge. They are often the
best available research evidence available for some treatments and service pro-
grams. To reduce potential assignment bias, quasi-experimental studies use
‘‘matching’’ in which as many characteristics of participants in each group are
matched as closely as possible. Of course matching is only possible where the
relevant variables are fully known at the start of the study.

Advantages of cohort studies include their ethical appropriateness in which
participants are not assigned to groups. Participants can also make their own
treatment choices on an informed basis. Cohort studies are usually less expensive in
cost than are true experiments, though they may both be costly. Disadvantages of
cohort studies are potentially confounding variables may be operative but unknown.
Further, comparison groups can be difficult to identify. For rare disorders, large
samples are required which can be difficult to obtain and may take a long time to
complete.

E. The ‘‘All or None’’ Study

The Center for EBM at Oxford University (2009) includes in its rating of evidence
the ‘‘All or None’’ research design. This is a research design in which, in very
desperate circumstances, clinicians give an intervention to a group of people at
high risk, usually of dying. If essentially all the people who received the inter-
vention survive, while those who do not receive it die, the inference is that the
intervention caused the life saving change. This is actually an observational
research design, but the all or none results are viewed as strong evidence that the
treatment caused the change. However, given their very important life saving
effects, such research results are highly valued—so long as all or a large fraction of
people who receive the intervention survive after treatment. Such designs fit crisis
medical issues much better than most mental health issues, so all or none design
are extremely rare in the mental health literature. They do have a valuable role in
informing practice in some situations.

Part II: Observational Studies, Including
Non-interventive Studies

Not all practice research is intended to show that an intervention causes a change.
While EBM/EBP hierarchies of research evidence rank most highly those research
designs that can show an intervention causes a change, even these studies stand on
a foundation built from the results of other types of research. In the EBM/EBP
hierarchy, clinicians are reminded that exploratory and descriptive research may
not be the best evidence on which to make practice decisions. At the same time,
exploratory and descriptive research designs are essential in setting the stage for
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rigorous and relevant experimental research. These types of studies may also be
the best available evidence for EBP if experiments are lacking or are of poor
quality. Critical thinking is crucial to determining just what constitutes the best
available evidence in any clinical situation.

F. Observational Studies

Are prospective, longitudinal, usually quantitative, tracking studies of groups of
individuals with a single disorder or problem (Kazdin 2002). Researchers follow
participants over time to assess the course (progression) of symptoms. Participants
may be either untreated or treated with a specified treatment. People are not
randomly assigned to treated or control groups. Because participants may differ on
unknown or unidentified variables, observational studies have potential for bias
due to the impact of these other variables. That is, certain variables such as genetic
influences or nutrition or positive social support may lead to different outcomes for
participants receiving the same treatment (or even no treatment). Some scholars
view observational studies as a form of descriptive clinical research that is very
helpful in preparing the way for more rigorous experimental studies.

G. Cohort Study (Also Called Longitudinal Study or Incidence Study)

A prospective, quantitative and/or qualitative, observational study ideally based on
primary data, tracking a group in which members have, or will have, exposure or
involvement with specific variables. For example, researchers might track behav-
ioral problems among people following a specific natural disaster or the development
of children living in communities with high levels of street violence. In medicine,
researchers might track people exposed to the SARs virus. Researchers use such
studies to determine the incidence of specific responses to the initial variable. While
such variables are often stressors, cohort studies may also be used to track responses
to positive events, such as inoculation programs or depression screen programs.

Graphically a cohort study can be represented as:

X O1 O2 O3 O4 O5 O6 OR
O1 O1 O2 O3 O4 O5 O6

Here the X stands for exposure to a risk factor and O stands for each assessment. The
exposure or event X may either mark the start of the study or may occur while
assessments are ongoing. Participants are not randomly assigned which may intro-
duce biases. Note, too, that there is no control or comparison group though studies of
other people without the target exposure can serve as rough comparison groups.

In contrast to experimental studies with random assignment, participants in
cohort studies may be selected with unknown strengths or challenges that, over
time, affect the study results. Thus confounding variables can influence cohort study
results. Over time, loss of participants may also bias study results. For instance, if
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the more stressed participants drop out of a study, their loss may make the study
results appear more positive than they would be if all participants continued to the
study’s conclusion. Because cohort studies are prospective in design, rather than
retrospective, they are often viewed as stronger than are case–control studies.
Cohort studies do not demonstrate cause and effect relationships, but can provide
strong correlational evidence.

H. Case-Control Study

A retrospective, usually quantitative, observational study based on secondary data
(or data already collected, often for different initial purposes). Looking back in
time, case–control studies compare the proportion of cases with a potential risk or
resiliency factor against the proportion of controls who do not have the same
factor. For example, people who have very poor treatment outcomes for their
anxiety disorder might be compared with a closely matched group of people who
had very positive outcomes. A careful look at their demographic characteristics,
medical histories and mental health histories might identify risk factors that dis-
tinguish most people in the two groups. Rare but important differences in risk or
resiliency factors are often identified by such studies. Case–control studies are
relatively inexpensive but are subject to multiple sources of bias if used to attribute
cause to the risk or resiliency factors they identify.

I. Cross-Sectional Study (or Prevalence Study)

A descriptive, quantitative, study of the relationship between disorders or problems
and other factors at a single point in time (Kazdin 2002). Cross-sectional studies are
used descriptively in epidemiology. They can provide useful baseline information
on the incidence of disorders in specific geographic areas. Cross-sectional studies
are very valuable in a descriptive manner to policy planning, but do not demonstrate
cause and effect relationships. An example of a cross-sectional study would be to
look at the rate of poverty in a community during one month of the year. It is simply
a snap shot picture of how many individuals would be classified as living in poverty
during that month of the study. Comparing the number of persons in poverty with
the total population of the community gives prevalence rate for poverty in this
community.

J. Case Series

A descriptive, observational study of a series of cases, typically describing the
manifestations, clinical course, and prognosis of a condition. Both qualitative and
quantitative data are commonly included. Case series can be used as exploratory
research to identify the features and progression of a new or poorly understood
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disorder. They can be very useful in identifying culture-bound or context-specific
aspects of mental health problems. Case series are inherently descriptive in nature.
They are most often based on small and non-random samples. The results of case
series may not generalize to all potential patients/clients. Despite its limitations,
scholars point out that the case series is the most common study type in the clinical
literature. It may be the type of study closest to real-world practice and the type of
study practitioners can undertake easily.

In some EBM/EBP research design hierarchies, the case series are among the
least valued form of clinical evidence, as they do not demonstrate that an inter-
vention caused a specific outcome. They nonetheless offer a valuable method for
making innovative information about new disorders or problems and new treat-
ment methods available at an exploratory and descriptive level. One example of
this type of research design in the Nurses’ Health Study (Colditz et al. 1997). This
study examined female nurses who worked at Brigham and Women’s Hospital in
Boston and who completed a detailed questionnaire every two years on their
lifestyle, hormones, exercise, and more. Researchers did not intervene with these
women in any way beyond the survey, but used the information compiled over
several decades to identify trends in women’s health. These results can then be
cautiously generalized to other women or used to provide information on health
trends that could be explored further through more intervention-based research
(Colditz et al. 1997).

K. Case Study (or Case Report)

This design centers on use of descriptive evidence drawn from a single case
(Kazdin 2002). Case studies may be the best research design for the identification of
new clinical disorders or problems. They can be very useful forms of exploratory
clinical research. They usually include the description of a single case, highlight the
manifestations of the disorder, its clinical course, and outcomes of intervention (if
any). Because case studies draw on the experiences of a single case, and often a
single clinician, some researchers call them ‘‘anecdotal.’’ This term is used to
differentiate evidence based on multiple cases from that based on just a single case.
It also implies that case study reports often lack the systematic pre- and post-
assessment found in single case research designs. The main, and often major,
limitation of the case study is that the characteristics of the single case may, or may
not, be similar to other cases in different people and circumstances. Another key
limitation is that reporting of symptoms, interventions, course of the problem, and
outcomes may be piecemeal. This may be because the disorder is unfamiliar or
unique in some way (making it worth publishing about). Yet since there are few
widely accepted standards for case studies authors provide very different kinds and
quality of information to readers (Spence 1982).

Case studies offer a valuable method for generating innovative information
about new disorders or problems, and about new treatment methods on an
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exploratory or formative basis. These ideas may become the starting point for
future experimental studies.

We note again that case studies may be best available evidence found in an EBP
search. If research based on other designs is not available, case study research may
be used to guide practice decision-making.

L. Expert Opinion or Practice Wisdom

The EBM/EBP research design hierarchy reminds clinicians that expert opinion
may not (necessarily) have a strong evidence base. This is not to say that the
experience of supervisors, consultants, and talented colleagues has no valuable
role in practice. It is simply to point out that they are not always systematic and
may not work well for all clients in all situations. As research evidence, unwritten
expert opinion lacks systematic testing and control for potential biases. This is why
it is the least valued form of evidence in most EBM/EBP evidence hierarchies.
Such studies may still be quite useful and informative to clinicians in specific
circumstances. They serve to point out new ways of thinking and intervening that
may be useful to specific clinical situations and settings.

Research Designs: Section Summary

This chapter has reviewed the range of research designs used in clinical research.
The different types of research designs have different purposes and different
strengths. These purposes range from exploratory, discovery-oriented purposes for
the least structured designs like case studies, to allowing attribution of cause and
effect relationships for highly structured experimental designs. This chapter has also
explored the research design terminology used in EBM/EBP. Some of this termi-
nology draws heavily on medical research and may be unfamiliar to persons trained
in social work or social science research. Still, most key research design concepts
can be identified despite differences in terminology.

The EBM/EBP research design hierarchy places great emphasis on research
designs that can document that a specific treatment caused the changes found after
treatment. This is an important step in determining the effectiveness or efficacy of
a treatment. Many documents portray experiments, or RCTs, as the best form of
evidence upon which to base practice decisions. Critical consumers of research
should pay close attention to the kind of research designs used in the studies they
examine.

Key reviews of outcome research on a specific topic, such as those from the
Cochrane Collaboration and the Campbell Collaboration, use research design as a
key selection criterion for defining high quality research results. That is, where
little or no experimental or RCT research is available, the research summary may
indicate there is inadequate research knowledge to point to effective treatments.
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Some so-called ‘empty’ summaries pointing to no high quality research evidence
on some disorders are found in the Cochrane Review database. This reflects their
high standards and careful review. It also fails to state just what constitutes the best
available evidence for practice. Empty reviews do not aid clinicians and clients in
practice decision-making. They simply indicate that clinicians should undertake an
article-by-article review of research evidence on their clinical topic. Clinicians
must bear in mind that the EBP practice decision-making process promotes use of
the best available evidence. If such evidence is not based on experimental
research, it should be used, but used with caution. Still, it is entirely appropriate in
the EBP framework to look for descriptive or case study research when there is no
experimental evidence available on a specific disorder or concern.

Even when experimental or RCT research designs set the framework for
establishing cause and effect relationships, a number of related methodological
choices are also important to making valid knowledge claims. These include the
quality of sampling, the quality of outcome measures, the definitions of the
treatments used, and the careful use of the correct statistical tests. Adequate
sample size and representativeness is important to generalizing study results to
other similar people and settings. Appropriately conceptualized, valid, reliable,
and sensitive outcome measures document baseline status and any changes. How
treatments are defined and delivered will have a major impact on the merit and
worth of study results. Statistics serve as a decision-making tool to determine if the
results are unlikely to have happened by chance alone. All these methods work in
combination to yield valid and rigorous results. These issues will be explored in
the next chapter on appraising some additional methodological issues in practice
research.

Research Designs: Section Summary 105



Chapter 7
Evaluating Research: Other Issues
of Research Methodology
in Evidence-Based
Medicine/Evidence-Based Practice

Appraising the quality of research studies for practice use is Step 3 of the
evidence-based practice (EBP) practice decision-making process. It can be a
difficult task and requires professional expertise quite distinct from doing clinical
assessment (Step 1 in EBP) or locating research resources (Step 2 in EBP).
Chapter 6 addressed the key role of research design in appraising research quality.
While research design is one very important aspect of evaluating evidence-based
medicine (EBM) and EBP research reports, it is hardly the only important
methodological issue. In addition to research designs, a number of related
methodological choices also are important to making valid claims about
treatments, diagnostic tests, or prognosis. These include the quality and compre-
hensiveness of the sample, the validity and sensitivity of the outcome measures,
the definition of the treatment under investigation, and the careful use of the
correct statistical tests. These methods work in combination to yield valid and
rigorous results in quantitative clinical research. In this chapter, we will review
each of these issues in order.

For clarity and simplicity, we will focus on treatment outcomes in the examples
used in this chapter. Readers are reminded that EBP methods can also be applied to
diagnostic protocols, determination of prognoses, and even to cost-effectiveness
studies. Our focus on treatment is meant to be representative of, and of interest to,
most clinical social workers. It does not mean that the other concerns are any less
important applications of EBP. We will also focus on the appraisal of individual
research reports in this chapter. Chapter 8 will examine how individual research
reports are aggregated using meta-analysis and systemic reviews—two key tools
for summarizing multiple research studies used in EBM/EBP.

J. W. Drisko and M. D. Grady, Evidence-Based Practice in Clinical Social Work,
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Sampling Issues

Just who is included in a clinical study shapes how well its results will reflect the
range of persons with a particular disorder or problem. Even an experimental
research design will be limited as a resource for treatment planning if it covers
very few people or only people with very limited demographic characteristics.

There are three key components to look for in sample selection: Representa-
tiveness, size, and randomization. In quantitative research, a sample should be
representative of the persons and setting of interest. That is, if researchers want to
study a particular genetic disorder, they would target people with the disorder.
They might also include other people without the genetic disorder for comparison
purposes. If there were environmental factors or cultural factors that might interact
with the genetic disorder, such as diet or exposure to toxins, groups would be
sought that vary in diet and exposure to toxins. This would represent the variety of
populations impacted by the genetic disorder as well as we can conceptualize
them. Of course, money, time, and access might not be available to study all
subgroups at once, so researchers might choose to study a smaller subset of this
larger population. In this case, several studies would be necessary to obtain a
sample that is representative of the genetic disorder and the factors we think that
exacerbate or minimize it.

In clinical mental health studies, there may be a wide range of factors that could
influence the effectiveness of a treatment or diagnostic test. Clinical social workers
look for a wide range of bio-psycho-social-spiritual factors that help understand
human problems. These include differences in gender, race, cultural or ethnicity,
sexual orientation, class, age, ability, religious beliefs, legal status, genetic
makeup, and geography. At times additional factors may also be important. This
makes representativeness a very challenging issue for mental health researchers.
Practical limitations also mean that fully representative samples may not be easy to
obtain. Researchers, with input from clients and clinicians, must carefully con-
ceptualize both their study problem formulations and the nature of their samples.

Compromises are common in sample size and representativeness due to limi-
tations in time, funding, access, and client participation. For example, Wilt et al.
(2008) report that very few RCTs on treatments for prostate cancer have been
completed. No type of prostate cancer treatment has been demonstrated to be more
effective than ‘watchful waiting.’ Side effects of the treatments were also not well
identified. One reason was that men were unwilling to participate in the ran-
domization process needed to compare different treatments. In this case, useful
clinical research was limited due to the active choices of men who sought, quite
understandably, to get what they believed were the best personal outcomes. Wilt
and colleagues also note that differences in definitions and methods made the
synthesis of findings across the available studies difficult.

Where samples are drawn from may impact study representativeness. Glickman
et al. (2009) point out that many drug trials are being outsourced to developing
countries. They note that this raises ethical issues regarding subjecting people in
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these countries to the risks of research participation, and allows companies to offer
lower payments as incentives to participants. They also note that it is unclear
whether the living conditions of persons in developing countries create an
appropriate sample for comparison with those in developed countries. In effect,
persons in developing countries may be an inappropriate population for sample
selection in drug tests when the consumers of the drugs live in different circum-
stances. Other researchers argue that including a wider range of people in drug
tests may benefit the clinical trial participants and others in their country as well.
Selecting samples for clinical trials is complex, and may raise important ethical,
practical, and representativeness issues.

The size of a sample is also very important. A larger sample is more likely to
represent the population from which it was selected fully and effectively than is a
smaller sample. Larger samples tend to produce less sampling error in representing
an entire population. Larger samples also allow for more variety in background
factors than is possible in very small samples. Further, when looking at the sample
as a whole, the influence of a few ‘outlier’ cases with extremely high or low scores
is also reduced as the size of the sample increases. Unfortunately, there is no
simple way to estimate what is a large enough sample without considering the
research question, design, sample, measures, and intended analysis type (Dattalo
2008). Still, it is probably a fair rule of thumb that studies with less than 40
participants in total employ what researchers call small samples. This would allow
comparison of 20 persons in both treated and control groups in an experimental
research design. On the other hand, some of these small-scale studies may have
samples that are quite adequate to document clinical effects. Where small samples
are used, having equal numbers in each group is very helpful when some statistical
tests are used. Specifically having equal sized groups in an experimental com-
parison reduces standard error terms in these statistical analyses.

Probability samples are samples in which each member of the population or
sampling frame has an equal chance of being selected. A sampling frame is a list of
potential participants used to make concrete the larger conceptual population the
study seeks to address. Probability samples are intended to limit active selection
bias by the researcher. Selection bias is an active tendency to exclude certain cases
(also called elements) from a sample. For example, persons with very severe levels
of anxiety might be excluded while persons with low or moderate levels of anxiety
are included in the sample. In this example, a selection bias yields a sample which
excludes persons who may make up a substantial part of the population of persons
with anxiety. Such a bias is also called a non-response bias, as persons with high
levels of anxiety are excluded from the study sample. Their responses will remain
unknown. The results of a study, based on such a sample, will not apply well to all
people who may be found in clinical practice. In other words, the result is not
easily generalized or applied to the larger population of people with anxiety dis-
orders. Generalization is a key goal of most experimental research.

Nonprobability samples, oriented by theory or a specific research purpose,
emphasize certain characteristics of sample members but do not insure equal
chance of selection from the sampling frame or population. Nonprobability
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samples may be representative, or may be very unrepresentative, of the sampling
frame or population (Dattalo 2008). When used in quantitative studies, probability
samples provide a better mathematical basis for defining and limiting selection
biases and nonresponsive bias than do most nonprobability samples.

There are a number of different methods for selecting probability samples.
These include single or independent random sampling, systematic sampling,
stratified sampling, and cluster sampling. Simple random sampling begins with
assigning a number to each case or element in the study sampling frame. Sampling
frames, however, are often not entirely inclusive of all the cases in the population
of interest. A sampling frame might be the list of NASW members used as a way
to define the larger, and not perfectly known, population of all social workers in
the United States. The next step in single random sampling is to use an unbiased
method to select cases from the sampling frame. This is usually done using a
software generated list of random numbers to select cases from the sampling
frame. Selection continues, using numbers from the random listing, until the
desired number of cases are selected.

Systematic random sampling is a similar method, which begins with the random
selection of a case from the sampling frame. Then every third or tenth or hundredth
case is selected until the desired number is selected. Stratified sampling begins
with dividing the sampling frame into groups with no shared members. For
example, groups might be distinguished by ethnicity or age. These distinct groups
are known in sampling as strata. Random sampling is then undertaken within each
‘strata.’ The purpose of stratified sampling is to ensure adequate sampling of
subgroups that are few in numbers and might not be sufficiently sampled by simple
random sampling methods. Some strata may be disproportionately sampled in
order to ensure inclusion of enough cases from each subgroup to represent the
population successfully. Finally, cluster sampling is used for very large popula-
tions. Cluster sampling uses existing subsets of a population to define subgroups.
Random sampling is then completed on these subgroups to generate a probability
sample. One common example is to use geographic areas defined by a government
to identify neighborhoods. Neighborhoods may then be selected randomly. From
within each neighborhood, cases are then selected on a random basis. Techniques
to ensure probability proportionate to the size of each subgroup can be used to
ensure equal chance of selection for each case.

For further information about probability sampling, clinical social workers may
turn to most social work research texts (Anastas 1999; Grinnell and Unrau 2010;
Rubin and Babbie 2011). However, very few social work texts offer detailed
information about sampling issues related to qualitative research (Drisko 2003).
Patton (1990) and Kuzel (1999) both offer solid introductions to several varieties
of qualitative sampling and their purposes.

Probability samples are used in clinical experiments or RCTs to maximize
representativeness. They are often required for the appropriate use of statistical
tests. Finally, probability samples allow appropriate generalization from the
sample to the larger populations from which it was drawn. Probability sampling
can be a vital part of quantitative clinical research.
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Increasing Statistical Power: Sample Size
and Other Influences

Sample size also influences statistical analysis. Dattalo (2008, p. 16) states
‘‘a study should only be conducted if it relies on a sample size that is large enough
to provide an adequate and prespecified probability of finding an effect if the effect
exists.’’ That is, specific sample sizes are needed to generate adequate statistical
power. If a sample is too small, no significant effect can be found. If it is too large,
undue and unnecessary burdens are placed on participants. The costs of com-
pleting the study also increase.

Statistical power is the probability of falsely accepting a null hypothesis when
the research hypothesis is actually true (Cohen 1988). It is defined mathematically
as 1-ß, where ß (beta) is the probability of accepting the null hypothesis falsely,
also called Type II error. Statistical power is a function of the statistical signifi-
cance criterion level (or a level) set for a specific test, the precision of measures,
the type of research design, the magnitude of the effect under study, and the
sample size (Dattalo 2008).

In using inferential statistics, a criterion or a level of\0.05 (\1 chance in 20) is a
commonly used standard for rejecting a null hypothesis. This standard is set con-
servatively in order to avoid making an incorrect, ‘false positive,’ decision, also called
Type I errors. Researchers can increase the a level to\0.10 in order to be more likely
to obtain a significant result. However, in doing so the chance of false positives, or
Type I errors, is increased. Although there is no simple standard for statistical power, a
value of 0.80 is widely accepted. In effect, researchers accept a 4 to 1 tradeoff in
making a ‘false negative’ decision, or a Type II error, versus a Type I error. If the
magnitude of an effect is very large, a small sample might lead to a correct decision to
reject the null hypothesis. But if the magnitude of the effect is small to moderate, a
small sample may not be adequate to reveal it. Some samples are simply too small to
generate adequate statistical power. This renders the result of a statistical test invalid
regardless of the research question and design to which it is connected. Increasing the
sample size may be an easy and effective way to increase statistical power.

There are several methods for determining statistical power and related sample
sizes (Aberson 2010; Dattalo 2008; Kraemer and Thiemann 1987). These methods
differ by the nature of the measures used (discrete versus continuous) and the
statistics employed. There are also several computer software programs to cal-
culate statistical power and to identify the specific sample sizes needed for ade-
quate statistical power (Dattalo 2008).

Another important way to increase statistical power is to use more structured
research designs, particularly experimental and observational designs (Cook and
Campbell 1979). Such research designs reduce the number of extraneous factors
that can influence the study results, and thereby reduce unknown, systematic
errors. Use of measures with high validly and reliability can also increase statis-
tical power. This is because such measures reduce measurement error compared to
less precise alternatives.
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Overall, strong samples for EBM/EBP research will be (1) representative of the
population of interest, (2) will be selected using probability sampling techniques,
and (3) will be large enough in number to ensure adequate statistical power. These
factors are especially important in experimental or RCT research designs. Very
small sample sizes (under 20 per group) warrant careful scrutiny. This is because
small samples may lack the statistical power to reveal important but modest
differences in outcomes between groups. Inadequate statistical power is a greater
concern when tests or measures of uncertain validity and reliability are employed.
Researchers using small samples should state clearly how they determined that the
sample had adequate power to produce meaningful results. This should be evident
in the Methods section of the research report.

The Human Diversity Included in Study Samples

Clinicians should look carefully at the social diversity included in a study’s
sample. Researchers may not report many details about the social demographics of
their sample beyond age and gender. Even racial and ethnic differences may be
minimally detailed. This may make it unclear whether the sample used in an article
was representative of a specific minority client whose care you are planning. It
would be very helpful for clinical practice use if researchers and publishers pro-
vided greater detail about samples in research reports.

Another issue relates to attrition of participants as a research project continues.
While study attrition is not exactly a sampling issue, it can influence the nature of
the final study sample. Excellent sampling plans can be undermined when people
drop out of a study, creating unequal group sizes and reducing the number of
participants. Readers of research reports should look for the number and charac-
teristics of the original, planned sample. Next, the characteristics of the
researcher’s final, obtained sample should be compared to the initial ‘intent to
treat’ sample. Where follow-up measures are used, researchers should carefully
document any attrition during follow-up periods. A common concern is that
dropouts and clients who cannot be found for follow-up measures reduce the
overall sample size, and may alter the equivalence of groups compared in
experimental research. Dropouts may also reduce the social diversity in a study’s
sample.

In mental health research there is one final complicating issue regarding sam-
pling. Many clients who apply for mental health services discontinue, or drop out
of services after only a few sessions. Many do not complete even planned, short-
term treatments. The challenge for researchers is that it is unclear whether clients
who drop out have actually gotten better, gotten worse, were disappointed in the
services, or left for other reasons. Knowing the reasons for dropping out could
inform the research, but is generally unknown and unexamined. Dropouts can
produce unequal group sizes, smaller samples that undermine statistical power,

112 7 Issues of Research Methodology in EBM/EBP



and limited information about the actual effects of treatment. This can reduce the
validity of experimental comparisons in mental health studies.

After a research design has been selected and the study sample defined,
researchers must select tests and measures to assess key concepts. These tests and
measures may specify both the grouping variables that define who is treated or
untreated, as well as the outcome or dependent variables that define what changes
might occur.

Standardized Tests and Measures of Biopsychosocial Issues

Identifying and Locating Standardized Tests and Measures

To scientifically test whether a treatment or a diagnostic protocol is effective, it is
vitally important to have content appropriate, valid, and reliable measures of the
client’s situation before and after the intervention. These measures may include
observations, frequency counts of behaviors, spoken statements, reviews of client
records, and/or standardized tests. Each data collection method has somewhat
different strengths and limitations (Anastas 1999). Standardized tests and measures
are widely used in EBM/EBP research. They provide a known and replicable
approach to assessing and summarizing client status and behavior.

Standardized tests and measures are developed and refined through a series of
steps that helps define their validity and reliability. These characteristics are
known as the psychometric properties of a test or measure. There are literally
thousands of tests and measures that could be used in clinical social work practice.
It is sometimes difficult just to understand the abbreviations used to refer to these
tests, and to learn their intended uses. Most standardized tests and measures are
protected by copyright. Copyright provides protection for the intellectual property
of the test creator, as well as some payment for their work. Researchers also keep
some tests away from potential test takers to ensure they cannot be studied and
reviewed by test takers in order to influence, or even to fake, test results. One
consequence of copyright protection is that the full text of test and measures may
be difficult to obtain, even for practice or teaching purposes. However, some
standardized tests are available in full for clinical and research uses (see Corcoran
and Fischer 2007; Hudson 1982).

An extensive database of tests is available online, without cost, from the
Educational Testing Service TestLink web site at http://1340.sydneyplus.com/
ETS_Test_Collection/Portal.aspx. The TestLink database provides abstracts of
educational tests but includes many for mental health and counseling as well. It is
a fine resource to learn the basics about psychological tests. The limitation of the
Testlink database is that it does not provide psychometric information to help
clarify the validity and reliability of each test. Another database of tests and
measures, the Health and Psychosocial Instruments (HaPI) database, is available
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through paid subscription or purchase only. Many large agencies, hospitals, and
social work programs have access to the HaPI database. HaPI includes links to
publications about the development of psychosocial tests and measures which may
provide more detail than is available through Testlink. Still, neither database
provides psychometric information about listed tests and measures. Neither data-
base provides full copies of tests; both are nonetheless very useful for initially
identifying tests and their intended uses.

The Buros Institute’s Mental Measurements Yearbooks provide much more
information about specific tests and measures. Currently in its 18th edition, these
print reference books may be found in academic libraries and even in some larger
public libraries. The limitation of print copies is that they may not include the
latest versions of tests. (They are not exactly yearbooks; new editions appear about
every 3 years.) The strength of the Buros yearbooks is that they provide details on
the purposes, norming samples, range of scores, assessments of validity and
reliability, as well as commentary on the test. Buros Test Reviews Online allows
purchase of reviews of individual tests and measures included in the print year-
books. The test reviews online are available at http://buros.unl.edu/buros/jsp/
search.jsp. Costs for purchase of individual reviews are modest.

Identifying the Specific Properties of Tests and Measures

Once you have located an appropriate test or measure, the next step is to examine
its psychometric properties. These details are available in the Buros’ yearbooks or
some online reviews. They are also found in the manual available for most widely
used copyrighted measures. Researchers typically provide few details about tests
and measures in research reports. However, psychometric information helps
readers establish the degree of confidence they should place in specific tests and
measures. It also provides information about whom the test was designed to assess.
This includes whether or not the test was normed on socially diverse samples and
any age-related limits on use of the test. Next we will review the attributes of tests
and measures.

Sound tests and measures must be both valid and reliable. Validity refers to
whether the measure fully captures what it is intended to measure. Reliability
refers to whether the measure produces consistent results. Together, validity and
reliability make up the key components of the psychometric properties of the tests
and measures used in mental health research. A third factor, the sensitivity of a test
refers to how well it can capture the type and magnitude of changes. A sensitive
measure can capture small changes effectively. This is especially important in
tracking changes in brief interventions. Sensitivity is often difficult to assess, but
may be very important to clinical research. Complete research reports will include
the psychometric properties of all tests and measures they employ. Medical
research typically focuses on nonpsychological variables using biological and
physiological measures that should have strong validity and reliability.
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Validity of Measures

Validity as it relates to tests in mental health research has several aspects
(Campbell and Stanley 1963). The first is face validity or whether or not the items
(questions) that make up a test appear to address the construct of interest. For
example, a test of marital conflict should include items that directly address dif-
ferent types and forms of marital conflict. A similar term is content validity.
Content validity refers to how well the content of a test reflects the content of a
multifaceted construct. For example, measure of child maltreatment should include
items about the domains of neglect, verbal abuse, sexual abuse, and physical
abuse. Construct validity refers to the extent to which a test reflects the entire
construct of interest. For example, we would expect a test of depression to include
items on mood, diminished interest in activities, sleeping patterns, feelings of
worthlessness, inability to concentrate, suicidal ideation and actions, psychomotor
retardation, and weight loss. These items reflect core DSM criteria for depression.
A valid test must examine all of these component parts to fully cover the construct
of depression as defined by DSM criteria. To exclude any one of them would
reduce the construct validity of a test of depression. Note that these three aspects of
validity are conceptual and require critical thinking to appraise. They also require
a look at the actual items included in the measures. The absence of an important
component of a construct from a measure is not (usually) captured by quantitative
psychometric summaries. Clinicians need to find and look for the actual content of
tests and measures to evaluate face, content, and construct validity unless the
report author includes discussion of them.

Other forms of validity are based on quantitative methods. These are collec-
tively known as criterion validity. In criterion validity, the results of one test are
compared with the results on another, similar, test or measure. Most texts suggest a
greater than 70%, or greater than 0.70, criterion for establishing strong criterion
validity. This is consistent with the way most correlation statistics are interpreted.
Correlation values from 0.00 to 0.30 are generally labeled ‘‘weak’’ correlations,
values from 0.31 to 0.70 values are labeled ‘‘moderate’’ correlations, and values
from 0.71 to 1.00 are ‘‘strong’’ correlations.

In concurrent validity the results of similar tests are correlated with each other
or to another established criterion. For example, a researcher might correlate the
scores of people at similar points in time on the Beck Depression Inventory,
revision II, and the Hamilton Depression Inventory. Both are measures of
depression based on DSM criteria. If the results correlated highly (r [ 0.70) the
researcher could state there was good concurrent validity between the two mea-
sures. Developers of new tests often correlate their new results with the results on a
more widely used test to establish concurrent validity. Predictive validity refers to
how well performance on a measure at one point in time predicts future perfor-
mance on another measure or criterion. A researcher might find that high school
grades are predictive of staying in a certain treatment program. This information
might be used to screen out people with low high school grades, or to examine
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whether the program’s model and language are pitched to a higher level than is
truly necessary. Discriminant validity refers to how well a test distinguishes
between groups of different people. For example, a screening test for anxiety
disorders should be able to distinguish between people likely to have an anxiety
disorder from those who are unlikely to have one.

Reliability of Measures

Researchers and psychometricians (psychological test developers) determine the
reliability of test and measures through quantitative tests. In test-retest reliability
assessment, researchers give the same test to the same group of people at two
different times. Results of the two administrations of the test are then correlated
with each other to provide a measure of test–retest reliability. The assumption is
that the characteristics of the group will change very little in the brief time
between two test administrations, and that exposure to the test items will have
limited impact on the results. In internal consistency reliability assessment,
researchers correlate items within the measure with each other. This is done by
comparing results from the first half of the test with results from the second half of
the test, called, split-half reliability. Split half reliability assumes items are
included in the test more than once, and/or that both halves appropriately reflect
the full content of interest. Other models involve complex correlations of all test
items to all other items. Researchers often report internal consistency reliability
using the coefficient alpha (a) statistic. Finally, inter-rater reliability compares the
results of assessments made by two or more researchers to assess their consistency.
This might include comparison of diagnoses or ratings made by several different
clinicians. Researchers also use percentages of agreement, correlation statistics,
and the kappa statistic to report inter-rater reliability based on the characteristics of
the test or measure.

Reporting Validity and Reliability Assessments

Due to space limitations in journal articles, many research reports provide only
summary information about the psychometric properties of the measures they
employ. Some include only abbreviations for tests names and cite only the test
developer’s manual in regard to a measure’s psychometric properties. Such limited
information makes it very difficult for a practicing clinician to determine whether
the outcome measures used in a study are valid and reliable, or truly applicable to
any specific client’s needs. Critical thinking is always necessary in interpreting
such reports.

Clinical social workers should expect brief but detailed description of the
psychometric properties of standardized tests used in EBP research. Tests should
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be named in full with any abbreviations clearly stated. At a minimum, a citation to
the test manual or other resources describing the tests purposes and psychometric
properties should be clearly cited for follow-up. For example, Telch et al. (2001,
p. 1072) describe each standardized test they use in a sentence and followed by a
full citation for further review: ‘‘Questionnaires used in this study include the
Binge Eating Scale (Gormally et al. 1982), a measure of severity of binge eating
problems…’’ This is a useful start. We would argue that the validity and reliability
of each test should also be described in more detail to guide the reader more fully.
This is often done in a very brief summary such as ‘‘the XXX depression scale has
r = 0.81 concurrent validity when correlated to results of the widely-used ABC
depression measure. The mean test-retest reliability is 0.76 over 4 trials with
different samples including a total of 220 people.’’ In such a summary, it is clear
that the tests in use have documented validity and reliability.

Detailed information about validity and reliability is often omitted when widely
used standardized tests are employed. These include tests such as the Symptom
Checklist-90, the Achenbach Child Behavior Checklist (CBCL), the Beck
Depression Inventory, and the Hamilton Rating Scale for Depression. The draw-
back of this practice is that it assumes readers are familiar with the tests and
measures, which is very often not the case for clinical practitioners. Note that even
this summary information does not specify whether a standardized test has been
normed on minority population groups, or with people who have comorbid or
co-occurring disorders.

Interpreting Reports of Clinical Standardized
Tests and Measures

One obvious but tricky issue in treatment outcome research is to be sure the people
included in a study all share the same challenge. Standardized tests are often used to
verify the diagnosis of participants in research studies. For example, the Structured
Clinical Interview for DSM-III for Axis II [SCID-II] (Spitzer et al. 1990) was
widely used to define operationally many personality disorders. The reliability of
the SCID-II was tested in several studies with kappa values ranging from k = 0.02
to 0.98 (Columbia University Biometrics Research Department, undated). The
kappa values for each diagnosis included several studies with k [ 0.70, but results
were not consistent across the measures. These extremely varied results mean that
across different DSM diagnoses, and evaluated using different methods, the mea-
sured reliability of the SCID-II varies widely. It may be understood as a good
enough, but far from perfect, method to determine DSM diagnosis.

A related issue is how standardized diagnostic tests fit with current diagnostic
standards. That is, research based on DSM-III criteria may not be fully valid and
applicable when compared with the same DSM-IV diagnosis if the criteria have
changed. DSM-V, for example, proposes to remove several personality disorder
diagnoses listed in DSM-IV. DSM-V criteria for personality disorders will also be
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based on very different criteria than those used in DSM-III and DSM-IV. Clinical
social workers must critically appraise how research using older measures and
diagnoses is applicable under newer standards. There is also an inevitable time lag
between when new diagnostic standards are published and when new standardized
diagnostic measures become available. In turn, research based on new standards
will not be available in the first years after new diagnostic standards are published.

There is a wide range of tests and measures to assess client status before,
during, and after treatment. For example, Binks et al. (2009, pp. 5, 6), in their
systematic review of psychological treatments for borderline personality disorder,
were interested in concerns such as anxiety, depression, self-reports of self-harm,
mental states, service outcomes, substance use, and frequency of admission to
psychiatric hospitals or incarceration. They report these outcomes in 15 categories,
including (among others) behavior, global state, mental state, substance use,
economic cost, and recidivism. They go on to detail 77 specific types of outcomes,
such as no change, no clinically important change, average changes, etc. (pp. 5, 6).
Such a wide range of variables requires a number of different techniques to assess.
Further, some of these variables are more directly applicable to practice decision
making and immediate client needs than are others.

It is very important that measures be clearly defined and fully specified in
reports. Marshall et al. (2000) found that use of poorly defined and unstandardized
measures was a major limitation in their research on services for people with
schizophrenia. Poorly defined outcome measures, with unknown validity and
reliability, will not produce the high quality experimental results sought in EBP.
While not all service outcomes can be understood in advance, it is very important
that the outcome or dependent variables in an experiment be assessed using valid
and reliable methods.

Some measures of status, such as length of an inpatient stay, are direct measures
leading to frequency counts. Other measures employ scales and indices to cover a
wider range of content and to get at internal states, cognition, and feelings. In all
cases, the process of measurement should be defined and standardized to ensure
accurate assessment when used in experimental research. This enhances the
reader’s ability to compare results across different clients and settings. Even a
simple count of days of inpatient hospitalization requires a definition of just what
constitutes a ‘day.’ Similarly, scales of depression or anxiety require careful
construction to produce valid and reliable measurements.

Clinical rating scales come in two main types: measures of global function and
measures of specific disorders (Ogles et al. 1996). For example, some studies
included in the Binks et al. (2009) systematic review used the Global Assessment
Scale (GAS) (Endicott et al. 1976) of overall psychological well-being. The GAS,
completed by the clinician, rates client well-being on a 0–100 scale. Higher scores
are positive results. The GAS is a global measure of functioning covering several
domains of the patient’s well-being. The Brief Psychiatric Rating Scale (BPRS)
(Overall and Gorham 1962) was also used to assess mental state on several
dimensions or subscales. Some of these 18 subscales are somatic concerns,
depression, anxiety, suspiciousness, hallucinations, and grandiosity. The BPRS is
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scored from 18 to 126, with higher scores representing greater overall symptom
severity. The BPRS, as a global standardized test, assesses both prominent and
unspoken concerns. Global standardized tests can help clinicians and researchers
identify comorbid disorders or sources of resilience and challenge that shape the
client’s specific clinical presentation.

To complement the results of global standardized tests, more narrowly focused
tests are used. Tests of specific disorders or concerns are often more compre-
hensive on the dimensions they cover (have greater construct validity) and are
often more sensitive to small differences. Thus, they are useful both to pinpoint
specific client concerns and to reveal small changes that occur during treatment.
The Beck Depression Inventory-II (Beck et al. 1996) is disorder specific stan-
dardized test that measures depression largely in terms of patient’s cognitive
views. Binks et al. (2009, p. 13) describe the BDI as measuring ‘‘supposed
manifestations of depression,’’ pointing up the importance of critical thinking and
of appraising content validity! The BDI rates depression severity from 0 to 63 with
higher scores indicating greater severity of depression. The Inventory of Inter-
personal Problems, Circumplex Version (Horowitz et al. 2000) also known as the
Interpersonal Circumplex, measures interpersonal behavior and motives on two
axes. One dimension assesses power, dominance, and need for control while the
other assesses friendliness and warmth. It is a 64-item self-report questionnaire on
which items are rated from 0 to 4. Higher scores indicate greater difficulty in
interpersonal functioning. Many other disorder-specific rating scales are available
for common mental health problems such as anxiety, eating disorders, and thought
disorders.

Standardized tests further differ on the source of information––who fills them
out––and on what information they are based. Self-report questionnaires are quite
common. These tests are efficient and cost-effective, but allow respondents to enter
misleading or false information. Providing socially acceptable but inaccurate
information is a widely known phenomenon (Ogles et al. 1996). Other widely used
tests are clinical rating scales based on a diagnostic interview. Such interviews
must include specific content for the clinician’s appraisal to be valid. Ratings made
by clinicians may miss specific content that questionnaires might capture. On the
other hand, clinician ratings may capture subtleties of communication and nuances
missed by questionnaires. These forms of data collection are complementary.

Standardized tests also differ in sensitivity. Some are meant more as screening
tools, but are also used in clinical research to measure outcomes. One example is
the Achenbach CBCL. The CBCL is a widely used screening test, and comes in
different versions for pre-school (Achenbach and Rescorla 2000) and for school-
aged children (Achenbach and Rescorla, 2001). It is based on rating specific
behaviors as ‘not true’ or not evident, ‘sometimes true,’ or ‘always true.’ As a
result, important changes in just one or two key behaviors may not be immediately
evident in an overall CBCL score. Its use as an outcome measure must be carefully
appraised. Optimal outcome measures have strong sensitivity to small changes.
This is especially important when they are used to assess change in brief
interventions.
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All tests and measures used in clinical research should be reported in detail. The
complete names of standardized tests should always be reported, with citations for
sources. Many measures have more than one version, and multiple editions are
common. At what point(s) in time the measures are completed should also be
stated clearly. As noted above, the basic psychometric properties of a measure,
including assessments of its validity and reliability should be included. Limitations
to the use of the measures, by age range, gender, intellectual ability or other factors
should be clearly stated. The use of adult measures with adolescents and with
persons over age 65 may be invalid. Different versions of measures for children of
different ages are also common. For progressive disorders such as Alzheimer’s
disease, different version of measures may be available for persons with different
functional abilities. The scoring range of each measure, and whether high scores
represent positive or negative results should always be stated.

Increasingly, standardized tests are available in versions geared toward persons
for whom English is not the first language. Bit by bit, versions of standardized tests
normed for different racial and ethnic groups are being developed or identified.
However, not all standardized tests have been normed on non-white or multicul-
tural populations.

For further information, most social work research texts offer good introduc-
tions to tests and measures. More detailed information about psychometrics may
be found in texts by Furr and Bacharach (2007) or Rust and Golombok (2009).

Defining outcomes is another challenging process. There are many test and
measurement technologies available to both researchers and clinical practitioners.
Still more complex is clearly defining and distinguishing among treatments and
their active components.

Defining Treatments

Standardized tests assess the baseline state and outcome of interventions. They are
the dependent or outcome variables in EBM/EBP research. The independent
variable, or the factor that leads to change in an experiment, also needs careful
definition. The goal is to learn whether a specific treatment causes specific
changes. There are many models of biopsychosocial interventions. Interventions
also vary in modality, with individual, dyad, couple, family, group, and even
community interventions available (Ogles et al. 1996). Mental health and social
service treatments also vary in complexity and in specificity. Some treatments
involved several components, often delivered in a specific sequence. Some treat-
ments may be described using a curriculum-style manual, while others are based
on a set of principles but are intentionally individualized in application. Defining
treatments is a very difficult undertaking. However, if the delivered treatment is
not well-defined, one key foundation for making cause and effect attributions is
absent (Ogles et al. 1996).
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To illustrate the challenges of defining biopsychosocial therapies, we will
examine Binks et al. (2009, p. 4) definitions of psychological treatments for people
who have borderline personality disorder (BPD). These definitions are drawn from
a careful systematic review, and are meant to illustrate how thoughtful researchers
address the challenges of defining treatments. The authors report that they faced a
‘‘huge’’ number of distinct treatment types making an exhaustive listing ‘‘almost
impossible’’ to develop (p. 4). They ended up defining six key treatment types,
including cognitive behavioral, behavioral, psychodynamic, group, miscellaneous,
and standard care categories. They defined cognitive behavioral treatments (CBT)
as follows:

A variety of interventions have been labeled CBT and it is difficult to provide a single,
unambiguous definition. Recognizing this, we constructed criteria we felt to be both
workable and to capture the elements of good practice in CBT. In order to be classified as
‘well defined’ the intervention must clearly demonstrate that a component of the inter-
vention: (1) involves the recipient establishing links between their thoughts, feelings and
actions with respect to the target symptom; and (2) the correction of the person’s mis-
perceptions, irrational beliefs and reasoning biases related to the target symptom. In
addition a further component of the intervention should involve either or both of the
following: (i) the recipient monitoring his or her own thoughts, feelings, and behaviors
with respect to the target symptom; and (ii) the promotion of alternative ways of coping
with the target symptom. All therapies that do not meet these criteria but are labeled [by
the original authors as] ‘CBT’ or ‘Cognitive Therapy’ will be included as ‘less well
defined’ CBT. (p. 4).

Here the definition of the treatment is based on a few reasonable, but broad,
principles that look for the application of CBT theory in practice. Note that some
actual CBT studies may not include enough information in their reports to be
classified as CBT even if they did actually meet these standards. Note too, that it
would be difficult to completely replicate CBT treatments in other agency settings
using this definition. Other agencies might be doing CBT according to this defi-
nition, but other factors not covered in the definition, might interact to make the
treatment more or less successful.

Binks et al. (2009, p. 4) defined psychodynamic therapy in a similar fashion:

In order to be classified as psychodynamic, the intervention must not focus on a specific
presenting problem (such as aggression) but rather on the unconscious conflicts that
repress the individual and need to be confronted and re-evaluated in the context of the
people’ [sic] adult life. The following two components had to be documented in the
therapeutic intervention for the therapy to be included: (a) it must explore an element of
the unconscious, and (b) emphasises the importance of the patient’s relational interaction
with the therapist.

In some measure this definition appears to define psychodynamic therapy by an
absence of attention to the presenting problem, which might surprise some psy-
chodynamically informed clinical social workers. Further, sole attention to
repression seems an odd choice for treating people who have BPD. Uncovering
unconscious conflicts would actually be contraindicated for people who have BPD
in contemporary psychoanalytic theory and practice; supportive interventions are
instead recommended (Goldstein 1995, 2001).
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The authors’ intent, it seems, is to again define the therapy by how its defining
theory is evident in real-world practice. Yet, identifying unconscious conflicts and
patterns of interpersonal interaction might look in practice very much like estab-
lishing links among thoughts, feelings, and actions in order to change irrational (or
no longer relevant) perceptions and beliefs about the target symptom. This is the
same language used to define CBT.

Finally, group therapy is defined. Group therapy of course, is actually a modality
of treatment that can be informed by several different theories, including cognitive-
behavioral and psychodynamic theories. Binks et al. (2009, p. 4) define group
therapy as ‘‘any intervention that extends beyond the individual and specifically
uses a group format in this category (e.g. family therapy and psychoanalytic group
therapy). We would have included studies of therapeutic communities in this cat-
egory…’’ Here the modality of therapy defines its key features. How specific
theories are evident within the content of the group sessions is not the defining
feature for group therapy, though it is for the definitions of CBT and psychody-
namic therapies. The format of the treatment, not the theory or premises that inform
it, is used instead as its defining properties. Note that this definition would be quite
inadequate if used to replicate any particular group therapy in a new setting.

To add further clarity to the definition of treatments, researchers often report the
number and duration of sessions, the qualifications of the clinicians doing the
treatment, and how often supervision was provided. This information does help
describe the treatments used. These descriptive efforts, too, fall short of defining
treatments in a manner that allows equivalent replication in other settings.
Defining mental health treatments can be very difficult.

It is interesting to note that the two therapies Binks et al. (2009) found to be
effective in treating BPD, a psychodynamically informed partial hospital program
and dialectal behavior therapy (DBT), both include highly structured treatment
programs with several components such as individual and group therapy. These
shared features of the two models found to be effective were not specifically
highlighted in Binks and colleagues’ systematic review. Instead their different
theoretical foundations were emphasized. (No disrespect to Binks et al. is inten-
ded. We view them as going much further than most authors in these treatment
definitions.)

Another effort to further clarify the definition of treatments or other biopsy-
chosocial intervention processes, including diagnostic procedures, is the treatment
manual. Researchers often use treatment manuals to add greater specificity to the
definition of treatments.

Treatment Manuals

Treatment manuals seek to set forth the components of treatments in detail. Some
go so far as to offer a curriculum, defining the tasks and activities to be completed
in each session. One goal of the treatment manual is to improve the quality of
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treatment definitions in order to enhance the validity of clinical mental health
research. Researchers view treatment manuals as an important way to increase the
integrity of the intervention that causes change in experimental trials. This requires
enough detail to be able to replicate the same treatment in different locations. As
LeCroy (2008, p. 3) states, ‘‘treatment manuals move us closer to treatment
fidelity.’’ Treatment fidelity means that clinicians deliver the treatment fully as
intended. It also means that different clinicians in different settings deliver the
same treatment fully and consistently. This enhances replicablility. Such repli-
cablility is useful in research to ensure a treatment was fully delivered. In practice,
manuals may also be promoted administratively to allow less well-trained, and less
costly, providers to deliver a service.

Some clinicians state that treatment manuals may undermine the individuali-
zation of therapies and other interventions to fit unique client needs, situations, and
values. Ollendick et al. (2006) argue that treatment manuals might lead to
mechanical interventions, stifling creativity and innovation. Smith (1995) called
treatment manuals ‘‘cookbooks’’ and Silverman (1996) called them ‘‘paint by
number approaches.’’ In effect, these clinicians argue that treatment manuals omit
professional expertise, a core component of EBM/EBP according to Haynes et al.
(2002a). There is a clear tension between individualizing therapy to specific and
perhaps unique client needs, versus enhancing fidelity of treatment for research
purposes.

In mental health, Sanderson and Woody (1995, 1996) define a treatment manual
as materials that provide sufficient detail to allow a trained clinician to replicate the
treatment. They leave unclear whether sufficient detail is provided by description
of broad psychological principles, or whether much greater detail is necessary.
Sanderson and Woody also point out that treatment manuals are inadequate if the
clinician lacks solid theoretical grounding or lacks supervised experience in the
particular approach they apply. Specifically, they point out that workshop training
alone, without supervised experience, does not constitute adequate training in any
therapeutic model. This view is countered, however, by manuals that claim to
provide ‘‘step-by-step instructions for conducting individual and group sessions’’
(Center for Substance Abuse Treatment, 2007). In such manuals, detail is
substituted for professional expertise, contrary to the goals of EBM and EBP.
There appear to be different views on both the definition and optimal use of
treatment manuals.

What do treatment manuals cover? Trepper et al. (undated) offer a treatment
manual for solution-focused therapy (SFT) with individuals. Their manual details
the basic tenets of SFT, how goals are set via conversations with clients, and the
specific active ingredients of SFT. These ingredients include (1) a collaborative
interaction between clients and clinician, (2) a positive, solution-focused stance,
(3) looking for previous solutions, (4) looking for exceptions to problems,
(5) using questions rather than interpretations, (6) maintaining a present time focus
rather than a focus on the past, and (7) using compliments. Within sessions, pre-
session changes are appraised, goals are framed in terms of desired outcomes to
current problems, goals are numerically scaled, and the miracle question technique
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may be used. The manual also includes vignettes of interactions within sessions as
illustrations of these active techniques.

In the SFT manual, a broad description of the therapy is combined with
specification of certain techniques that make it possible to determine if the
treatment was delivered in a valid and complete manner. A supervisor or a
researcher could review a videotape or a transcript of a SFT session and determine
if this therapy had been fully applied. Left a bit unclear is how many of these
features must be present for the therapy to be called valid SFT for research
purposes. For example, using many more interpretations than questions would not
fit with SFT, but it is probably fine that the miracle question is not used in a
specific therapy session.

Other manuals are still more detailed and prescriptive. Stark et al. (2010) offer a
manualized treatment for girls ages 9–13 and their caregivers called the ACTION
program. They set forth a number of plain language themes for the program,
including (1) ‘‘If you feel bad and you don’t know why, use goals skills;’’ (2) ‘‘If
you feel bad and can change the situation, use problem solving;’’ and (3) ‘‘If you
feel bad and it is due to negative thoughts, change the thoughts’’ (p. 94). Struc-
turally, the program consists of 20 sessions of 45–75 minutes delivered in school
to small groups of girls (n = 2–5). Parent training involves once-a-week meetings
with the same therapist but for only 10 sessions. Skills emphasized in the girl’s
groups include affective education, goal setting, coping skills training and mood
monitoring.

These skills are further broken down into a session-by-session format. Meeting
1 (p. 97) centers on ‘‘Introductions and discussion of pragmatics.’’ The objectives
of meeting 1 are to: ‘‘Discuss parameters of meetings. Introduce counselors and
participants. Establish rationale for treatment. Discuss confidentiality. Establish
group rules. Build group cohesion. Establish written group incentive system.’’ We
may assume that setting of parameters is not so unlike any other small group, but
the specific rationale for the ACTION program may be. Note that building group
cohesion is a universal issue for new groups, but one that is very difficult to specify
fully and may include some idiosyncratic components that vary from group to
group.

Later meetings have different goals and progressively more focused objectives.
Meeting 6 centers on ‘‘Cognition and emotion introduction to cognitive restruc-
turing.’’ The objectives of Meeting 6 session are to: ‘‘Demonstrate the role of
cognition in emotion and behavior. Introduce connection of thoughts to feelings.
Enactment of coping skills activity within session.’’ Over the course of the
ACTION program, the group leaders teach the girl clients to be ‘‘thought detec-
tives;’’ to consider if there are alternative ways to look at a problem and to assess
the evidence on which a thought is based. Several techniques fill out the objectives
for Meeting 6. One such technique in the ACTION program is talking back to the
‘‘Muck Monster.’’ The group leaders label being unable to let go of a negative way
of thinking as ‘‘being stuck in the muck monster.’’ In turn, the muck monster
creates distance from the negative thoughts and the whole person of the client and
creates a suitable opponent to challenge. The enactment within Meeting 6 is likely
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a direct exploration of being stuck in the muck monster and ways to move out of
this stuck position. Later session-by-session content is also outlined and linked to
related ACTION techniques. Many of the later meetings (12–20) include practice
of the program techniques within the group setting.

It is not clear that treatment manuals fully achieve their goal of making bio-
psychosocial therapies more fully replicable, but they may help. Treatment man-
uals can make more explicit the principles and tenets, the distinguishing
characteristics and the key techniques of a treatment. This alone, however, may not
allow a therapy to be fully replicated by others in a different location. Therapeutic
principles and techniques overlap considerably despite differences in theory and
even across treatment modalities. Individual differences in client needs, style, and
comfort may require adaptations of carefully described treatment procedures. Still,
treatment manuals take a useful step toward improving the validity of complex
biopsychosocial interventions to enhance the validity of research claims made
about them.

Treatment manuals are not limited to behavioral and cognitive-behavioral
approaches, though they are more common for these therapies. Treatment manuals
are available for certain psychodynamic psychotherapies (i.e., Clarkin et al. 2006),
for many behavioral and cognitive behavioral therapies (i.e., Reilly and Shopshire
2002; or Andrews et al. 2002), and for certain family therapies (i.e., Lock et al.
2002). Treatment manuals for specific disorders may also include sections or
chapters on different age groups or other subpopulations that are likely to be
affected by the disorder (see, for example, Benedek and Wynn 2011 on PTSD).

The last component of appraising a research report centers on methods of
analysis. For quantitative research, statistics are a vital method for decision
making. The final section in this chapter offers a review of key statistics and issues
in their appropriate use.

Statistics

Statistics do not tend to be the greatest strength of most clinical social workers.
While statistics are required content in most social work programs, many students
do not often retain a good grasp of their use after graduation. There are many
statistics, each with limiting assumptions that shape their appropriate use. We will
review a number of premises for the appropriate use of statistics and point out a
few key issues in interpreting statistics in research reports. It is, however, beyond
this book to provide a thorough introduction or review of all statistics. Many good
introductory statistics texts are available such as Weinbach and Grinnell (2009) or
Abu-Bader (2006); along with review books such as Norman and Streiner (2003).

This chapter has examined how research designs shape clinical research. In
interpreting research results, readers should always be clear on whether the study
seeks to show differences between groups or seeks to measure associations among
characteristics of clients. Experimental and quasi-experiment research designs
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explore differences between groups. Observational research designs generally
explore correlations among the characteristics of group members. In a similar
fashion, statistics fall into the same general categories: those that examine
differences and those that examine correlations or associations.

Where differences are being studied, it is important that the groups being
compared are as similar as possible. Comparing group differences is best achieved
by using an experimental research design, but readers should further be sure the
demographic characteristics (ages, ethnicities, religions, etc.) and levels of func-
tioning of the groups being compared are similar. Researchers often report and
compare the characteristics of each group in a clinical trial at the start of treatment,
also called at baseline. Statistics are often used to show that there is no significant
differences on important variables between the groups being studied. This docu-
ments that they are similar before treatment.

Data may be either discrete or continuous. Discrete data comes only in certain
finite values. If we think of ‘‘number of children,’’ answers such as ‘3’ or ‘0’ make
sense but 1.5 does not. On the other hand, income is continuous data. It makes
sense to have an annual income of $23,453.72, even if the cents might not matter
all that much. Similarly, a scale of depression might range on a continuous scale
from ‘0’ for no depression to ‘20’ for severely depressed. A group mean score of
12.32 for several depressed clients makes sense and allows comparison to another
group with a mean score of 18.65. Most (but not all) outcome measures draw upon
continuous data.

Levels of Measure

The next issue to review is the nature of the data the researchers have examined.
Researchers use different statistics to examine different kinds of data. Numbers can
be used to define categories with no rank order, such as ‘1’ represents the treated
group and group ‘2’ represents the untreated control group. Statisticians call
measures with mutually exclusive categories and without a hierarchical ranking
nominal level measures. Numbers can also be used to establish a rough hierarchy
with clear but imprecise differences among the ranks. We could use ‘0’ to rep-
resent no formal schooling, ‘1’ to represent some grade school, ‘2’ to represent
finished grade school and ‘3’ to represent some middle schooling and so forth. The
higher numbers do represent more school completed, but the numbers do not
reflect years of school completed in a precise and consistent manner. Statisticians
call measures with mutually exclusive categories and a rough hierarchy but
without equal intervals between values ordinal level measures. We can also use
numbers to establish a more precise hierarchy in which the interval between the
numbers represents some measured dimension. It is meaningful to distinguish
between a body temperature taken by mouth of 98.6� and one of 102.4�. The
intervals between the tenths of a degree are all the same, and provide a scale or
metric for comparison. Statisticians call measures with mutually exclusive
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categories, a clear hierarchy of values, and equal intervals between values interval
level measures. If the scale includes a nonarbitrary zero point, we gain even more
information. A body temperature of 0.00� has no everyday meaning (and is not
included in the range of most fever thermometers). But having zero dollars of
annual income has a very real meaning and is much less desirable than an income
of $30,000. Each dollar represents an equal and consistent increase (or decrease) in
annual income. Statisticians call measures with mutually exclusive categories, a
clear hierarchy of values, equal intervals between values and a non-arbitrary zero
point ratio level measures.

These differences in levels of measure are important for selecting appropriate
statistics. Researchers select different statistics in part based on the level of
measure of the available data. Generally speaking, using interval or ratio level
provides more detailed information and allows use of more powerful statistical
tests. In experiments, the independent or grouping variable must be constituted by
at least nominal level non-overlapping categories. The dependent or outcome
variable is most often interval or ratio level data that conveys a meaningful scale of
severity. Interval and ratio level measures also allow for more precise scaling.
While interval and ratio level data is more ‘information rich’ than are nominal and
ordinal level data, any level of measure can be used as a clinical outcome
(dependent) variable. For example, nominal categories (i.e., meets criteria for a
DSM diagnosis or does not meet criteria) and ordinal level data (i.e., low, mod-
erate or high pain severity) would be appropriate outcome variables.

Parametric and Nonparametric Statistics: Differences
in Population Distributions

Another issue that influences the selection of statistics is the nature of the distri-
bution of values or scores in the target population. All statistical tests are either
parametric or nonparametric. Parametric data distributions assume that the pop-
ulation from which the researchers collected the sample data was a particular kind
of distribution. Most often, this is to assume a normal distribution of data in the
population. A normal distribution is symmetrical around the mean value, with
equal ‘tails’ on each side. Most textbooks call this the bell curve, though normal
distributions can vary in look when graphed. A normal distribution means that
there are roughly equal numbers of very low scores and very high scores. Non-
parametric data distributions, on the other hand, assume no specific form of
population distribution. In general, parametric statistics are more powerful and
researchers should use them when possible. This is because nonparametric
statistics are calculated using rank order information only, which includes less
specific information than do the parametric statistics.

Once the data are collected, researchers must examine the nature of the
obtained sample’s distribution. Data collected from a population that is assumed to
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be normally distributed population may prove to have different characteristics. The
collected data ideally should have few outliers (very extreme high or low scores).
In studies of small samples, a few outliers can alter the results of statistical
comparisons profoundly as they increase or decrease group mean scores. In some
studies, outliers are purposefully excluded from the final data analysis to avoid
their strong influence on the overall results. Authors should clearly state whether
outliers are present and how outliers were interpreted and handled.

Researchers should also review the distribution of scores in the obtained data.
Distributions may be skewed, or have many high or low scores, shifting them from
a symmetrical normal shape. The problem with skewed distributions is that
comparing skewed and nonskewed groups may lead to results that are inaccurate.
Statisticians can often transform non-normal distributions of data into a near
normal form by doing logarithmic transformations or other procedures. These
transformations do not alter the relative values of scores, only the shape of their
distribution. If transformations of the data distribution are undertaken, they should
be clearly reported in the research report.

The Five Uses for Statistical Tests

There are five main uses for quantitative or statistical data analysis. These uses or
purposes are (1) describing the characteristics of a sample or population,
(2) testing for differences among groups, (3) testing for associations among
variables, (4) testing for group membership, and (5) examining structure of a
theory or of a measure (Tabachnick and Fidell 2007). The first purpose is
descriptive; the other four are inferential in nature.

Descriptive statistics, as the name implies, seek to (a) describe the typical or
most common member of a distribution and to (b) describe the spread or dispersion
found within a distribution of scores. Descriptive statistics therefore come in two
types: Measures of central tendency and measures of dispersion. Descriptive
measures of central tendency seek to tell us about the typical member of the
distribution we are studying. That is, of all the cases we have, what are the most
common features and what would the typical member of the distribution look like?
Descriptive measures of dispersion tell researchers about the variation within a
distribution or how much cases differ one from the other.

Statisticians apply descriptive statistics differentially based on the target var-
iable’s level of measure. Among descriptive statistics of central tendency, only the
mode can be used with a categorical or nominal measure. For an ordinal, hierar-
chal measure, both the mode and the median may be used. The median conveys
information about both category and place in the hierarchy so it is a bit more
‘information rich’ than is the mode, and therefore a somewhat more useful mea-
sure of central tendency. For an interval or scaled level measure, any measure of
central tendency can be used (mean, median, or mode). This is because with
interval measures we can perform mathematical operations on the data
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legitimately. With an interval variable, the mean is called the preferable measure
of central tendency because mathematical operations are used in its calculation,
requiring equal intervals along the hierarchy it measures.

Measures of dispersion are all calculated using mathematical operations so they
may be used only with interval or quantitative measures. No measure of dispersion
can be used with nominal or ordinal level data. Key measures are the range
(maximum value minus minimum value), the variance and the standard deviation.
Skewness and kurtosis also provide information about how similar, or how
different, a given distribution of scores is compared to a calculated normal
distribution.

Inferential statistics, as the name implies, are used by statisticians to make
inferences and decisions about statistical significance. They are all based upon
probability theory and compare actual, observed results with a mathematically
constructed model that presumes no difference or no association between/among
the variables under study. Inferential statistics tell us how likely it would be to
obtain a specific result if there was no difference or no association among the
variables under study. If the result is quite unlikely to have occurred by chance
alone, we may say there is a statistically significant difference or connection
among the variables under study. Yet, statistics only provide probabilities and
never ‘prove’ anything absolutely. Instead they can only be said to ‘support’ or to
‘fail to support’ specific hypotheses about relationships among variables being
studied. Still, statistics provide a very useful technology for making decisions,
especially about large groups of people.

Inferential statistics are available in many named types. Researchers select
specific inferential statistics based on (a) the kind of research question being asked
(about difference or association/correlation), (b) the level of measure of each
variable of interest, (c) the nature of the sample (independently selected or paired/
correlated selection), (d) whether the sample distribution is parametric or non-
parametric, and (e) the number of variables under study. This makes it imperative
to think out carefully which inferential statistic best meets your decision-making
needs.

Inferential statistics come in two main types: tests of difference and tests of
association. Tests of difference help us decide if two or more groups differ on one
or more outcome measures. Note there must be both an independent, or grouping
variable to establish the groups under comparison and another dependent, or
outcome, variable that reveals the extent of differences across the groups. That is,
do women and men differ on average annual income? The groups are the values of
gender (usually female and male). The dependent variable that shows difference is
income. For example, the values of income establish whether the groups differ
through the application of statistical tests.

In tests of association researchers take another approach. The goal here is to see
whether two variables are related, and if so, how strongly. That is, if one variable
increases one value, will the other variable’s value also increase, or might it
decrease instead? To determine whether two or more variables are associated,
treatment and control groups are not needed, only values on both variables for all
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participants. Say a researcher measures the number of hours studied before a test
and also the grades received on the test. If there is an association between the
variables ‘hours studied’ and ‘grades,’ people who studied for more hours studied
will likely score higher than people who studied fewer hours.

Tests of association are often reversible, meaning there is no clear independent
variable and no clear dependent variable. For example, the association between
height and weight can be viewed from either direction. This is most common with
bivariate (two variable) questions. However, with several variables under study in
tests of association, we tend to think of independent variables as those that precede
the dependent variable in time. For example, SAT scores precede college grades
(even though they do not have much direct impact on them). Thus, we might label
SAT scores the independent variable and grades the dependent variable—though
the terminology gets awkward at times.

It is also very important to keep in mind that even a statistically significant
association does not necessarily indicate that one variable causes the other to
change. Association or correlation does not imply cause and effect.

Multivariate statistics, based on inferential statistics, are also used to predict
group membership and to examine the structure of a theory using quantitative data.
Predicting group membership requires a large sample and interval level data on
several variables. We might want to study whether certain teens fall into ‘high
risk’ or ‘low risk’ groups based on information about drug use, sexual activity, and
basic mental health problems. Statistical techniques such as discriminant analysis
help us predict which group one would fall into based on our data.

Finally, techniques such as factor analysis and principal component analysis use
interval level data on several variables and a large sample to explore the structure
of theory and measures. Say we wanted to create a test for depression, knowing it
has several component parts such as mood problems, sleep problems, and psy-
chomotor problems. We might collect data from people who have depression and
see whether these ‘parts’ actually are elements of a general depression or if they
differ enough to help identify different forms of depression. These different forms
of depression might include a predominantly sleep disturbance type which does
not have much apparent mood change to it. Factor analysis takes data on each of
the component parts of a theory and examines which elements (factors) maximally
differ one from the other. This allows factors with similarities and distinct
differences to be identified.

Choosing a Statistical Test

So, what statistical tests can researchers use and how do they select them? First,
examine the nature of the research question we are asking: is it descriptive, or a
question of difference or of association, or one of group membership or of theo-
retical structure? This is the first choice point. Next, look at the number of vari-
ables under study. Third, look at the level of measure of each variable. It may also
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be important to distinguish the independent and dependent variables. Fourth,
review the nature of the sample. Was there independent selection versus paired or
correlated selection? Fifth, for interval or ratio level, scaled, data, determine the
nature of the data distribution. Is it a normal distribution or not? If not, can it be
mathematically transformed into a near normal distribution? From this review,
researchers select a statistic that fits the mix of variables under study.

There are many charts to help researchers and statisticians pick the correct
statistical test. Table 7.1 is adapted from Leeper’s (undated) ‘‘Choosing the Cor-
rect Statistic’’ and is provided to help clinical social workers review the require-
ments for selecting among several widely used statistical tests (see Table 7.1).
Note that appropriate use of these tests is constrained by several factors, including
the level of measure of each variable, the number of variables under study, and the
nature of the distribution of the collected data.

The Misuse and Misinterpretation of Statistics
in Published Reports

It should be clear by now that the correct use of statistics is a complicated process.
There is a small but important literature on the misuse of statistical tests in social
work and in allied mental health fields. Cowger (1984) initially described the
misuse of statistical tests in the social work literature. Huxley (1986) profiled
errors in the use of statistics in the British Journal of Social Work, Volumes 1
through 14, finding over half of the articles using statistics contained errors.
Dar et al. (1994) found several repeated misuses of statistical tests in their review
of the psychology literature between 1968 and 1988. These include inappropriate
use of null hypothesis tests and p values, neglect of effect sizes, and inflation of
Type I error rates through multiple comparisons. Cowger (1984) and Huxley
(1986) reported similar concerns in the social work literature. Thompson (2001)
provides an extensive list of articles pointing to concerns with the use of tests of
significance in several fields. We point out these concerns to make clear to clinical
social workers that statistics should not be taken simply at face value. Researchers,
like all human beings, sometimes make mistakes. Critical thinking and careful
attention is always required in professional endeavors.

Reporting Statistics

Statistical tests should always be reported in detail. This begins with providing
enough information to allow the reader to fully determine the specific hypothesis
under study. Since statistical tests actually examine the null hypothesis of no
difference between groups or no association between variables, the reader should
also be able to determine the null hypothesis under study. Null hypotheses are
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Table 7.1 Choosing a statistical test: Number of independent and dependent variables, required
levels of measure and required types of data distribution

Number
of
dependent
variables

Nature of
independent
variable(s)

Nature of dependent
variable(s); and data
distribution

Appropriate
statistical
test(s)

One 0 IVs
(One population)

Interval; normal One-sample t test

0 IVs
(One population)

Ordinal or interval; any
distribution

One-sample median

0 IVs
(One population)

Nominal
(only two categories);
any distribution

Binomial test

0 IVs
(One population)

Nominal; any
distribution

Chi-square goodness-
of-fit

One IV with two levels
(independent groups)

Interval; normal Two independent
sample t test

One IV with two levels
(independent groups)

Ordinal or interval; any
distribution

Wilcoxon-Mann or
Whitney test

One IV with two levels
(independent groups)

Nominal; any
distribution

Chi-square test

One IV with two levels
(independent groups)

Nominal; any
distribution

Fisher’s exact test

One IV with two or more levels
(independent groups)

Interval; normal One-way ANOVA

One IV with two or more levels
(independent groups)

Ordinal or interval; any
distribution

Kruskal-Wallis

One IV with two or more levels
(independent groups)

Nominal; any
distribution

Chi-square test

One IV with two levels
(dependent/matched groups)

Interval and normal Paired t test

One IV with two levels
(dependent/matched groups)

Ordinal or interval Wilcoxon signed ranks
test

One IV with two levels
(dependent/matched groups)

Nominal; any
distribution

McNemar test

One IV with two or more levels
(dependent/matched groups)

Interval and normal One-way repeated
measures ANOVA

One IV with two or more levels
(dependent/matched groups)

Ordinal or interval Friedman test

One IV with two or more levels
(dependent/matched groups)

Nominal; any
distribution

Repeated measures
logistic regression

132 7 Issues of Research Methodology in EBM/EBP



almost never stated in published reports, but they can be inferred from statements
of the research hypothesis. This may take some effort in unpacking a complex
table, but should be made a bit easier by descriptions in the text as well. Note that
it is almost always the case that the null hypothesis is obviously incorrect; the issue
is how unlikely a result is to occur by chance alone. Second, after stating the
hypotheses, the levels of measure for all variables should be stated if not obvious.
Readers should not expect to have the level of measure for gender specified, but it

Table 7.1 (continued)

Number of
dependent
variables

Nature of
independent
variable(s)

Nature of dependent
variable(s); and data
distribution

Appropriate
statistical
test(s)

Two or more IVs
(independent groups)

Interval and normal Factorial ANOVA

Two or more IVs
(independent groups)

Ordinal or interval (None)

Two or more IVs
(independent groups)

Nominal; any
distribution

Factorial
logistic regression

One interval IV Interval; normal Correlation
One interval IV Interval; normal Simple linear

regression
One interval IV Ordinal or interval;

any distribution
Non-parametric

correlation rS

One interval IV Nominal; any
distribution

Simple logistic
regression

One One or more interval IVs and/or
one or more nominal IVs

Interval and normal Multiple regression

One or more interval IVs and/or
one or more nominal IVs

Interval and normal Analysis of covariance

One or more interval IVs and/or
one or more nominal IVs

Nominal; any
distribution

Multiple logistic
regression

One or more interval IVs and/or
one or more nominal IVs

Nominal; any
distribution

Discriminant analysis

Two or
more

One IV with two or more levels
(independent groups)

Interval and normal One-way MANOVA

Two or
more

Two or more Interval and normal Multivariate multiple
linear regression

Two sets
of
Two or
more

0 Interval and normal Canonical correlation

Two or
more

0 Interval and normal Factor analysis

Adapted from ‘‘Choosing the Correct Statistic’’ by James Leeper of the University of Alabama
College of Community and Health Sciences. Retrieved from http://bama.ua.edu/*jleeper/627/
choosestat.html
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should be stated for unusual tests or measures. Third, the nature of the obtained
data distribution should be clearly stated. A normal distribution is required for
many statistical tests. If a normal distribution is not obtained, or generated by
transformation, only nonparametric statistics may be used. Fourth, the criterion
level to be used to determine whether results are statistically significant should be
selected before data are collected, analyzed, and reported (Dar et al. 994). This
criterion level should be clearly stated in research reports, but is often just a
footnote in a table, and is often mainly represented by an asterisk. This is an
acceptable, if perhaps confusing, space-saving convention in publications. Readers
should expect that a consistent criterion level is used throughout a study unless
changes in the criterion level are explained in detail. It is inappropriate for
researchers to change criterion levels without providing a rationale for such
changes.

By American Psychological Association (2009) standards, a particular format
for reporting the results of statistics is widely used. These conventions apply to
both tables and text-based reports. First, the names of the variables under analysis
should be clearly stated or evident in the table. Second, the name or symbol for the
statistic is stated. Publishers assume that journal readers will understand the names
and abbreviations for most common statistical tests. Any unusual statistical test
should be explained in some detail and a citation for more information should also
be provided in the report. Third, the numerical value of the statistic is reported.
Fourth, the sample size or degrees of freedom for the statistic is reported. Finally,
the probability of the result is reported. It is good practice to state exact proba-
bilities for all statistics, rather than to simply note that some are ‘‘not statistically
significant.’’ For example, the results of an analysis of variance or F test used to
compare to groups might be reported as: ‘‘A statistically significant difference on
level of general anxiety was found between the treated and control groups,
F = 5.681 (1, 85), p = 0.001.’’ Here the value of the F statistic (F = 5.681) is
clear, as are the degrees of freedom (1 and 85), and the probability value. Since
probability levels vary with both the value of the statistic and the degrees of
freedom (or sample size), both are reported to allow readers to verify that the
probability level is correct for this information.

The probability level or p value for each statistic is used to determine whether
the null hypothesis is to be accepted or rejected. If the p value is less than (smaller
than) the criterion level in use for the study (i.e., p = 0.003 compared to a criterion
level of p \ 0.05), the null hypothesis is rejected. Researchers may then state that
a statistically significant difference exists. Readers are often confused that reports
do not directly address the null hypotheses but instead simply move on to what it
implies about the research hypothesis. This too is a convention used to save space
based on the assumption that professional readers should have a basic under-
standing of statistics.

Bear in mind that statistical tests are influenced by sample size. As noted above
in regard to statistical power, small samples may not be able to reveal significant
differences between groups. On the other hand, large samples may yield significant
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associations even when the strength of the association is small. Readers should not
confuse statistical significance with substantive or clinical significance.

To assess the magnitude of changes, effect size statistics are often reported
along with tests of statistical significance. Effect size statistics complement tests of
significance by more directly summarizing the magnitude of differences between
groups in experimental research (Dar et al. 1994). Effect size statistics will be
examined in the next chapter.

Finally, where group differences are reported, as is common in outcome
research, a confidence interval should be presented along group means and
probabilities. Most statistical results are presented as point estimates that appear
quite exact. Confidence intervals [CI] estimate the chance that the same study,
repeated with another sample taken from the same population, will yield the same
results. Usually the confidence interval is established at a 95% chance that rep-
licating the same study on a different sample will yield the same results. If the CI is
narrow, the study results are more likely to be consistent when replicated. If the CI
is wide, the study results are less likely to be consistent when replicated. CI ranges
help the reader assess the confidence that should be placed in study results when
generalizing from a single sample to the larger population. However, a confidence
interval does not predict that the unknown, true, value of the population parameter
has a defined probability of being within the confidence interval.

Chapter Summary

This chapter has examined several issues of research methodology that join with
research designs to influence the validity of clinical research. Research, like
clinical practice, is a complex process involving many decisions. While use of an
RCT research design allows for claims of cause and effect relationships, such
claims are only valid and useful if they are predicated on many other intercon-
nected choices. The other choices include the quality and comprehensiveness of
the sample; the type, validity, and sensitivity of outcome measures; the quality of
the definition the treatment under study; and the careful use and reporting of the
correct statistical tests.

To aid practitioners, many individual research reports may be aggregated or
synthesized to provide a summary of available research on a specific topic. The
research designs used in individual studies may become a criterion for the
inclusion or exclusion of studies from such aggregate reviews. Indeed, many
summaries of several research studies include only studies using experimental or
RCT designs.

Two useful resources for clinical social workers in the EBP process are meta-
analysis and its elaboration into the systematic review of research studies.
Examining systematic reviews that combine the results of many individual
research reports will be the focus of the next chapter.
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Chapter 8
Meta-Analysis and Systematic Reviews:
Aggregating Research Results

Step 3 of the evidence-based practice (EBP) decision-making process is to criti-
cally evaluate the relevant research on your topic. In the previous two chapters,
we have examined the role of research design and other methodological issues in
evaluating individual practice research reports. These chapters explored how
researchers design and report individual research studies in a rigorous manner. Yet
in many circumstances, multiple research studies are available on a specific
practice topic. In this chapter, we will explore how researchers undertake studies
that aggregate the results of several separate studies on a single topic.

Clinical social workers who have located research for use in EBP will often find
compilations of several research studies on their topic of interest. Researchers call
such compilations ‘‘meta-analyses’’ or ‘‘systematic reviews’’ (Littell et al. 2008).
Both can be very useful to the clinician seeking to evaluate research for use in
practice. Both methods help the clinician appraise and compare the results of
multiple studies on the focal topic. It is important to understand how meta-analysis
and systemic reviews are similar and different. It is also important to understand
their strengths and limitations for evidence-based medicine (EBM) and for EBP.

Meta-Analyses as a Method of Research Synthesis

Researchers first developed the method of meta-analysis, which introduced several
important concepts and methods for aggregating research results. These steps may
seem quite familiar to clinical social workers and others learning EBP. Meta-
analysis begins with (1) clearly formulating and stating the focal question, fol-
lowed by (2) a thorough and reproducible search of the literature. Next, researchers
(3) evaluate the relevant literature using specifically stated quality criteria, leading
to identification of the best research reports for inclusion in the aggregate analysis.
Finally, studies are (4) compared statistically using specified procedures that vary
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somewhat to accommodate different kinds of data. The process, in its outline,
is parallel to the initial steps of the EBM/EBP practice decision-making process.
The purpose of meta-analysis, however, is to aggregate study results and provide a
general, summary, conclusion.

Pratt et al. (1940) completed one of the earliest meta-analyses on the topic of
extrasensory perception (ESP). They located and reviewed over 50 studies on ESP
using similar methodologies. A full 61% of the studies endorsed ESP. Pratt and
colleagues noted, however, that published reports with positive results had much
more influence than many more unpublished studies with negative results. This is
important because, they believed, the unpublished studies might have been refused
publication due to their negative results. In today’s EBM/EBP context, early meta-
analyses demonstrated how important it is to search thoroughly the relevant
published and unpublished literature, and to have a solid method for aggregating
results.

In the 1970s and 1980s researchers developed more sophisticated models of
meta-analysis. Many of these pioneers addressed mental health topics. Smith et al.
(1980) completed a meta-analysis entitled ‘‘The Benefits of Psychotherapy’’ that
found similar, positive, effects for several therapies for adults with depression or
anxiety drawing on different theoretical premises and using different measures.
A key innovation from Glass in this same article was a statistical method for
aggregating studies that used different tests as outcome measures. This statistical
technique, called meta-analysis, is in wide use today in EBM/EBP.

Meta-Analysis as a Statistical Technique

It may be confusing that meta-analysis refers to both a research process with many
steps as well as to a statistical technique. Meta-analysis set the stage for still more
detailed systematic reviews of research. However, they also had some important
limitations. Today’s more rigorous systematic reviews have set new quality
standards for aggregating individual research reports. Yet current articles may be
entitled ‘‘A meta-analysis of…’’ referring to either a systematic compilation of
studies on a specific topic or to the use of meta-analytic statistical methods.
Careful reading and critical thinking is required since authors may use the same
terms quite differently.

Over time, wide variation in the quality of studies included in, or excluded
from, published meta-analyses proved a serious problem. Researchers might use
very different standards to appraise research quality and very different methods to
report how they had searched the literature. Issues of undisclosed biases, meth-
odological flaws, and lack of reproducible results raised questions about the
quality of many meta-analyses. Further, the methods used to locate studies were
often described poorly or inadequately. These problems required the development
of new standards that would make compilations of research results fully
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reproducible by other researchers. Researchers sought more complete and trans-
parent research results.

In EBM, the Cochrane Collaboration began in 1993. This international orga-
nization works to develop and promote standards for reviewing and synthesizing
medical research results. Their standards added many details to the meta-analysis
process, but continued to use meta-analysis as a specific statistical technique.

The current, more refined, approach to research synthesis is called the sys-
tematic review. The Cochrane Handbook for Systematic Reviews of Interventions
(Higgins and Green 2011; 1.2.2) defines a systematic review as an

attempt to collate all empirical evidence that fits pre-specified eligibility criteria in order to
answer a specific research question. It uses explicit, systematic methods that are selected
with a view to minimizing bias, thus providing more reliable findings from which con-
clusions can be drawn and decisions made.

A systematic review should have clearly stated objectives and eligibility/inclu-
sion criteria for studies defined before the researchers begin the review. The
methodology of the systematic reviews should be reproducible; including full details
about the literature search strategy that produced the set of individual studies for
inclusion. Researchers should document the validity of included studies and make
extensive efforts to limit bias. The final presentation of the systematic review results
should also be structured to provide details of the included studies (1.2.2).

The Cochrane Handbook further points out that many (but not all) systematic
reviews contain meta-analyses. Meta-analysis here refers to only the statistical
technique for aggregating the results of separate studies. ‘‘Meta-analyses can
provide more precise estimates of the effects of health care than those derived from
the individual studies included within a review… [by identifying] the consistency
of evidence across studies, and the exploration of differences across studies’’
(1.2.2).

In summary, meta-analysis introduced an approach to aggregating the results of
research studies that was further refined and elaborated with the systematic review.
Yet meta-analysis, as a statistical technique, is still widely used as a component of
a systematic review. Reports of systematic reviews can be a valuable resource for
clinical social workers doing EBP. We will now explore the systematic review in
detail.

Systematic Reviews

A systematic review is an aggregate summary of almost all research on a single
topic and based on clear and transparent methods. Systematic reviews may focus
on either quantitative or qualitative research studies (Sandelowski and Barroso
2007). At best, a systematic review is a special form of research synthesis, guided
by a thorough literature review and an extensive set of rules all leading to both
plain language and highly technical reports. These rules are intended to insure
transparency of methods so that the review could be fully repeated, or replicated,
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by others. The rules establish procedures to locate, evaluate, and integrate the
research results. Both the focus of the systematic review and its procedures must
be defined before the review is begun. These practices are all steps to minimize
bias and build transparency in the review.

The Cochrane Collaboration’s Handbook for Systematic Reviews of Interven-
tions (Higgins and Green 2011) is the key resource for planning and implementing
quantitative systematic reviews. The Campbell Collaboration also uses these
standards as the two organizations work cooperatively. The Handbook is a book-
length and very detailed document. It is updated from time to time to include new
methods and improve the transparency of review procedures. The Handbook is
available for free review online at http://www.cochrane-handbook.org/ and also
for purchase as a hardcover book.

Methods for systematic reviews of qualitative studies are less standardized.
Noblit and Hare (1988) developed meta-ethnography, which pioneered the core
methods of qualitative systematic reviews. More recent methods with a specific
clinical focus are offered by Sandelowski and Barosso (2007) and Dixon Woods
and colleagues (2006a, b). While qualitative systematic reviews have considerable
merit, the focus of the remainder of this chapter will be on quantitative systematic
reviews.

It is useful to understand what goes into a systematic review, even if most
clinicians may not often review the full, technical versions of such reviews. More
often, clinicians will use the much shorter plain language summary that provides
the key information in a condensed form. The format of the plain language
summaries follows that used for full systematic reviews.

We remind readers that systematic reviews are not mentioned in the practice
decision-making process of EBM/EBP. Systematic reviews are a process that
groups of professionals have developed to summarize research results with rigor
and consistency. Professional expertise and judgment must be used to decide
whether a systematic review offers more relevant and clinically useful information
than do other sources of the best available evidence for practice decision making.

Specifying the Systematic Review Topic

To start a systematic review, the topic it will cover must be clearly stated
(Cochrane Handbook 2011). This step is a guide to the researchers, but also keeps
the review focused. It also sets boundaries on what topics, and what kinds of
research, will be studied from the outset. Its purpose is to keep systematic reviews
focused and to limit alterations to the review to include material of interest to the
authors but not quite on topic, or not using high quality methods.

Applications to register systematic reviews at both the Cochrane Collaboration
and the Campbell Collaboration require a clear statement of the review focus.
Scholars and researchers must apply to register a proposed systematic review
before it is started. A team of peer reviewers evaluates each application. Peer
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reviewers are a ‘jury’ of equally knowledgeable and skilled researchers. The peer
reviewers look for a clear focus and a detailed research plan consistent with the
Handbook standards. Only proposals that meet the quality standards are accepted
and registered. Clinicians may find some reviews in their preliminary stages listed
online as ‘‘registered’’ or ‘‘in progress.’’ Such reviews do not (yet) include any
results. This can be frustrating as it does not help in practice decision making, but
it shows such knowledge may be available in the near future. It also tells other
researchers that the topic is taken.

Cochrane and Campbell systematic reviews are team efforts (Littell et al. 2008).
Several people, ideally including at least one consumer, constitute the review team
(Cochrane Handbook 2011; Sect. 2.3.4.1). Not only researchers, but also policy
makers and clinicians may be included. This range of review team members
should bring in some diversity of viewpoints about the purposes of the review and
serve as some check on its final report. It also allows for more than a single
researcher to assess each piece of research, again as an effort to limit bias.

Researchers undertaking a systematic review must also declare their ‘‘interests
and commercial sponsorship’’ to set forth any potential conflicts of interest.
Sponsorship of Cochrane reviews by any commercial interest in prohibited.
Noncommercial sponsors of Cochrane systematic reviews, such as foundations
offering research funding, must agree to have no influence over its process and
final report content (Cochrane Handbook 2011; 2.6).

Locating Research Studies for a Systematic Review

Once a topic is selected, the literature is next reviewed extensively. What literature
is included in the review must be fully specified. It is common to see a listing of
several electronic databases used as the starting point in quality systematic
reviews. Each electronic database (such as PubMed, PsychINFO, or Social Work
Abstracts) will include many journals and articles. The point of detailing how the
literature search was done in great detail is to make it replicable by other
researchers. This means that other people could repeat the review process fully,
and should come up with the same results. Steps to insure quality and transparency
are included in each part of the systematic review process.

Not only the databases that are searched for the study are detailed; the search
strategies used to locate relevant studies within each database are also reported.
These often include a combination of search terms or keywords that represent
variations on the topic (i.e., depression, depressive, major depressive episode) but
also types of research designs (i.e., experiments, RCTs, outcome studies). Further,
the dates of the studies included in the review and the range of countries or
languages searched are often stated. Again, the purpose of specifying the search
strategy is to make the process both transparent to readers and replicable by other
researchers.
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Finally, systematic reviews include active efforts to locate unpublished research.
There is a bias in journal publications that favors studies with positive results
(Dickersin 1990; Hopewell 2009; McGauran et al. 2010; Sridharan and Greenland
2009). ‘‘Positive results’’ are those that show a significant difference between a
treatment and a control group, or that one treatment is better than another. This
means that research studies that do not show significant differences often go
unpublished. Researchers call this the ‘‘file draw problem’’ (Scargle 2000).
Research that is completed but unpublished may simply end up in a researcher’s file
draw, unknown to others. This can create a bias in favor of making it seem that a
treatment is better than it would appear with the nonsignificant results also
examined. Further, there have been cases where businesses and other groups that do
not want negative results published have actively undermined the publication of
negative results. One such case involves the active intervention of drug companies
to limit publication of results that make their products look bad—even if they are
not effective. Carey (2008) reports that makers of antidepressant drugs did not
publish up to one-third of their research results, but only those that were unflat-
tering. Carey also notes that a similar incident had occurred previously in 2004.

Authors of systematic reviews seek out unpublished reports by contacting the
author of published studies to ask whether they have unpublished research on the
topic. They also ask the published authors whether they know of other researchers
who might have unpublished studies. These efforts also uncover works in progress
that have not been formally published, such as evaluations funded by state
agencies. Occasionally the researcher is near completion of a study in progress.
Such as yet unpublished results may be included in the systematic review as well,
whether positive or negative. Efforts to locate unpublished results must also be
specified in the systematic review methods.

The entire process of the literature search can be presented in summary form
using a Quorom Flow Chart (see Fig. 8.1). In the 1990s, a group of physicians
called the Quorom Group began to establish standards for reporting meta-analyses
(Moher et al. 1999). Quorom is an acronym for the ‘‘Quality of Reporting of Meta-
analyses.’’ A Quorom flowchart summaries the number of relevant items found at
each stage of a literature search process. It starts with the total number of relevant
articles or reports located, and then identifies all the criteria for including or
excluding reports in the review process. The flowchart identifies both why mate-
rials were included or excluded and how many reports were included or excluded.
In the figure, we see that 9,676 reports were located, but 8,538 proved to be off
topic. In the end, only 14 reports met all of the study’s inclusion criteria and were
not duplicates. A Quorom flowchart provides a quick and visually effective way to
summarize the search process of a meta-analysis or a systematic review. They are
beginning to become common in the social work literature (see, for example,
Litschge et al. 2010).

Another approach to reporting systematic reviews is called PRISMA (Moher
et al. 2009). This 21 point checklist examines how systematic reviews are reported,
seeking further clarity about potential sources of bias. The authors argue for the
use of PRISMA standards as an improvement over QUORUM standards.
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Fig. 8.1 A Quorom flowchart
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Evaluating the Methodological Quality of Research Reports
in Systematic Reviews

The next activity in a systematic review is once again parallel to the steps of the
EBP process. Once research on the review topic is located, its quality must be
evaluated. Some systematic reviews only include studies based on experimental or
RCT research designs. This is an acceptable choice for inclusion in a quantitative
systematic review. It makes the rationale for including or excluding individual
studies quite clear. On the other hand, it does not fully conform to the EBM/EBP
standard of using the best available research evidence whether there is little or no
experimental research on the topic. This may be the case where a topic is not well
conceptualized, such as chronic fatigue syndrome or reactive attachment disorder,
or is not so common as to be extensively researched. The EBM/EBP practice
decision-making process takes into account that not all topics are well studied by
multiple RCTs. EBM/EBP process then points clinicians to use thoughtfully the
results of research derived from other research designs, following the research
design hierarchy.

While Cochrane systematic review standards clearly reflect a privileging of
results from RCTs, there is also some ambiguity in the Handbook. The Cochrane
Handbook includes a brief section on including qualitative research results in
systematic reviews (Chapter 20). This brief chapter states that qualitative research
can address questions beyond those examined by quantitative research and may be
helpful in explaining the results of RCTs. Here we find an instance where the
hierarchy of research evidence used by both the Cochrane and Campbell Col-
laborations seems limited, and other forms of research are explicitly acknowledged
as valuable. Non-randomized studies ‘‘may’’ be included in Cochrane reviews, but
are to be ‘‘interpreted with caution’’ (Cochrane Handbook, Chapter 13). At the
same time, qualitative studies are devalued as sources of evidence in other sections
of the manual. Systematic reviews are social constructions and may have some
inconsistencies despite a great deal of work by many people to make them
internally consistent. Researchers differ in how they understand and prioritize
research designs and methods. Systematic review standards may also apply a
hierarchy of evidence that leads to results that are less inclusive of useful research
knowledge than is called for by the core definitions of EBM and EBP.

The Cochrane Handbook emphasizes attention to reducing bias and ensuring
clarity of methods in all reviews. This is a very worthy and important goal. Note
carefully that much less attention is directed to the initial conceptualization of
disorders, to the quality of measures, and to the definition of treatments. Experi-
mental research has great strength in the attribution of cause–effect relationships,
but is only meaningful if the disorder of interest is quite well understood and the
measures used to assess it are valid, complete, and reliable. Further, the popula-
tions included in the experimental research must be very similar to those of interest
to clinicians. Attention to social diversity, and to socially structured oppressions,
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is not emphasized in the Cochrane Handbook criteria though it is heavily
emphasized in social work.

Criteria for including or excluding studies in a systematic review may also be
based on issues such as sample size, the clarity of the description of the treatment,
the fidelity, or care shown in insuring the treatment was delivered as described, and
the kinds of statistical information provided. The various components of each
study must be carefully assessed and coded as warranting inclusion in the sys-
tematic review or as warranting exclusion from it.

Coding Study Components and Results

All decisions regarding inclusion and exclusion from Cochrane and Campbell
systematic reviews must be made by at least two reviewers. The reviewers work
independently but then compare their results for quality control purposes. This
ensures discussion where the reviewers are not fully in agreement regarding their
views of a study’s quality. How these differences were resolved, and the final
inclusion/exclusion standards, must be stated in the full systematic review.
All later quality appraisal decisions are also made by at least two reviewers.

Summaries of the quality appraisal process may be presented in a Quorom
flowchart in reports of systematic reviews. These flowcharts can illustrate suc-
cinctly the inclusion and exclusion criteria used in the review, as well as other
criteria used in data extraction and assessment of study quality. As noted above,
Quorom flowcharts specify the numbers of studies found in the literature search
and the numbers included or excluded at each step in the review process. In most
cases the number of research studies found on the topic is large and the final set of
included studies is very much smaller.

Statistical Meta-Analysis

Meta-analysis refers to a set of statistical techniques employed to combine the
quantitative results of prior research. The yield of these statistics is usually a
measure of effect size, a weighted average of the magnitude of difference between
groups. This statistical usage will be our focus in this book. The other usage of
meta-analysis as a method for aggregating research now overlaps with the process
of a systematic review. Indeed, meta-analyses were the precursors of today’s
systematic reviews. Meta-analyses, as publications, are research reports that
locate, evaluate and combine statistically the results of prior research. Systematic
reviews expanded on the original methods of locating and evaluating research
literature created for meta-analysis. Systematic reviews often use the statistical
techniques of meta-analysis to combine the results of prior quantitative research.
One key difference is that the procedures of Cochrane and Campbell systematic
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reviews are more fully detailed and better documented than is common in most
meta-analysis reports. This increases the clarity and transparency of systematic
reviews. Systematic reviews are also examined by methodologically sophisticated
peer reviewers, which may not be the case for some published meta-analyses.

The idea of a meta-analysis statistic is to develop a common measure (also
called a metric) to allow the combination of statistical results across several studies
on a topic. Research results on a given topic often differ and may include dis-
cordant results. Meta-analysis provides a technique to combine results despite use
of different tests and measures in the individual reports. For example, in a meta-
analysis of depression treatments the goal is to combine the results of studies on
people who have depression treated by different professionals, using different
treatment models, and whose depression was assessed by different measures. This
might include people treated for depression with cognitive behavioral, interper-
sonal, short-term psychodynamic, and multisystemic therapies all combined. The
goal is to find out the overall effect of depression treatments and often to determine
whether the specific treatments have different results. Suppose it turns out that the
available studies use different measures to assess depression levels. Some use the
Hamilton Rating Scale for Depression and others use the Beck Depression
Inventory. This may appear to be a major ‘apples and oranges’ problem where the
varied treatments and different measures do not seem to allow comparison.
Solving this problem is the strength of meta-analysis. Meta-analysis allows the
creation of a common measure of change or difference, using the same units
despite any differences in the original tests and measures used in each study. Thus
it allows for fair comparison of treatment outcomes despite initial differences.

Statistics Used in Meta-Analysis

The most widely used meta-analysis statistic is Cohen’s d (Ellis 2008), also called
a standardized mean difference (SMD). Cohen’s d is a measure of the standard
mean difference across two groups. This statistic shows the magnitude of change in
an experimental comparison. Researchers calculate it by subtracting the mean
score for the control group from the mean score of the treated group and then
dividing the result by the pooled standard deviation of both groups. Cohen’s d is a
measure of the magnitude of the difference between the treatment and control
groups, taking into account the variation of scores within both groups.

Cohen’s d scores range from 0.0 to about 2.0. Cohen (1988) established rough
benchmarks to help interpret these scores in plain language. Cohen’s d values
between 0.00 and 0.49 are ‘‘small’’ effects. Values from 0.50 to 0.79 are ‘‘mod-
erate,’’ and values larger than 0.80 are ‘‘large’’ effects. This means that the
magnitude of the difference between two treatments can be called ‘‘small’’ if
Cohen’s d is 0.48 or lower, and ‘‘large’’ if the Cohen’s d value is 0.80 or larger.
Lenth (2008) cautions that all effects size statistics should be interpreted in context
and with careful attention to operational definitions.
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The purpose of Cohen’s d is to assess the magnitude of differences between
groups. This is not the same as establishing the statistical significance (usually
reported with a p = value). However, it is usually the case that moderate and strong
effect sizes are found where significant differences between groups are found using
probability tests. Effect size measures complement probability statistics.

Cohen’s d is best when used with large samples. With smaller samples
(roughly 20 or fewer participants in each treatment), the Hedges’ g statistic is
usually a better choice. This is because in a small sample one or two outliers, or
extreme scores, can have a large impact on the value of the d statistic. In addition,
Hedges’ g employs a different calculation of the pooled standard deviation than
does Cohen’s d. It includes a correction factor when used to make population level
estimates. Thus, Hedges’ g yields more conservative estimates of the magnitude of
group differences for small samples. Some critiques of mental health meta-anal-
yses target the use of Cohen’s d with small samples as a methodological concern
(Thombs and Jewett 2009). Hedges’ g does not make any statement about whether
or not the difference found is likely to reflect that in the larger population, as
probability statistics do. The Hedges’ g statistic is rarely covered in current social
work research and statistics texts.

Other measures of effect size include correlations and odds ratios. Correlations
are used as measures of effect sizes in observational studies. Correlations statistics
can serve as their own measures of effect size, with a range from -1.0 (a perfect
negative correlation, through 0.0 (no correlation) to ?1.00 (a perfect positive
correlation). Cohen (1988) states that a correlation of 0.10 may be interpreted as
‘‘small,’’ a correlation of 0.25 or larger as ‘‘medium,’’ and a correlation of 0.40 or
higher as ‘‘large.’’

Researchers use odds ratios (OR) where both measures are binary (such as
‘Meets DSM diagnostic criteria’ or ‘Does not meet DSM diagnostic criteria’ and
‘Female’ or ‘Male’). Another statistic, relative risk (RR), also known as the risk
ratio, measures the risk of an event relative to an independent variable. Relative
risk is a ratio of the probability of the event occurring in a treated or ‘exposed’
group versus an untreated or ‘non-exposed’ group (Sistrom and Garvan 2004). The
frequency, or count, of how often the event occurs in the treated group is divided
by the frequency of the event observed in the untreated group. For example, the
number of smokers who develop lung cancer might be compared over a 20-year
period to the number of nonsmokers who develop the same illness. A RR ratio
value of 1.0 indicates no difference in risk between the two groups. A RR value of
less than 1.0 indicates that the outcome event is less likely to occur in the treated
group than the control/comparison group. A value of more than 1.0 indicates the
outcome event is more likely to occur in the treated group than in the control/
comparison group. OR and RR are epidemiological statistics that are rarely cov-
ered in social work research and statistics texts. They are, however, quite com-
monly found in systematic reviews.

Relative risk statistics may be reported along with ‘‘Number Needed to Treat’’
(NNT) statistics. NNT is a measure used in epidemiology to assess the effec-
tiveness of a treatment (Christensen and Kristiansen 2006). It is the number of

Statistical Meta-Analysis 147



people who need to be treated to prevent one additional negative outcome. In
others words, how many people would need to be treated for one person to benefit
more than was observed in the control/comparison group. A NNT value of 1 is
ideal since it means everyone who is treated benefits from the treatment while no
one benefits in the comparison group. Low NNT values indicate that the treatment
is more effective compared to the comparison group. The higher the NNT value,
the fewer people benefit compared to the comparison group in the study. McQuay
and Moore (1997) note that NNT values of 2 or 3 are rare, but indicate that the
treatment is highly effective.

Researchers use many statistics with meta-analyses depending on the nature of
the data relevant to the clinical question. A more complete overview of these
statistics may be found in Littell et al. (2008). The Children’s Mercy Hospital and
Clinics (Simon 2008) offers very accessible online information about several
statistics used in clinical research at http://www.childrens-mercy.org/stats/.

Meta-analytic statistical analyses are not possible when only one or two studies
are found on a topic. This is why meta-analysis may not be appropriate for all
systematic reviews. Such a small number of studies does not allow for appropriate
use of the meta-analysis statistics. Of course, meta-analysis statistics are not used
in qualitative systematic reviews.

Meta-analysis is a very helpful part of a quantitative systematic review. The
procedures of the systematic review structures the identification of high quality
studies that meet the stated inclusion criteria for the review. A meta-analysis provides
a statistical measure of the magnitude of differences between the tested groups. It also
provides a general way to articulate the statistical differences in plain language.

Integrating Results and Identifying Limitations and Cautions

Meta-analysis is one very useful statistical method for integrating the results of
several studies on a topic. Published Cochrane and Campbell Collaboration sys-
tematic reviews generally include meta-analysis statistical results. In addition,
most systematic reviews also point out the limitations of the available research and
some cautions about its application. For example, a systematic review might note
that while two treatments are effective, the outcome for one treatment was mea-
sured by rates of rehospitalization and the other was measured by a standardized
test of symptoms. Clearly, helping a client stay out of the hospital is a general
good, but it may not be the main concern of the client or the client’s family. The
client may be more directly concerned about reducing symptoms. In such a situ-
ation, the systematic review may help the clinician recommend to the client the
treatment that demonstrated symptomatic improvement, while noting an alterna-
tive treatment was also effective but that it was measured by rates of rehospital-
ization. Here, the details of the review can be useful in helping the client
understand the differences in evidence that may matter to them and to their
interests.
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Systematic review summaries may also point out the relative limitations of the
available research they summarize. For example, review authors may state that
samples sizes for all of the included treatments were small. This might suggest that
while the treatments were effective, it is not yet unclear whether this will gener-
alize to other clients and settings. Cochrane and Campbell systematic reviews also
point out potential biases in the available research. One key area is to identify
when the researchers who study a treatment are also the originators of the treat-
ment model under investigation. Considerable research suggests that when the
developer of a treatment model tests the effectiveness of their model they may,
unconsciously or consciously, introduce attribution biases in favor of their own
model. It is helpful for readers to keep in mind what kinds of biases might
influence studies done by researchers who might favor one model over another.
Economic influences, such as sources of funding, may also shape research results
in a nonscientific, biased manner.

An Example of a Cochrane Collaboration Systematic Review

One disorder of considerable interest to clinical social workers is borderline per-
sonality disorder (BPD). Clients with BPD may be confusing and can generate a
wide range of reactions in clinicians. Some scholars question the validity of the
BPD diagnosis, and others note it often co-occurs with childhood abuse and Post-
traumatic Stress Disorder (PTSD). It is, however, a defined disorder in the DSM-
IV-TR and in the international ICD-10.

Binks et al. (2009) completed a systematic review of psychological treatments
for BPD registered with the Cochrane Collaboration.

The plain language abstract of this systematic review is available free online at
http://www2.cochrane.org/reviews/en/ab005652.html. A Spanish language version
of this abstract is also available. Binks and colleagues report in the plain language
summary that:

People with borderline personality disorder are often anxious, depressed, self-harm,
in crisis and are difficult to engage in treatment. In this review of the talking/behavioural
therapies for people with borderline personality disorder, we identified seven studies
involving 262 people, over five separate comparisons. Dialectical behavior therapy (DBT)
included treatment components such as prioritizing a hierarchy of target behaviors, tele-
phone coaching, groups skills training, behavioral skill training, contingency management,
cognitive modification, exposure to emotional cues, reflection, empath, and acceptance.
DBT seemed to be helpful on a wide range of outcomes, such as admission to hospital or
incarceration in prison, but the small size of included studies limit confidence in their
results. A second therapy, psychoanalytic orientated day hospital therapy, also seemed to
decrease admission and use of prescribed medication and to increase social improvement
and social adjustment. Again, this is an experimental treatment with too few data to really
allow anyone to feel too confident of the findings. Even if these are trials undertaken by
enthusiasts and difficult to apply to everyday care, they do suggest that the problems of
people with borderline personality disorder may be amenable to treatment. More well-
designed studies are both justifiable and urgently needed (2009: p. 2).
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Both DBT and psychoanalytically oriented day hospital treatments ‘‘seemed’’
helpful, but the small samples and ‘‘experimental’’ treatments on which this
conclusion is based limit its credibility. It is also noted that persons who were
viewed as ‘‘enthusiasts’’ for the treatments they studied, a potential source of
positive attribution bias, completed the research. Indeed, both researchers were
also the developers of the treatments under investigation.

The longer Abstract (2009: pp. 1–2) of this review states its background and
objectives in single sentences. The review’s search strategy, selection (inclusion)
criteria, and methods of data analysis are also very briefly reported. The search
strategy centered on ‘‘a systematic search of 26 specialist and general biblio-
graphic databases,’’ followed by searches of ‘‘relevant reference lists for further
trials’’ to uncover unpublished research. Criteria for inclusion were ‘‘all relevant
clinical randomised controlled trials involving psychological treatments for people
with BPD.’’ Psychological treatments only ‘‘included behavioural, cognitive-
behavioural, psychodynamic and psychoanalytic’’ models.

Overall, this systematic review included seven studies involving 262 people,
and five separate statistical comparisons. Specific results are reported on a study-
by-study basis, including detailed statistics. For example, ‘‘comparing (DBT) with
treatment as usual, studies found no difference for the outcome of still meeting
SCID-II criteria for the diagnosis of BPD by six months (n = 28, 1 RCT, RR 0.69
CI 0.35–1.38) or admission to hospital in the previous three months (n = 28, 1
RCT, RR 0.77 CI 0.28–2.14)’’ (2006: pp. 1–2). In other words, there was no
difference between DBT and ‘‘treatment as usual’’ in that persons with BPD in
both treatments still met SCID-II diagnostic criteria after 6 months of treatment.
This conclusion was based on one RCT with 28 participants, with a risk ratio (RR)
of 0.69 and a confidence interval (CI) from 0.35 to 1.38. This means more people
in the treatment as usual group were more likely not to meet diagnostic criteria for
BPD at six months, a favorable outcome. However, the result was not statistically
significant. There was no difference in hospital admissions as well. This conclu-
sion was based on one RCT with 28 participants, with a risk ratio of 0.77 and a
confidence interval from 0.35 to 1.38. This means hospital admissions were
somewhat less likely in the treatment as usual group. However, the result was not
statistically significant.

In another example, ‘‘one study detected statistical difference in favour of people
receiving DBT compared with…treatment as usual for average scores of suicidal
ideation at 6 months (n = 20, MD -15.30 CI -25.46 to -5.14)’’ (2006: p. 2). While
it is not stated here, we can assume the ‘‘one study’’ was an RCT since only RCTs
were included in this systematic review. Including 20 participants, a mean difference
of -15.30 was found. Note that no effect sizes, nor the exact probability of this
difference, were reported in the systematic review abstract, though many other
details were included. DBT produced a considerable reduction in symptoms com-
pared to that found in the treatment as usual comparison group.

Binks colleagues (2009) also found that psychoanalytically oriented partial
hospitalization yielded better outcomes on hospital readmissions then did ‘‘general
psychiatric care.’’ Persons with BPD who received this treatment ‘‘were less likely
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to be admitted into inpatient care’’ when measured 18 months after treatment
ended ‘‘(n = 44, with a RR of 0.05, CI 0.00–0.77; NNT 3 CI 3–10).’’ ‘‘Depression
scores were generally lower’’ in the partial hospitalization treated group (n = 44, 1
RCT, RR [/=14 on BDI 0.52 CI 0.34–0.80, NNT 3 CI 3–6). ‘‘More people in the
control group took psychotropic medication by the 30–36 month follow-up…
(n = 44, 1 RCT, RR 0.44 CI 0.25–0.80, NNT 3 CI 2–7)’’ (all quotes from Binks
et al. 2009: p. 2). This means people in the psychoanalytically oriented partial
hospitalization treatment took less medication at the 30–36-month follow-up,
which may also be interpreted as a positive outcome for the treatment. The NNT
statistics (number needed to treat) statistics also indicate an effective treatment.
NNT values of 2 or 3 indicate an effective treatment, which is reported by Binks
and colleagues for the psychoanalytically oriented partial hospital treatment.

Based on these results, as well as the relatively small number of studies, the
small samples sizes included in the studies, and the involvement of the originators
of the treatments in the outcome studies, the Binks and colleagues (2009: p. 2)
state in conclusion that:

Some of the problems frequently encountered by people with borderline personality dis-
order may be amenable to talking/behavioural treatments but all therapies remain
experimental and the studies are too few and small to inspire full confidence in their
results. These findings require replication in larger ‘real-world’ studies.

This is mildly affirming language that indicates that both DBT and the psy-
chodynamically oriented partial hospitalization program have preliminary research
support as effective for some aspects of BPD. It is very cautiously worded, and
appears to promote further research as much as it makes a clear statement about
which treatments are effective treatments for BPD. Nonetheless, the Binks et al.
(2009) systematic review does provide evidence that these two treatments have the
best available evidence to support their use in clinical practice.

Evaluating Systematic Reviews

We have noted that systematic reviews and meta-analysis reports are terms that
may be applied to publications of varying methods and overall quality. Working
groups have made efforts to establish ways to assess the methodological quality of
systematic reviews. One such effort is AMSTAR, developed by an international
group of epidemiologists and public health specialists (Shea et al. 2007). AM-
STAR is an acronym for Assessment of Multiple SysTematic Reviews. AMSTAR
is an 11 item rating scale for assessing systemic reviews, including meta-analytic
content. The full checklist is available free online at www.biomedcentral.com/
content/supplementary/1471-2288-7-10-s1.doc. It summarizes several quality
issues necessary for producing a strong systematic review. These include having
an a priori review design (stating the review question at the start) and clear study
selection criteria. Other criteria address standards for ‘‘scientific quality’’
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assessment of each included study and for appraising the quality of meta-analyses
used to synthesize multiple studies. Finally, the use of a range of efforts to identify
and reduce bias in the systematic review are assessed. Cochrane and Campbell
systematic reviews generally conform to the AMSTAR criteria very well.

The AMSTAR checklist provides a useful way for clinicians to frame their
assessments of systematic reviews. Its main limitation is that the 11 items are quite
general. For example, specific elements of scientific quality assessment are not
provided, but must be determined by the user. This leaves many technical issues to
the knowledge and skills of the user. On the other hand, the AMSTAR checklist
provides a very helpful framework for assessing the overall quality of a systemic
review.

A final caution about systematic reviews is in order. Shojania et al. (2007) did a
survival analysis of 100 systematic reviews in medicine. They found that signif-
icant changes in research results on at least one key outcome indicator were very
frequent. Specifically, within 1 year, 15% of systematic reviews warranted
revision. Within 2 years, 23% of systematic reviews studies warranted revision. By
5 ½ years, half of the systematic reviews warranted revision. Note carefully that
these results were not specific to mental health and psychiatry where research is
less prolific. Still, careful review of research findings must include consideration
that systematic reviews more than a year old may warrant revision based on newer
studies.

Chapter Summary

This chapter has reviewed systematic reviews as used in clinical research and in
EBM/EBP. It has also introduced the Cochrane and Campbell Collaboration
systematic review process and requirements. One part of this process is the sta-
tistical technique known as meta-analysis. Meta-analysis statistics provide a way
to combine the quantitative results of several different research studies. Clinical
social workers are reminded, however, that not all reports claiming to be sys-
tematic reviews meet the strict standards of the Cochrane Handbook. Similarly,
many publications called meta-analyses vary in scope and quality.

The reports of Cochrane and Campbell systematic reviews include both a plain
language summary of key results and a much longer technical report giving much
more detail about each study and the review process. In the United States, only the
abstracts of Cochrane Collaboration systematic reviews are available free online.
The full technical reports, however, are only available on a subscription basis.
(This is due to United States funding policies; specifically, lack of United States
funding for the Cochrane Collaboration). In most other countries, the full versions
of the Cochrane systematic reviews are available free. Still, the abstracts of sys-
tematic reviews include considerable detail. There are both print and online
resources that can help clinicians interpret these details as needed.
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While the EBM/EBP practice decision-making model makes no mention of
systematic reviews or meta-analyses, the standards of Cochrane and Campbell
reviews make them a key resource for clinicians. Still, clinical social workers must
apply their professional expertise and critical skills in determining just what
constitutes the best available research evidence for their unique practice needs.

Appraising the quality of research reports and systematic reviews requires skills
quite different from the core skills of clinical practice or the skills used in locating
practice research. It can be a complex, multi-faceted process. Yet, bringing the
results of high quality research into practice decision making should improve
outcomes and reduce harm. It is an important part of EBM and EBP.

Step 4 in the EBP practice decision-making process is to discuss the best
available research with the client. Step 4 brings the best available evidence back to
the client to better inform the client’s active participation in treatment planning.
This shared process is the focus of the next chapter.
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Chapter 9
Shared Decision-Making with the Client

Step 4 of the evidence-based practice (EBP) practice decision-making model
centers on developing a shared, collaborative, treatment plan with the client. The
goal is to determine how the most likely effective options fit with the client’s goals,
values, and preferences. This requires the clinical social worker to summarize the
results of the literature search, and to summarize it in language that the client can
understand. It also requires the client’s active participation in the collaborative
development of a treatment plan. This step of the EBP process fits well with social
work’s professional values. However, it may pose some challenges in practice.

In 2001, Gambrill wrote an article titled ‘‘Social work: An authority-based
profession.’’ In this article, she argues that in order for social workers to uphold the
values of the profession, they must be transparent in their work with clients and
include the ‘‘clients in making decisions that affect their lives’’ (p. 166). Step 4 of
the EBP practice decision-making process addresses the concerns raised by
Gambrill (2001). It is a crucial step in diminishing the potentially authoritarian
stance clinicians may take with clients. It is also a step that distinguishes EBP from
traditional medical models, and hierarchical ‘expert’ approaches.

In Step 4 of the EBP practice decision-making process, the clinician discusses
the research results with the client to determine how the research supported
treatment options fit with the client’s values, preferences, and goals. We believe
that clinicians from many professionals often overlook or minimize this step in
EBP. It may be interpreted as involving a presentation to the client, rather than a
collaborative dialog with the client. We hope that after reading this chapter,
readers will have a stronger appreciation for importance of having a conversation
with the client before making a shared decision regarding a treatment approach.

J. W. Drisko and M. D. Grady, Evidence-Based Practice in Clinical Social Work,
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Reasons to Include the Client in the Decision-Making
Process

Consistency with the Code of Ethics

There are many reasons to include the client in the decision-making process in
EBP. One of the reasons is that social work’s Code of Ethics (National Association
of Social Workers [NASW] 2008) states:

Social workers should use clear and understandable language to inform clients of the
purpose of the services, risks related to the services, limits to services because of the
requirements of a third- party payer, relevant costs, reasonable alternatives, clients’ right
to refuse or withdraw consent, and the time frame covered by the consent. Social workers
should provide clients with an opportunity to ask questions. (1.03)

While individuals can interpret this part of the Code in multiple ways, informed
consent does not limit the worker to simply stating or explaining a proposed
treatment plan. We view this ethical standard as calling for a shared, interactive
dialog with the client. Gambrill (2001, p. 169) states that social workers are
‘‘in violation of our code of ethics’’ if they use an authoritarian approach in
which the clinician informs the client about a treatment approach that is ‘best’
without including the client in the decision-making process. A true dialog with
the client about treatment options should continue until a unified decision has
been made regarding an intervention plan that is agreeable to both the clinician
and the client.

The Importance of a Shared Approach

In addition to adhering to the Code of Ethics, psychotherapy research has dem-
onstrated that ‘‘if a client is not attuned to the approach being offered and shows
resistance to the treatment, persistently and insistently offering the same approach
is not therapeutically helpful and probably is harmful’’ (Wampold 2010, p. 54).
Therefore, before the intervention process can begin, it is essential that the client
and the clinician be in agreement about the approach that will be used. Without
agreement at the start of the intervention, the intervention is less likely to be
effective (Wampold 2010).

Including the Client Strengthens the Alliance

Another reason to include the client in the practice decision-making process is
because such action will help to foster a collaborative relationship. Collaborative

156 9 Shared Decision-Making with the Client



relationships have been shown to be a critical component in the formation of a
strong therapeutic relationship (Horvath and Bedi 2002). A strong therapeutic
relationship or therapeutic alliance has been consistently shown to be one of the
most critical factors in producing positive outcomes in treatment (Horvath and
Bedi 2002; Horvath and Symonds 1991; Hubble et al. 2010; Norcross 2010;
Orlinsky et al. 2004; Wampold 2010). Given the depth of research on the
importance of the therapeutic alliance, it is imperative that the clinician work to
strengthen it throughout the course of treatment. The therapeutic relationship may
be especially important at the beginning of the treatment process. A collaborative
relationship that actively includes the client in the decision-making process can
strengthen the therapeutic relationship. It may also increase the likelihood of a
positive outcome in treatment.

The Shared Decision-Making Model

Along with the rise of evidence-based practice, another social movement, patient
centered health care has developed. The United States Agency for Health Care
Research and Quality (2002, p. 1) states that ‘‘health care has been evolving from a
disease centered model to a patient centered model.’’ They state that in the disease-
centered model physicians and professionals made decisions based on clinical
experience and data from tests. In the patient-centered model, ‘‘patients become
active participants in their own care and receive services designed to focus on their
individual needs and preferences, in addition to advice and counsel from health
professionals’’ (p. 1). Such a patient-centered model fits well with the current
model of evidence-based practice that combines clinical presentation with client
views and preferences, research evidence, and professional expertise (Haynes et al.
2002a, b). As described above, it also fits well with social work values and ethics
(NASW 2005a, b; 2008). The patient-centered model of health care directly
acknowledges the active role of the whole person in health services. Patients bring
information, expectations, and preferences. They have their own goals. They also
have their own approaches to healthcare needs and services.

Differences in Client Approaches to Healthcare
Decision Making

Groopman and Hartzband (2011a, b) describe some differences in the way clients
approach healthcare services. They state there are those maximalists ‘‘who want to
be very proactive, ahead of the curve, to do everything possible to prevent or treat an
illness. And then on the other hand you have minimalists, and to them less is more’’
(2011b, para 5 and 6). Groopman and Hartzband (2011b, para 9) add there are also
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‘‘people who are more oriented towards natural approaches… And then there are
people who are very oriented towards technology, and they believe that the answers
are in procedures, technology, scientific, laboratory-based products.’’ Finally, there
are believers and doubters. To Groopman and Hartzband (2011b, para 11)

believers are convinced that there’s a good solution for their problem, and they just want
to go for it. Sometimes they are believers in technology, sometimes believers in more
natural remedies, but they believe. And then the doubters are the people who are always
skeptical, worrying about side effects, worried about risks, and that maybe the treatment
will be worse than the disease.

Given the variation in approaches to client decision making, healthcare providers
must actively explore client views and goals for services. The objectives of Step 4
of EBP and of shared decision making are the same.

Towle and Godolphin (1999, p. 766) introduced the concept of ‘‘informed,
shared decision making’’ in health care. They note that contemporary ethical and
legal requirements obligate a high standard of disclosure about informed consent.
They argue that this amounts to a principle of informed choice for people seeking
health care. Towle and Godolphin also point out that there is evidence that treat-
ment adherence and outcomes both improve when clients are more involved in
decision making. They use the term informed shared decision making to describe

decisions that are shared by doctor and patient and informed by best evidence, not only
about risks and benefits but also patient specific characteristics and values. It occurs in a
partnership that rests on explicitly acknowledged rights and duties and an expectation of
benefit to both. (p. 766)

Towle and Godolphin argue that informed shared decision making implies
responsibilities for both parties. That is, both client and professional have
something to gain and to contribute in their interaction. Finding common ground—
together—is a key goal.

Towle and Godolphin (1999) also note that the informed, shared decision-
making process requires explicit attention to, and discussion about, the client-
professional relationship. This expectation fits well with Step 4 of the EBP practice
decision-making model.

For clients, challenges include identifying their preferred form of client-pro-
fessional relationship, limitations in their ability to articulate key concerns and
goals in a clear and systematic manner, and lack of health information or access to
such information (Towle and Godolphin 1999). We would add that client anxiety
about health concerns and any history of unhelpful interaction with authority
figures might also shape a client’s comfort and ability to share health-related
information. This may be a particular concern for people with major mental
illnesses, substance use, history of trauma, or history of discrimination. Lack of
trust, shame, and anxiety can undermine the most knowledgeable client’s ability to
share information, wishes, and goals.

Furthermore, Swenson et al. (2004, p. 1069), in a RCT study of 250 U.S. medical
patients, found that patients preferred ‘‘a patient-centered versus a biomedical
communication style.’’ Patients who preferred a patient-centered approach were
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younger, more educated, used complementary and alternative medicine, and had a
patient-oriented provider. They also rated a ‘doctor’s interest in you as a person’ as
‘very important.’ No information on ethnic variation in client preferences was
reported. Their study further supports the premise that participatory, shared decision
making is preferred by most medical patients.

Challenges to informed, shared decision making for professionals include lack
of time, lack of predisposition and skill, and client’s inexperience with making
decisions about treatment (Towle and Godolphin 1999). We would add that
payment structures that limit the contact between professional and client actively
undermine efforts toward truly informed decision making. Despite these
challenges, Murray, Pollack, White, and Lo (2007) found in a study of over 1,000
U.S. physicians that 75% endorsed shared decision making, while 14% endorsed
paternalism in decision making, and 11% endorsed consumerism.

Mental Healthcare Providers Support Shared
Decision Making

Barrett (2008, p. 407) states that despite evidence of improved outcomes, stated
support from physicians, and a strong ethical foundation, shared decision making
‘‘remains limited in practice, particularly outside academic and tertiary health care
centers.’’ Légaré et al. (2008, 2011) have begun international efforts to implement
and evaluate shared decision-making processes in practice. The model is new, but
of growing interest and importance.

In mental health, Patel et al. (2009) state there have been few studies of shared
decision making in mental health (24 articles from 1990 to 2007). They add that
this is so despite literature indicating shared decisions making can play a useful
role in all phases of the treatment process from engagement to recovery, and that
both patients and providers express an interest in it.

There may be some ethnic variation in client participation in shared decision
making. A study by Patel and Bakken (2010) found that Hispanic patients took a
more passive role in treatment decisions making around anxiety and depression
than did persons from other ethnic groups. Cortes et al. (2008) found Latinos in
community mental health agencies could be reluctant to participate actively in
decision making out of concerns about offending their providers. Specifically,
valuing ‘personalismo,’ the regard and respect for the individual provider or
attitudes toward the provider as an all-knowing authority figure, limited their
active participation. Cortes and colleagues note, however, that this result is based
on a small sample and must be regarded as preliminary.

The shared decision-making approach would appear to fit well with the
involvement of the client in the EBP practice decision-making process. Clinical
social workers must be active to ensure full, informed, and shared decision making
in EBP.
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Factors to Consider During the Conversation

After completing the literature review process, it is imperative that the clinician
consider how the various treatment alternatives are ‘‘compatible with the attitudes
and values of the client. If not, the client is likely to be resistant to what is being
presented’’ (Wampold 2010, p. 53). In order to reduce resistance, research suggests
it is important for clinicians to match therapeutic approaches to individual char-
acteristics of the client. These include personality, cognitive abilities, and coping
styles. Such matching addresses the fit of the treatment alternatives to the client
rather than to the disorder (Wampold 2010). As such, when a clinician presents the
results of a literature search to a client, the clinician must consider how the various
interventions align with the individual characteristics of the client. In fact, one of
the guiding principles of EBP for social workers published by The Institute of the
Advancement of Social Work Research (2008) is that the EBP process must be
adapted and personalized for clients based on their culture, interests and circum-
stances. Social workers do not view clients merely as ‘diagnoses’.

To that end, we offer the following points for clinicians to consider when
presenting the options found in the practice research literature. These points are
not meant to be an exhaustive list, but rather a number of starting points to help
clinicians think about the unique characteristics of their client. These questions
help clinicians appraise how well the alternatives under consideration match with
the client or client system.
Guiding Questions to Consider:

• What is the composition of the client system and how does that effect the
definition of the client or client system?

• Where does the power lie within the client system or family?
• Is the identified client a minor? If so, with whom do you discuss the options?

Does the age of the minor influence this decision? Who gets to make the
decision about treatment?

• What are the client’s cognitive capacities?
• What are the client’s beliefs about what helps in treatment?
• What are the values of the client regarding issues that may shape treatment?

Culture? Race or ethnicity? Gender? Identity and sexuality? Class and oppor-
tunity? Special abilities or limitations?

• What are the client’s views about religion and spirituality? How do these views
influence the client’s understanding of the problem? How do these influence the
client’s views about healing and how it occurs?

• Are there any language barriers that might impact either your ability to effec-
tively communicate with your client? Are there any language barriers regarding
homework or other tasks within the treatment?

• Are there any external factors that might influence a client’s ability to participate
in treatment, such as financial status, immigration status, access to services,
disabilities, transportation, child care, employment responsibilities, care-giving
responsibilities, or other such factors?
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• What were the client’s previous experiences with treatment (if any)? What
worked and what did not? Was any aspect of treatment unacceptable to the client?

• What is the severity of the presenting problem? How able is the client to engage
in the potential treatments due to the current challenges?

• Are their multiple disorders or presenting problems with which the client is
struggling? What is main priority of the client?

• How motivated is the client? Is the client eager to participate in treatment or
feeling forced to participate? How well do the treatment requirements match
with the client’s level of motivation?

• What is the client’s view of a helper? An expert? A partner? An enemy? How
are you the clinician viewed within this framework?

• Are you the clinician seen a trustworthy individual? As an expert?
• How is the system in which you work viewed by the client?
• What influence might personal history or cultural beliefs have on the client’s

views regarding how acceptable it is to receive help from an individual outside
of the family?

Additional Questions to Consider Regarding the Clinician and Setting:

• Are there aspects of your personal values and beliefs that shape your interpre-
tation of the information? Are they in tension with professional values?

• Do you have any values or significant personal experiences that influence your
view of this particular client? The client’s age? Race/ethnicity? Gender? Sexual
orientation? Class? Other factors?

• What is your level of expertise regarding the various alternatives you are
suggesting?

• Are you able to present the information clearly and concisely?
• Can you or others at your agency provide each of the proposed evidence-based

alternative treatments?
• Is there appropriate supervision and support to for you to deliver the treatment

alternatives fully?

Discussing treatment alternatives with the client involves many considerations.
Most of these issues are addressed in the assessment process and should be
somewhat familiar to the clinician. However not all points of sensitivity and
concern will be identified during the assessment process. New issues and specific
concerns may arise as client and clinician dialog about treatment alternatives.

Key Dimensions of Client Input in Clinical Decision Making

Client Preferences and Goals

As discussed in Chapter 4, it is possible that the practitioner and the client may
have different views regarding what to address in treatment or what alternatives
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may be most effective and appropriate. It is also possible that there are times when
both the client and the clinician agree on the presenting problem, but have different
views on how to address it. In other words, it is possible that the treatment
alternatives proposed by the clinician based on the review of the literature are all
incompatible with the values and preferences of the client. For example, for a
client with an anxiety disorder, a clinical social worker determines through a
thorough literature review that a cognitive behavioral treatment (CBT) has the
strongest empirical support for addressing the client’s concerns. However, this
particular client has had a prior CBT treatment. She did not find it effective and
does not believe it will be useful to her at this time. At this point, the clinician must
make several important decisions based on professional expertise and knowledge
of the client. Is more information needed? Should the clinician ask for more
information about the prior treatment and its quality? Should treatment alternatives
with lesser research support be offered to the client? Could a modified version of
CBT be used to accommodate the client’s concerns? Would such modifications
undermine the evidence base supporting this treatment alternative? Are such
modifications appropriate and ethical? Should the client be referred to another
therapist who can give her what she wants? Is this ethical and clinically
appropriate?

Unfortunately, there is no definitive answer as to what to do in this situation.
We offer the following recommendations to help guide clinical social workers in
this process.

1. Ensure that you have a completed and thorough assessment. Obtain more
information as needed.

2. Listen to the client’s concerns and see what she or he feels would be most
helpful.

3. Ask additional questions regarding the client’s concerns about the proposed
model to better understand in what ways the model is, and is not, helpful.

4. Discuss other treatment options based on the literature search and discuss the
evidence or support of these models. Repeat the literature search if more
options need to be identified. (But be sure to explain the differences in research
support for the effectiveness of each option.)

5. Decide in discussion with the client what treatment alternative has the best
combination of evidence, ‘buy in’ from the client, and fits within your expertise
to deliver it competently.

6. If you and the client cannot agree on an approach that (1) fits with the views of
the client, (2) that you believe will be effective based on your understanding of
the literature, and (3) that you are competent to deliver, then you and the client
must discuss if you are the best professional to provide services. If the answer
to this question is no, then ethically, you are responsible to refer the client to
another agency or professional who is more qualified to provide the type of
treatment the client is seeking.

7. Document the conversation in the client’s record.
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We believe it is essential that the decision-making process with the client be
transparent (Gambrill 2001). Treatment alternatives must be discussed with the
client using language that the client can understand (Walsh 2010). The client must
be able to provide various kinds of feedback about the proposed treatment alter-
natives, and how they fit the client’s values, goals, and preferences. Discussing
treatment alternatives in the EBP practice decision-making process should engage
the client, provide hope, and increase motivation for the treatment process
(Wampold 2010).

Safety Concerns

There are times when a client may suggest a treatment that poses risk of harm or
has been shown to be ineffective for the presenting problem. In this situation,
social workers are bound by the Code of Ethics to refuse to provide such a service.
‘‘Social workers should base practice on recognized knowledge, including
empirically based knowledge, relevant to social work and social work ethics’’
(NASW 2008, 4.01.c). While it is important to listen to the client, and their
preferences, the Code also states

When generally recognized standards do not exist with respect to an emerging area of
practice, social workers should exercise careful judgment and take responsible steps
(including appropriate education, research, training, consultation, and supervision) to
ensure the competence of their work and to protect clients from harm. (1.04.c)

A social worker’s primary duty is to his or her client. Therefore, if after reviewing
the literature and evidence, the client proposes treatments options that are known
to be ineffective or potentially harmful, the social worker must refuse to provide
such services. The social worker must also explain the reasons behind the refusal.
Such conversations must also be documented in the client’s record.

What if the Client Refuses all the Interventions with Strong
Research Support?

We have emphasized that Step 4 of EBP centers on active and shared decision
making between client and professional. Yet since the focus of services is the
client’s well-being, the client retains the option to refuse any and all treatment
options even if they have clear, high quality research support. The only clear
limitations to refusing services would be based on safety and legal issues of harm
to self and others. Such concerns define the boundary between client choice and
society’s obligations to limit harm.

If a client refuses all the treatment options uncovered in an EBP search, the
clinical social worker should document this decision and the reasons for it in the
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client’s record. A description of the clinician’s best sense of how this decision may
be harmful to the client should also be stated to the client and documented in the
client’s record. Such situations are difficult, but clients retain their autonomy and
power to make choices regarding their health care. Neither research evidence nor
clinical expertise overrides the client’s self-determination unless serious harm to
self or others is imminent.

Conclusion

‘‘It is the client who makes therapy work’’ (Wampold 2010, p. 103). This is a
simple but powerful statement illustrating the important role each client plays in
the success of a treatment intervention. To increase the client’s willingness to work
and engage in the work of treatment, the client must believe in and feel part of the
intervention process. A simple yet powerful way clinicians can engage clients
early in treatment is to undertake informed, shared practice decision making.
Step 4 of EBP makes active discussion of treatment alternatives with the client a
key part of the treatment planning process. In shared decision making, clients
partner with professionals to develop the treatment plan. By doing so clients will
understand all of their options and feel that the treatment they committed to is one
in which they had an active role in choosing.

Some authors frame this step of the EBP practice decision-making process in a
more ‘top-down,’ authoritative manner. We believe this step of the EBP process
can be critical to maximizing client motivation and participation in treatment. We
also believe an active and thorough dialog with the client fits well with social work
values and ethics. We encourage informed, shared decision making within EBP.
Without the client’s active participation, and expression of goals and preferences,
the process of EBP is not complete. The client’s preferences, goals, and voices
must be a key part of EBP in clinical social work practice.
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Chapter 10
Finalizing the Treatment Plan
and Practice Evaluation

The Steps 5 and 6 of the evidence-based practice (EBP) model are (Step 5) to
finalize the treatment plan and (Step 6) to implement it. Authors of books and
articles on EBP frequently address these two steps only minimally as they mark the
shift from making practice decisions back to ‘doing’ practice. We think these steps
warrant some further exploration and discussion. We also think that practice
evaluation, sometimes included as a step in EBP, deserves some further discussion.
These issues will be the focus of this chapter.

Discussing Treatment Options with the Client and Finalizing
the Treatment Plan

There is no clear line that distinguishes discussing treatment options with the client
(Step 4 of EBP) from finalizing and implementing a shared, collaborative treat-
ment plan (Step 5). The purpose of the discussion with the client is to avoid
unacceptable options and to find acceptable ones. It is to insure the treatment
options are clear to the client and that any concerns they have are articulated and
taken into account. We hope that the discussion also enhances client motivation
and enhances the working alliance between the clinical social worker and client.
The goal is to integrate the views, values, and preferences of the client into the
treatment plan in order to maximize its potential effectiveness and to minimize
misunderstandings that will lead to early termination or failed treatment.
We assume an interactive, shared effort between clinician and client. This aspect
of EBP is different from the hierarchical, or expert, model sometimes apparent
in EBM descriptions of the practice decision-making model. In the EBP model,
clients are invited to be active participants, rather than passive and compliant
recipients, in shared treatment planning. This allows for enhancement of the
curative factors of client motivation, of the therapeutic alliance, of shared
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treatment goals, and a shared view of what will lead to change to become active
(Lambert 1992). Not just specific therapies or technique, but a variety of common
factors, leads to positive outcomes (Cameron and Keenan 2010; Drisko 2004;
Frank and Frank 1991).

To clinical social workers, such an interactive approach to treatment planning
should be quite familiar. It is important to understand, however, that it is not
consistently applied in all book and articles about EBM/EBP. The early model of
EBM, and some current descriptions of EBP, so heavily emphasized the use of
research findings as a guide to practice that they often omitted or minimized
attention to the client’s view and preferences. For example, Grey (2004) in his
book Evidence-based Psychiatry, labels the fourth step of EBP as ‘‘Applying the
Evidence’’ (p.186) or ‘‘Apply the Results to Your Patient’’ (p. 12). He states that
‘‘where valid evidence is found, the next step is to apply it to the care of your
patient, which is where your clinical expertise is most important’’ (p. 12). He goes
on to note that ‘‘this step is where we often falter…The most important question to
ask here is whether your practice is becoming more evidence based (p. 186). Grey
does not mention interactive discussion of results with the patient or client, nor
efforts to understand their views and values. Such discussion is not excluded, but it
is certainly not emphasized. This approach reflects a more hierarchic, medical
model of treatment decision making. Clinical social workers generally take a more
participatory approach, actively including client views and values in the treatment
planning process.

Critical thinking is required to distinguish more authoritarian approaches to
EBM/EBP from more collaborative and less hierarchic ones. The requirement to
locate the best available evidence is shared by both approaches, but most social
work models are more likely to take a collaborative approach to treatment plan-
ning. Emphasis on client views and values and also on clinical expertise is much
more explicit in the contemporary model of EBM/EBP, but is still not universal.

Documenting the Treatment Plan

One action that marks the end of treatment planning is the formal documentation
of the treatment plan in the client’s record. There do not (yet) appear to be
standards for documenting the use of EBP steps in all mental health records. It is
appropriate to briefly summarize the search process you have completed and
briefly document its key results in the client’s record. A few sentences should be
adequate. For example, ‘‘I reviewed the Cochrane Collaboration Library and
PubMed for systematic reviews on Panic Disorders. There was research support
for the use of cognitive behavioral therapies or medication for these disorders.
After discussion with the client, she preferred the therapy as a first choice and
expressed concern about medication side effects.’’ In this example, considerable
high quality research evidence was located, with good support for the proposed
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treatments. The clients concerns were clearly stated, and led to selection of a
preferred option that was feasible to deliver.

Where clients have religious or cultural concerns about treatments with strong
empirical support, we suggest a more detailed summary be included in the client’s
record. This would clarify how and why a treatment plan was developed that might
not employ a treatment with the strongest research support. It provides useful
information for future healthcare providers, as well as documenting the rationale
for using treatments that may have less research support. As always, client records
may be part of legal actions, and such documentation clarifies the basis for
treatment selection. Similarly, justifications to payers for the use of treatments
without strong empirical support may be increasingly required, where client values
and preferences lead to the use of alternative treatments.

Clinical social workers must carefully attend to the reporting and documenta-
tion requirements of their agencies and their funders. Public and private funders
have begun to develop lists of treatments that they argue have ‘‘demonstrated
empirical support.’’ The treatments included on these lists may—or may not—
meet the standards for empirically supported treatments (ESTs), interventions
(ESIs), or programs. However, they may not be consistent with the results of an
EBP search using the (often more rigorous) Cochrane Handbook standards.

To argue for use of a treatment not on a list of approved treatments, clinical
social workers are encouraged to carefully document the results of an EBP search
on the client’s need. Where payers limit funded treatment options to a specific list,
they may not allow for consideration of client preferences and values. This may
run counter to key participatory aspects of the EBP practice decision-making
model. It may also run counter to both clinical expertise and the client’s views.
In some cases, clients may be unwilling to accept any treatment on the funder
approved list, keeping them from treatment and posing a serious ethical issue for
the clinical social worker. In the current system of health care in the United States,
clients are not entitled to treatment. Yet funders are frequently willing to make
exceptions for clients they cover where a clear rationale for the use of alternative
approaches is made on the basis of good research evidence and client participation.

Implementing the Treatment

Step 6 of EBP appears quite simple: Implement the treatment. Clinical social
workers know that implementing a treatment can be challenging, with many twists
and turns. First, implementing a treatment assumes that it is available to the client,
financially and practically. For persons with borderline personality disorder, the
Cochrane Library (Binks et al. 2009) reports preliminary support for two treat-
ments: Linehan’s (1993) Dialectical behavior therapy (DBT) and Bateman and
Fonagy’s (1999, 2001) psychodynamically informed partial hospital program. To
implement either therapy requires that the client has reasonable access to a pro-
gram. This assumes these treatment programs are available in one’s geographic
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area and funded by the client’s payer or otherwise subsidized. It also assumes the
client’s family and employer are supportive of the client’s undertaking such an
extensive therapeutic process. In fact, geographic variation in treatment avail-
ability can be a serious obstacle to locating effective treatments. Even if located
and feasible, funding may be another obstacle to obtaining treatment.

One important aspect of both discussing treatment options with a client (EBP
Step 4) and finalizing a shared, collaborative treatment plan (EBP Step 5) must be
a realistic appraisal of feasible options. It is often unclear that the specific treat-
ments found to be effective by high quality research are actually available in many
areas. Sometime qualified and trained providers are not immediately available.

Where effective treatments are located but local options or expertise is lacking,
clinical social workers are obligated to make difficult choices about alternative
options. The NASW Code of Ethics (2008) argues that social workers should only
provide services that they fully are competent to deliver. Section 1.04a states that
social workers should only provide services ‘‘…within the boundaries of their
education, training, license, certification, consultation received, supervised expe-
rience, or other relevant professional experience.’’ Further, social workers should
only provide services that ‘‘…are new to them only after engaging in appropriate
study, training, consultation, and supervision from people who are competent in
those interventions or techniques’’ (2008, 1.04b). Professional expertise dictates
that clinical social workers should only provide services that they are well qual-
ified to deliver. This may mean treatments and other services with good research
support are not available to clients in areas where no fully trained providers can be
located. In such circumstances, referral to other providers is warranted.

Finally, the NASW Code of Ethics (2008) states that clients must be protected
from harm. Professionals have an active obligation to be educated about treatments
and services that may be useful to their clients. We believe that this obligation to
learn new skills should be shared by, and actively promoted by, their agencies and
their funding sources. However, the obligation to learn new knowledge and skills
is more often made by an individual cost, enforced through continuing education
requirements for licensure and certification. Clinical social workers must remain
current and renew their professional knowledge and skills regularly.

In implementing new treatment models, note carefully that a key obligation is
to protect clients from harm due to the intervention. Clinical social workers must
always be sure that their service efforts provide the least, or no, harm. Dr. Archie
Cochrane’s vision of EBM as reducing the number of harmful and benign but
ineffective treatments should be a routine and ongoing part of clinical practice.

Practice Evaluation

Some authors make practice evaluation a formal step in the EBM/EBP process
(Gibbs 2002). We take a different position. First, we believe that evaluation is a
vital part of any professional practice effort. That is, we view practice evaluation
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as an essential part of routine good practice. The NASW Code of Ethics (2008) and
many social work textbooks also support this position. Clinical social workers
have long expressed this viewpoint (Hollis 1964) and the National Association of
Social Workers (2005a, b) standards for clinical practice and in healthcare practice
specifically endorses this position. This position is not in conflict with EBP, it
simply distinguishes the steps of practice decision making from practice moni-
toring and evaluation as distinct processes.

Second, we believe that the best practice evaluation is an ongoing process, from
assessment through to termination. We also believe that the best practice evalu-
ation addresses not just outcomes but also monitoring the processes of treatment.
This process provides feedback to both the clinical social worker and to the client.
It helps clarify if treatment is working or not. That is, evaluation includes ongoing
formative discussion of how the client perceives the treatment, what parts seem
helpful or unhelpful, and what other influences may be influencing the progress of
the treatment. It allows for changes in the treatment plan. It also maximizes client
participation in the treatment process. At several points in treatment, a summative
evaluation of progress should also be routine.

Third, it is imperative that evaluation of practice directly address the client’s
view of the clinical problem. This may sound obvious, but measures of success or
effectiveness may use standards that are a bit different from the client’s stated
concerns. Sometimes this is mandated. For example, a court mandated client may
have to come to sessions and have ‘clean’ urine tests. These are surely measures of
progress or even success, but they may not fully reflect the motivations or goals of
the client. In addition to the mandated measures, the client’s own goals should be
monitored and evaluated. If the client views drug use as self-medication, the court
mandated goals, while appropriate, may not address all the important concerns in
the client’s life. Both mandated and client-specific measures of progress and
outcome should be evaluated. Both should also be regularly documented in the
client’s record.

Practice evaluation also allows payers and administrators to have confidence
that clinical services actually work. If published as case reports, practice evalua-
tions can contribute to our professional knowledge base. However, this knowledge
is very different from the population scale experimental research used in the EBM/
EBP practice decision-making process.

There are several models of practice evaluation. These models are intended to
be easy to incorporate into practice, but they do take some planning and effort to
complete. They range from informal to formal methods. All such evaluation efforts
should be documented in the client’s record.

Models of Practice Evaluation

There are both qualitative and quantitative models of practice evaluation. It is
beyond the goals of this book to describe them all, but a few key points are worth
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exploring. Qualitative models based on client self-report are the traditional form of
practice evaluation used for many years in clinical social work practice (Chambon
1994; Davis 1994; Gilgun 2005b; Lang 1994; McDowell 2000; Nye 1994;
Ruckdeschel et al. 1994; Shaw and Lishman 1999) as well as in psychiatry
(Campbell et al. 2000) and clinical psychology (Amedeo 1997). There are both
informal and formal approaches to qualitative practice evaluation (Drisko 2004;
Greene et al. 1988; Shaw and Lishman 2005). Qualitative methods are flexible,
allow for individually tailored client input, examine both behaviors and internal
experiences, and can address both issues of process and outcome. They can capture
complex and unexpected results. Critics of qualitative practice evaluation state that
it lacks replicablility and precision. Further, critics argue its data analysis proce-
dures may be unclear or prone to bias.

Quantitative practice evaluation methods have been widely used over many
years in behavioral and cognitive behavioral practice. A wide range of research
designs may be used in quantitative practice evaluation (Drisko 2011). The most
common method of quantitative practice evaluation centers on a pre- to post-
comparison of client functioning on one or more target issues. This model of
evaluation is known as the single case or single system research design. This
model was widely used in social work during the ‘‘Empirically based practice’’
movement of the 1980s and early 1990s. (Note carefully, this is not the same as the
current ‘‘Evidence based practice’’ movement). The effort to increase usage of
single case evaluation was part of an attempt to demonstrate the effectiveness of
social work services. The single case method is very useful in documenting client
changes, but does not clearly demonstrate that the treatment or services caused the
change. That is, in contrast to true experimental research designs, the single case
design has limited interval validity. Others argued that the logic of the single case
design did not fit well with psychodynamic or family systems approaches (Dean
and Reinherz 1986).

Clearly, there are a wide variety of practice evaluation methods for use with
clinical practice. Yet given the foundation of the EBM/EBP movement in quan-
titative epidemiology, single case evaluation methods are most often suggested for
evaluation of client progress and outcomes. This is one reasonable choice for
clinical social workers to use. On the other hand, they should understand that
single case evaluation differs from the overall logic of EBM/EBP in important
ways.

Single Case Evaluation and Evidence-Based Practice

Several models of single case evaluation are available for clinical social work and
clinical psychology (Barlow et al. 2008; Kazi 1998; Thyer and Myers 2007).
Single case practice evaluation is based on a different logic, and a different model,
than is other EBM/EBP research. EBM/EBP places great emphasis on experi-
mental (RCT) research designs for individual studies and systematic reviews that
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combine the results of multiple high quality studies. Random assignment of cases
to treated and control condition is also very highly valued. Quantitative practice
evaluation emphasizes pre- to post-comparison of status for just one client using
pre-experimental research designs. Each method is appropriate to its purpose, but
the purposes and methods are quite different.

In addition, many models of single case evaluation use unique, situation spe-
cific measures. This is a strength of the single case model. Self-anchored outcome
measures can be developed collaboratively with the client and tailored to specif-
ically address their concerns (Nugent 1992). Such measures may include counts of
thoughts or observation of behaviors that are simply not replicable by others.
In some instances, self-anchored scales are employed to measure quantitatively the
severity or intensity of a client’s concern (Nugent 1992). Such measures are, again,
specifically tailored to the client, and may not be replicable or even relevant to
other clients with similar concerns. Both the nature of the research designs used in
single case evaluation and the nature of the measures used in it differ considerably
from those most valued in EBM/EBP research. Both are useful, but they have
different purposes and are based on different logics.

Finally, the analytic methods for single case evaluation and large-scale EBM/
EBP experimental research differ (Jagaroo et al. 2008). Single case designs may be
analyzed using visual inspection methods that document pre- to post-changes.
These visual methods do provide a reasonable accounting of the client’s situation,
but lack precision and a clear basis for deciding if the changes described are truly
significant. They are very helpful in documenting change in a clear manner for use
directly with the client.

There are statistical methods for estimating statistically significant changes for
use with single case evaluation designs. These include the ‘‘Two standard devia-
tion method’’ in which improvement from pre-treatment baseline status is inter-
preted as statistically significant (Jagaroo et al. 2008). This is an application of a
well defined logic, and a reasonable way of estimating significance, so long as the
measures are valid and the data was collected in a reliable manner. Further, sta-
tistics specific for use with single cases and time series data are also available for
single case data analysis (Jagaroo et al. 2008; Jayaratne 1978).

Single case evaluation offers one valuable method for documenting change in
clinical practice. It may be easy to incorporate in some forms of clinical practice.
In terms of limitations, incomplete results are common in single case evaluation
using self report measures. Biases in the data are difficult to rule out. Well-defined
analytic methods are available for single case evaluation, but, as always, are only
as good as the data upon which they are based. Making cause and effect claims
from single cases is usually inappropriate.

We encourage all clinical social workers to monitor and to evaluate all their
practice efforts. There are many useful models of practice evaluation from which
to choose. Some of the models apply more smoothly to specific models of practice.
We view practice evaluation as an integral part of good clinical practice, but we
leave open to the clinician, the agency, and the circumstances the selection of an
appropriate model of evaluation.
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In summary, practice evaluation is based on such a different logic than is EBM/
EBP that we have chosen not to include practice evaluation in the EBP process.
Reasonable people may hold different views on this issue. We believe distin-
guishing between the two approaches helps make understanding the logic of the
EBP model easier. We believe our view is more internally consistent than are
models that advocate for practice evaluation as a part of EBP. Both are worthy;
they are just different.

Instruments and Procedures for Practice Evaluation

In recent years, researchers have created several different instruments designed to
monitor and evaluate the success of treatment. One such instrument is Miller and
Duncan (2000) Outcome Rating Scale (ORS). The ORS was designed to be a
briefer alternative to the Outcome Questionnaire 45.2 (Lambert et al. 1996). The
ORS was designed in an effort to create an instrument that could be completed in
less time and was simpler for clients to use (Miller et al. 2003). The ORS addresses
three areas of functioning: individual, relational, and social. The ORS has
undergone extensive testing regarding its reliability and validity, and has been
found to have strong psychometric properties (Bringhurst et al. 2006; Campbell
and Hemsley 2009; Miller et al. 2006, 2003). Further, in a large study involving 75
therapists and 6,424 clients over a two-year period, there was a high rate of use
among therapists. These findings appear to counter concern that therapists felt it
was cumbersome to use (Miller et al. 2006).

A second instrument also developed by Miller and colleagues (Johnson et al.
2000) is called the Session Rating Scale (SRS). As its names implies, it is a
measure intended for use on a session-by-session monitoring basis. This instru-
ment is a

brief, four-item, client-completed measure derived from a ten-item scale originally
developed by Johnson (1995)…The scale assesses four interacting elements, including the
quality of the relational bond, as well as the degree of agreement between the client and
therapist on goals, methods and overall approach of therapy (Miller et al. 2006, p. 8)

Miller and colleagues (2006) report from previous research on the psychometric
properties of the SRS that it has strong reliability with a Cronbach alpha coefficient
of 0.96 based on a sample of nearly 15,000 administrations (Duncan et al. 2003).
In addition, they tested concurrent validity through correlations with another valid
instrument that yielded Pearson correlation coefficients averaging r = 0.48. Sub-
sequent evaluations of both instruments psychometric properties have yielded
similar results (Campbell and Hemsley 2009). Both of these instruments and
related documents can be found on Duncan’s web site, The Heart and Soul of
Change Project, online at http://heartandsoulofchange.com/.
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Research on the ORS and the SRS has not only examined its psychometric
properties and its rate of use, but also how its use impacts the outcome of treat-
ment. The same study by Miller et al. (2006, p. 14) found that:

Ongoing feedback to the therapists regarding clients’ experience of the alliance and
progress in treatment results in significant improvements in both client retention and
outcome… At the same time, clients of therapists who failed to seek feedback regarding
the alliance as assessed by the SRS were three times less likely to return for a second
session and had significantly poorer outcomes.

Similarly, in a RCT conducted with 46 heterosexual couples in therapy, the results
indicated that those couples whose therapists administered the ORS and SRS had
significantly better outcomes compared to those couples receiving treatment as
usual, without monitoring feedback (Reese et al. 2010). Those couples in the
treatment that utilized the instruments were more likely to experience significant
clinical changes (48.1%) compared to those in the control group (26.3%). While
the authors state that much still needs to be understood regarding the mechanism
of change to which feedback contributes, they conclude that this study lends
further support for the importance of incorporating such feedback into the thera-
peutic process in order to improve outcomes in clients (Reese et al. 2010).

Lambert (2010) has explored the use of another monitoring system in routine
psychotherapy practice. Using the Outcome Questionnaire (OQ-45), developed by
Lambert and Burlingame, clients completed weekly measures of therapeutic status
(Lambert et al. 2010; Lambert and Vermeersch 2008). Clinicians were given
weekly ‘green light’ indicators where OQ scores showed clients were improving,
‘yellow light’ indicators where clients were not improving, and ‘red light’ indi-
cators where clients were regressing. These simple indicators, completed by staff,
helped clinicians change their interventions when progress was not noticeable.
Dropout rates were reduced, though early changes did not necessarily predict later
changes consistently. Further, decelerating rates of improvement cannot be taken
for granted (Percevic et al. 2006). The course of psychotherapy is highly variable,
but simple quantitative monitoring can be useful in shaping clinical practice.

The OQ-45 is available in several languages. It has been researched on white,
African-American, Asian/Pacific Islander, Latino and Native American clients,
making it useful with many diverse populations (Lambert et al. 2006). The OQ
system allows for routine practice monitoring and outcome evaluation.

Still another approach to evaluating practice outcomes has been developed by
Chorpita and colleagues. Their evaluation model is called Dashboards (Chorpita
et al. 2008). Dashboards are a computer-based quantitative method that was
designed to link specific outcomes with specific intervention strategies. Chorpita is
known for developing the Common Elements (CE) approach, in which clinicians
build treatment plans for clients using specific techniques that have been used
previously in empirically supported treatment models. These elements include, for
example, exposure or cognitive restructuring (Chorpita et al. 2007). Dashboards
are an evaluative method that tracks changes in clinical progress over time as
recorded quantitatively on an Excel spreadsheet. The dashboard allows the
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clinician to graph where there are improvements and declines in specific target
areas. In addition, the progress made is also linked to the specific elements the
clinician has chosen to implement during the treatment.

For example, an adolescent client presents with depression, which manifests in
the client’s self-report of depressive symptoms, a reduction in social activities and
missing school or going to school late. The goals for treatment are (1) to improve
mood based on self-report on a 1–10 scale, (2) to increase the number of social
activities each week from the baseline of 0, and (3) to increase on-time school
attendance from 3 to 5 days per week. Using the CE approach, the clinician
identifies that for this particular client’s age, race, and gender, the treatment ele-
ments included should be: Psychoeducation; cognitive coping; activity scheduling;
and problem-solving. On separate spreadsheets within the case Excel computer
file, the therapist enters in data on the three target goals. On one spreadsheet, the
therapist enters in a score for each outcome measure during each session. On a
second spreadsheet, the therapist enters which treatment element was covered
during each session. On a third spreadsheet, Excel tracks the progress for each
outcome graphically to illustrate the changes being made on the indentified out-
comes. The third spreadsheet also includes a table aligned with the outcome graph.
This spreadsheet summarizes which element of treatment was linked to
improvement, no change or regression (Chorpita et al. 2008). The result of this
process is a graphic report that shows how the client improves or declines over
time. The graphic report also shows how those changes are linked with the specific
elements included within each session.

Returning to the case example, in studies of depression psychoeducation and
cognitive coping are elements of treatment that appear in the highest percentage of
studies. In theory, these common elements should have the highest likelihood of
positively impacting on the client’s depression. However, in tracking the case
using the dashboard method, the clinician sees that it was not until activity
scheduling was introduced into the treatment that there was improvement for this
specific client on the outcome measures. The dashboard provides an immediate
method for documenting how different interventions impact the progress on each
identified outcome measure. This makes changes and their sources clear to both
client and clinician. It also allows changes in the choices of interventions to be
altered relatively quickly within the course of the intervention.

Note that this evaluative model demonstrates what helps a specific client. It
documents the association between common elements and specific outcomes.
However, as a single case evaluation tool, the dashboard model does not dem-
onstrate conclusively that each element causes the change observed. Like other
single case evaluation methods, it employs a logic different from the large scale,
experimental research most valued in EBM and EBP. The use of self-anchored
rating scales also can produce measures of uncertain validity.

Chorpita and his colleagues have now created multiple templates of dashboards
(PracticeWise 2008) including the common elements with some empirical support
for various disorders already programmed into the Excel spreadsheet. For
example, there are dashboard templates for depression, anxiety, and trauma. There
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are also blank ones so that clinicians can build their own unique dashboards using
elements identified through the CE approach. All of the templates for the dash-
boards are available on the PracticeWise web site at www.practicewise.com/web.
However, access to these resources, and others, are restricted to those who have
paid a subscription fee.

Many models for monitoring practice and documenting single case outcomes
are available for clinical social works to use. These models and measures offer a
fine complement to the EBP practice decision-making model.

Summary

Steps 5 and 6 of EBP center on finalizing the treatment plan and implementing it.
In these steps, the clinical expertise of the clinical social worker is crucial.
Finalizing the treatment plan decided in conjunction with the client’s values and
preferences allows for formal documentation in the client’s record. It is also
appropriate to document the research evidence that supports the plan in a succinct
manner. Clinicians should also document any client-specific values and prefer-
ences that shape the treatment plan. This is especially important when treatments
with limited research support are chosen.

Monitoring of progress and summative evaluation are key components of good
clinical social work practice. These practice components draw on single case
evaluation logic which differs from the premises of population-based experimental
research used to guide EBP. Still, qualitative or quantitative evaluation of practice
should always be part of good clinical social work practice. Single case evaluation
methods offer one widely used approach to practice evaluation. More recent
innovations employ session-by-session progress monitoring using convenient
standardized measures. The dashboard model of progress monitoring and evalu-
ation links outcomes to specific common elements of practice.

In Part I of this book, we have introduced EBP and explored three perspectives
useful to understanding its application to clinical practice, policy, and research.
We have also explored the six steps of EBP in detail. In Part 2 of this book we will
examine several cases to illustrate the EBP process in action. Both the strengths
and some challenges of doing EBP come to life when the model is applied to
clinical social work practice.
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Part II
Case Examples of Evidence-

Based Practice

Introduction

In the following section, six case illustrations of the EBP process are provided to
show how the process is integrated with clinical decision-making. The cases also
show the complexities involved in the EBP process. They illustrate how the
process is dependent on (1) the client’s clinical presentation, (2) the client’s values
and preferences, (3) the best available research evidence and (4) the professional
expertise and judgment of the clinical social worker. These constitute the four
elements of the EBP practice decision-making process.

The cases are reported in the same structured format. Each case opens with a
brief summary of the client’s presentation and concerns. Next, each of the six steps
of the EBP practice decision-making process is described, leading the reader
through each part of the EBP process. In some instances, several empirically
supported treatment alternatives are identified; in others, the research offers less
clear guidance. The match of the best available research to the specific case needs
varies, as does the quality of the research located during the search process.
Further, in some instances treatments with strong research support are easily
accessed; in others, research supported options are not readily available.

The EBP process says very little about the clinical assessment process and how
the clinician determines the target problem on which the entire search process is
based. It is assumed that professionals have the required ‘professional expertise’ to
complete an appropriate and thorough clinical assessment. In clinical social work
practice the types, severity and number of challenges faced by clients can be
daunting. Traditional mental health problems warranting DSM diagnoses as well
as social problems are common among the clients that clinical social workers
encounter in their work. The cases illustrated in this text were chosen to reflect the
diversity of clients that social workers see in a variety of real world practice
settings. Below is a brief description of the cases and the clinical concerns raised
within each case.



Chapter 11—Sam: Sam is a 68 year old white gay male who has suffered a
series of losses in recent years and is reporting symptoms of grief and depression
to an outpatient therapist.

Chapter 12—Ray: Ray is a 27 year old single white male who is suffering from
panic attacks. He does not appear to have any other mental health issues, so these
attacks are very distressing and confusing to him.

Chapter 13—Sally: Sally is a 12 year old biracial (African–American/white) girl
who has been diagnosed with Reactive Attachment Disorder, disinhibited type.
Sally was adopted by a biracial couple 2 years ago. Her parents are concerned
about her lack of connection to them and her apparent willingness to turn to
anyone for comfort and guidance.

Chapter 14—Loretta and Newman: Loretta and Newman are the parents of
Arthur, who is a 36 year old African–American male who has been diagnosed with
schizophrenia, and who has had a recent decline in functioning. The parents are
seeking services through a hospital program for patients with schizophrenia and
their caregivers. The parents report increased feelings of stress about their own
age-related health issues, the strain of caring for Arthur and their fears of his future
when they are not around to care for him.

Chapter 15—Jin: Jin is a 16 year old Korean–American male who was referred to
an outpatient clinic after he was found for the second time passed out after drinking
alcohol. His family is involved and they are very concerned about his behavioral
changes and his pulling away from his family and the Korean community.

Chapter 16—Jennifer: Jennifer is a white 23 year old homeless female who has
Borderline Personality Disorder. Her immediate mental health and social service
needs highlight the difficulties faced by persons with multiple challenges and few
supports.
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Chapter 11
Sam: An Older, Gay Man
Who Appears Depressed

Sam is a 68-year-old Caucasian male with bright white hair. He has an athletic
build, and stands just over six feet tall. Despite his apparent excellent physical
health, he walked into the therapy room slowly and looked very tired. He stated his
primary care doctor referred him to this small group psychotherapy practice after
his doctor ruled out a physical reason for his symptoms. According to Sam, about
four to six weeks ago, he began feeling ‘‘very tired,’’ had difficulty in concen-
trating and stopped exercising, which he had done on average of five times a week
for as long as he could remember. Although he had stopped exercising, he had lost
about 10 lbs. over the last several months, which he stated was because ‘‘I just
don’t have the energy to eat.’’ In addition, Sam said that he had been staying home
more, and not attending social functions or dinners with friends. He states that the
activities he used to enjoy are ‘‘just not the same and it feels like such an effort to
go and pretend I am having fun when I am not.’’ When asked about any recent
changes in his life, he could not think of any immediate changes. However, during
the history gathering stage of the interview, he discussed several significant
changes that had occurred in the last 5 years.

Five years ago, he moved his mother into a nursing home near to his home and
became primarily responsible for her care. Although he has three other siblings,
they are estranged from him, and have been since he came out as gay almost
25 years ago. He described his family as a very conservative ‘Bible Belt’ family.
They would not accept his sexual orientation. After his father died about 10 years
ago, his mother began to reconnect with Sam and they worked on rebuilding their
relationship. Nine months after his mother’s move near him, she died quite sud-
denly and he felt cheated since he felt like it was ‘‘finally [their] time together,’’
while at the same time some relief since her care was quite exhausting.

About 3 years ago when he turned 65, Sam decided to retire. He looked forward
to spending time with his partner of 17 years who was about 7 years older and who
was already retired. For 2 years, they traveled, attended concerts and shows that
they ‘‘had been meaning to see.’’ They did other activities together that they had
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‘‘never gotten to because we were both working so much.’’ However, about 2 years
later, his partner suffered a stroke, and went into a coma and died 2 months later.

Sam feels he coped well at the beginning. He stated that his friends and his
community were a wonderful source of support for him. However, it has been over
a year since his partner died and he now is experiencing the symptoms described
above that led him to seek consultation from his doctor. He and his partner, while
connected to friends in their community, still lived a relatively ‘‘solitary life.’’
They had no children and both of their families had distanced themselves from
them decades previously. Many of his peers are now not around in the same way
that they were 10–15 years ago. Many have retired and moved closer to their
grandchildren, frequently travel or have moved to warmer climates. Without work
in his life, Sam feels like he has ‘‘no purpose.’’ He cannot find the motivation to
even get up some days, as he often questions ‘‘what is the point?’’

Sam is seeking services to help him ‘‘at least feel some energy’’ and interest in
some of his previously enjoyable activities, such as running, traveling, and
enjoying the arts.

He stated that this was the time he had planned to ‘‘really enjoy life,’’ but now
he states he cannot find the joy he once had.

Applying Steps of Evidence-Based Practice to Case

As you will recall from Chapter 2, the steps of Evidence Based Practice (EBP) are:

(1) Drawing on client needs and circumstances learned in a thorough assessment,
identify answerable practice questions and related research information needs.

(2) Efficiently locate relevant research knowledge.
(3) Critically appraise the quality and applicability of this knowledge to the

client’s needs and circumstances.
(4) Discuss the research results with the client to determine how likely effective

options fit with the client’s values and interests.
(5) Synthesizing the clinical needs and circumstances with the views of the client

and the relevant research, develop a plan of intervention considering available
options.

(6) Implement the intervention.

We will use each of these steps as the outline for examining how to apply the EBP
practice decision-making model in clinical practice.

Step 1: Drawing on client needs and circumstances learned in a thorough
assessment, identify answerable practice questions and related research infor-
mation needs

In the first step of EBP, the clinician must work with the client to identify the
primary clinical issue around which to focus the EBP process. As discussed in
Chapter 4 on assessment, it is essential to work with your client to identify the
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issue that the client feels is the highest priority. This preliminary step of assess-
ment is the hidden foundation of the EBP practice decision-making process.

The client must be actively engaged in the assessment process. Therefore, in
working with Sam, it is essential to discuss with him what his personal priorities
are, and what does he feel he is most motivated to address in treatment. In Sam’s
situation, he has several areas that could be the focus of the clinical work with him,
including grief work around the losses of his partner and his mother, his depressive
symptoms, his life transition from working to retirement, his estrangement from
his family, and his social isolation. In conversations with Sam, he identifies that his
depressive symptoms are the highest priority for him at this time. He states that
while he knows that the other areas are caused by his grief, including his isolation
and all of the other previously identified problem areas, he does not feel he has
‘‘the energy right now to tackle’’ those until he can ‘‘get some energy back.’’ As
such, he and the clinical social worker agree that the primary treatment goal will
be to help him increase his coping strategies to manage more effectively his
depressive symptoms. Therefore, the practice question is: What are effective
treatments for depression with older gay males?

In the P.I.C.O. model, the Population is older gay men with depression. The
Interventions under consideration are psychotherapies and similar psychosocial
interventions as well as medications. Comparisons would be between different
therapies or psychosocial interventions as well as among medications and com-
binations of mediations and psychosocial therapies. The Outcomes would be
increasing Sam’s energy and social involvement. The focus for Sam is on deter-
mining likely effective treatment options.

Step 2: Efficiently locate relevant research knowledge

The search process began with web sites that provide summative knowledge
regarding mental health and effective treatments. Starting with the Cochrane
Collaboration Library (www.thecochranelibrary.org), the first search used the
following key words in the search engine: older, gay, men/man, and depression.
However, no results were returned by this search. A second search using the terms
depression, older adult, and males, returned several unrelated articles; oddly none
were specific to depression though one addressed sleep problems. While the
worker attempted to conduct a search that combined the multiple aspects of Sam’s
identity and needs, these searches did not immediately lead to systematic reviews
that directly corresponded to his situation and characteristics.

However, by broadening the search further using the terms depression and older
adults, numerous articles were identified by the web site’s search engine that
appeared to address older adults with depression, the primary clinical question.
One review was on antidepressant medications (www.cochrane.org/reviews/en/
ab000561.html) that provides a summary of research comparing antidepressants
and effectiveness in the aging population with depression. This article concludes
that antidepressants are more effective than placebos. In this review, Wilson et al.
(2001) review, tricyclic antidepressants (Odds Ratio 0.32; 95% CI: 0.21–0.47), as
well as SSRIs (OR 0.51; 95% CI: 0.36–0.72) and MAO Inhibitors (OR 0.17; 95%
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CI: 0.07–0.39) and found that they were all more effective than placebos. This
review leads the social worker to consider that a referral for a medication consult
would be one possible course to take with Sam.

A second review finds that there is no enough research on Electric Convulsive
Treatment (ECT) to recommend it as a treatment of depression in older adults
(www.cochrane.org/reviews/en/ab003593.html). Finally, there was a systematic
review of the literature on psychosocial treatments for depression in older adults
(http://www.cochrane.org/reviews/en/ab004853.html). This review of treatments
by Wilson et al. (2008) included nine trials that compared cognitive behavioral
therapy (CBT) and psychodynamic psychotherapies. These two types of therapies
were the only ones included as there were no available studies on other forms of
psychotherapy to include in the review. Seven studies compared CBT versus
controls but none of the psychodynamic trials used untreated control groups:

Based on five trials (153 participants), cognitive behavioural therapy was more effective
than waiting list controls (WMD -9.85, 95% CI -11.97 to -7.73). Only three small trials
compared psychodynamic therapy with CBT, with no significant difference in treatment
effect indicated between the two types of psychotherapeutic treatment. Based on three
trials with usable data, CBT was superior to active control interventions when using the
Hamilton Depression Rating Scale (WMD -5.69, 95% CI -11.04 to -0.35), but
equivalent when using the Geriatric Depression Scale (WMD -2.00, 95% CI -5.31 to
1.32). (Wilson et al. 2008, para 9)

The Wilson et al. (2008) review indicates that there is good research support for
both CBT and psychodynamic intervention with older depressed males. These are
important options to discuss with the client.

A second search using the SAHMSA web site led to sections from the Surgeon
General’s report on mental health (U.S. Department of Health and Human Services
1999, ch5, sec3). This material outlines prevention strategies and risk factors about
which clinicians should be aware. This web site also provides information on
psychopharmalogical treatments for depression and concludes that.

There is consistent evidence that older patients, even the very old, respond to antide-
pressant medication (Reynolds and Kupfer 1999). About 60–80 percent of older patients
respond to treatment, while the placebo response rate is about 30–40 percent (Schneider
1996). These rates are comparable to those in other adults… Treatment response is typ-
ically defined by a significant reduction—usually 50 percent or greater—in symptom
severity. (para. 33)

Note that specific details of the studies on which these conclusions are based is not
clearly reported, raising questions about its quality and completeness.

In addition, there is a section entitled: Psychosocial Treatment of Depression
that provides the following information:

Most research to date on psychosocial treatment of mental disorders has concentrated on
depression. These studies suggest that several forms of psychotherapy are effective for the
treatment of late-life depression, including cognitive-behavioral therapy, interpersonal
psychotherapy, problem-solving therapy, brief psychodynamic psychotherapy, and remi-
niscence therapy, an intervention developed specifically for older adults on the premise
that reflection upon positive and negative past life experiences enables the individual to
overcome feelings of depression and despair (Butler 1974; Butler et al. 1991). Group and
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individual formats have been used successfully. A meta-analysis of 17 studies of cogni-
tive, behavioral, brief psychodynamic, interpersonal, reminiscence, and eclectic therapies
for late-life depression found treatment to be more effective than no treatment or placebo.
(Scogin and McElreath 1994, para. 46–47)

Again, the studies on which this conclusion are based are not fully detailed, and
differ somewhat from the Cochrane Library systemic review of psychological
treatments for depression.

Neither of these research summaries directly explored any potential differences
for gay men. It is not clear whether psychological treatments would, or would not,
be differentially effective for gay men. However, the impact of societal oppression
for gays is evident in Sam’s family life and may influence the psychosocial sources
of resilience and risk even in his later life. These earlier studies most likely used
less stringent review standards than do current Cochrane Collaboration systematic
reviews.

A general search on the web site GoogleScholar using the key words depression
older gay males brings up several books that address this question, such as Gay
and Lesbian Aging: Research and Future Directions by Herdt and de Vries (2004).
However, if these books are not easily accessible, they may not be immediately
useful. In addition, without very careful review, the quality of the evidence on
which such books base their conclusions is unclear. Therefore, it appears that the
core EBM/EBP summative web sites are the most fruitful in the search for
information on how to best help Sam address his depression.

Step 3: Critically appraise the quality and applicability of this knowledge to the
client’s needs and situation

In conducting step 3 of the EBP process, it is essential to go back and see if the
clinician can look to see the quality of the research provided in these summative
studies. The Wilson et al. (2008) systematic review on the Cochrane Library site
provides full details on all included and excluded studies—in the full review
(which in the United States requires a paid subscription to access). For the
psychotherapy interventions, the authors state that their findings are based on a
meta-analysis of seven studies, yet the meta-analysis included a small number of
trials and that the ‘‘review shows that there is relatively little research in this field
and care must be taken in generalising what evidence there is to clinical popula-
tions’’ (para. 7). Samples sizes are also small, and there is no mention if any older
gay men were included in the studies.

The information from the SAHMSA web site is less specific. The report
summarizes study findings, but does not provide details on each included study. As
a result, there is not much information on which to base a critical appraisal about
the quality of the studies included in the report. It is an expert summary of
research, compiled by a credible source and includes a large number of studies, but
it is not fully transparent in its methodology. Such summaries might be considered
Level 5 expert opinion, the lowest grade of evidence in the EBM/EBP hierarchy.
On the other hand, the conclusions of these experts are at least partly based on
research. The lack of full detail undermines their credibility and makes them less
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useful as guides for clinical practice. Transparency and detail is a real strength of
systematic reviews.

While it is difficult to find specific information on the design quality of some of
these studies, the participants included in the studies are similar to Sam in terms of
age and primary presenting issue. On the other hand, they do not specifically
identify unique characteristics or challenges associated with being gay. That is, the
populations included in these studies are not an exact fit with Sam’s personal
characteristics. Given what is available, it appears that this research may be a
relatively good fit for Sam, albeit limited in the number of studies and in infor-
mation on gay older adults.

Step 4: Discuss the research results with the client to ensure they fit with the
client’s values and goals

In the next session with Sam, the clinical social worker would then provide him
with a summary of the information found and offer some approaches for consid-
eration. The two forms of psychotherapy and medications found in the searches
would need to be described in sufficient detail for Sam to understand his options,
their likely benefits, and their potential costs and side effects.

In addition to the information on psychotherapy research, it is also in Sam’s
best interest for the therapist to share with him the information on the use of
medication and discuss his feelings and thoughts about this type of intervention. In
this conversation, he says that he is willing to try medication. He states he would
rather work with his current primary care doctor rather than starting over with a
new psychiatrist.

Finally, although support groups and social supports were not specifically listed
in the research, based on the clinical social worker’s experiences, she believes that
expanding his social network in an effort to decrease his isolation would be helpful
to him in further alleviating his depressive symptoms. This is consistent with
Sam’s concerns about social isolation, although this issue was not specifically
addressed in the outcome research. The clinical social worker therefore suggests a
group therapy or support group intervention, providing him with an array of
options regarding the focus and/or composition of the group. For example, he may
want to have a support group that is focused on grief and loss or one that is
specifically targeted toward individuals who identify as GLBTQI or one that is
aimed at older adults in general, or a combination of any of the above. Sam says
that he is open to this idea and the clinical social worker and Sam agree that both
will do some searching for group options. After further discussion, Sam can then
decide which one feels is the best fit for him.

It would be important to point out that the studies did not include gay men, and
to ask Sam what he thinks of this omission. The goal is to be sure the client views
the best evidence as truly applicable to him or her. It is not clear that the effec-
tiveness of these treatments is different for gay men or lesbians, but one of the
points of EBM/EBP is that differences we may not consider important may prove
to have significant impact when rigorously researched.
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Step 5: Synthesizing the client’s clinical needs and circumstances with the relevant
research, finalize a shared plan of intervention collaboratively with the client

Given the available research, it appears that psychopharmacological treatments
and/or psychotherapy are the best options for helping to address Sam’s depression.
The next consideration is the expertise of the clinician and the availability of
services one cannot personally provide. This aspect of planning involves whether
to not the clinical social worker is trained and competent to provide the appropriate
services, or has them available within the agency or through consultation
arrangements. If the services are available, treatment may begin immediately.
Clinicians must make a referral to a provider with appropriate expertise if such
services are not directly available. In some cases, making such a referral will
involve locating providers of the service.

In Sam’s case, the assessing clinical social worker has expertise in both cog-
nitive behavioral therapies and in psychodynamically based psychotherapies. She
also has experience working with individuals around depression and loss.

Based on this conversation, the following treatment plan emerges and is agreed
upon by both Sam and the clinical social worker.

1. Sam will attend weekly brief psychodynamically oriented psychotherapy,
contracting for 3 months. Within the therapy, the focus will be initially on his
depressive symptoms, his understanding of their origins, and helping him to
develop more effective strategies to cope with the depressive feelings.

2. Sam will set up an appointment with his doctor and discuss the potential of
starting him on an antidepressant, taking into consideration his age and the side
effect profile. The social worker will consult with the doctor on a regular basis
regarding possible side effects, medication efficacy, and changes in symptoms.
(Sam signs the consent forms to authorize this communication.)

3. Sam and the social worker will both ask others they know about group therapy
or support group options in the community. From the available options, Sam
will pick one of the groups that he feels would most suit his personality and
comfort level.

Step 6: Implement the intervention

Sam and the clinical social worker identified a start date for the interventions to
begin and the parameters around the treatment, including a targeted termination
date. Sam and his clinical social worker agreed to monitor his energy level and
social involvement on a session-by-session basis. They agreed that if progress is
not apparent in a month, a more formal tracking of his progress would be initiated.

Alternately, Sam’s depression could have been quantitatively assessed using a
standardized measure of depression completed at regular intervals. This would
allow for quantitative evaluation of progress using a single case evaluation
approach. Sam was comfortable with an ongoing, narrative assessment of his
situation.
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Chapter 12
Ray: A Man Fearful of Panic Attacks

Ray is a 27-year-old single white man. He sought mental health services due to
panic attacks and increasing concern that they would reoccur. This is despite the
fact that he has had only four attacks in all, each occurring in the past six months.
‘‘The attacks are horrible, but now I am even more worried that they will come
back.’’ He has only had panic attacks in his apartment. He notes no precipitant or
sensations that might warn of an oncoming attack. ‘‘It’s such a mystery—they just
come on me—this just makes it harder.’’ During the attacks he sweats and trem-
bles; he says he feels ‘‘like there’s electricity running through me.’’ He feels faint,
but only once felt that he was choking. ‘‘Only one time did I fear I was going to
die… I couldn’t really catch my breath. It was the worst. That’s why I’m here
today.’’ He denies any numbness during or after the attacks, any chest pains, or any
fears he is going crazy. ‘‘It just takes me over.’’

Ray is a computer and network installer and repair technician. He is college-
educated. He runs a small business with a college friend, begun four years ago.
Their business has been successful and his income is ‘‘good enough’’ and
‘‘steady.’’ He has no legal issues. Still, his concern about more panic attacks is
making it harder for him to do on-site service work for customers. ‘‘I’m doing the
work visits but I am worrying more and more. I can’t get the fear out of my head.’’
Despite the attacks, he has done his work appointments. ‘‘Recently it has become
harder, ‘cause I worry more and more about having an attack, but I still do my
job.’’ He shows only hints of potential agoraphobia.

Ray has had no prior mental health concerns and has had no medical issues;
including a physical examination two months ago which revealed no cause for any
concern. He denies changes in mood other than concern about more attacks. He
denies changes in weight, eating, or sleeping habits. Ray denies any suicidal
ideation other than wondering if he did have been better off dead after his worst
attack in which he thought he would die. This ideation did not continue. He has no
identified plans for suicide or passive self-harm, and seemed truly puzzled he was
asked about this. He notes no family history of mental health issues or undue
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anxiety, which makes him feel all the more different. His parents run a family
florist business that employs his older brother and sister; he says ‘‘I can always
work there if I want to.’’ He likes his sibs and knows he could work in the family
business, but instead wanted to try his hand at his own business. The family was
supportive of his decision but teases him at times about ‘‘going his own way.’’ Ray
says it is only teasing: ‘‘there is no doubt I’d be there if they really needed me.
They have too many people for the amount of work they do.’’ His beloved
grandfather died 18 months ago, which was a significant loss of a life-long
caregiver and source of support, but Ray does not see this as related to his panic
attacks. Ray has a circle of friends from work and college, with whom he plays
softball and ‘‘sometimes drinks too much.’’ He says he used pot and tried cocaine
in college but denies current use. He has had two relatively long-term sexual
relationships with women, including an engagement that did not work out just after
college. He wishes he could ‘‘find the right girl’’ but is not worried it will happen.

Ray is able to identify his own strengths: as persistent, ‘‘pretty smart,’’ willing
to take risks (such as in starting the business), loyal-always there for my family
and friends, having a sense of humor, and being tolerant of different ideas. He sees
himself as well supported by family and friends, who have both attributes he likes
and enjoys as well as small flaws that bug him at times.

Beyond the panic attacks and worry, which he says ‘‘is only recent,’’ Ray thinks
his limitations are ‘‘I’m kind of sloppy,’’ ‘‘I should put more time into learning the
technical side of the business, but instead I watch sports on my own or with my
friends,’’ and ‘‘my mother says I should be around more.’’ He does not seem overly
self-doubting or unable to view himself and other people in a flexible and balanced
manner.

Step 1: Drawing on client needs and circumstances learned in a thorough assess-
ment, identify answerable practice questions and related research information needs

Ray fits DSM-IV criteria for a panic disorder. Ray was actively involved in his
assessment and appeared to be forthcoming if sometimes a bit puzzled by ques-
tions about family and history. He has had unexpected panic attacks and over a
period of over a month his worry about them has become persistent and intensified.
His behavior has not (yet) changed due to the attacks, but this has become a source
of some concern for Ray. His panic attacks do not appear related to substance use
or medication use. He does not appear to fit criteria for either social or specific
phobia, obsessive–compulsive disorder or post-traumatic stress disorder as alter-
native sources of his symptoms. Ray does not appear to fit criteria for either an
Axis II personality disorder or Axis III medical condition. He reports that he has
had a recent physical exam showing no medical concerns.

Ray’s life circumstances have not changed significantly in the past few years
beyond the death of a beloved grandparent. His overall social and employment
functioning appear essentially unchanged over the past few years, though his panic
attacks are raising the possibility of future withdrawal which might impact on both
areas. He has several sources of support and resilience and very few other challenges.
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Panic disorder is associated with increased risk for agoraphobia and for
depression. Onset for panic disorder often occurs in young adulthood, specifically
during the 1920s. It is a low prevalent disorder at 2–3% of the population, but
common in prevalence for mental health disorders.

In the P.I.C.O. model, the Population is adult males with panic attacks or, more
formally, panic disorder. The Interventions under consideration are psychothera-
pies and similar psychosocial interventions as well as medications. Comparisons
would be between different therapies or psychosocial interventions as well as
among medications and combinations of mediations and psychosocial therapies.
The Outcomes would be reducing the frequency of Ray’s panic attacks and worries
about them, as well as ideally ending the panic attacks.

Step 2: Efficiently locate relevant research knowledge

A visit to the Cochrane Collaboration web site (www.thecochranelibrary.org)
reveals at the time of writing two systematic reviews related to panic disorder
(Furukawa et al. 2007; Watanabe et al. 2009). Both are recent, and current through
2009. The reviews note that panic disorder can be treated with pharmacotherapy,
with psychotherapy, or with both in combination. However, the systematic review
abstracts indicate that the relative merits of combined therapies were previously
not well established. Advantages of the different types of therapy might differ over
time. That is, while one therapy might be most helpful initially, another might
prove more helpful over an extended period of time. Thus, both short- and long-
term effectiveness should be appraised.

The reviews found just three high quality studies comparing behavioral thera-
pies with benzodiazepines for panic disorder, and another 23 studies comparing
mainly behavioral or cognitive-behavioral therapies with antidepressants for panic
disorder. Watanabe et al. (2009, Abstract) found there was no statistically sig-
nificant difference between combined use of benzodiazepines and therapy com-
pared to therapy alone during the intervention period (relative risk (RR) for
combined therapy 1.25, 95% CI 0.78–2.03, p = 0.35). Nor was there any difference
at the end of intervention (RR 0.78, 95% CI 0.45–1.35, p = 0.37). Both conclu-
sions were based on two studies involving 166 patients. There was also no sta-
tistically significant difference between combined therapy compared to treatment
by benzodiazepines alone during the intervention (RR 1.57, 95% CI 0.83–2.98,
p = 0.17) in one study involving 66 patients. There was also no statistically sig-
nificant difference at the end of treatment (RR 3.39, 95% CI 1.03–11.21, p = 0.05)
or at seven-month follow-up (RR 2.31, 95% CI 0.79–6.74, p = 0.12). (The authors
called the end of treatment result p = 0.05, ‘‘borderline significant.’’ However,
since statistical significance requires a result of p \ 0.05 this is not a statistically
significant result.) Watanabe et al. (2009, Plain language summary) state there is a
‘‘paucity of high quality evidence investigating the efficacy of psychotherapy
combined with benzodiazepines for panic disorder. Currently, there is inadequate
evidence to assess the clinical effects of psychotherapy combined with benzodi-
azepines for patients who are diagnosed with panic disorder.’’ Yet this preliminary
evidence, to Cochrane Collaboration standards, indicates that either behavioral
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therapy alone or in conjunction with benzodiazepines have empirical support for
use with panic disorders.

Figure 12.1 displays a Forest plot of the comparative effectiveness of behav-
ioral and cognitive behavioral therapies with and without benzodiazepine medi-
cation on global anxiety scores at the end of treatment (Watanabe et al. 2009,
p. 37). Note that the box and whisker plots are largely on the right hand side of the
dividing line. This indicates that the results favor psychotherapy alone. The key to
this interpretation is provided at the bottom of the chart (‘‘favors PT’’ = favors
psychotherapy alone). However, each of the box and whiskers plots and the
summary diamond plots touches the dividing line. This indicates that the advan-
tage of psychotherapy over psychotherapy and medication is a relatively small
one. Both treatments can be effective as noted in the plain language summary
reported above. Note, too, that the plain language summary also incorporates
effectiveness on other outcomes, not only reduction in global panic severity at the
end of treatment.

Furukawa et al. (2007, Abstract) found that in the early ‘‘acute’’ phase of panic
disorder treatment, the combined use of antidepressants and psychotherapy was
superior to either antidepressants alone (RR 1.24, 95% CI 1.02–1.52) or to therapy
alone (RR 1.17, 95% CI 1.05–1.31) in 23 comparison involving 1,709 patients.

Fig. 12.1 A forest plot comparing the effectiveness of psychotherapy versus psychotherapy plus
benzodiazepine medication on panic severity at the end of treatment. From Watanabe et al. (2009,
page 37) Figure of a Forest plot entitled ‘‘Analysis 1.10 Comparison 1…’’. Reprinted with
permission from John Wiley and Sons

190 12 Ray: A Man Fearful of Panic Attacks



However, the combined therapy lead to more drop outs due to unpleasant medi-
cation-related side effects than did the psychotherapy alone (NNH about 26). After
therapy at follow-up, the combined treatment was ‘‘as effective’’ as therapy alone
(RR 0.96, 95% CI 0.79–1.16) and more effective than antidepressants alone (RR
1.61, 95% CI 1.23–2.11). Furukawa et al. (2007, Abstract) conclude that ‘‘either
combined therapy or psychotherapy alone may be chosen as first line treatment for
panic disorder with or without agoraphobia, depending on patient preference.’’

Three studies also appeared relevant and pointed to additional types of treat-
ment for consideration. Having alternatives is important if Ray proved unwilling
or uncomfortable with some potential treatments. They also allow Ray to make
informed decisions about alternative treatments. Wiborg and Dahl (1996) com-
pared a psychodynamic psychotherapy and antidepressant medication for panic
attacks over an extended follow-up period. They cited prior work indicating that
panic disorders, treated by medication alone, had variable but potentially very high
rates of reoccurrence [20–30% at the low estimate, 70–90% at the high estimate
according to Ballenger (2003)]. They sought to reduce relapse rates by combining
brief psychodynamic psychotherapy adapted from Davenloo (1978) as well as
Strupp and Binder (1984) coupled with medication. The issue of relapse rates
would be an important piece of information to communicate to Ray as part of his
treatment planning process. Milrod et al. (2007) studied psychodynamic psycho-
therapy separately and in combination with medication for panic disorders. Berger
et al. (2004) studied the effectiveness of antidepressants combined with interper-
sonal treatment for panic disorder, but in a population of person with comorbid
personality disorders, that did not fit with Ray.

Wiborg and Dahl (1996) studied people with DSM-III criteria panic disorder.
They randomly assigned 20 patients to clomipramine therapy for 9 months and
another 20 patients to combined clomipramine for 9 months combined with 15
weekly sessions of brief dynamic psychotherapy. Outcomes were measured by
patient reports of panic attacks and by the Hamilton Rating Scale for Anxiety and
the Panic Attack and Anxiety Scale. They followed the patients for numbers of
panic attacks and levels of both anxiety and depression at 6, 12, and 18 months
after beginning treatment. The relapse rate was significantly higher after nine
months for patients treated with medication alone (panic attacks M = 0.8,
sd = 0.8 versus M = 0.0, sd = 0.0 for the therapy and medication group; effects
size d = 2.07 for medication alone versus d = 3.20 for medication and therapy).
There were no significant differences on the Hamilton Rating Scale for Anxiety
scores between groups.

Milrod and colleagues found that across a racially mixed sample, the 26 clients
receiving panic focused psychodynamic psychotherapy completed therapy with
significantly lower Panic Disorder Severity Scale scores (M = 5.1, sd = 4.0 to
M = 9.0, sd = 4.6; t = 3.30, df = 47, p = 0.002; Effect size = 0.95; no CIs were
reported) than did 13 clients receiving relaxation therapy. However, scores on the
Hamilton Anxiety and Hamilton Depression Rating Scales did not differ signifi-
cantly. One person in the relaxation group worsened significantly and was dropped
from the study and offered medication. This is a point worth mentioning as a
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possible risk to track carefully for Ray and any other person with panic attacks.
This study was impressive for its inclusion of racially diverse patients, which
might prove very relevant in some clinical situations.

Overall, it appears that the combination of therapy and medication is likely to
be effective in treating Ray’s panic disorder. There are alternatives for Ray to
consider in regard to treatment by psychotherapy alone versus psychotherapy in
combination with medication. While this discussion would be between Ray and his
prescribing physician, it appears that antidepressants more often generate
unpleasant side effects than do anti-anxiety medications. Ray does not appear
depressed, so anti-anxiety medications may also fit better with his clinical pre-
sentation. On the other hand, anti-anxiety mediations have potential for abuse and/
or over-use, though Ray does not seem to have a significant history of abuse of
substances or mediations. Given his panic and level of desperation, however,
caution is in order. It would also be a reasonable choice to consider psychotherapy
without medication.

Step 3: Critically appraise the quality and applicability of this knowledge to the
client’s needs and situation

In terms of psychotherapies, cognitive and cognitive–behavioral therapies have
been well studied and demonstrate good effectiveness with panic disorders. They
appear to be a strong choice for Ray to consider. If Ray is uncomfortable with
these treatments, there is some evidence in support of brief psychodynamic psy-
chotherapy as an effective treatment for panic disorder, but the evidence base for
this recommendation is less well developed than is the evidence base for cogni-
tive-behavioral treatment.

The study samples are not limited to men only, though there is no clear reason
to think that these therapies would be contraindicated for Ray based on his age or
gender.

Step 4: Discuss the research results with the client to ensure they fit with the
client’s values and goals

Ray chose a behavioral therapy (Barlow et al. 1989) after discussion of these
alternatives with his clinical social worker. He had only a few questions, but had
some clear preferences regarding medication. He was not interested in taking
medication at first, though he was happy that medication could be a ‘‘back up
plan’’ if therapy alone did not work well enough. He clearly did not like the idea of
possible mediation side effects of any kind. He understood the general idea of
cognitive-behavioral therapy and was open to it. It was clear his outlook on the
therapy was positive.

Step 5: Synthesizing the client’s clinical needs and circumstances with the relevant
research, finalize a shared plan of intervention collaboratively with the client

Cognitive-behavioral therapy for panic disorder was immediately available for Ray
through his community mental health clinic. The clinic would also make access to a
psychiatric consult for medications possible should it become appropriate.
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Step 6: Implement the intervention

The main challenge of the treatment planning was the lack of an obvious
precipitant. Ray’s concerns were general and difficult for him to pin down as
specific cognitions. It took some time for Ray to think of his fear of the next panic
attack as a way of thinking he could address. Once he caught on to this idea, he
was able to combine relaxation techniques and breathing exercises with increasing
exposure to thoughts of another panic attack. He concluded therapy after eight
sessions over 10 weeks. Eight weeks later he reported having no further panic
attacks and much lower worry about them reoccurring.

Given the apparent effectiveness of the treatment, no additional structured
evaluation of outcome was undertaken. Ray’s descriptions of the reduction in both
number of panic attacks and worries about them were formally documented in his
clinic record. His reports on the frequency of his panic attacks over the 10 weeks
were also recorded. This would have allowed for a single case evaluation, but the
clarity of his improvement did not make such a formal evaluation model appear
necessary. Ray was quite satisfied with his treatment and its results.
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Chapter 13
Sally: A 12-Year-Old Who has Reactive
Attachment Disorder

Sally is a 12-year-old biracial (African-American/white) child. She is tall and
lanky with very neat cornrows. Her adoptive parents in conjunction with her
adoption social worker referred her for services. Sally seems comfortable living in
her adoptive home, with her African-American father, her white mother, and her
younger biracial biological sibling. Sally has been in the home for just over two
years and her adoption was legally finalized eight months ago. She interacts
smoothly with the family but her parents say that ‘‘something’s missing.’’ Sally
does not turn to her parents for comfort or guidance. Her parents have offered
considerable daily life structure to help her become more connected, but she does
not seem to look for their care and support. They fear she will turn to ‘‘just
anyone’’ and as a near teenager this could mean others might take advantage of
her. ‘‘She doesn’t think at all about her safety.’’ From the parent’s perspective, it is
difficult ‘‘to get so little response’’ from Sally, though they are quite aware they are
‘‘in it for the long haul.’’ ‘‘We are committed to her.’’ They find it difficult to
understand her nonverbal cues and, even after they encourage her to talk, Sally
seems puzzled about her feelings and needs.

Protective services had placed Sally in several different foster homes due to
parental neglect between ages four to nine. They returned Sally to her mother after
each out of home placement, some lasting up to a year. Her single parent bio-
logical mother worked long hours and, at times, left Sally alone for extended
periods. During the foster placements she was described as ‘‘a very eager to please
child,’’ who ‘‘treated everyone as a friend,’’ was ‘‘very open’’ and ‘‘had lots of
friends.’’ There was no evidence of physical or sexual abuse during the place-
ments, though other children would sometimes verbally tease Sally. Her first child
protective worker noted she was ‘‘attractive and pleasant,’’ but also noted she ‘‘did
not seem to discriminate among people, seeking what contact she could get from
just about anyone.’’ She has limited self-care skills and would ‘‘get lost’’ in TV
shows if given the chance. She loved ‘‘Disney films’’ which it seemed to be used as
surrogate babysitters. Sally was two years behind academically in school at age
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nine, had a limited vocabulary, and limited math and reading skills. None of these
learning issues had any apparent organic basis based on physical and neurological
examinations. She behaved well in school and ‘‘was never a behavior problem.’’
‘‘People like her.’’

The local courts terminated parental rights after the mother’s boyfriend got into
several fights with her. The final straw was that he hit Sally in the back of the head
with a frying pan, which seemed to be a one time occurrence. Sally was uncon-
scious for several hours, and had a very small laceration where she was hit. She
was treated for swelling around her brain over the next few days. She was diag-
nosed with a closed head trauma from the incident. The organic effects of the
incident are unclear, both in terms of any learning-related challenges or changes in
self-regulatory functions. Still, her neurological and learning testing did not
indicate any significant issues beyond lagging beyond grade level. Her biological
mother said she seemed ‘‘different’’ after the trauma, but was never able to pin
point just how Sally had changed.

Sally’s adoptive parents have a biological child and wanted to adopt. They were
‘‘taken’’ with Sally immediately upon seeing her: She had the skin tone and hair
color of their biological daughter. ‘‘She seemed to fit right in’’ her father said.
Early visits and her moving in seemed to go well. Sally showed no hesitancy in
engaging with the family, which then seemed to be a pleasant surprise. ‘‘We knew
she should be more careful, but we were glad she seemed to accept us.’’ ‘‘There
was no honeymoon; she was just part of the family.’’

The problems emerged when Sally got involved in school and in activities
beyond the core family. ‘‘She treated everyone like family!’’ In consultation with
the adoption worker, the family increased their daily structure and actively kept
Sally within defined limits. ‘‘This wasn’t hard, and we only seldom got upset, but it
took vigilance.’’ The limits seemed to provide some order for Sally but did not
decrease the indiscriminate contact with others, including passers-by, the delivery
man, and dog walkers. ‘‘We weren’t sure she’d always be safe, you know, and
she’s almost a teenager.’’ Her parents also noted they did not see how Sally got
cared for when she seemed down or hurt. They would have to seek her out and
actively question Sally about her emotional state; which seemed to confuse Sally.
‘‘At first we thought we were too pushy, but then we realized she didn’t really
know how she felt or at least wouldn’t easily share it.’’

Sally has lots of acquaintances, but no real friends. She easily connects with
people but does not sustain interaction and most are brief. She makes good eye
contact. She displays a wide range of emotion. She has been oddly resistant to
organized sports activities or clubs, which her parents thought might be of interest
to her. Her concern is that ‘‘the kids will tease me.’’ She has never stuck with a
sport or club for more than a few weeks, though her parents are now encouraging
her to pick one activity to pursue based on her skills and interests.

Sally appears to meet DSM-IV-TR criteria for reactive attachment disorder,
disinhibited type. She displays diffuse attachments, as evident through indis-
criminate sociability and a marked lack of selective attachments (to her biological
mother or foster caregivers in the past and to her adoptive parents currently). This
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pattern began before age five, can be reasonably viewed as the cause of her current
attachment problems (what is called ‘‘pathogenic’’ care in DSM-IV-TR termi-
nology). The attachment issues do not appear to be related to specific trauma as
neither physical nor sexual abuse were reported in the past. Neglect predominated.
(Given her multiple placements, the possibility of such abuse is real, but it had not
been not substantiated by her caregivers or by Sally herself at this point.) There is
no evidence of autism spectrum disorder or pervasive developmental delay; in fact,
Sally has very good motor skills and eye-hand coordination even after her head
trauma. The effects of her head trauma are unknown but do not appear to account
for the attachment challenges. Alexithymia should also be ruled out given Sally’s
difficulties in identifying her feelings.

Attachment is an interpersonal process that occurs between people. It is quite
unlike a bacterial infection or depression that may be viewed as ‘‘located’’ within a
person. The consequences of a lack of attachment, or a disinhibited attachment,
may be observed in behaviors such as indiscriminately turning to known or
unknown people for care and support, and failing to use a known caregiver for
support when hurt or emotionally upset. The behaviors require at least two people
in interaction, and the quality of their interaction is crucial to identifying attach-
ment problems. The interactive quality of attachment disorders makes evident
some of the shortcomings of medical model diagnosis. The lack of attachment
opportunities before age five are assumed to have a significant internalized effect
on a child’s development, but for attachment to develop, other people must
offer ‘‘good enough’’ sources of care on a consistent basis. Diagnosing reactive
attachment disorder is a difficult endeavor. Clinicians use different diagnostic
standards and protocols for children of different ages (Zilberstein 2006). Children
who have received poor care from adults are expected to respond appropriately to
any unknown adult, across a variety of contexts, as if such interactions should not
be expected to be untrustworthy and stressful.

Due to the interpersonal nature of attachment problems, it is difficult to develop
valid standardized measures for them. For non-clinical populations of preschool-
ers, the Ainsworth Strange Situation Test (1978) is often used to identify different
types of attachment. However, the Strange Situation Test is not a scaled measure,
and is not intended to be used as an outcome measure. For school-age children and
teenagers, there is no widely used measure of attachment. The Randolph
Attachment Disorder Questionnaire [RADQ] is often used as an outcome measure,
though it was intended as a general screening tool for broad attachment problems.
The RADQ has only face validity and emphasizes problems with conduct more
than attachment quality per se. Smyke and Zeanah’s (1999) Disturbances of
Attachment Interview also generates a typology and is rarely used in outcome
research. Other measures, particularly the Achenbach Child Behavior Checklist
[CBCL] (1991, 1992), are widely used as proxy outcome measures in studies of
treatments for RAD, but do not include any direct measures of attachment. Instead,
the CBCL’s conduct and learning disorder subscales are used as proxies for
attachment quality. The problem with this use of proxy measures is that conduct or
learning problems may, or may not, be related to attachment quality. These
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conduct and learning issues may represent distinct but comorbid disorders rather
than representing a core aspect of attachment.

These key problems with conceptualizing and measuring RAD have not stop-
ped researchers from preliminary outcome studies. They do seriously limit the
confidence that clinicians and researchers can put in their results. What is mea-
sured may not fairly and comprehensively reflect the dimension of RAD nor
measure it effectively. The conceptual, diagnostic, and measurement problems
become crucial in identifying and applying high quality research to Sally’s needs.

Step 1: Drawing on client needs and circumstances learned in a thorough
assessment, identify answerable practice questions and related research infor-
mation needs

Sally does not identify any problems with her behavior or her interactions with her
parents. She says her parents and teachers are ‘‘overreacting’’ (a word she also says
is used by her parents about her sister’s behavior). Sally’s parents are concerned
about her disinhibited social interactions that could increasingly be unsafe and
risky. They are also concerned that Sally does not turn to them for support when
she is hurt or anxious, though this vulnerability is clearly a lesser concern. It does
not seem to be the driving force behind their referral of Sally for assessment and
possible treatment. The family’s adoption worker has been a steady support since
Sally’s adoption and agrees that Sally’s indiscriminate or disinhibited interaction
has been consistent, and views the parents concerns as reasonable. Both the parents
and the adoption worker believe there may be some subtle medical issue related to
her head trauma, but both view her prior workup as through. Her parents do not
report concern about possible sexual abuse, though both the adoption worker and
the clinical social worker doing the assessment think it should remain an open
question.

In the P.I.C.O. model, the Population is school-age children with Reactive
Attachment Disorder, Disinhibited Subtype. The Interventions under consideration
are psychotherapies and similar psychosocial interventions or programs. Medica-
tion is not under consideration. Comparisons would be between different therapies
or psychosocial interventions or programs. The Outcomes would be increasing
Sally’s attachment to her parents as most clearly demonstrated through turning to
them for support when she is worried or fearful—to be her parental attachment
figures. Reduced indiscriminate social relations are another important outcome
from the parent’s perspective.

Step 2: Efficiently locate relevant research knowledge

At the time of writing, a search of the Cochrane Collaboration Library
(www.thecochranelibrary.org) for the keyword ‘‘reactive attachment disorder’’
reveals only a provisional application to undertake a systematic review of research
on ‘‘disorganized infant attachment and preventive interventions: a review and
meta-analysis.’’ A similar search for social service programs at the Campbell
Collaboration Library (www.campbellcollaboration.org/library.php) returns the
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phrase ‘‘search gave no hits.’’ There appear to be no systematic reviews of
treatments for RAD.

RAD is a relatively low incidence disorder and one that child clinicians may not
understand in depth. Limited research is available on treatment outcomes for RAD.
According to O’Connor and Zeanah (2003, p. 233), ‘‘no treatment method has
been shown to be effective for children with attachment disorders.’’ Further
searches of individual research studies are the next approach to locating the rel-
evant research literature.

A search for research articles using PubMed (www.ncbi.nlm.nih.gov/pubmed/)
reveals no outcome studies for children with RAD of this age group. Further paid
subscription searches of PsychInfosss (http://www.apa.org/pubs/databases/psycinfo/
index.aspx) and Social Work Abstracts (through EBSCO Host) reveal only a few
pre-post treatment outcome studies for RAD among a wide range of conceptual
articles, case studies, and opinion articles. None of the outcome studies is a true
RCT (experiment). Myeroff (1997) and Myeroff et al. (1999) report that Levy and
Orlans’ (undated) holding therapy produced significant reduction in aggression and
delinquency as measured by subscales of the CBCL for 11 adolescents receiving
therapy (Aggression subscale, paired t = 4.26, df = 10, p = 0.001; Effect size
Cohen’s d = 1.33. Delinquency subscale, paired t = 2.37, df = 10, p = 0.04;
d = 0.77) while a comparison group of nine adolescents showed no change.
No significant change in RADQ scores was reported (and this information was
simply not reported in the 1999 article). No evidence that the adolescents met
criteria for a DSM-IV-TR RAD diagnosis was offered. It is unclear if the authors or
other provided the treatment. In another study, Wimmer et al. (2009) report a single
group pre-post study using a combined 10 h therapy including family counseling,
behavioral management training, and holding therapy as taught by Children
Unlimited of South Carolina (2004). All the children had received diagnoses of
RAD. They report significant gains on RADQ scores (t = -3.65, df = 21, p = 0
001; Effect size by Cohen’s d = 0.71) and on the Child and Adolescent Functional
Assessment Scale (Hodges et al. 2004) for general behavior (t = -2.61, df = 22,
p = 0.02; Cohen’s d = 0.65). It is important to note that holding therapy has been
heavily challenged on safety and ethical grounds due to deaths of several children
treated with it or variants of it (American Academy of Child and Adolescent
Psychiatry 2005).

While these findings might appear promising, holding therapy (also called re-
birthing therapy) has been deemed inappropriate and potentially dangerous by the
American Professional Society on the Abuse of Children and the American Psy-
chological Association, Division 37 (2006) and the American Academy of Child
and Adolescent Psychiatry (2005). It should not be used due to risk of severe harm
or death. Note carefully that finding significant research results does not auto-
matically mean that the treatment is appropriate or without substantial risk of
harm. Such harms are unlikely to be noted in the original articles, or necessarily, in
later research reviews.

Becker-Weidman (2006a, b) reports a quasi-experimental comparison of
Hughes’ (2004) Dyadic Developmental Therapy [DDT] versus treatment as usual.
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All the children included in the study met criteria for DSM-IV-TR RAD diagnosis.
Pre-post comparison demonstrated significant improvement for the DDT group
(n = 34) on five CBCL subscales for aggression, withdrawn, social problems,
rule-breaking, and thought problems (t values ranged from 4.38 to 12.81, df = 0
33, all p values were p \ 0.001; d values ranged from 1.01 to 2.78). In addition,
significant improvement on the RADQ was reported (t = 12.82, df = 33,
p = 0.001; d = 2.70). Only results on the CBCL subscale anxious-depressed were
not significant. The treatment as usual group (n = 30) showed no significant pre-
post improvement.

Step 3: Critically appraise the quality and applicability of this knowledge to the
client’s needs and situation

Research on the effectiveness of treatments for RAD is very limited. The measures
used to assess attachment are also very limited and of questionable validity. Some
research findings support a therapy that has been essentially banned due to several
deaths associated with its use and very high potential for harm. Overall, the best
available evidence points to Hughes’ (2004) DDT. The evidence is not an RCT but
is Level 2 quality. However, the researcher was also the provider of the therapy,
which may be a source of attribution bias. Note that the effect sizes are extremely
large, near their practical limits. Yet even taking into consideration that Cohen’s
d effects sizes may be inflated when applied to small samples sizes, the effect sizes
are very large. In context, this treatment model includes many components also
endorsed by observational studies and practice wisdom.

A summary of a wide range of non-experimental studies completed by Drisko
(2009) documents that many studies of RAD address single treatment components
or issues that might better be viewed in combination to generate a much more
comprehensive treatment package. For example, one excellent clinical report
stated that parents under-estimate the levels of anxiety of children with RAD and
might do better to take a more active and preventive or preemptive approach to
caring for their children (Lieberman 2003). On the other hand, this detailed article
did not mention that without a safe, enduring, and consistent family placement,
a child with RAD might have a great deal of difficulty making continued progress.
It is as if the many components of RAD treatment are stated one by one, with few
comprehensive models. This may reflect the interest or expertise of the many
researchers. They may be knowledgeable enough to focus on specific treatment
components, and assume that other conditions are already in place. One com-
prehensive approach is Hughes’ PLACE model (see Hughes, undated). This model
was used in the Becker-Weidman study reported above.

In the diagnosis and treatment of RAD, the clinical social work person-
in-environment perspective proves very useful. Clinical social workers should
consider the child’s placement situation, its safety, empathy, potential longevity,
and appropriateness as a foundation to child and family psychotherapy per se.
Treatment is best understood as a package of many interventions. These inter-
ventions may have different purposes and even different auspices. Drisko and
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Zilberstein (2006) report that parents attribute improvement by their children with
RAD to a combination of factors. These include the (1) constant parental presence
and supervision, (2) parental bonding and strong commitment, (3) providing clear
and consistent daily life structure, (4) steady behavioral management, (5) acute
empathic attunement to interpret the child’s often odd or confusing messages,
(6) responding to an intuitive or empathic grasp of the child’s needs, (7) using
social supports for the parents and the child, (8) therapy for the child often related
to managing the effects of trauma, and loss, (9) promoting the child’s active
involvement in community life, and (10) intervening to support their social
activities. Finally, parents and children both had long-term access to prolonged
relationships with child welfare/adoptive workers, clinical social workers, and
networks of parents of children with similar needs. Treatment of RAD might best
be understood as taking an entire childhood and required extensive efforts by
parents and professionals together. Yet no RCTs are available to compare such a
package of interventions to alternatives. The best available evidence is still quite
limited for RAD.

Sally is a biracial child with mixed race adoptive parents and a biracial bio-
logical sibling. The research literature on attachment rarely specifies the races of
children and parents included in outcome studies. It is not clear that race is a major
influence in Sally’s situation. It was not raised as a concern by her parents. Still,
the limited detail on sample characteristics offers no information on this topic
should it be a concern.

Step 4: Discuss the research results with the client to ensure they fit with the
client’s values and goals

There is no specific evidence base for treatment of RAD, disinhibited type RAD.
Outcome studies for RAD, based on children with clear DSM-IV-TR diagnoses,
are very few. Sally’s parents must be informed that holding therapy, which is
widely discussed in the media and on internet sites, presents a great potential for
harm and should not be undertaken. Several professional groups prohibit its use for
safety reasons.

The best available evidence suggests treatment using the Hughes’ (2004) DDT.
The evidence base for this therapy is quite limited, but it appears to yield good
results on several attachment and behavioral issues. One practical concern might
be if any professional trained in the DDT model is available in the geographic
location of the family.

Sally’s limited motivation for treatment might be an obstacle to her partici-
pation. Ironically, her lack of motivation is offset by her disinhibited attachment.
Sally, like many children, may be brought for treatment ‘‘against their will’’ with a
very strong chance that her investment will build over time.

Step 5: Synthesizing the client’s clinical needs and circumstances with the relevant
research, finalize a shared plan of intervention collaboratively with the client

After discussion with the parents and Sally, a plan centering on Hughes’ DDT
model was selected. Both Hughes publications, and many reports of the effective
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components of treatment for children with RAD and their families, indicate this
will be a long-term effort. The DDT model emphasizes work with parents to
provide safety and security with attention to the parent’s own attachment strate-
gies. In parent work and conjoint work with the child, parents work to increase
attunement to the child, to help understand the child’s subjective experiences and
to address inevitable misattunements and interpersonal conflicts. Attachment
facilitating and cognitive behavior interventions are also used in day-to-day
interaction. The parents were pleased with this plan, though they were not happy or
encouraged by the limited research on effective treatments. They found the lack of
strong support for any treatment to suggest their therapeutic work might be
ineffective. Sally was willing to be involved but her understanding of the treatment
was uncertain.

No therapist trained in Hughes’ DDT was found in the family’s local region.
However, a therapist with expertise in treating RAD, who had attended training
workshops by Hughes and others, was available nearby. The family was open to a
referral and understood that they might be making a long-term contract to work
with a clinical social worker.

Step 6: Implement the intervention

After 18 months of treatment, Sally’s parents reported she had made some pro-
gress in reducing her indiscriminate social contacts that they viewed as important.
They continued to be concerned that as she entered adolescence, her lack of
discrimination and social judgment might increasingly put her safety at risk.

On the other hand, their therapeutic work had helped them better interpret
Sally’s signs of stress and anxiety. This allowed them to intervene preventively, as
well as to help a relationship in which Sally felt them as supportive, tuned in, and
nurturing. They understood this as reflecting changes in Sally’s attachment to
them, as well as in their own behavior toward Sally.

In individual therapy, Sally had begun to explore and mourn the loss of her
biological mother. Sally’s repertoire of affect remained limited, but sadness was
more apparent and connected to appropriate content. No indications of sexual
abuse were evident, though alexithymia remained a relevant rule out.

Sally’s clinical social worker asked her parents to rate her behavior using the
CBCL on an annual basis. Over the course of one year, Sally’s scores on the CBCL
subscales for withdrawal increased, reflecting less disinhibited behavior. At the
same time, her CBCL subscale scores on social problems decreased. Visual
inspection of the scores was another source of documentation of Sally’s
improvement.
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Chapter 14
Newman and Loretta: Parents of Arthur,
a Man Who has Schizophrenia

Arthur was brought to the hospital by his parents, Newman and Loretta, after
Arthur reported that he was hearing voices that were telling him to hurt himself.
This is not the first time that Arthur has heard such voices, but this time his parents
felt that he was ‘‘taking them more seriously’’ than he has done in the past. They
were concerned that he would listen to the voices and actually take action to hurt
himself.

Arthur is a 36-year-old African–American male who lives with his parents,
Newman (64-years-old) and Loretta (63-years-old). He has an older sister, Mary
(age 39) who lives out of state with her husband and three children. He attends a
day treatment program in their local community, where he participates in a
vocational program for individuals with severe and persistent mental illnesses.
Arthur was diagnosed with schizophrenia, paranoid type, approximately 15 years
ago while he was attending college in another state. Over this time period, he has
had several hospitalizations. His presenting symptoms at the time of hospital-
ization included hearing voices, questioning the motives and actions of his close
friends, ceasing to attend classes and complete required assignments, decline in
ability and/or interest in personal hygiene, and withdrawing from all social con-
nections. His parents withdrew him from school in the middle of his junior year
after his third hospitalization and he has been living with them since that time.

Upon his return home, his parents got him involved in a program through their
local hospital for people who have been diagnosed with schizophrenia. The clini-
cal social worker is a staff member on an interdisciplinary team that works with
Arthur on an ongoing basis. Through this program, he has received medication
management services through a physician, case management and vocational
training referrals through a social worker, as well as individual therapy and group
therapy to help manage his symptoms and increase his functioning in the com-
munity provided by different team members. Although the clinical social worker
has met Arthur’s parents before on several occasions, she has not worked with
them lately due to Arthur’s symptom stability and the fact that she is a relatively
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new member to this unit. The clinical social worker’s role on the team is to focus
on the family members, providing a combination of case management and
psychotherapy, including supportive therapy and/or family therapy among others,
depending on the needs of the family.

His parents report that lately Arthur’s symptoms seem to be increasing. They
are worried about him and his future. Some of their concerns stem from the health
problems he has, some of which are attributed to the medications he takes to
manage his delusions and hallucinations. He has developed diabetes, and now has
several health problems related to smoking, a habit his parents state he started
when he joined the day treatment program where ‘‘everyone smokes like chim-
neys.’’ He has a ‘‘terrible cough that won’t go away’’ and has high blood pressure
as well. They state they have tried to talk to him about changing his diet, exercise,
and smoking habits, but that he has not done so. (It is also clear from his chart that
several team members have promoted similar efforts with Arthur with no success.)

Newman and Loretta state that their primary concern is that this is the first time
Arthur has taken the voices ‘‘seriously,’’ and that this is an indication that his
symptoms are getting worse. However, upon further questioning, it is clear that
other stressors are also present for the family. Newman is close to retirement age,
but does not feel like he can afford to retire given the care that they provide for
Arthur and its costs. Although Arthur receives disability benefits, Newman states
‘‘it doesn’t even come close to covering all that he needs.’’ Loretta stopped
working as a teacher when Arthur came home from college, but had not worked
long by that time, as she stayed home while the children were young. Loretta had
just recently reentered the work force when Arthur came home. As a result, she has
very little pension of her own as she has devoted much of her time to caring for
Arthur.

They also report that they personally are facing increased medical costs as they
age, leading to more financial stress and are worried that their stress is what is
causing the increase in Arthur’s severity of symptoms. Their daughter lives across
the country and is involved with her own family. Newman and Loretta are starting
to feel more pressure to work out a long-term plan for Arthur. They feel that they
have to ‘‘continue on as long as we can’’ since they do not think they can afford to
retire or move. Another concern about moving is that Arthur’s care providers and
all other issues related to his care would also have to change. Loretta states she
feels ‘‘trapped’’ and really worried about what will happen to Arthur when they are
‘‘too old to care for him or dead.’’

As a result of this stress, Loretta states she is having difficulty sleeping at night,
spends most of her days worrying, has lost weight, and has started to separate some
from her friends, as she feels that she is becoming a ‘‘broken record’’ by relaying
all of her worries and does not want to be ‘‘such a downer.’’ Newman reports
similar symptoms, but also states that he is worried about Loretta as well. They
feel very isolated and feel that they need help in managing all of the stress they are
experiencing.

Despite their financial concerns and worries about Arthur’s current and future
care, Newman and Loretta’s love and commitment to their son is obvious. Other
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staff members and a psychiatrist have mentioned to the social worker how for-
tunate Arthur is to have such devoted and caring parents.

While Arthur is having significant personal struggles that we will be addressed
by his individual therapist, the clinical social worker’s role in this case is to focus
on helping Loretta and Newman with their identified issues. In speaking with
them, they have two primary goals for coming. The first goal is to find more
effective ways of managing their stress so that they can be better caregivers for
Arthur and for each other. Their second goal is to identify a long-term plan for
Arthur. They are worried about him, practically and physically, such as where he
will live, about his health, and about his financial situation once they are gone.
Given these priorities, the clinical social worker thinks that it would be most
helpful in addressing their first goal to look for information on interventions for
families who are experiencing stress related to a family member with schizo-
phrenia. In regard to the long-term plan for Arthur, the social worker could take
the lead in calling a team meeting so that all members can help brainstorm about
resources and plans to support Arthur. The clinical social worker proposes this
initial focus. Loretta and Newman agree to this plan. The clinical social worker
also arranges a date for a team meeting among program staff.

Step 1: Drawing on practice questions, identify research information needs

Using the concepts outlined in the Chapter 4 on Assessment to develop the
searchable question, there are many points to consider. The first point to consider is
the role that this social worker has with the family. In this case, the worker’s role is
to help support the family. In this case, the family has asked for help in managing
the high levels of stress they feel as they age and their son’s needs increase.

In the P.I.C.O. model, the Population is parents of individuals with
schizophrenia or stress in older adults. The Interventions under consideration are
psychotherapies and similar psychosocial interventions, as well as medications. In
addition, interventions to help Newman and Loretta develop a plan for Arthur’s
long-term care is also a key long-term need. Comparisons would be between
different therapies or psychosocial interventions as well as among medications and
combinations of mediations and psychosocial therapies. The Outcomes would be
increasing Loretta and Newman’s capacities to manage their stress, as well
increase their hopefulness and confidence in a plan for Arthur’s future.

Step 2: Efficiently locate relevant research knowledge

To find effective interventions, the social worker first conducts an initial search
on the Cochrane Collaboration’s web site. However, there is little helpful infor-
mation, as most of the materials address how family therapy can help the identified
patient, rather than how different interventions may be useful in helping the family
of the patient.

The social worker then searches the National Alliance of the Mentally Ill (NAMI)
Web site (www.NAMI.com), using the search term ‘‘family support.’’ One group
treatment called ‘‘Family to Family’’ is identified. From the Family-to-Family site,
links to several studies are found. These studies report that for family members, the
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group increased their sense of empowerment and decreased stress levels, including
subjective feelings of burden and worry. The group treatment also increased their
capacity to cope, and improved self-care (Dixon et al. 2004). Further, a link was
found to a report regarding a 2010 study that found parents of adult children with
mental illness who participate in education and support groups experience more
positive outcomes and fewer burdens than those who do not participate in such
groups (http://www.nami.org/Content/ContentGroups/Press_Room1/20102/
June17/New_Study_Support_Groups_Help_Parents_of_ Adult_Children_Living_
with_Mental_Illness,_Create_Advocates.htm).

Despite numerous searches on Psychiatricguidelines.com, NAMI.org, Cochrane,
NIMH.gov, and SAMHSA.gov, no individual treatments or family interventions
were found beyond the family support groups discussed above. The searches all
yielded studies discussing interventions aimed at helping the individual with
schizophrenia, rather than their family members. Multiple family group inter-
ventions might be a source of support for family members, but the outcome studies
located focus more on the seriously mentally ill family member rather than the
family member. Searches of the Campbell Collaboration Library using several
different terms also led to no hits.

In searching the same web sites then for stress management, no empirical
studies have been conducted around their specific issues. However, Cochrane
conducted a review in 2008 on using relaxation techniques for managing
depression (http://www2.cochrane.org/reviews/en/ab007142.html). While the
study found that it was better than no intervention, it was not as effective as other
therapies such as cognitive-behavioral therapy. Using Google, a Mayo Clinic site
was located that discusses stress management. This site lists many different
strategies and options for reducing stress (http://www.mayoclinic.com/health/
stress-management/MY00435).

Step 3: Critically appraise the quality and applicability of this knowledge to the
client’s needs and situation

After conducting this search, it appears that a support group designed for
parents of children with schizophrenia is the most promising treatment option for
Loretta and Newman. One such program is the Family-to-Family group sponsored
by NAMI. The research on these groups and the information found on the NAMI
Web site that discussed the topics covered in the group appear to align well with
the areas that the parents would like to address in treatment (http://www.nami.org/
Template.cfm?Section=Family-to-Family&Template=/TaggedPage/TaggedPage
Display.cfm&TPLID=4&ContentID=32973).

There is very little outcome research on these groups. Given the lack of
alternative interventions, the social worker views this program as fitting the EBP
practice decision model’s requirement to locate the best available research. No
alternatives with stronger research support were located. The program fits with the
couple’s needs and interests quite well.
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In a further search of NAMI’s Web site, the social worker learns that there is a
Family-to-Family group that is run by the local chapter. She prints out this
information to give to the parents. While there appears to be generic information
on stress reduction, very little research has been done to determine how effective
these strategies are in reducing stress. However, based on the practice knowledge
of the clinician who has worked on stress reduction in other settings, she feels
confident in recommending stress reduction strategies to the parents. In reviewing
the Mayo Clinic’s web site listed above, she feels that it provides a nice summative
list and a good place for the parents to begin. As such, she prints out the Mayo
Clinic guide to stress management before meeting with Loretta and Newman.

At the present time at the hospital clinic, there is not a group running locally for
parents like Loretta and Newman. While the clinic has held similar programs in the
past, there is currently not one available. In addition, the social worker who is
working with them has never run one herself. As a result of this lack of experience,
she does not feel qualified to modify such a curriculum and work with them
individually and feels that this is a service that they would need to seek elsewhere.
She has worked with individuals on self-care strategies, and does feel relatively
comfortable in helping the parents learn and practice additional behavioral tech-
niques to help manage their stress. In the past, she cofacilitated a mindfulness
group intervention program at a local hospital, where she worked with individuals
on a psychiatric unit. While the population was different, she feels she can take
those techniques and modify them to meet the needs of these parents.

Step 4: Discuss the research results with the client to ensure
they fit with the client’s values and goals

In the meeting with the parents, the social worker explained the search process
and the process she followed. She then shared with the parents with the infor-
mation about the support groups and about the research on how they appear to be
effective in reducing the symptoms like theirs. Newman and Loretta state that they
went to a similar group many years ago when Arthur was first diagnosed, but that
they can barely remember the group as it took place almost 20 years ago. They
were a bit ‘‘shell shocked’’ and they admitted to not feeling like they were very
attentive at the time. They stated they were open to attending another one as
they feel that they could use some help from others who understand their struggles
‘‘in a personal way.’’ They take the information about the next group and state that
they will follow up.

In addition, the social worker gives them the information from the Mayo Clinic.
They both smile and say that these are all ‘‘things that we know we should be
doing,’’ but admit that they have not been following through. The social worker
and the parents talk through different ideas on how to incorporate many of the
strategies into their daily routine, such as prayer or meditation and consistent
exercise. They both agree that these will be important steps for them, along with
trying to reconnect to their church community, which Newman firmly states that
they will do, ‘‘even if I have to drag her there!’’
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Step 5: Synthesizing the client’s clinical needs and circumstances
with the relevant research, finalize a shared plan of intervention
collaboratively with the client

After discussing other options with them, such as exploring other therapies for
depression or anxiety, they decide that they would first like to try to increase their
self-care to manage their stress on their own and then attend the NAMI group.
They state that if these do not help, they will return to explore what other ‘‘more
intensive’’ interventions might be worth considering. In addition, the social worker
reports back on the scheduling progress in coordinating a team meeting to help
with long-term planning as well as crisis management and Arthur’s acute care
needs. The parents report they feel better having ‘‘a plan’’ and say they are
committed to start working in these areas to begin to address their needs. The
social worker will also actively maintain regular contact with Newman and
Loretta. She will also poll other staff to see if there are other couples who might
take part in a Family-to-Family style group.

Step 6: Implement the intervention

In this situation, Newman and Loretta decided not to begin formal therapeutic
services at the hospital clinic. They did agree to call the clinical social worker and
‘‘check in’’ after a month. The social worker also agreed to contact them if she did
not hear from them in a month to ensure they maintain regular contact. Newman
and Loretta also agreed to allow her to call them in about three months to schedule
a second check in session. They were pleased to know they could share this
responsibility.

In this case, the social worker’s role is one of providing support, case man-
agement, and referral. Her increased contact with Newman and Loretta is docu-
mented. Informal monitoring and check in sessions are used to evaluate the
intervention. Additional services will be offered as indicated.
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Chapter 15
Jin: A 16-Year-Old Korean–American
Male with Drinking Issues

Jin is a 16-year-old Korean-American male who was referred to your clinic after
his parents found him ‘‘passed out and dead drunk’’ for the second time in two
months. His parents report that they are very concerned about his drinking and that
he has ‘‘changed recently,’’ which includes a decline in his grades at school. He is
also ‘‘more disrespectful’’ to his parents. Further, according to his parents, Jin is
more interested in his friends than his family. His parents report that they have
always been a close family and believe very strongly in having protected family
time. Jin appears to be less interested in this and states that he would rather spend
time with his friends rather than attend family gatherings.

In speaking to Jin, he is quiet, and appears irritated that he is being asked to
come to the clinic. When questioned about his feelings about being at the clinic, he
shrugs and states, ‘‘Well I didn’t have much of a choice, did I?’’ Jin does admit that
his grades have fallen, but quickly adds that his parents’ expectations are ‘‘over
the top, so any imperfection seems like a big deal to them.’’ When asked more
specifically about the changes, he says that he used to get straight As and recently
he has gotten some Cs and low Bs, which he says is ‘‘pretty typical of most kids in
high school.’’ He also states that he believes it is ‘‘normal’’ for kids his age to want
to spend more time with his friends at 16 rather than with their families. He adds
that his parents ‘‘don’t get that and think that we should want to spend all of our
free time with family.’’

When asked about his drinking, he admits to those ‘‘two times’’ his parents
found him drunk, and says that the other times are not ‘‘that big of a deal.’’ When
asked to clarify what that means, he says that he drinks, but those two were the
times when it ‘‘got out of control.’’ He stated that the other times are more
‘‘normal,’’ and he defined this as ‘‘drinking ‘til you feel the buzz, but not to the
point of passing out.’’ He reported that he is drinking almost every weekend, but
that it is ‘‘not a big deal’’ because he is ‘‘always around my friends and we drink at
someone’s house rather than at a bar somewhere.’’ He was unable to report on
average how many drinks per night he is consuming, as he is not ‘‘paying attention
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to that stuff.’’ However, upon further questioning, he did state that he loses track of
the number of drinks he has each night but says that he ‘‘definitely has more than
three or four’’ and that the number of drinks he has in an evening has increased. He
denies the use of any other substances other than alcohol.

In discussing his parents’ concerns, Jin states that he thinks his parents are
‘‘making a big deal out of normal American teenage behavior.’’ He says that they
do not understand him and his life because they did not grow up here. He says that
he feels more American than Korean and ‘‘they cannot understand that reality.’’ He
reports that he does not feel that his drinking ‘‘is a big deal or a problem’’ and that
‘‘it is under control.’’ He does not believe that his drinking is a ‘‘problem’’ since he
does not drink alone, he only drinks with friends on the weekends, and he does not
drink enough to ‘‘pass out each time.’’ When questioned about his drop in
grades, he replied that his GPA is ‘‘still fine’’ and that his parents’ expectations
‘‘unreasonable’’ even though he has met them consistently in the past.

Jin, his siblings and his parents were born in North Korea. His parents held
professional level jobs there until they fled with their family approximately
10 years ago. They are legal immigrants in America, on their way to citizenship,
and feel very thankful to be here. The parents speak English pretty well with heavy
accents, although Jin has none. Since arriving in America, his parents have had to
work more working class jobs, but have placed a high value on education in the
way that they have raised their children. Jin is the middle child. He has an older
sister who is a sophomore at an Ivy League college. He also has a younger brother
who is 14 and has just started high school. So far the younger brother is doing well
academically, but is a little shy socially.

Jin’s family’s immigration to the U.S. was supported by a Korean Presbyterian
church. Their local church has an active and large congregation. Although Jin’s
parents feel the loss of their country and family and friends who remain in Korea,
they state that the Korean community they have found in the U.S. has become their
family. Most of their social and family functions revolve around individuals from
the church community. They do have a few extended family in the area who were
also supported by the church in their immigration, but feel supported by all of the
community, ‘‘blood relatives or not.’’

While their financial or social status is not as high as it was in Korea, they are
relatively stable financially, live in a safe community where there are good schools
and they have no health concerns. They state that there is no history of mental
illness in their families to their knowledge, nor significant health problems. They
are very concerned about Jin’s alcohol use, as ‘‘drinking in our community is a
sign of a serious problem.’’ They believe that the drinking is increasing and feel
that Jin is pulling farther and farther away from the family and their community.
They are also concerned that when colleges see the drop in grades over the last
year—his junior year in high school—that they will not accept him as this is such
an important year in the college admissions process.

Jin currently meets the DSM-IV-TR criteria for Alcohol Abuse (305.00). He
has demonstrated a maladaptive pattern of substance use leading to clinically
significant impairment or distress, where he has recurrent substance use that is
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affecting his school work. He is continuing this alcohol use despite the interper-
sonal problems it is causing within his family. It is unclear at this point if he meets
the criteria for dependence since Jin is not very forthcoming or clear about the
increased amount of alcohol he uses and how much that has changed over time.
More information from Jin would need to be reported to clarify whether he meets
criteria for Alcohol Dependence rather than Abuse.

In addition, he does not appear to have traits of any Axis II disorders, and he is
too young to be formally diagnosed with any personality disorders. In addition, he
does not meet criteria for mental retardation nor does he have any Axis III medical
health concerns. While his family is not wealthy, they are relatively stable
financially and have stable housing and access to healthcare services through their
employment. In addition, they have a strong support network around them.

Applying Steps of EBP to Jin’s Needs

Step 1: Drawing on client needs and circumstances learned in a thorough
assessment, identify answerable practice questions and related research infor-
mation needs

This case is complicated by the fact that although Jin is technically the iden-
tified client, he does not believe that he has a problem of any kind. As such, he
does not feel that he needs any sort of intervention. Jin’s parents, however, believe
strongly that he is drinking in excess and his drinking is causing a number of
problems for him, including academic and family conflict. However, Jin’s episodes
of passing out clearly pose risk. As such, his drinking is a very real concern.

In addition, there are acculturation issues to consider. Jin is growing up in a
very different culture from his parents. Although he was born in Korea, he iden-
tifies more with the American culture while his family remains strongly connected
to the Korean community in their area. Jin is choosing to spend time with non-
Koreans and made references several times to what he believes is typical for
American teenagers. Given these differences between Jin and his parents, any
intervention must be sensitive to the complexities of working with different levels
of acculturation and cultural perspectives that are present in the one family.

Due to these complications discussed above, it is difficult to begin the EBP
process and even identify what the practice question is. In speaking with Jin, he is
willing to agree to work with his parents ‘‘only to get them off my back and so that
maybe they will ease up and start to understand that I am not them and want to
have a different life from what they had growing up.’’ Therefore, he agrees to work
with the therapist in a family format only, since he sees ‘‘this whole thing as their
problem, not mine.’’ Family conflict is clearly evident.

Given Jin’s views, the clinician decides to ‘‘start where the client is’’ and is
thankful that Jin is willing to engage at all in any form of therapeutic intervention.
With this discussion, the clinician now has a searchable practice question: what are
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effective family interventions for families with an adolescent that abuses alcohol?
Ideally, within this search, the clinician would also be able to explore cultural
differences among the interventions and begin to determine which treatments
might be most appropriate for Jin’s family given their biculturalism.

In the P.I.C.O. model, the Population is adolescent male with substance abuse
and family conflict. The Interventions under consideration are psychotherapies or
similar psychosocial interventions, including individual and family therapies.
Comparisons would be between different therapies or psychosocial interventions
as well as among medications and combinations of mediations and psychosocial
therapies. The Outcomes would be decreasing Jin’s alcohol use and increasing
communication and family functioning within the family unit.

Step 2: Efficiently locate relevant research knowledge

In exploring the Cochrane Collaborative Library (http://www.cochrane.org/
cochrane-reviews) using the search terms ‘‘family therapy’’ and ‘‘adolescent
alcohol abuse,’’ a long list of reviews appear. However, most of them are related to
pharmacological issues, with a few psychosocial interventions. Foxcroft and
Tsertsvadze (2011) completed a systematic review of universal school-based
prevention programs for alcohol misuse in young people and found them promi-
sing but based on research of limited quality. Another review is ‘‘registered’’ but
no results are yet available; nor are the authors named. This review is entitled
‘‘Universal family-based prevention programs for alcohol misuse in young peo-
ple.’’ (http://www2.cochrane.org/reviews/en/title_05845921347718672014101125
102357.html). A treatment focused program was also located for ‘‘cognitive
behavioral therapy for substance abuse in young offenders.’’ This too is under
protocol and no results are provided as yet.

A search of the Campbell Collaboration library also led to no systematic
reviews using the broad search terms ‘‘adolescent ‘‘and ‘‘alcohol.’’ Several reviews
of treatments for non-opioid substance use were located though all were in pro-
gress. No specific reviews of treatments for alcohol use or misuse were found.

Since the Cochrane and Campbell Collaboration Web sites did not yielded a
great deal of relevant research information, another option is Substance Abuse and
Mental Health Services Administration (SAMHSA; http://www.samhsa.gov/).
This organization specializes in substance abuse issues and mental health services.
It is run by the United States government. By typing into the search box
‘‘empirically supported family therapy alcohol abuse,’’ a Treatment Improvement
Protocol (TIP) was located, entitled Substance Abuse Treatment and Family
Therapy, Series 39 (2004) (http://www.kap.samhsa.gov/products/tools/ad-guides/
pdfs/QGA_39.pdf). TIPs are free treatment protocols provided by SAMHSA and
provide best practice guidelines for practitioners. In this TIP, there are chapters
exploring substance abuse and its impact on families. The TIP reports that different
models of family therapy have been shown to be effective in working with families
where there is substance abuse. This discussion includes a specific section on
adolescents and a glossary chapter that discusses cultural differences. One of the
sections is dedicated to working with individuals who are from an Asian culture.
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Stated in the Executive Summary (http://www.ncbi.nlm.nih.gov/books/
NBK14505/) regarding cultural issues, the TIP reports:

Although a great deal of research has been conducted related to both family therapy and
culture and ethnicity, little research has concentrated on how culture and ethnicity influ-
ence core family and clinical processes. One important requirement is to move beyond
ethnic labels and consider a host of factors—values, beliefs, and behaviors—associated
with ethnic identity. Among major life experiences that must be factored into treating
families touched by substance abuse is the complex challenge of determining how
acculturation and ethnic identity influence the treatment process. (para. 17).

A further search located another report from the Drug and Alcohol Services
Information System (DAIS; 2002) (http://www.oas.samhsa.gov/2k2/AsianTX/
AsianTX.htm) addressing the increase in substance use among Asian and Pacific
Islanders that began in the 1990s. Although this report does not provide infor-
mation on treatment, it may provide some information around trends and patterns
among other individuals who identify as part of these cultural groups.

In addition, there is a second TIP, dated 2008, called TIP 32: Treatment of
Adolescents With Substance Use Disorders (http://store.samhsa.gov/product/
SMA08-4080), that contains a chapter on family therapy as well as other issues
related to adolescent substance abuse. Within the family therapy chapter, as with
the first TIP, there are a number of guidelines offered for what to include within the
treatment.

While these treatment protocols offer a great deal of information about the
issues related to substance abuse among adolescents and its impact on the family,
with some attention to cultural issues, the searches did not identify a particular
model or intervention that appears to be more effective than any other. Citations to
specific studies and their results were very rare.

A quick Google search did identify some specific models of intervention, such
as Multidimensional Family Therapy, that have undergone randomized controlled
clinical trials (RCTs) and have shown promising results for working with families
with individuals who have abused substances. Six percent of the adolescents
included in one of the studies identified as Asian, but the report did not state from
what country they originated or their acculturation status (Liddle et al. 2001).
In addition, the Liddle study included both marijuana abusers and alcohol abusers,
and did not break down results by type of substance use. Liddle is also the
originator of the multidimensional family theory model found to be the most
effective in this single RCT. (In the meta-analysis examined next, Liddle is the
only researcher to study the effectiveness of MDFT across 64 included
publications.)

Still another search located a meta-analysis of adolescent substance abuse
treatments that indicates that individual treatments are more effective than family
treatments for adolescents who abuse alcohol, with behavioral interventions
having the highest long-term effects (Tripodi et al. 2010). Based on 16 studies, the
authors found
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that interventions significantly reduce adolescent alcohol use (Hedges g = -0.61; 95%
confidence interval [CI], -0.83 to -0.40). Stratified analyses revealed larger effects for
individual treatment (g = -0.75; CI, -1.05 to -0.40) compared with family- based
treatments (g = -0.46; CI, -0.66 to -0.26) (Abstract).

They conclude that ‘‘individual-only interventions had larger effect sizes than
family-based interventions and effect sizes decreased as length of follow-up
increased. Furthermore, behavior-oriented treatments demonstrated promise in
attaining long-term effects’’ (Abstract).

Step 3: Critically appraise the quality and applicability of this knowledge to the
client’s needs and situation

In this case, the clinician thinks that while the research supports taking an
individual behavioral approach to Jin’s alcohol abuse, the client factors in this case
reduces the potential positive outcomes that such an intervention might have. Jin’s
refusal to participate in individual therapy reduces the likelihood that such an
approach will be effective under the current circumstances. Also, as the parents are
very concerned about Jin’s recent withdrawal from the family as a unit, the
clinician believes that by focusing on the family, he will be addressing several
important issues related to this case. The first is that while individual family has
been shown to be more effective, family therapy does have some empirical support
and by using the TIPs from SAMHSA, he will be able to include research and best
practice guidelines into his treatment approach. Second, Jin has stated that he will
not participate in individual therapy, but has agreed to family therapy. In keeping
with the adage of starting where the client is, having Jin participate in treatment at
all is a first step in the engagement process and may eventually lead to his will-
ingness to participate in an individually focused treatment later. In this case, client
factors partially trumps the research, as the client refuses to participate in the
potentially superior form of treatment. Third, Jin’s family is very concerned about
the family conflict that has arisen and Jin’s withdrawal from the family. By
focusing on the family as a unit, there will be time each week when Jin and his
parents will be together, increasing their time together and the clinician can focus
on the family conflict while working to address the alcohol abuse.

A family oriented plan will also allow for issues of acculturation to be examined,
if they arise. Jin appears to feel under some pressure to follow the family’s Korean
practices and may feel stressed to also have to be part of American culture in school
and with many peers. This may be an influence that exacerbates his drinking.

Step 4: Discuss the research results with the client to ensure they fit with the
client’s values and goals

The clinician now has the task of taking this information back to the clients:
Jin’s family. In the discussion with the clients, Jin confirms that he has only agreed
to do family therapy. While it appears from the recent 2010 meta-analysis that
individual therapy is more effective than family therapy, Jin’s refusal to participate
in individual family limits the choices that are options for Jin and his family.
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However, the research information must be shared with the family and together the
clinician and the clients make a decision. As Jin does not believe that his drinking
is an issue, he does not feel that the individual therapy targets the primary issues
concerning him or his family. While this viewpoint is in conflict with his parents
who would like him to reduce his alcohol use, they all agree that they would like to
improve their family functioning and communication among all members of the
family. Given this focus, the family and the clinician agree to focus on family
therapy at this time.

Additionally, the therapist discusses with the family whether they would be
more comfortable to work with a therapist who is from Korea or from an Asian
culture, should they be able to find one in their community. Jin strongly states that
he does not want a therapist from Korea, as he wants someone who ‘‘will help my
parents understand me as an American! We already are surrounded by Koreans
and we need a different perspective.’’ While his parents state that they would
prefer to have someone from their own culture, they also state that they would
prefer not to share the details of their life with someone who they might interact
with socially in community events. They believe that the spiritual leaders at the
church are different, but would worry that it would be awkward to work with
someone from their community in such a capacity.

Step 5: Synthesizing the clinical needs and circumstances with the views of the
client and the relevant research, develop a plan of intervention considering
available options

Based on the previous conversation, the family, including Jin, agree to contract
for 3 months of weekly family sessions. The clinical social worker has provided
family therapy in the past, although not with individuals from Korea. Therefore, he
has obtained permission from the parents to contact one of the leaders of the
church they attend to ask additional questions about their culture. This will include
both the Korean culture and their spiritual culture as well. The parents state that
since they have already sought help with these leaders they are comfortable with
these conversations and willingly give permission for the therapist to speak with
these individuals. In addition, the therapist is part of a peer supervision group and
is planning on seeking consultation from the group members, many of whom have
worked cross-culturally throughout their careers.

The clinician located and read the full reports of the two TIPs from SAMHSA.
He also read the abstracts of two articles on family therapy interventions by Liddle
found on Google. This helps ensure that he is incorporating the essential com-
ponents of effective family therapy into the intervention with Jin and his family.
He hopes that Jin will eventually agree to participate in additional or adjunctive
behavioral therapy to address his alcohol abuse as described by Tripodi and col-
leagues (2010). He is working with a friend who has university library privileges to
obtain a copy of the full Tripodi meta-analysis. For now, he is incorporating the
client’s views into the current treatment plan.
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Step 6: Implement the intervention

Before the treatment began, the clinical social worker asked to have releases
signed authorizing him to speak with some of the leaders of the church. He was
able to have a meeting with two of the church leaders and learned a bit more about
the community in which Jin’s family is a member. He also learned about the
church and some of the teachings, as well as about some of the struggles that other
families in their congregation have reported with their children of a similar age.
The conversations helped the clinical social worker have a clearer contextual view
of the family’s world and begin to understand some of the conflicts reported by the
family. The conversations were particularly useful in helping the social worker
understand how differences in level of acculturation manifest in this community.

For Jin’s family, the main challenge was to have Jin be an active participant and
begin to address some of the concerns raised by his parents. Simultaneously, the
clinical social worker also needed to help his parents understand the cultural
influences Jin is exposed to that are different from their own adolescent experi-
ences. It was difficult for the clinical social worker to accomplish both of the tasks
described above. The initial goals agreed on by the family were to: 1) Identify
structured time for the family to have time together; 2) Increase an understanding
of the different cultural norms between America and Korea; and 3) Create a plan
for addressing the school concerns. While the goals originally set on the initial
treatment plan appeared to be modest at first, after a month of treatment, the
clinical social worker realized that he needed to scale back on the goals, and revisit
them. After the first month, the focus of treatment shifted to simply increasing
effective communication between the family members. There was so much conflict
that the other goals could not be addressed. Therefore, the clinical social worker
moved to very basic communication skills, such as reflective listening, active
listening, and ‘‘I statements.’’

By the third month of treatment, the family was able to begin to target the
second of the original goals, which was to help members understand the cultural
differences in which they experience(d) their adolescent years. Through their
increased capacity for listening to each other, the family was able to have moments
where they laughed about differences between their adolescent experiences. Both
the parents and Jin were able to ask questions to each other in a non-defensive
manner about these experiences. This shift allowed the family members begin to
appreciate more what was important for each of them during adolescence. This
new understanding allowed them to work on a plan with the clinical social worker
to help the family identify some activities and events that would meet both what
the parents wanted, but allow Jin some independence.

During the third month of treatment, the family began to address some of the
school concerns, which led into concerns about Jin’s friendships and other activities.
It was during this time that the clinical social worker brought up the end of their
three-month contract. All members of the family agreed that they were willing to
work a bit longer and contracted again for another three months, which also ‘‘maxed
out’’ the psychotherapy benefits offered by the parents’ insurance companies.
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While there was definitely progress on the goals, especially around the conflict
within the family, the clinical social worker remained somewhat frustrated about
his inability to address the substance abuse. Jin continued to deny that there was a
problem, and it remained difficult to determine how much he was actually
drinking. However, the parents reported that they now felt more confident in
knowing where Jin was and who he was with when he was out with his friends. Jin
said he did not feel he needed to be as secretive since his parents seemed to be
more accepting of his need to be with his friends. So, while there was progress, the
clinical social worker still remained concerned that he was not addressing this
issue and hoped to offer Jin some individual sessions in the next month.
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Chapter 16
Jennifer: A Young Homeless Woman
Who has Borderline Personality Disorder

Jennifer is a 23-year-old white female. She was referred for mental health services
by a staff member at a community homeless shelter. They arrived together, with
the staffer doing most of the talking initially. Jennifer had been involved in several
verbal and physical altercations with other residents at the shelter, and was finally
asked not to return. Jennifer has no job or income, and no family or friends to ask
for help. A recent boyfriend ‘‘kicked her out’’ a few weeks ago, and then left the
area. He did not return texts or calls friends made on Jennifer’s behalf. She has
resided at the local shelter since his departure, and has now lost her chance to stay
at the shelter.

Jennifer is tall, large framed, and muscular. She can be physically intimidating.
Her clothes could use some washing, but she is clean and her hair neat. She says
she ‘‘never got along well with anybody’’ and has been on her own for several
years. She says her only living relative is her father, who is in jail on a 15-year
sentence for sexually assaulting her as a young teenager. She has been in touch
with him on and off, wanting to have ‘‘somebody’’ but always becoming upset as
‘‘he makes more promises he can’t keep.’’ ‘‘It’s just filling the time for him.’’ She
does not mention his sentence has only 2 years left.

Jennifer was asked not to return to the shelter after pulling an old pay telephone
from the wall and throwing it at another resident. She says it reminded her of the
last call she got from her boyfriend, where everything ‘‘was sweet and wonderful’’
the day before he kicked her out and disappeared. The other person had a dis-
agreement with Jennifer about a book that ‘‘got all out of proportion.’’ This man
had ‘‘tried to hit on me before,’’ and got angry and insulting when she did not give
him ‘‘what he wanted.’’ Staff said she flew into a rage and a number of people had
to break them up and separate them. Jennifer threw punches at the man who, they
said ‘‘mainly covered up and tried to get away.’’ Several less intense episodes had
preceded this one, with different people involved.

Jennifer was born in the Midwest to parents who both worked in retail. ‘‘They
were always busy and out.’’ She is an only child and very quickly learned to take
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care of herself. She says that at age four she was making breakfast for everybody.
Her parents had loud arguments and some fights followed by ‘‘making up and
making love.’’ Jennifer saw this as a pattern. She says she was pretty much ignored
until she reached puberty and then her father began to sexual abuse her. She says
she enjoyed feeling important to him and the physical contact they had. When her
mother literally walked in on them together, she turned around, walked to the
phone, called the police about the abuse and left. ‘‘I guess she was so mad she
dropped a dime on him. He deserved it. But I think she forced him out… the one
good thing in my life.’’ Still, her mother seems quite idealized at times despite her
role in breaking up the family and abandoning Jennifer. Jennifer saw her father
only a few more times as she went to foster care and her father went to jail. It is
unclear what led him to move so quickly through the legal system, especially since
the mother’s ‘whereabouts’ were unknown almost immediately after the ‘‘call.’’
She also recalls her mother saying, ‘‘You even had him taken away.’’ Sometimes
she thinks what happened is her fault. There seemed to be no extended family
involvement, and only a neighbor baby sitter was recalled as a source of pleasure.
‘‘Mrs. Jones would play with me and do my hair.’’

Jennifer next lived in four different foster homes, each of which was ‘‘pretty
good,’’ but none of them ‘‘wanted me.’’ A good home meant food, shelter, and
clothing. Jennifer could not describe the characteristics of her foster parents
beyond that they ‘‘took good care of me.’’ She was moved several times and no
plans for adoption proved viable. Still she said once, in a whisper, ‘‘each new place
was like a wound.’’ She dropped out of high school at 16, left foster care, and ‘‘ran
away.’’ Jennifer thought about going to the area where her father was in jail, but
learned that it was small and isolated. Instead, she went to a moderate sized urban
area where she lived on the streets prostituting and ‘‘living on others people’s
generosity.’’ It was not clear if this generosity was a gloss over for the coercion she
actually experienced. She was able to do food service work, but ended up quitting
or being fired for disputes with other workers or her bosses. She seems both
intelligent and quite verbal. She knows she is ‘‘moody’’ and has a ‘‘quick temper—
like my father.’’ She enjoys other people’s humor, but almost never jokes.

Jennifer said she had ‘‘tried about every drug you can imagine’’ but found most
of them made her feel ‘‘worse.’’ She said pot and most pills made her ‘‘feel crazy’’
and that she avoided them. She said she liked ‘‘downers’’ and drinking that ‘‘made
her forget.’’ She acknowledged some binges, but said she did not drink much.
However, she was not very specific about when and how much she drank. A long-
time shelter staffer had said ‘‘it was a point in her favor that she wasn’t ‘big’ into
alcohol or drugs.’’

Jennifer has been briefly hospitalized on several occasions for suicidal threats
and gestures. Most of these involve cutting her legs and wrists. She denied during
assessment that she had been using drugs or alcohol. She denied any current
suicidal ideation or plans. She says her cutting was always brought on ‘‘by being
left’’ despite her very independent presentation. Even hints of sadness and loss are
rare, and took several sessions to emerge. Her nonverbal presentation makes one
feel like there is a veritable pool of sadness inside her. She has been connected
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with therapists several times by hospital staff, and says ‘‘I mainly blew them off.’’
She truly seemed to doubt that other people are trustworthy.

When she was reminded she had ‘‘been left’’ just a short while before (the
apparent precipitant of the phone incident), she became angry and loud, but
insisted she did not want to hurt herself. ‘‘Him… well, that might be different. But
he’s gone.’’ This little emotional ‘‘storm’’ was over quickly. When asked if the
time in the hospital helped, Jennifer said it was good to be cared for, but mentioned
nothing specific. ‘‘Those doctors and social workers kept asking me who I am. I
don’t really know… It gets worse when I am alone.’’ Her wish: ‘‘to have a home
where I am loved and taken care of.’’ Her range of affect was very constricted and
heavily weighted to the negative. People who were against her were ‘‘bad,’’ only
two shelter staffers were rated as ‘‘good.’’ ‘‘It’s hard enough bein’ on the streets…
it takes so much effort.’’

When asked where she might stay, she mentioned ‘‘the streets’’ or a shelter in a
nearby town. ‘‘It’s just starting to get really cold now; it ain’t so bad,’’ she said.
Both Jennifer and the shelter worker said she was on a subsidized housing waiting
list—with a 5-year wait. When asked if she would consider being part of a resi-
dential program, she said ‘‘Sure… you think they’d even take me?’’ the worker
told her she would search for ‘‘what works’’ for people with her kind of needs,
including worries about loss and a quick temper who were homeless. The worker
was not sure that there were programs locally, and they would probably take some
work to make sure they could be funded.

Step 1: Drawing on client needs and circumstances learned in a thorough
assessment, identify answerable practice questions and related research infor-
mation needs

Jennifer meets criteria for a Borderline Personality Disorder (BPD) diagnosis. Her
history of sexual abuse, loss, and multiple foster placements also suggest a sig-
nificant trauma history. She does not, however, meet criteria for Post Traumatic
Stress Disorder. Her lack of attachment, impulsivity, self-harm, and coercive
interpersonal relationships appear to replicate her family of origin’s style of
interaction at great social cost. She has very limited social support and few
marketable skills for employment. It is unclear she could make, and sustain, a
commitment to enter a treatment program. Her homelessness and lack of current
insurance make finding services still more difficult. In her state, she would qualify
to re-apply for public insurance. Another dimension to her situation is that she has
‘‘aged out’’ of services for teens under age 21 and yet has many of the issues they
confront. In the service world she is just another adult.

In the P.I.C.O. model, the Population is people who have BPD along with
people who are homeless. Given Jennifer’s circumstances, it was not immediately
clear where she would stay, and no additional resources to serve her need were
immediately apparent. She could be long-term homeless. The Interventions under
consideration are psychosocial interventions and possibly medication with the
goals of reducing aggressive outbursts and more broadly to help Jennifer regu-
late her emotions, reduce suicidal ideation, gestures, and self-harm. In addition,
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the issues of her prior trauma and her relationship with her father are clearly of
interest to Jennifer, though they are not immediate treatment priorities. Finding
ongoing shelter or an apartment, and gainful employment to support it are also
clear needs. Comparisons would be across different therapies and psychotherapy
versus medication. Outcomes would include reducing aggressive outbursts,
improved emotional regulation, reduced suicidal ideation and self-harm, and
finding ongoing shelter. Interventions to help with her personality disorder may not
necessarily coincide with her needs for shelter.

Step 2: Efficiently locate relevant research knowledge

PubMed revealed only three incidence studies for ‘‘BPD’’ ? ‘‘homelessness,’’
including one German field study indicating high levels of comorbid disorders and a
common motive of flight from violent situations among these women (Torchalla
et al. 2004). Using the same search terms in Google yielded quite a bit of infor-
mation, mainly from the United Kingdom (i.e., http://handbooks.homeless.org.uk/
hostels/individuals/pd/rjapd). These sources ranged from efforts to create ‘‘low
key’’ structured housing programs, to personal narratives, to a description of a
program in Colorado to engage homeless persons who have BPD with mental
health services by building an ongoing presence at soup kitchens. The connection
between BPD and homelessness is common given how it can interfere with
employment and, in turn, obtaining and maintaining housing. A major focus was on
gaining housing and government support to get a ‘‘starting point’’ for other kinds of
efforts. Though there was no large-scale research cited to support his point of view,
the literature repeatedly pointed to having a place to live as the first order of
business in helping people who have BPD. Organizations focused on homelessness
are also looking for the connection between homelessness and treatment once they
are in shelters or in some form of residential care. For example, the United King-
dom’s Homeless Link Web site (http://handbooks.homeless.org.uk/hostels/
individuals/pd) specifically cited Bateman and Fonagy’s partial hospitalization
program as a potentially effective treatment program for persons who have BPD.

As discussed in Chapter 8, the Cochrane Collaboration states that two programs
have preliminary empirical support as effective psychological treatments for BPD.
There is also some suggestive support for ‘‘the use of second-generation antipsy-
chotics, mood stabilizers, and omega-3 fatty acids, but require replication, since
most effect estimates were based on single studies. The long-term use of these drugs
has not been assessed’’ (Stoffers et al. 2010, authors’ conclusion from the Abstract).
This did not suggest medication as an initial approach to intervention for Jennifer.

Binks et al. (2009) summarize the research on psychotherapeutic interventions
for BPD:

In this review of the talking/behavioral therapies for people with BPD, we identified seven
studies involving 262 people, over five separate comparisons. Dialectical behavior therapy
(DBT) included treatment components such as prioritising a hierarchy of target behaviors,
telephone coaching, groups skills training, behavioral skill training, contingency man-
agement, cognitive modification, exposure to emotional cues, reflection, empathy, and
acceptance. DBT seemed to be helpful on a wide range of outcomes, such as admission to

222 16 A Young Homeless Woman Who has Borderline Personality Disorder

http://handbooks.homeless.org.uk/hostels/individuals/pd/rjapd
http://handbooks.homeless.org.uk/hostels/individuals/pd/rjapd
http://handbooks.homeless.org.uk/hostels/individuals/pd
http://handbooks.homeless.org.uk/hostels/individuals/pd
http://dx.doi.org/10.1007/978-1-4614-3470-2_8
http://dx.doi.org/10.1007/978-1-4614-3470-2_8


hospital or incarceration in prison, but the small size of included studies limit confidence in
their results. A second therapy, psychoanalytic orientated day hospital therapy, also seemed
to decrease admission and use of prescribed medication and to increase social improvement
and social adjustment. Again, this is an experimental treatment with too few data to really
allow anyone to feel too confident of the findings. Even if these are trials undertaken by
enthusiasts and difficult to apply to everyday care, they do suggest that the problems of
people with BPD may be amenable to treatment (from the Plain language summary).

Both Linehan’s DBT and Bateman and Fonagy’s psychodynamically oriented
partial hospitalization program have preliminary research support as effective for
treating BPD. However, no mention is made of the effectiveness of these programs
for the treatment of homeless people. McNeill (2005) refers to ‘‘adaptations’’ of
DBT to better serve the needs of homeless people, but just what these adaptations
are is not specified. (No follow-up article was located.) A partial hospital program
might provide temporary shelter as part of the program.

The best research evidence suggests either entry into a psychodynamically
oriented partial hospitalization program or a DBT program fully using Linehan’s
model. ‘‘Self harm or parasuicide may decrease after 6–12 months [of DBT]
(n = 63, 1 RCT; RR 0.81 CI 0.66–0.98; NNT 12, CI 7–108)’’ (Binks et al. 2009,
pp. 2 and 47). Another study documented that DBT significantly reduces anger
scores for person who have BPD after 6 months of treatment compared to treat-
ment as usual (p. 49). Results for improved self regulation were not reported. The
psychoanalytically oriented partial hospital program significantly reduced inpa-
tient admission (n = 44, 1 RCT; RR 0.04, CI 0.00–0.59; NNT 2, CI 3–6) (Binks
et al. 2009, p. 2). It also improved social adjustment after 6-12 months (MD -

0.70, CI -1.08 to -0.32). Results for reduction of aggressive episodes and suicidal
ideation and self-harm were not reported.

A search of the Campbell Collaboration library located several resources for the
search term ‘‘homelessness.’’ Most related to reviews registered but still not com-
pleted or reported. A powerpoint style report of a presentation by Antilla (2009)
indicates that across several studies, a number of programs reduced mean days of
homelessness. The target population was persons with mental illness (not further
specified) and substance abuse. Assertive community treatment (ACT) proved very
effective by visual inspection over a year to a year and a half after start of services.
Case management services appear helpful. The search also revealed an abstract on a
pilot study by Cavanaugh et al. (2009), provided descriptive information about a
pilot program adapting DBT to a psychoeducational workshop to prevent inter-
personal violence. Results of the study were not reported in the abstract.

Step 3: Critically appraise the quality and applicability of this knowledge to the
client’s needs and situation

Neither treatment program provided outcome data on all of Jennifer’s concerns,
but both DBT and a psychoanalytically informed day hospital program appeared to
fit her concerns well in general. However, neither program’s research data
included any information about people who were homeless. Both programs
appeared to presume clients had relatively stable and ongoing living situations.
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The lack of such living situations might be viewed as making Jennifer quite
different from the people included in these study results.

No program similar to Bateman and Fonagy’s was available regionally. One
DBT program was found, but had an eight-month or longer waiting list. This left
no available therapeutic resources based on the best evidence possibilities for
further discussion with Jennifer. Similarly, it was clear that she had ‘‘burned her
bridges’’ with the available local shelters. She would likely be accepted at another
shelter in a nearby town, but this left unresolved how she would be helped to avoid
future aggressive incidents, as well as to find more permanent housing. It would
also require yet another move and change, excluding her from the few local
supports she trusted in.

Jennifer did not qualify for case management or assertive community treatment.
Both programs are available in her community for persons with severe and per-
sistent mental illness. Despite her hospitalizations, Jennifer does not meet criteria
for such services. Severe and persistent mental illness does not lead to any priority
in publicly subsidized housing. It might lead to access to housing programs for
persons who have mental illness, but again, Jennifer does not qualify for such
services.

Step 4: Discuss the research results with the client to ensure they fit with the
client’s values and goals

When these options, and their practical limitations, were discussed with
Jennifer, she was very interested in the partial hospitalization program. Her interest
had little to do with the program philosophy or its preliminary support as an
effective program. Instead, she viewed the structure and support of a partial
hospital program as useful to help ‘‘organize’’ her. Her response is consistent with
a research summary on effective relationships for persons with personality disor-
ders (Castonguay et al. 2006). A working group of clinicians and researchers,
including Marsha Linehan, found considerable empirical support for intensive
initial intervention for persons with personality disorders. They noted that regular
mental health care, with weekly sessions and low intensity support for people who
have personality disorders, was often ineffective. Nonetheless, access to such a
program was not immediately available through a partial hospital or an intensively
structured program. Neither access to empirically supported treatments nor access
to long term of immediate shelter was available.

Step 5: Synthesizing the client’s clinical needs and circumstances with the
relevant research, finalize a shared plan of intervention collaboratively with the
client

With no access to interventions supported by the best available evidence, Jennifer
agreed to a plan of weekly session and some telephone contact if a crisis occurred.
She endorsed a focus on planning to locate shelter and to, over time, look at how
her ‘‘touchiness’’ (her word) kept her from housing, employment, and more ful-
filling relationships. The clinical social worker noted in her record that she had a
substantial and unexamined sexual trauma history, and that her father was nearing
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likely release from prison. Having a regular place to live would be a vital foun-
dation for doing the psychological and interpersonal work facing Jennifer.

Step 6: Implement the Intervention

Jennifer left the office and headed for the streets. The lack of resources and her
‘‘burnt bridges’’ with several shelters left few immediate shelter or housing
options. She did not seem overwhelmed by this result. She agreed to keep in touch
and to drop in three days. At the three day check in, Jennifer had decided to move
to a larger nearby city and stay at their shelter. She was unwilling to sign releases
to allow staff to speak with staff at the new shelter about her needs. A week later
she returned, unexpectedly, and said things were going well, ‘‘so far.’’ She had
changed her mind and agreed to sign releases, allowing sharing of information
with the new shelter and its mental health consultant. Many of her needs remain
unmet.
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Part III
Evidence-Based Practice in Clinical Social

Work Education and Ongoing Issues



Chapter 17
Evidence-Based Practice: Teaching
and Supervision

A key goal of this book is to examine evidence-based practice (EBP) in a balanced
and thorough manner. We have detailed the EBP decision-making process in
several chapters. We have also pointed to a number of implementation challenges
or controversies related to EBP in clinical practice. We see EBP as having both
important strengths and unresolved limitations. Working backwards, one could
argue that part of the reason these controversies exist in practice is because those
who educate social workers also struggle with EBP. These differences and
struggles are, in effect, transmitted to social work trainees. This chapter will give
readers an overview of some of the challenges to training social workers in EBP. It
will also examine different views on EBP among social work educators.

Teaching EBP

Recent national surveys indicate that social work educators support EBP (Bledsoe
et al. 2007; Bledsoe et al. (in press); Rubin and Parrish 2007). Yet there still
remains a great deal of controversy regarding how EBP should be integrated into
social work education programs (Grady et al. 2010; Howard et al. 2007; Jenson
2007; Mullen et al. 2007; Shlonsky and Gibbs 2004; Springer 2007). Differences
remain regarding the very definition of EBP (Powell et al. 2010; Rubin and Parrish
2007). In an effort to address and process these debates, a group of social work
educators organized a conference in 2006 called the Symposium for Improving the
Teaching of Evidence-Based Practice at the University of Texas at Austin
(Springer 2007). Although the Symposium was an attempt to bring together social
work educators to find a place of consensus among these issues, it appears that
more questions than answers resulted from the conference. This may be typical of
new and complex social movements.

Out of this Symposium, five major areas of debate regarding the training of
social work students in EBP emerged that continue to be evident among social
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work educators today (Springer 2007). These themes are: (1) defining EBP; (2)
modeling the complexity of EBP in teaching; (3) examining social work curric-
ulum; (4) coordinating social work professional organizations; and (5) shifting the
culture of social work (Springer 2007, p. 619). Clinical social workers might raise
additional questions about supports for EBP in agencies and in private practice.
Further, some critical perspectives on EBM and EBP might be appropriate. Some
social work researchers have questioned the EBP evidence hierarchy, noting it can
be unduly restrictive and may devalue many useful forms of research (Black 1994;
Popay and Williams 1998; Trinder 2000). Other social work researchers have
called for the inclusion of more diverse voices and perspectives in EBP research
(Petr 2009; Zayas et al. 2010). Like any social movement, EBP will have merits
and limitations. The following section will address some salient issues within
Springer’s five themes.

Defining EBP

As we have stated throughout this book, EBP is a term that authors have used in
many different ways, leading to a great deal of confusion among social work
educators and practitioners. Part of the reason that this confusion exists may be
because social work educators—and authors of EBP textbooks and articles—still
do not use a common definition of EBP. This results in social work graduates
having different definitions and meanings associated with the term (Springer
2007). Indeed, as we have discussed in Chapter 1 of this book, definitions of EBP
vary with the author’s purposes, emphases, and perspective. Results from a
national survey of faculty members in MSW programs indicate that there remains a
significant disparity among the faculty members regarding how EBP is defined
(Rubin and Parrish 2007). We support the use of the Haynes, Devereaux, and
Guyatt (2002a) four part model of the EBP practice decision-making process. Use
of this definition is social work is endorsed by Gibbs and Gambrill (2002); Mullen
and Shlonsky (2004); and Rubin (2008). Consensus on a definition of EBP would
be very useful for orienting social work education.

In another survey, faculty members reported that although they view EBP as
important, they do not necessarily use its core concepts to determine what they
teach in the classroom (Grady et al. 2010). This adds further confusion about what
is essential to teach about EBP and what is not. These varying views mean that
what is taught about EBP, and how it is taught, will vary significantly among
social work programs. Using research evidence to guide practice is the common
thread throughout EBP definitions, but what kinds of research are valued may
differ. Standards for research appraisal many also differ. Client preferences may be
affirmed or omitted as a vital part of the EBP practice decision-making process.
Clinical expertise may also be affirmed and emphasized. Such differences will
result in varying levels of knowledge and skill regarding EBP with which social
work practitioners enter the field. The risk is that EBP will be used as a
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‘‘catchphrase for anything that is done with clients that can somehow be linked to
an empirical study, regardless of the study’s quality, competing evidence, or
consideration of clients’ needs’’ (Shlonsky and Gibbs 2004, p. 137).

Regardless of the formal education a clinical social worker receives, it is critical
that active clinicians become educated about the EBP process and begin to apply it
in all practice settings. It is especially important to understand the definition of
EBP and the steps of the EBP practice decision-making process. Quality education
requires clear thinking about EBP and its components.

As we have stated throughout this book, the clinician’s professional expertise is
the lynchpin in bringing the EBP process together. Regardless of the type of
training a clinician has had regarding EBP during formal social work education,
clinical social workers have a responsibility to use the EBP process to provide the
most effective possible treatment that best fits the client’s unique needs and cir-
cumstances. This includes careful assessment and the application of critical
thinking during each phase of practice.

Modeling the Complexity of Evidence-Based Practice
in Teaching

This theme covers several aspects of social work education and the teaching of
EBP. EBP is a complex and multifaceted social process. We have attempted to
portray EBM and EBP as multifaceted social movements. Academic, economic,
and political forces are all evident within the larger EBP movement and its social
context. This raises issues of what to teach about EBP. To describe it simply as a
practice decision-making process without attention to larger economic and polit-
ical forces omits attention to growing pressures practicing clinicians feel acutely.
Such narrow descriptions strip EBP from its social context.

Similarly, while the EBM/EBP hierarchies of evidence have merit, they may
also serve to limit attention to ways of knowing that are important to practice and
to our clients. To emphasize experimental research may erode education on
exploratory and descriptive approaches to research that allow for discovery and
innovation. It may also limit the kinds of voices and perspectives valued in social
work research and practice. Other important ways of knowing and research
methods that can inform practice may receive reduced attention in social work
education. We believe education about EBP should not come at the expense of
attention to multiple ways of knowing and critical thinking. Each topic is valuable
and important to social work education.

Teaching EBP in-depth would require considerable additional content in practice
and in research classes as well as in the field practicum. Students would also need to
be educated in literature search skills. Programs would need to expand EBP-related
search content directed to sources such as PubMed and both the Cochrane Collab-
oration and Campbell Collaboration systematic review libraries. Appraising
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research knowledge on a clinical topic would link research and practice courses.
In practice courses, the EBP practice decision-making process would need to be
added to existing course content. To help students understand the methods on which
EBP choices are made would require much more extensive teaching about large-
scale statistical methods, of specific epidemiological statistical methods (such as
odds ratios, numbers needed to treat, etc.). How to interpret meta-analysis statistics
would also be important. How to read a systemic review and to appraise its overall
quality would be necessary content. Learning to summarize complex research
findings in order to state them clearly to clients of many different backgrounds would
also be a new practice skill. Documenting use of the EBP model may also require
specific content in client records. Finally, in the spirit of a holistic understanding of
EBP, its impact on social policy, on the administration of practice, on supervision,
and on the research debate over the merits and worth of different ways of knowing
would all be important content for social work education at all levels. Critical
thinking skills would be applicable to each of these content areas.

Another issue is how to teach EBP. According to Springer (2007), one con-
troversy surrounds whether to teach the process of EBP versus teaching specific
treatments (empirically supported treatments or ESTs). Springer asks the question,
should social work educators teach students to be critical thinkers or feed them
with ‘‘pearls of wisdom’’ (p. 620)? To teach EBP in-depth would require a major
expansion of social work’s curriculum content. This is in addition to an already
crowded set of curriculum requirements. Addressing specific ESTs provides one
option to limit the curricular burden. We argue, however, that teaching only about
specific ESTs would not help students understand the EBP process adequately.
Such an approach would ultimately limit student’s preparation for practicing EBP
in a changing social environment.

EBP has clear implications for teaching practice, for teaching research, for
teaching human behavior theories, and for teaching social policy. While the
Council on Social Work Education’s (CSWE) 2008 accreditation standards do not
currently specifically require EBP content, social work programs must teach about
‘‘research informed practice’’ and ‘‘practice informed research.’’ Teaching EBP
would be just one way to address how research informs practice. Practice evalu-
ation would surely be another. It is less clear that EBP is an appropriate way to
address how practice informs research.

Unfortunately, the broad phrases ‘‘research informed practice’’ and ‘‘practice
informed research’’ are not well defined. The full text of the CSWE (2008)
Educational Policy standard 2.1.6 reads:

Social workers use practice experience to inform research, employ evidence-based
interventions, evaluate their own practice, and use research findings to improve practice,
policy, and social service delivery. Social workers comprehend quantitative and qualita-
tive research and understand scientific and ethical approaches to building knowledge.

The standard requires content on both qualitative and quantitative research
methods, scientific knowledge building, ethical issues, and practice evaluation. It
also addresses the use of these methods ‘‘to improve practice, policy and social
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service delivery,’’ implying critical analysis and application at micro-, meso-, and
macro-levels of scale. Only wide ranging engagement with EBP content would
fully address these standards. Focus on specific ESTs only would not.

Still another aspect issue is the quality of instruction in social work programs.
In other words, how well do faculty members model EBP in the classroom by
incorporating evidence regarding what makes an effective instructor? Springer
(2007) states that there is both great emphasis on, and more rewards for, those
faculty members who succeed in research and publication. On the other hand, there
is not as much emphasis on, nor rewards for, those faculty members who are
successful teachers. As a result of the reward structure in the academy, faculty
members may not spend as much time learning about effective teaching strategies.
This leads to varying levels of investment and quality among classroom instructors
(Grady et al. (in press)). Educators can teach about EBP as a simple process or as a
complex social phenomenon. It can be taught in ways that engage students and
make its merits apparent, or in ways that make EBP just another form of research
experience to be endured.

We believe it is essential to teach—in-depth—the clinical assessment and
critical thinking skills that are required in the EBP decision-making process. This
process requires clinicians to think carefully and holistically about the needs and
goals of the client, the environmental context, and the research on potentially
effective interventions that are appropriate for that client’s unique needs and
characteristics. As such, we believe that the focus in social work programs, both in
the classroom and in field internships, needs to be on helping students examine
critically the multitude of factors used in making a clinical decision and how to
deliver the selected services using effective clinical skills. Determining what
intervention might be the most appropriate is only the beginning of the clinical
intervention process.

While the focus of this book is not to discuss effective clinical skills, we do want
to emphasize that if educators only teach the process of EBP and exclude the
importance of teaching assessment and other clinical skills, then clinical social
workers will not be effective in delivering any service, even if it has strong research
support. EBP does not replace good assessment and clinical practice skills. EBP
seeks to guide clinicians in identifying several alternative options that are likely to
be effective for a given client. Therefore, social work programs must focus on both
the critical thinking skills needed to conduct the EBP process and simultaneously
teach students how to be effective clinicians. Ideally, clinical social workers are
capable of delivering several different kinds of treatments or services.

Examining the Social Work Curriculum

The literature on EBP and social work education focuses primarily on the content
within social work curricula. Scholars have debated numerous issues regarding
EBP in MSW programs. The broad issues include where in the curriculum EBP
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should be located (Howard et al. 2007; Jenson 2007; Mullen et al. 2007; Pollio and
MacGowan 2010) and whether to emphasize lifelong learning and critical thinking
(Gambrill 2006a; Mullen et al. 2007; Springer 2007). More specific issues include
whether to focus only on discrete empirically supported treatments (Howard et al.
2007), and about teaching the specific skills needed for each step of the EBP
process, such as the literature reviews (Howard et al. 2007; Shlonsky and Gibbs
2004). No clear consensus has emerged on these issues. All have relevance to
understanding and doing EBP.

In addition to these valuable points, we believe that there are a few more issues
regarding EBP in social work education programs. One of these is the critical
importance of an assessment. As we emphasized in Chapter 4, a comprehensive
and accurate assessment of the client’s needs is critical to the EBP process, but is
not an explicit part of it. We are concerned that in the rush to emphasize the need
to use evidence in treatment decisions, educators may not emphasize the impor-
tance of a solid clinical assessment. Such an assessment informs the entire EBP
and treatment process for each client. We believe that in order for the EBP process
to work effectively, a clinician must be well trained in how to conduct a thorough
assessment. Strong assessment skills allow clinical social workers to understand
fully the complex needs of their client; whether it is the diagnosis or the envi-
ronmental conditions in which treatment will take place, or both in combination.

We also think that the social work curriculum should include multiple practice
theories. Further, students should be well supervised in the practice application of
multiple theories. The EBP practice-decision making process encourages the
identification of several alternatives that may help the client. Strong theoretical
knowledge allows students to select from a greater range of intervention options.
From these alternatives, client and clinician finalize a treatment plan based on
research knowledge as well as the values and preferences of the client. Since
treatments and services draw on many different theories, clinical social workers
should learn and apply several different models in-depth and in detail.

An additional area that deserves more attention in the curriculum debate is field
education. The Council for Social Work Education has identified field education as
social work’s ‘‘signature pedagogy’’ (CSWE 2008, EP 2.3). Much of the clinical
training that social workers receive occurs in the field practicum. As a result, social
work educators should spend more time on helping field educators and field
advisors learn about and feel comfortable with EBP. In an effort to help bridge this
gap, Grady (2010) outlined specific steps schools of social work can take to
integrate EBP into the field. Some of these recommendations include trainings for
field instructors on the EBP process, allowing field instructors greater access to
electronic databases, offering trainings on conducting literature searches, offering
trainings on research methods, and offering trainings on interpreting EBP reports
and reviews. Field instructors must be well trained and familiar with the EBP
practice decision-making process to apply it as educators.

It is well documented in the literature that clinicians in the field struggle with
EBP (Bellamy et al. 2008; Nelson et al. 2006; Pollio 2006; Proctor et al. 2007).
These same clinicians are often the field instructors or supervisors of students and
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new clinicians. It is therefore essential that social work educators make a strong
effort to engage and partner with field clinicians so that they are well versed in
EBP and can reinforce the learning that should be taking place in the classroom
regarding EBP. Joining classroom and field to enhance EBP education requires
additional efforts.

Coordinating Social Work Professional Organizations

Springer (2007, p. 623) states:

It is not enough to discuss EBP within the confines of our ivory towers. It seems critical
that we partner with key stakeholders representing and working in our communities to
address some of the muddier issues (e.g., preparing social workers for practice in rural
communities) facing the social work profession and the development of its workforce.

Springer identifies ways in which different social work organizations, such as
Society for Social Work and Research, the National Association of Social
Workers, and others have helped to contribute to the profession’s movement
toward the adoption of EBP. He also provides some examples of how smaller local
organizations can play significant roles in educating about EBP. However,
Springer also states that professional social work organizations can and should do
more to help promote EBP within the profession. We further argue that they have a
role to play in educating non-social workers about social work and EBP.

As social workers, we think about problems and practice on multiple levels of
scale. We should apply our skills to improving practice effectiveness at several
levels. How can our macro organizations partner with both individual clinicians
and with the profession as a whole? How can the local or state clinical society help
clinicians in EBP? Are there trainings they can sponsor? Are there resources they
can make available, such as computer databases or the expertise of some mem-
bers? How can practitioners who are more comfortable with EBP partner with
local, state, and national organizations to help clinicians better understand EBP
and offer effective services to their clients? These are all questions social work’s
professional organizations can address.

In comparison to other mental health professionals, MSW level clinical social
workers have stronger professional organizations than do masters level psychol-
ogists or masters in marital and family therapy. In many states, social workers have
more flexibility with insurance panels and higher reimbursement rates due to the
efforts of social workers on the macro level. However, payers and policy makers
perceive other professionals as being more open to and more trained in EBP that
are social workers. Those same privileges may be questioned if our profession is
not seen as current or evidence-based. Already, some other professionals view
social workers as generally less knowledgeable about EBP. Other professions may
argue that social workers do not base their practice decisions on research evidence
(Murphy and McDonald 2004). Our professional organizations have the
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opportunity and responsibility to help educate within the profession, as well as
beyond the profession, about social work and its relationship with EBP.

Shifting the Culture of Social Work

Almost a full decade ago, Gambrill and Gibbs (2002) argued that:

Social workers want their physicians to rely on scientific criteria when they make rec-
ommendations for treatment, but [social workers] rely on weak evidentiary ground such as
tradition when working with clients…what’s good for the goose is not viewed as good for
the gander (p. 39).

Changing the attitudes of social workers who are already in the field toward
adopting a more evidence-based stance may be beyond the scope of what edu-
cational programs can do. However, educational programs can, and should, make
the shift toward EBP with the early career social workers they are training. We
encourage incorporating evidence-based attitudes and perspectives into every
training they conduct in community-based settings. We also encourage critical
thinking and critical perspectives on EBP, and excellence in assessment and
practice skills.

To further assist in this aim, Springer (2007) asserts that social work educators
need to discard the dichotomous view of EBP as either ‘all good’ or ‘all bad.’
Stated another way, that EBP is either focused on the clinical relationship or using
a manual. EBP is more complex than the image many authors have commonly
promoted. As we have attempted to show throughout this book and illustrated in
the case examples, EBP is a multifaceted process. When professionals apply any
process to unique individuals, complexity is magnified. However, EBP is a process
that can help to orient and guide clinicians as they navigate the complexity of
bringing together multiple sources of information to identify the most appropriate
and informed treatment options for any given client(s). It seems that many social
workers have yet to embrace this shift. Yet, it is vital for our profession to be
viewed as one that uses evidence to make decisions, just as we expect other
professionals to do. We should hold ourselves to the same level of standards and
accountability to which we hold our own physicians. We expect our own providers
to offer us options that work. Should not we do the same for our clients?

At the same time, clinical social workers should advocate for appropriate
reimbursement policies and appropriate agency supports. Reimbursement rates for
clinical social work services should reflect the additional time, knowledge, and
effort the EBP process requires. The tension between limiting healthcare costs and
providing appropriate compensation to providers can be framed as a difficult
endeavor or as a hostile argument. Support for EBP in social work is likely to grow
if it is implemented in ways that do not shift costs to providers nor limit client
options. Shifting the culture of social work to support EBP may also require
attention and advocacy in support of clinical social worker’s compensation and
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working conditions. The administrative and policy dimensions of EBP can
strongly impact its acceptance and use in clinical practice.

Supervision and EBP

The courses taken in any MSW program are only a portion of the training a clinical
social worker receives. Yet any clinical social worker knows that the field expe-
riences and supervision received during internships is a critical component in
gaining competence. Supervision is also seen as essential to social workers post-
graduation, not only because all states require it before a clinical social worker can
be independently licensed, but because it is seen as a core component of a clini-
cian’s professional development (Osborn and Davis 2009; Rothstein 2001; Willer
2009). Supervision and consultation are life-long parts of good clinical practice.

One of the most commonly used definitions of supervision comes from Bernard
and Goodyear (2009) who define supervision as:

an intervention provided by a more senior member of a profession to a more junior
member or members of that same profession. This relationship is evaluative, extends over
time, and has the simultaneous purposes of (1) enhancing the professional functioning of
the more junior person(s) (2) monitoring the quality of the professional functional services
offered to the client(s) she, he or they see(s), and (3) serving as a gatekeeper of those who
are to enter the particular profession. (p. 7)

However, as Osborn and Davis (2009) note when the supervision is using an
EBP framework, there are additional issues that should be considered beyond the
definition provided above.

First, if an early career clinician using the EBP process identifies a particular
model of intervention to use with a client, there may be an assumption that the
supervisor is competent in that model as well and can adequately supervise that
individual. This assumption may not always be accurate. In other words, how do
we assure that the supervisor is knowledgeable and skilled in the selected type of
practice? Or does that supervisor need to be trained in this, and other, models in
order to provide adequate supervision? Can the supervisor still be an appropriate
guiding resource if not trained in the specific treatment model? Supervisors will
face a number of new challenges in overseeing EBP practice learning.

Second, Osborn and Davis (2009, p. 66) raise the issue of the ‘‘splintering of
clinical practice.’’ Here they refer to the tension between helping a supervisee with
a set of prescribed skills needed for a particular model and the broader professional
development issues that may not be specific to any single model. Such issues
include, among others, ethical challenges, social diversity and the differential use
of self. By focusing too much on a particular practice model and the skills related
to that model, supervisors may miss the larger professional development needs of
the supervisee. This is a concern parallel to one that is often raised in the field by
social workers: if a clinician focuses too much on a model, then the larger issues
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facing a client may be missed or not adequately addressed (Bellamy et al. 2008;
Pollio 2006).

Finally, Osborn and Davis (2009) raise an issue similar to one identified by
Springer (2007) around competence. Supervisors ‘‘increasingly need to supply
evidence that their work with clinicians yields beneficial results for clients’’ and
that this evidence needs to ‘‘demonstrate effectiveness beyond supervisee satis-
faction or even supervisee competence’’ (p. 66). In effect, they apply the logic of
EBP to evaluating the effectiveness of supervision. This is an area for further
conceptual development and research. We note that it is very much like the use of
practice outcomes to evaluate teachers discussed in Chapter 3. The EBP logic may
be increasingly used to appraise the effectiveness of professionals, supervisors, and
teachers in social work.

The topic of clinician competence is the primary focus of much of the literature
concerning EBP and supervision (see Henggeler et al. 2002). Many articles focus
mainly on how to increase the competence of clinicians in a particular model of
intervention, such as multisystemic therapy (Henggeler et al. 2002). Yet, we agree
with Osborn and Davis’ (2009) concern about the potential for splintering in
supervision and losing sight of the larger professional development aspects that
clinicians cite as being an essential part of their supervisory experiences (Altoma-
Mathews 2001; Rothstein 2001). Supervisors should encourage their supervisees to
embrace the EBP process, which may lead to the need to increase their competence
and skill level in a particular empirically supported model. At the same time,
supervisors must simultaneously attend to the professional needs of the supervisee,
such as focusing on ethical dilemmas, use of self, boundaries, self-disclosure,
countertransference, theoretical knowledge, environmental and systemic factors.
An effective supervisory relationship is one that simultaneously helps clinicians
learn and improve skills, while keeping attention on the larger clinical and pro-
fessional issues facing the practitioner.

Summary

It is possible that social workers and educators hold the key to changing the way
EBP is viewed within the social work profession and outside of it as well. These
individuals have the privilege and responsibility of training future practitioners
who will eventually become the educators and supervisors of future generations.
Through the educational process, these individuals will disseminate their views as
to the definition and importance of EBP. Their actions will shape whether or not
EBP is viewed as an approach with ‘‘potential as a way to guide social workers in
delivering effective services’’ to clients (Springer 2007, p. 623). Yet, as is clear in
the literature, there remains disagreement among those who teach and supervise
social workers about what should be taught about EBP and how to go about
teaching it effectively.

Through its consideration of the multiple factors that must be evaluated before
making a treatment decision, we view the EBP decision making process as part of
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a holistic approach to working with clients. Therefore, we encourage educators and
supervisors to bring that same approach to their work with social work trainees.
We encourage a holistic approach to teaching EBP. Social workers must gain a
range of knowledge, value, and skills. These must include how to conduct a
thorough assessment, how to engage clients in the treatment planning process, and
how to identify the best available evidence. Social workers must also learn how to
be open and flexible, and to consider the complexities of clinical work beyond the
skills that are associated with any one intervention. Effective clinical work is more
than technique (Norcross 2011; Wampold 2010). Educators and supervisors need
to communicate that EBP involves a multitude of skills and find effective strate-
gies to help their students and supervisees gain competence and confidence in their
ability to translate those skills to their clinical work with clients.
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Chapter 18
Continuing Issues Regarding
Evidence-Based Practice in Practice

In the preceding chapters, we have attempted to show how social workers can use
evidence-based practice (EBP) to enhance practice with their clients, and how to
incorporate the principles of EBP into clinical decision-making processes. We
think that the EBP process is a ‘‘public idea’’ that is actively shaping public
opinion about healthcare practices (Tanenbaum, 2003). It is also shaping funding
and administrative practices, research funding priorities, and even research edu-
cation for mental health professionals. Evidence-based medicine (EBM) and EBP
have many supporters. For example, the Open Clinical (undated) organization
states that:

For supporters, EBM has three main advantages:

1) It offers the surest and most objective way to determine and maintain consis-
tently high quality and safety standards in medical practice.

2) It can help speed up the process of transferring clinical research findings into
practice.

3) It has the potential to reduce healthcare costs significantly.

The approach, however, is not without its opponents. These consider that EBM
risks downplaying the importance of clinical experience and expert opinion, and
that the conditions under which clinical trials used to define best practice take
place are hard to replicate in routine practice. (Benefits section)

Despite many potential advantages, there are also continuing issues reading the
use of EBP in clinical social work practice.

In this chapter, we summarize and review several of the unresolved issues and
challenges raised about EBM and EBP. We hope that this review prompts the
reader to think critically about EBP and social work. We also hope that this review
will prompt discussions with others in the profession and promote solutions that
make EBP more optimally useful in practice.

J. W. Drisko and M. D. Grady, Evidence-Based Practice in Clinical Social Work,
Essential Clinical Social Work Series, DOI: 10.1007/978-1-4614-3470-2_18,
� Springer Science+Business Media New York 2012
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Challenges to Evidence-Based Practice in Practice

There are a number of challenges to the EBP movement. There are also challenges
within the social work profession regarding the adoption and acceptance of EBP.
In fact, EBP has been met with resistance by many social workers working in
various settings (Bellamy et al. 2008; Murphy and McDonald 2004; Nelson et al.
2006; Pollio, 2006; Proctor et al. 2007; Rosen, 2003; Trinder, 2000a, b). Below is a
discussion of some of the everyday challenges that some social workers and other
mental health professionals have documented that they face in using EBP.

Social Justice and Evidence-Based Practice

As discussed previously in Chapter 2, and Chapter 4 for many social workers EBP
appears to be at odds with some of the core values of social work. These include
inadequately addressing structural issues that may contribute to social justice
concerns and further pushing social work toward a limited medical model orien-
tation rather than promoting biopsychosocial and interdisciplinary models (Baines,
2006; Murphy and McDonald, 2004; Rosen, 2003; Trinder, 2000a). With a heavy
reliance on the medical model to orient practice questions and literature searches,
systemic, cultural, and other social diversity issues are not given priority equal to
individual pathology. This seems inconsistent with core social work value on
social justice. It also devalues social work’s unique person-in-environment
worldview. Since most EBM/EBP research projects are aimed at individual
interventions rather than the systemic causes of mental health problems, the focus
of most research remains on the resolution of an individual’s deficits rather than on
the broader social structures that also contribute to human suffering, such as
poverty or racism. Similarly, EBP research rarely examines sources of strength and
resilience in clients.

We also note that most EBM/EBP research discussed in social work is directed
to determining treatment outcomes. We have also adopted this focus in this book.
Readers should keep in mind that EBP research can also address prevention
programs and even the effects of policies (Rubin, 2008). Another focus of EBP
research is the cost benefit analysis of specific procedures. Yet social justice efforts
have not yet been included in the EBP framework, nor prioritized for funding.

Limitations to Available Research

While we note that EBP has begun to alter priorities for research funding, most
treatments and service programs have not been studied using high quality methods.
The large number of specific DSM diagnoses, including their subtypes, means that
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more than 1,000 specific diagnoses would need to be studied to have even a
beginning database of ‘what works’ in mental health. In reality most high quality
studies focus, appropriately, on high incidence and high cost disorders such as
depression, anxiety, and schizophrenia. This means that the concerns of many
clients, including children and elders, are not reflected in some Cochrane or
Campbell systematic reviews for practice use. Clinical social workers will have to
search for individual studies, which takes considerable time and expert research
evaluation skills. There is also no guarantee that at the end of a search the results
will offer clear and relevant guidance for practice decision making.

With the arrival of both new and revised psychiatric diagnoses in DSM-V, it is
unclear if the results of research based on older criteria remain fully applicable in
practice. Clinical social workers will need to critically examine older research to
insure it is truly relevant and applicable to all new DSM-V diagnostic categories.
Any revised diagnosis will require careful review for its fit with older research.

As social workers, we also think that DSM diagnoses are only starting points
for evaluating real-world client needs. We have noted throughout this book that
clients with comorbid disorders, with significant social stressors, and who may
suffer from socially structured oppression are not yet well addressed by EBM and
EBP outcome research. Galea et al. (2011) used a meta-analysis of the Medline
research reports to estimate that 176,000 deaths in the United States in 2000 were
caused by racial segregation, 162,000 to low social support, and 133,000 to
individual level poverty. They conclude that ‘‘the estimated number of deaths
attributable to social factors in the United States is comparable to the number
attributed to pathophysiological and behavioral causes’’ (Abstract). The evidence
base on which EBM and EBP rests needs enormous expansion to be optimally
useful for practice decision making. Social work’s person-in-environment world-
view can add significantly to the conceptualization of EBM and EBP research.

Ironically, clinical social workers and others who undertake the EBP literature
searches often suffer from information overload (Tanjong-Ghogomu et al. 2009).
Lots of information is available in print and online, but finding truly useful and
relevant research results may be all the more difficult due to the sheer volume of
available material. Even with sources for high quality systematic reviews and
excellent search tools, finding useful research can be like finding a needle in a
haystack. Both the lack of specific research and the volume of available research
information combine to make ‘doing’ EBP difficult and time consuming.

Realities of Real-World Practice

Other critiques of EBP are that empirically supported interventions (ESIs) do not
take into account the ‘‘messiness’’ of real life practice (Bellamy et al. 2008; Murphy
and McDonald, 2004; Nelson et al. 2006; Pollio, 2006; Proctor et al. 2007; Rosen,
2003). One social worker states that highly controlled studies are ‘‘irrelevant’’ and
‘‘absurd’’ (Nelson et al. 2006, p. 404) regarding their utility for practitioners.
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As discussed throughout this book, EBM/EBP researchers generally seek to study
narrowly defined and tightly controlled samples to insure homogeneity. Most often,
the selection criteria highlight only a single diagnosis or a diagnosis in combination
with specific client demographic criteria (most often age and/or gender).

These limitations translate into a very narrow group of individuals who are
actually studied in EBP research. The samples may, or may not, be representative
of the larger and more diverse, often multiproblem, populations who apply for
clinical services. Results of high quality studies may be based on samples that are
quite different from the typical clients with whom a social worker is working. For
example, a clinician is working with a 10-year-old Asian-American girl who has
experienced a trauma and now has a diagnosis of Post-Traumatic Stress Disorder
as well as a severe learning disability. It will be difficult to locate research reports
that capture both her complex diagnostic picture as well as her cultural back-
ground. For social workers who work in diverse settings with diverse clients,
applying the findings from a research study can feel unrealistic or impossible. One
social worker in a study regarding the applicability of research findings to her
practice stated, ‘‘Our kids don’t come in nice neat packages. Most have multiple
diagnoses, and I don’t know what’s out there for kids with multiple diagnoses’’
(Nelson et al. 2006, p. 409). Another stated ‘‘The research has to be with out-of-
control kids, not control kids’’ (Nelson, et al. 2006, p. 404). These quotes reflect
the wariness that many social workers have about how to transfer what is done in a
‘‘lab’’ with what they see in the ‘‘real world.’’

Accessibility of Research

For other social workers, the accessibility of research further limits use of currently
available knowledge. This has two parts. First, social workers find it difficult to
locate research findings. Second, they also question their ability to understand and
evaluate the research they can locate (Bellamy et al. 2008; Proctor et al. 2007). For
example, a study aimed at translating empirically supported interventions (ESIs)
into a community-based practice setting. One participating social worker said
‘‘To me, the evaluations of the research, it’s like really complicated, and the
statistical stuff, to me, I start to zone out.’’ Another said ‘‘I can’t see myself going
through 15 articles and calculating the effect size’’ (Bellamy et al. 2008, pp. 63–64).
EBP research summaries can be very complex and detailed. Most MSW level social
work education does not adequately prepare clinical practitioners to critically
evaluate research reports including statistical results. The plain language abstracts
of Cochrane Collaboration and Campbell Collaboration systematic reviews may be
easier to understand, but most still contain many unfamiliar statistics.

Further complicating the interpretation of research is that the majority of
empirical research articles reporting findings regarding a particular intervention
are not written for clinicians but for other researchers (Yunong and Fengzhi,
2009). This makes it a challenge for lay clinicians to understand the findings of
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different research projects and apply those findings to their own practices. We
hope that through this book, we have made the evaluation of the research a bit
more accessible and less daunting by sharing various ideas and resources. We also
provide readers with research review materials in Chapters 6–8 and in the Glos-
sary. However, the reality is that for many social workers, the prospect of eval-
uating research evidence remains a difficult and intimidating task.

We also note that each of the literature searches completed for the cases in this
book took no less than three hours. Where there was no systematic review, lit-
eratures searches for individual articles often took much longer. Funding and other
supports for the time to locate and evaluate relevant research literature must be
made available to make doing EBP realistic.

Ignores the Expertise of the Clinician

We have emphasized throughout this book that the clinician is the ‘glue’ that
integrates the components of the EBP process. Still, many clinical social workers
think that EBP ignores the expertise of the clinician. Some clinicians say that
‘‘Therapy is still an art’’ (Proctor et al. 2007, p. 483). Clinicians often believe that
researchers do not understand the interpersonal processes that make up clinical
practice. Some clinicians say that researchers need to be more informed about the
nuances of actual practice and that many research interventions are unrealistic
given practice realities (Brekke, Ell, and Palinkas, 2007). In addition, social work
has been built as a profession, ‘‘very much around the clinical experience of
people’’ (Murphy and McDonald, 2004, p. 131). The ability to form relationships
among clients is seen as central to the work that social workers do in the field. Yet
the role of the therapeutic relationship is not often included in EBM and EBP
outcome research. The therapeutic relationship and the working alliance are also
viewed as key active ingredients in clinical change by many clinical researchers in
allied mental health professions. Studies that directly address clinical expertise
should be part of EBP research.

Going even further, some social workers believe that EBP and lists of empir-
ically supported treatments (ESTs) have been created by governmental or other
monitoring bodies without regard for the actual needs of the clients or the chal-
lenges in implementing the interventions (Baines, 2006; Bellamy et al. 2008). As
discussed in Chapter 2, the push by governmental agencies or managed care
companies for the use of prescribed ESIs or ESTs has created the feeling that
clinicians cannot be trusted to design and implement their own interventions;
rather they need an administrator or a manual to tell them what to do with their
clients (Pollio, 2006). As such, many clinicians have resisted the movement, which
they believe dismisses an essential part of their professional identity and expertise
(Baines, 2006; Bellamy et al. 2008; Pollio, 2006).

We argue that healthcare economics largely drives many efforts to limit
professional autonomy. Healthcare companies and public regulatory agencies use
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inconsistent standards to certify lists of ESIs and ESTs. We have noted that
insurance payers may endorse specific treatments despite the fact that Cochrane
Collaboration and Campbell Collaboration systematic reviews show little or no
support for these treatments. Healthcare organization and public funding agencies
should follow the lead of organizations that seek transparent and high quality
research results. The standards and decision-making processes of funders should
also be open and transparent. That said, funders face the same limitations to
finding high quality outcome studies that clinicians face: there is simply no
strong outcome research on many mental health care issues.

Logistics and Realities of Evidence-Based Practice
Implementation

Finally, there are concerns among social workers that EBP sounds like a wonderful
concept in theory, but the logistics of implementing EBP and ESIs found in the
search process into clinical settings render them unrealistic. This is due to time,
training, and money restraints that make it too difficult for many agencies to
sustain such practices. Specifically, budget restrictions make it difficult for agen-
cies to both fund the actual intervention found to be effective in a search, as well as
allow supervision and training time, all of which takes away from the productivity
of the workers (Proctor et al. 2007).

Statements that express these sentiments come from two separate studies that
interviewed practitioners and agency directors regarding the challenges of
implementing and sustaining ESIs within their agencies. One agency director
stated ‘‘A treatment may be the best thing in the world, but if we can’t fund it, we
can’t do it’’ (Nelson et al. 2006, p. 402). Another stated that ‘‘Supervision takes
people off-line’’ (Proctor et al. 2007, p. 483). Other clinical social workers and
agency directors have noted that high caseloads and the need to maximize billable
time do not allow for the luxury of reading research articles and attending training
on various ESIs (Murphy and McDonald, 2004; Proctor et al. 2007). Adminis-
trative practices may undermine the implementation of EBP.

To use an example to illustrate some of these challenges, imagine a clinician who
meets with Chad, a 15-year Caucasian male who is involved in the juvenile justice
system, has a diagnosis of conduct disorder, and is at risk of being placed out of his
home. The clinician is interested in learning about the most effective interventions to
help Chad with both the conduct disorder behaviors, and to attempt to keep him in his
home. After completing an initial search, the clinician finds that Multisystemic
Treatment (MST) (Henggeler and Lee, 2003; Schoenwald et al. 2000) appears to be
an empirically supported treatment for the client’s needs. The demographics of
clients included in several outcome studies match with Chad’s in terms of race, age,
diagnosis, and presenting problem. On all accounts, MST seems like a very
appropriate and potentially efficacious treatment for Chad. (We must note that a
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Campbell Collaboration systematic review of MST by Littell et al. (2005) questions
its effectiveness regarding out of home placement, arrests, and convictions.)

The clinician’s excitement about finding a likely effective intervention is quickly
damped once she learns that MST can be conducted only through agencies that have
acquired the training and licensing to provide this intervention (Schoenwald et al.
2000). In other words, unless her agency opted to get the training, receives the
license and follows the protocols of the licensing body for MST, she is unable to
offer this service to her client. The agency where the social worker works is based in
a small rural community, with a very limited budget and staff. It would be
economically unrealistic for the agency to pursue the supervision and training
needed to become a provider of MST. In the meantime Chad’s challenges remain.
In searching for other options in her community, she learns that no local agency is a
licensed MST provider. While the clinical social worker has found a good match for
Chad and his needs, she is not able to offer him such a service, nor is she able to
offer him other evidence-based alternatives within his own community.

The example of Chad highlights that EBP is a starting point in practice decision
making. The clinical social worker must use the best available evidence to inform
her or his clinical decision, in conjunction with the client’s needs, values and
goals, and the clinical context. When the research points to only a few likely
effective options, there is even more need for clinical expertise in interpreting and
synthesizing all of the factors in the client’s presentation. While the EBP search
process located likely effective treatments for Chad, the practice realities obligated
the clinician to revise the search and incorporate the additional information into
the clinical decision-making process.

Questions Related to Modifying the Intervention

Another challenge faced by social workers is whether modifying an intervention is
appropriate and allowed in EBP. That is, must an ESI be used only in full, exactly
as the authors describe it? Many ESIs and ESTs, like Multisystemic Therapy or
Linehan’s Dialectical Behavior Therapy (DBT), have strict treatment protocols
that have been followed in efficacy studies to make for internally valid research. In
the field, however, the realities of practice come into play. In practice it is up to the
clinician to determine whether such interventions can be modified for the client’s
benefit. Questions include how, when, where, and in what situations should the
intervention be modified.

One clinician said:

If we decide that there were some approaches or interventions that were useful, there is
still a whole piece missing, and that is how we would actually implement—with whom,
why, when—and that is not in the literature, that is where the creative part is. (Bellamy
et al. 2008, p. 66)
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Clinicians often make modifications to a treatment in order to combine the art
and science of clinical practice (Graybeal, 2007; Messer, 2004; Pollio, 2006;
Weinberger and Rasco, 2007). After doing so, however, can the clinician be
confident that the modified intervention maintains the essential ingredients needed
for it to be effective?

The clinician-researchers who have developed intervention models often work
hard to ensure that only those individuals who have been trained and supervised in
the model can legitimately state that they are actually using the model in practice.
They do this to protect the treatment fidelity of the model. Such treatment models
include MST (Schoenwald et al. 2000) and Eye-Movement Desensitization and
Reprocessing (EMDR; Shapiro and Maxfield, 2002). Yet, by copyrighting these
interventions, and certifying trained providers, they have become less accessible to
many clinicians due to financial, training, and supervision challenges.

If a clinical social worker uses a copyrighted treatment that he or she has learned
about, and modifies it based on the needs of the client, can it still be labeled as the
original model? If it does not prove to be effective with that client, did the model
fail or was it the way in which the model was implemented that was ineffective?

Practice anecdotes indicate that clinicians and agencies do frequently modify
copyrighted and detailed treatment protocols. These vary from minor alterations in
content or timing of delivery to using only the group components of models that
originally included both group and individual components. While modifying
treatments may be common in practice, it is unclear how such modification fits with
the EBP model. Delivering a modified treatment without research support may be a
way of avoiding or evading EBP. It is also unclear if a modified treatment might
open clinicians to legal suit for malpractice or for violation of professional ethics.
This would appear to be a greater risk if the original treatment plan identified a
specific model, which was not fully delivered. Funders might also challenge pay-
ment for modified treatments. The issue of if, and if, how much, modification to
ESIs is allowable in EBP remains minimally explored and unresolved.

Social Workers Compared to Other Professionals
in the Evidence-Based Practice Movement

Whether due to the concerns discussed above or to other issues, social workers
have lagged behind other mental health and medical professionals regarding their
training and knowledge of the EBP principles and empirically supported practice
models (Bellamy et al. 2006; Brekke et al. 2007; Murphy and McDonald, 2004;
Weismann et al. 2006). In a national study of accredited training programs in
psychiatry, psychology, and social work Weismann et al. (2006) found that social
work programs required the least amount of training and supervision in ESTs in
comparison to the other disciplines. This is despite claims by many social work
programs that they provide strong clinical training. The authors concluded that
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‘‘There is a considerable gap between research evidence for psychotherapy and
clinical training. Until the training programs in the major disciplines providing
psychotherapy increase training in EBT [evidence based therapy], the gap between
research evidence and clinical practice will remain’’ (p. 925).

This lack of training in social work programs surrounding EBP and the use of
ESIs and ESTs may have negative consequences for social workers who work in
multidiscipline settings. In one study at a community hospital that delivers services
through interdisciplinary teams, researchers surveyed the different disciplines
about their perceptions of the knowledge base of the other professionals (Murphy
and McDonald, 2004). Of all of the professions included, social work was the only
one for which respondents raised concerns regarding a lack of knowledge and
skills in using EBP. This puts social workers at a disadvantage when compared to
other professionals on the same team. One nurse in the study stated that social
workers ‘‘come from a non-medical background and they fit into teams, but often
operate differently…it’s pretty airy fairy’’ (p. 134). A physiotherapist stated in
reference to social workers ‘‘some of them just don’t have any real evidence
base…they seem not to’’ (p. 134). The social workers themselves identified that
their lack of knowledge of EBP ‘‘problematic’’ for them in their work settings and
they felt that concerns were raised about the ‘‘validity of social work practice’’ on
their teams (Murphy and McDonald, 2004, p. 132). One social worker stated that
‘‘Professionally we are being devalued because we’re unable to compete in that
context’’ (p. 134).

Chapter Summary

The continuing issues raised above by clinical social workers and the profession’s
relationship with EBP are indeed challenging. We believe that in order for social
work to remain a respected profession, it must find a way to balance the criticisms
and concerns of EBP with the strengths presented in this book. As discussed
previously, social workers are viewed by other professionals as having less
knowledge of EBP when compared to other health and mental health professionals
(Murphy and McDonald, 2004). In order for our profession to be seen as relevant
and knowledgeable in today’s current practice climate, social workers must
embrace the tools needed to practice within an EBP context. We also need to take
leadership in exploring these unresolved issues related to applying EBP in
everyday clinical practice.

Our goal in this chapter is to clearly present the challenges of doing EBP. We
have already pointed out its many strengths through this book. We also provide in
Appendix B a summary listing of both the strengths and the limitations of EBP.
Learning, and critically examining, EBP will help clinical social workers under-
stand its complexity from several different perspectives. We hope that readers will
be motivated to think about how to help individual practitioners and the profession
as a whole address these concerns.
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Chapter 19
Conclusion

Throughout this book, we have attempted to show how to implement the
evidence-based practice (EBP) decision-making process in a way that feels
manageable and realistic in everyday practice. We hope that the previous chapters
have provided clinical practitioners with the tools and the knowledge necessary to
have confidence in their ability to use EBP to inform practice decisions in many
settings and with a wide range of clients. While EBP is a process with both
strengths and limitations, we believe that social workers must engage with EBP as
a way of providing the best possible care to the clients they serve. Evidence-based
medicine (EBM) and EBP are valuable steps toward realizing Dr. Archie Coch-
rane’s goals of increasing effective treatments, reducing benign treatments, and
eliminating harmful and ineffective treatments. EBP is an important step in
improving professional accountability. EBP moves social work from the
‘‘empirically based practice’’ world of single case outcome evaluation into the
realm of large-scale outcome research.

We have examined EBM and EBP from three different perspectives. First, EBP
is widely promoted as a practice decision-making process. Second, EBP is also
actively used to promote certain administrative and economic interests. Third, we
argue that it is also used to promote certain research priorities and academic
positions. We think all three perspectives help professionals understand the
complexity of EBM and EBP as ‘‘public ideas’’ and as social movements. Looking
at EBP only as a practice decision-making process omits the context in which it is
promoted, critiqued, funded, and researched.

Still, EBM and EBP are most often discussed as practice decision-making
processes. This is indeed the perspective of the McMaster Group of physicians
who have so clearly and effectively promoted the inclusion of population-based
scale outcome research into routine clinical practice (Guyatt et al. 2008; Sackett
et al. 1996). The EBP practice decision-making process is also widely promoted
within social work (Gambrill, 2001; Gibbs, 2002; Thyer, 2011). We agree this is a
key, and valuable, part of EBM and EBP.

J. W. Drisko and M. D. Grady, Evidence-Based Practice in Clinical Social Work,
Essential Clinical Social Work Series, DOI: 10.1007/978-1-4614-3470-2_19,
� Springer Science+Business Media New York 2012
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The six-step EBM/EBP practice decision-making process provides a clear
method for social workers to identify, locate, evaluate, and utilize research
knowledge for practice. While we find the steps of the EBP process very useful, we
also note that they are silent on assessment. To start the EBP practice decision-
making process, a high quality, thorough assessment is assumed. We think
assessment can be a challenging process and is often incomplete. We are con-
cerned that contemporary clinical practice policies and administrative practices do
not always allow for the thorough assessment that is the hidden foundation of the
EBP practice decision-making process (Drisko and Grady, 2011). We offer an
outline of a social work assessment in Appendix A.

The EBP process begins by requiring a clear formulation of the practice issues
presented by your client. The EBP process then promotes location and evaluation
of relevant population-based research. Recent innovations in online materials and
search tools aid in the location of research results. New international professional
organizations have developed and promoted preliminary standards for evaluating
clinical research. They have also developed libraries of high quality research
results, most notably the Cochrane Library for medical and psychiatry topics and
the Campbell Library for social welfare, education, and criminal justice topics.
While these libraries may lack results on specific practice topics of interest to
clinical social workers, their knowledge bases are growing rapidly. Social workers
are increasingly authors of systematic reviews.

The contemporary EBM and EBP practice decision-making process obligates
shared discussion with the client about the alternative treatments and services
located in the research review. While some medical texts on EBM appear to make
this step a simple ‘reporting out’ of research results, clinical social workers may
use it as an opportunity to actively involve clients in decision making. We believe
this is consistent with core social work values and useful for engaging clients in
the therapeutic process. Active engagement in informed, shared practice decision
making can be an empowering aspect of practice. EBP also allows client values
and preferences to override research results in practice decision making. The EBP
practice decision-making process highlights the critical importance of professional
expertise in combining clinical circumstances, client values, and preferences with
research knowledge to guide practice. The EBM/EBP movement has actively
promoted the use of quantitative research results in practice decision making, but it
neither omits professional expertise and judgment, nor client views and autonomy.

It is our position that practice evaluation is an integral part of doing good
practice. We find merit in many forms of practice evaluation. However, we think
the population scale research logic highlighted in EBM and EBP research is very
different from the single case evaluation methods used to evaluate everyday
practice efforts. Single case evaluation does not allow the determination of cause
and effect relationships fundamental to the EBP research hierarchy. It may reflect
the perspective of researchers unfamiliar with practice that evaluation is ‘tacked on’
to EBP while assessment is omitted from it. We support the importance of practice
evaluation but do not view it as part of the EBP practice decision-making process.
We understand that professionals may have different views on this issue.
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Other Perspectives on Evidence-Based Practice

To understand EBM and EBP more fully, it is also important to examine these
social movements from multiple perspectives. The practice decision-making
process is one key part of EBM and EBP, but it does not capture the movement in
full. How EBM and EBP are promoted for economic purposes at policy and
administrative levels, and how they are used to promote certain types of research
also matter. How EBP shapes research will have important consequences for
education in social work and allied professions, and for clinical supervision.

Evidence-Based Practice as a Shaping Influence
on Research and Education

From a second perspective, EBP and population scale research are vital sources of
knowledge for practice. Dr. Archie Cochrane’s effort to increase effective treat-
ments, reduce ineffective treatments, and eliminate harmful treatments is a very
worthy endeavor. That this viewpoint has been adopted worldwide shows its value.
Yet large-scale, population-based research cannot be the only source of knowledge
used to inform and expand social work’s knowledge of what helps clients achieve
their goals. Other kinds of knowledge and other types of research must also inform
clinical social work practice and the policies that shape it (Lietz and Zayas, 2010).
We find merit and worth in both EBP and in ‘‘many ways of knowing’’ (Hartman,
1994). Non-experimental research allows for innovation and discovery in ways
that are necessary to learn about changing practice needs and changing social
circumstances. Such methods also allow for discovery and inclusion about social
diversity in ways that are too often omitted or underrepresented in EBM and EBP
research. Maximizing the internal validity of research on practice is a worthy goal
for many important purposes. Still, the results of experimental research must
address the questions and needs of clinical social work practitioners more fully to
encourage them to make the best use of EBP. Questions of what generates changes
in clinical practice and how individual clinicians and their agencies impact practice
outcomes needs further study. Questions about modifying empirically supported
treatments to meet specific client needs and service limitations also need further
conceptualization and study. Such research should not be at odds with high quality
quantitative studies of the outcomes of clinical social work practice.

EBM and EBP are actively shaping research training, priorities, and funding.
They promote large-scale experimental research methods and medical model
views of problems and outcomes. In academics, they also shape the content of
research courses. We argue that EBP has many merits but does not always value
and encourage diverse ways of knowing. From one perspective, it is a battleground
for defining ‘the best research’ when different research methods are appropriate to
varied research questions, varied research purposes and varied audiences who need
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research information. There is no single ‘best’ approach to research. Social work
students should be educated in many different research approaches and methods
for different uses.

Social work educators have a long way to go to help practitioners understand
the research methods used in EBP and to critically appraise EBP results. This book
provides detailed information on how to implement EBP in clinical social work
practice. Littell et al. (2008) provide an excellent introduction to the details of
interpreting systematic reviews. Gilgun’s (2005a) ‘‘Four Cornerstones of Evidence
Based Practice’’ provides a valuable introduction to EBP research assumptions and
methods. Many social work texts on research methods offer useful starting points
for understanding EBP research. Still standards for accreditation only broadly
promote ‘‘research informed practice’’ and ‘‘practice informed research’’ (CSWE,
2008, EP 2.1.6). How to more actively include the knowledge and expertise of
clinical social work practitioners, and of clients, must be explored and resolved.
EBP shaped and guided only by researchers will not be fully embraced by real-
world practitioners, nor will it fully meet the needs of real-world clients.

Evidence-Based Practice as a Public Idea that Shapes Policy
and Practice Funding

From a third perspective, EBM and EBP are public ideas that are being actively
used in the process of managing health care costs. This is an important public issue
affecting rich and poor, and old and young. To make health care accessible to the
greatest number of people, efficiency is important. How such decisions are made
matters to both professionals and to our clients.

Dr. Archie Cochrane believed improving patient outcomes and reducing inef-
fective treatments would simultaneously reduce overall healthcare costs. This may
be more likely in countries with single payer, national healthcare systems than in
countries with a patchwork of paid insurance plans and many for-profit healthcare
corporations. Health care costs in the United States have increased far beyond the
average level of overall inflation for many years. Annual increases in health care
costs far outpace increases in inflation and personal income (KaiserEDU.org
2010). Health care costs and cost increases have reached a crisis point.

In this context, the public ideas of EBM and EBP actively shape public opinion
(Tanenbaum 2003). As quoted in Chapter 2, the conflict between professional
autonomy and administrative oversight of EBP is often portrayed as competent,
research informed, administrators pitted against ineffective, and incompetent
practitioners. Using the EBP practice decision-making process makes clear that
clinical social workers are research informed. Yet if a goal of the tighter admin-
istrative oversight of practitioners is to limit the types and number of treatments
and services solely to generate cost savings, practitioners must be much more
active voices in the healthcare debate. We find it odd that the lists of ‘‘empirically
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supported’’ treatments and services created by states and insurance companies
often do not match with the treatments found to be effective by Cochrane Col-
laboration and Campbell Collaboration systematic reviews. It is often quite unclear
who created these lists of funded treatment, and what standards they applied in
making these determinations. A basic premise of EBM and EBP systematic
reviews is transparency: that readers can review exactly how decisions were made
in great detail. Such transparency is often lacking in the lists of approved treat-
ments and services created by states and insurance companies. We argue that it
should be fully transparent for professionals and for the people who pay for
coverage. Administrators, policy makers, and funders might more fully embrace
and enact the methods of the EBP movement.

Making the Most of Professional Expertise

The professional expertise and knowledge of clinical social work practitioners is
one vital part of the contemporary EBP process. EBM and EBP embrace and
include professional expertise in the application of the EBP practice decision-
making process. We argue that professional expertise should be much more widely
incorporated into the definition of EBP questions and its research methods. We
also argue, along with Petr (2009), that client views and multiple voices should be
much more part of the EBP research. EBP should expand from a narrow view of
symptom reduction to a larger view that also includes enhancement of capacities
and empowerment. Such a larger view of the outcomes of effective treatments is
more fully consistent with social work’s core professional values.

We note that EBP provides a forum in which social workers can disseminate
their research and practice wisdom in an intentional manner. When clinical social
work practitioners contribute to research and knowledge about what works in
treatment, the field, the profession, and most importantly, clients benefit. Social
workers have an opportunity to help shape how EBP is understood and imple-
mented. We must use this influence to support high quality practice processes and
outcomes, and to ensure our efforts best meet the needs of out clients at macro-,
messo-, and micro levels.

Staying Close to Cases and to the Realities
of Clinical Social Work Practice

As we have attempted to show through the case examples examined in this book,
there are still significant gaps in the research knowledge of what works in treat-
ment for certain clinical presentations and for certain populations. EBP is based on
the assumption that evidence should inform treatment, yet there are many times
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when little or no high quality evidence is available to inform the practitioner about
what forms of intervention have been shown to be effective with similar clients.
Intervention outcome research is a growing yet limited body of knowledge. The
professional knowledge and expertise of clinical social work practitioners will be a
critical component in increasing this body of knowledge around what actually
works in practice.

Professional expertise and practice knowledge is the integrating factor in EBP.
We argue that the EBP decision-making process pays much too little attention to
assessment. The EBM and EBP models appear to assume a thorough and adequate
assessment has been completed, though many contemporary mental health policies
and administrative practices fail to support thorough assessment. Single session
assessment is often insufficient to learn about a client’s needs and circumstances.
Clinical social work uses many different models of assessment which address
different aspects of client’s needs and situations. These models also formulate
clinical needs and problems in ways that go far beyond symptom reduction. Most
require multiple measures of outcome to demonstrate effectiveness. How EBP fits
with the models of assessment clinical social workers use needs more examination.
More research on the kinds of complex problems social workers confront in
practice also needs to be completed.

Even with an accurate assessment, clients may still be offered services that are
inappropriate for them. There is a growing emphasis within many mental health
and human service organizations to offer clients a selection of empirically sup-
ported treatments (ESTs) or empirically supported interventions (ESIs). Some
funders and policy makers restrict money and other benefits, such as certification
or licensing, to organizations that do not deliver a preselected set of ESTs or ESIs
that have been identified by these third parties as ‘‘effective’’ (Proctor et al. 2007).
One administrator who was interviewed in Proctor et al.’s (2007) study stated,
‘‘There’s not going to be a new dollar on the street that’s not going to be associated
with EBPs. Period…. There’s not going to be a new dollar that comes out to do
non-EBPs’’ (p. 488). As noted, such lists of ESTs and ‘‘EBPs’’ may be inconsistent
with the results found by independent searches of the Cochrane or Campbell
databases for the same disorders. With such policies, there is a risk of clients only
being offered a limited type of services that do not align with their needs and
personal goals. Practitioners may be put in a position of having to offer services
that they know are not appropriate for the client. Neither client values and
autonomy nor professional expertise are honored; the EBP practice decision-
making process is overridden by administration. In those instances, it is essential to
refer clients to other agencies that may provide a better fit for the needs of the
clients. Yet due to financial realities, there may be pressure to encourage clients to
remain at the original agency so the agency will not lose that potential revenue.
Agencies, policy makers, and providers all want to offer clients treatments that
work. How restrictive or limited is the vision of ‘what works,’ and from whose
point of view effectiveness is assessed, will be important to watch as EBP is
embraced in various practice settings.
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Is Evidence-Based Practice Effective?

EBP is based on the premise that clinicians should be using evidence to inform
their practice decisions, yet there is no evidence on whether using such an
approach actually improves outcomes with mental health clients (Trinder, 2000a;
Westen, 2006). In using the model of population scale research, there have been no
trials in which randomly selected clinicians are divided into groups that use EBP
and do not use EBP, then comparing which clients had better outcomes. (Note that
such a study would have likely have many confounds, low internal validity, and
some ethical challenges.) While everyone appears to agree to that using evidence
is a good thing, it is still not clear whether adopting this process will measurably
improve the outcomes for the clients social workers serve in their practice settings.
Nor is it clear that EBP will reduce service costs.

We raise this issue not to dismiss or negate any parts of what we have described
throughout this book. EBP is a valuable process for determining the best possible
treatment options for clients and should be a part of the clinical decision-making
process. Well-conceptualized, high quality research can improve practice out-
comes. However, it is important to note that just as in many areas of social work,
there is much still unknown about what happens during the change process. The
mechanisms behind clinical changes in mental health need further study and
identification. In the meantime, clinical social workers must use all forms of
knowledge that are available to them, as they work tirelessly with their clients to
find solutions to the complex internal and external experiences with which our
clients struggle.

We encourage clinical social workers to engage with, and critically examine,
both the strengths and limitations of EBP. It is an important social movement and a
practice decision-making process that will better inform clinical practice. The
voices and views of both clinical social workers and our clients must be active
parts of the future of EBP.
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Appendix A
An Outline for a Biopsychosocial
Assessment and Intervention Plan

I. Referral
How and why did the client(s) get to the agency? Is the client self-referred? Is the
client voluntary or involuntary?

II. Description of Client
Who is the client? Briefly document relevant identifying information including:
Age, gender identity, marital/partner status, race, ethnicity, sexual orientation,
religion, social class, income source(s), disabilities, level of education, prominent
health issues, medications, substance use, and legal issues.

III. Presenting Issues and Concerns
What are the client’s complaints? What are the larger presenting issues? How does
the client view these concerns/issues? How do other people (family, friends,
agency, work, school, courts, physicians, religious community, you, etc.) view the
concerns/issues?

When did these concerns/issues begin? Is there an identifiable precipitant? Why
is the client coming in now?

How has the client dealt with these or similar concern/issues in the past? What
would the client most want help with?

IV. Assessment of Relevant Contextual, Historical, and Intrapersonal Factors

a. Current context What are the family, social community, work, and other
issues relevant to an understanding of the client and the problem? (An eco-
map and/or a family genogram, identifying family, and environmental
resources may help clarify these intertwining issues.)

• Are the client’s basic needs met? (Housing, food, clothing, utilities,
emergency, or situational needs such as diaper services or money for
medicine or care of pets while inpatient?) What are the clients’ strengths
in meeting basic needs? Are these needs met in a culturally appropriate/
sensitive manner?
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• What are the clients’ income sources? Are they stable? Can they be
improved? What are the clients’ strengths in meeting basic needs? Is
this income obtained in a culturally appropriate/sensitive manner?

• Are there language issues for the client in the services and communities
to which they relate? In meeting basic needs? In the school or
workplace? Are interpreters available? Is language training accessible if
sought? What strengths and challenges does language pose for the
clients?

• If the client has disability issues, how adapted/accessible are home,
neighborhood, workplace, schools, stores, and professionals? How are
communication needs met? How are transportation needs met? Does the
client have access to needed equipment for safety and for daily living
skills? Does the client have training to use such equipment/devices?
How is this disability understood in the clients’ cultural context? What
strengths are evident related to this disability?

• Are the client’s medical and dental needs met? (This includes routine
checkups, assessment of illnesses, emergency care, immunizations,
dental care, rehabilitation services, access to medications or rehabili-
tation equipment, access to nursing help, and access to long-term care,
etc,) Are the services culturally appropriate? Accessible?

• Are the client’s safety needs met? (Domestic violence, abuse or neglect
of children or elders, violence in housing, neighborhood, and specific
threats?) Is the client’s physical environment safe? (Free of fire hazards,
with accessible fire escapes, no lead paint, etc.?)

• Does the client pose a hazard to the safety of self or others; specifically
is there suicide risk or lethality risk? Fire setting risk? (If any of these
apply, a specific detailed evaluation and documentation is also
required.)

• Is domestic, partner, or marital violence an issue? If so, is a safety plan
in place?

• Are there child protective, disability, or elder protective issues for the
clients? If so, is there a service plan? What services are involved? What
services/needs are ignored?

• Are there legal issues for the clients? Any court involvement, restraints,
obligations? Are there obligatory services, costs, or settlements unpaid?

• What is the client’s immigration status? Could this be a source of being
unsafe or exploited?

• What is the client’s religion or spiritual beliefs? What level of
involvement do they have with their religion or spiritual organization,
its practices, and its community? Does the client have other connections
to spirituality? How do these (religion and/or spirituality) shape the
meaning of the client’s life?

• What are the client’s recreational interests? How and where are these
met? Are there barriers to recreational activities?

• What are the client’s key social supports? Are they accessible?
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• Are there important social policy or social structural aspects to the
client’s situation and problem? Has (or could) the client joined with
others to address these issues? How?

b. Historical influences Summarize, as relevant, past material about

• Client’s childhood, including developmental history.
• Relationships with family of origin.
• School and work history.
• Previous experiences with social, medical or psychological services.
• Intimate relationships.

c. Coping strengths and weaknesses

• What are the client’s key self-reported strengths? Are there other
strengths you observe or can infer?

• How does the client process information? Protect themselves from
anxiety and stress? Who do they turn to for support and nurturance?

• How does the client characteristically interact with others? Are these
strategies successful in meeting the client’s needs? Are they routinely
problematic? Can the client show flexibility in style of interaction?

• How do these strengths, challenges, and abilities fit with the client’s
social and institutional resources? What resources or obstacles facilitate
or inhibit the client’s mastering current issues/concerns?

• What role do current life cycle tasks play in relation to the concerns and
issues that have been identified?

V. Formulation
Develop a brief, clear, biopsychosocial summary of the above material that
integrates relevant developmental, theoretical (i.e., psychodynamic, cognitive-
behavioral, P–I–E, family systems, or risk and resiliency), family, and
sociocultural issues. How would you state the client’s dilemma in easily
understood words that capture the key concerns and strengths?

VI. Plan for Intervention
Drawing upon the formulation, describe your plan for intervention. Identify your
goals, separating immediate from long term. What would be the core elements of a
treatment contract with this client? Are there elements that might be
uncomfortable or unacceptable to the client?

VII. The Best Research Evidence
Given the proposed plan for intervention, what does the research evidence indicate
are the best likely effective treatments or services to discuss with the client? Are
the treatments realistically available and can they be funded? Are these treatments
likely to be accepted by the client?

VIII. Values and Ethics: The Worker’s own Values and Experience
What are the value, ethical, diversity, personal reactions, and other challenging
issues that surface in this case? Will these alter what you can offer and provide?
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IX. Organizational Issues
How will your agency mission and practices shape further service delivery? What
organizational factors aid successful services for this case? What factors are
barriers or impede services for this case?

X. Social Change Goals
What social change goals can be part of, or related to, your work with the client?
What resources might you mention to the client as ways to promote the changes
they wish to help make? What resources might you help connect the client with to
promote these changes? How might you work to promote social changes related to
this client and case?

� 1997, 2005 by James Drisko and Carolyn DuBois—used with permission from
the authors
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Appendix B
A Bullet Point Summary of the Merits
and the Limitations of Evidence-Based
Practice

In this appendix we offer a very brief overall summary of the merits EBM/EBP and
the concerns and issues scholars and practitioners have raised about it. Each of
these issues has been examined in greater detail in this book.

The Merits of EBP

The General and Practice Merits of EBP

(1) EBP offers a method for clinical social workers to include the use of research
evidence in treatment planning, in diagnostic determination, and in the
understanding of etiology and prognosis. It helps clinicians select among
treatments in manner that includes knowledge of comparative outcomes for
large samples. EBP provides policy planners with important data for
determining the cost-benefit of specific treatments and procedures.

(2) The current EBP practice decision-making model makes research evidence
one key part of practice decision making while also emphasizing the client’s
clinical needs, patient values and preferences, and the clinical social worker’s
expertise. Specific aspects of the clinical picture, the client’s values, and
preferences may override research evidence in clinical decision making.
Clinical expertise is used to deterring the relative emphasis to be placed on
each component of the practice decision-making process.

(3) EBP should help keep practice up-to-date. The obligation to search current
research will bring new knowledge to bear on practice. It should speed up the
application of new knowledge in day-to-day clinical practice. It provides a
method for clinicians to manage ‘information overload.’
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(4) The EBP can help ensure that nothing is overlooked when the EBP
practice decision-making process is fully applied after a thorough clinical
assessment.

(5) EBP should help make practice more effective, ideally for individual clients as
well as for clients overall.

(6) Evidence-based practice can empower clinicians to develop independent
views and positions regarding practice claims and controversies. It supports
their ability to make alternative treatment choices with a clear rationale.

Methodological Merits

(7) Well-conceptualized and carefully implemented experimental studies
(RCTs) of large samples provide a strong basis for documenting that a
specific treatment leads to specific outcomes. Carefully applied, these
research designs have strong internal validity. This allows researchers to
say that a specific treatment causes a specific change (or does not cause
such a change).

(8) The use of probabilistic, statistical methods proves a clear and well-developed
method for making decisions about differences among treatments. EBP applies
a well-developed technology for making claims that a specific treatment leads
to a specific change (or does not lead to such a change).

(9) EBP promotes the aggregation of multiple studies on a topic. This
emphasis has the practical effect of increasing the combined sample size
on which calculations and decisions are made. It benefits clinicians by
emphasizing large-scale calculations of outcomes; allowing for better
representation of large populations than do individual studies (that often use
small samples).

(10) EBM/EBP, and particularly the efforts of Cochrane Collaboration methods
groups, have led to the creation of quality standards for systematic reviews of
research that are transparent and very demanding. Other groups have created
standards for reporting systematic reviews that both promote quality and help
readers understand the research processes being reported.

(11) The aggregation of multiple RCTs through carefully conceptualized and
implemented systematic reviews provides a clear methodology (statistical
meta-analysis) for determining the magnitude of treatment effects (i.e., effect
sizes, odds ratios, number needed to treat).

(12) The aggregation of multiple RCTs also provides a clear methodology for
identification of treatment risks and harms that might not be identified in
small-scale outcome studies (so long as the measured outcomes are wide
ranging).
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Administrative and Policy Merits

(13) Both for individual clients and in the aggregate, EBP should make practice
more efficient, by increasing the use of effective treatments and reducing the
number of ineffective, benign, and harmful treatments delivered. This should
reduce overall costs.

(14) EBM/EBP provides a methodology to help policy makers and funders make
choices about which treatments are effective and which are benign,
ineffective, or harmful.

(15) EBM/EBP provides a clear rationale for making funding choices.
(16) EBP may provide a rationale for the determination of comparative provider

effectiveness.

Research Merits

As noted in the Methodological Merits section above, EBM and EBP have led to
many refinements and elaborations of research methods. EBP represents the
application of very large-scale (population scale) epidemiological research
methods and results to clinical practice decision making. It is an expanded
application of an existing, and well-developed, research methodology, rather than
a new form of research endeavor.

(17) EBM and EBP have identified, and actively promoted, the need for many
more studies of treatment outcome and effectiveness (as well as the
effectiveness of diagnostic procedures, the etiology of illnesses and disorders,
and the prognosis of disorders). EBM and EBP provide a strong rationale for
increasing research funding.

(18) EBM and EBP have shifted research funding priorities heavily toward studies
of the effectiveness of treatments, and of diagnostic procedures.

Ethical Merits

(19) EBP is ethical in that clients are offered treatments that are demonstrated to
be effective (though they may decline them based on their own values and
beliefs).

(20) EBP may provide a public good by reducing or eliminating ineffective and
harmful healthcare services. This may also reduce unnecessary healthcare
spending and may reduce healthcare costs.
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Questions and Continuing Issues About EBP

General Concerns About EBP

(1) There is no evidence that adapting the EBM/EBP model will make health and
mental healthcare services more effective or less costly. Medications with
demonstrated effectiveness sometimes prove to have harmful side effects after
they have been widely used. EBP could end up increasing mental healthcare
costs, especially if empirically supported but labor intensive models of
treatment such as DBT begin to be widely used for the treatment of personality
disorders.

(2) EBP adopts a particular definition of evidence drawing upon large-scale,
quantitative research. This definition has been promoted by many physicians,
policy makers and funders, psychologists, social workers, nurses, and
educators. On the other hand, many professionals from the same groups
question the narrow nature of this definition of ‘evidence.’ They note that
some useful forms of research are devalued by the EBP research hierarchy.
They also note that it is an act of economic, political, academic, and social
power to set a definition of evidence, setting up relative winners and losers.
Clinical practitioners question the completeness of EBP’s definition of
evidence and its relevance to direct practice. Some academic researchers have
started to reframe EBP as ‘‘Science-based Research’’ (SBR) to reclaim the
word ‘evidence’ as much broader and varied than is defined in the EBP
evidence hierarchy and methods.

(3) EBP offers what is often called an ‘objective’ approach to scientific knowledge
building, but it fails to address theory in many instances. Science is typically
defined as a circular process starting with inductive knowledge building based
on observation, leading to the creation of theories, which are then tested based
on deductive hypotheses or predictions. Based on the result of these tests,
theory is revised and modified. New hypotheses and predictions are generated.
EBP applies an empiricist approach, comparing treatments outcomes and
effects of large groups of people, but does not attend to theories that explain
how treatments works or why groups differ that is fundamental to good
science.

(4) While EBM and EBP research methods are well developed and increasingly
transparent, they value internal validity over external validity and ecological
validity. That is, those characteristics of research that allow claims that a
treatment caused a change are valued over considerations of to whom research
results are applicable, and in what settings and situations. Some researchers
call EBM/EBP research ‘lab science’ that may not be relevant or applicable to
the complexity of real-world clinical practice.

(5) EBP results may be so complex that clinical practitioners from many
professions can not interpret them correctly, and may be unable to critically
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evaluate their strengths and limitations. This has led to the development of a
new area of ‘translational research’ in which researchers help develop ways to
make research results more applicable and more useful to practitioners.
Practitioners are not widely involved in the conceptualization or
implementation of such translational models.

(6) The medical model orientation of EBP addresses mainly personal charac-
teristics and disorders with little attention to social factors and social context.
For social workers this narrow focus omits balanced attention to persons in
environments. It also omits attention to factors that point to risks and sources
of resiliency and factors that may render even the best treatment ineffective
(i.e., lack of trust or motivation, of full participation, of full adherence with a
treatment plan).

(7) Social workers and others note EBP research often fails to identify and address
the needs of socially diverse communities. The bulk of medical and social
science research uses middle class whites as its samples. Many large-scale
research reports simply do not address or identify the specific subpopulations
they include or omit. As population demographics in many countries show
growing racial, ethnic, and other forms of diversity, EBP does not include
sufficient attention to their often different needs and values to guide knowledge
development and practice. This is evident both in the questions EBP research
addresses, and in the failure to identify and study the specific needs of social
groups. Systematic review standards do not emphasize social diversity as an
important variable in health care.

(8) EBP research values the researcher-defined evaluations of clients and clinical
professionals. Yet a multidimensional model of EBP has been offered by Petr
(2008) which actively seeks out the perspectives of clients and of other
community members in their own words and voices, not just through
standardized measures of disorders. Why not actively include the views of
clients and other community members in outcome research and in searches for
the best available evidence?

(9) Some social workers argue that the restrictive medical model emphasis of
EBM and EBP fails to address social work’s core value on social justice.

Practice Concerns

(10) Client populations in real-world practice settings are often very different
from the samples used in outcome research. The complex social
circumstances and multiple problems and multiple diagnoses of social
work clients make it difficult to apply results of studies that exclude comorbid
diagnoses and ignore social circumstances.

(11) Access to research results is a mix of free and paid print and online resources.
Both individual clinical social workers and many agencies do not have access
to the most current paid research results.
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(12) Training in EBP, and in empirical supported treatments, is not adequately
funded. Supervision on such therapies is also inadequately funded. Agencies
do not provide time and support to fully implement the EBP practice
decision-making process. This appears to be, in large part, due to
reimbursement policies which do not fund the time such efforts require.
Learning and doing EBP is a cost shifted onto individual providers rather
than supported as a valuable part of the healthcare system.

(13) Even when the EBP practice decision-making process points to empirically
supported treatments that are acceptable to the client, such services may not
be available in all areas. (The Jennifer case examined in Chapter 16 is an
example of this dilemma.) Ironically, some such services may not be
reimbursed by state or insurance companies as they do not appear on their
lists of empirically supported treatments (ESTs).

(14) It is unclear if treatments and services that are based upon empirically
supported treatments (ESTs) can claim demonstrated effectiveness when they
are modified to meet local circumstances and needs. It is unclear if ESTs that
are not delivered fully according to treatment programs or manuals, and by
appropriately trained and certified providers, can claim any empirical support
for their altered treatments.

Methodological Concerns

(15) It is often unclear how relevant and applicable large-scale research results are
to any individual client. EBP uses medical model definitions of individual
disorders. These often include many components in a ‘menu’ of options.
Clients may fit a diagnosis based on presenting with 5 of 7 to 12
characteristics. This may create subtypes of people within a diagnostic
category that are not differentiated in EBP conceptualization or in EBP
research. This may make EBP findings more or less relevant to individual
clients within the same large diagnostic category.

(16) EBP uses measures of disorders that vary widely in content,
comprehensiveness, and psychometric properties. Many standardized
measures used in research have highly variable scores on concurrent
validity. The measures on which EBP outcomes are based may themselves be
suspect. The psychometric properties of measures are often omitted from, or
minimally reported, in research reports. These measures may also not have
been tested for validity and reliability for diverse social groups.

(17) Research on clinical processes are not a major part of EBP research but are
of great interest to clinical practitioners. What factors within a treatment
model make the treatment effective? How are individual differences and
preferences best accommodated in clinical practice? There is research that
demonstrates that even ‘‘demonstrated effective’’ therapies may not lead to
good outcomes unless a good working alliance between client and clinician
is in place (see, for example, Castonguay, Goldfried, Wiser, Raue and
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Hayes 1996). How does the relationship and the alliance differentially
impact outcomes?

(18) The active roles of both client and clinical are not widely addressed in EBP
research. Common factor research suggests that the client is the largest
source of variation in clinical outcome. Why are not client differences more
studied? Clinical practitioners also vary in strengths, styles and skills. Why
are not differences among clinicians studied in detail?

(19) Investigator bias and/or allegiance bias is underexamined in EBP research.
Studies may be conceptualized and designed in ways which overtly or
covertly favor one theory over another. This bias may also extend to favoring
one type of outcome, or type of treatment, over others. In turn, researchers
fail to question adequately whether their own biases may influence the
design, implementation, results, and interpretations of their studies.

Administrative and Policy Issues

(20) While rising healthcare costs are a concern to everyone, who does it benefit
to portray clinical practitioners as lacking in knowledge or skill, or even as
incompetent? Is not there a way to address financial concerns that is less
accusatory and inflammatory? Why are the financial concerns of
professionals suspect while the motives of for-profit healthcare
corporations are assumed to be righteous and are not examined as equally
suspect?

(21) Managed care policies and practices may actively discourage acceptance of
EBP by practitioners. It is even possible that managed care administrative
practices may directly conflict with the emphasis on clinical expertise as the
integrating factor in the EBP practice decision-making model. That is, if
treatments with empirically demonstrated effectiveness are not authorized by
managed care companies, or if their lists of reimbursable treatment differ
from those of major research organizations, managed care practices may
directly conflict with the use of the best available evidence in clinical
practice.
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Glossary

Absolute Risk Reduction (ARR) also known as Absolute Risk Difference: In
epidemiology a measure of the effectiveness of a treatment. ARR is the risk of
an outcome for the control group minus risk of the same outcome for the treated
group. An ARR of 0 means there is no difference due to a treatment. Negative
values indicate that treatment reduces the risk of unwanted outcomes, i.e., an
ARR of -12% means the treatment leads to 12% fewer rehospitalizations. This
is a positive treatment effect.

AMSTAR: Stands for the Assessment of Multiple Systematic Reviews is an 11
item measurement tool for the assessment of quality in systematic reviews.

Analysis of Variance or ANOVA or F test: In statistics a test used to determine
differences across two or more groups on an interval level dependent outcome
variable. ANOVA only determines difference across all the groups, so it is often
used in combination with post hoc or a posteriori tests that identify if specific
groups differ one from another. Common post hoc tests include the Tukey-B,
Bonferroni, and LSD [Least Significant Difference].

Attribution Bias: Refers to the possibility that creators of a treatment might
consciously or unconsciously favor their own theories treatments or methods
leading to a falsely positive implementation of services or falsely positive
interpretation of research results.

Bias: In general bias is any unknown or unidentified influence that alters the
results of a study or its interpretation. Biases may be systematic or random,
intentional, or unintentional. In experiments or RCTs, bias is any influence that
affects the results of a trial or its interpretation other than the specified inter-
vention under study.

Blinding: A research technique involving the concealment of an intervention or
any other influence that might consciously or unconsciously influence study
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results from patients clinicians, and/or researchers. Single blinding involves
concealment from participants but not from the researchers doing the study.
Double blinding involves concealment from both researchers and participants.
Blinding in psychosocial interventions can be very difficult.

Boolean Operators: Commands used to specify the logical connections among
search terms. The most common Boolean operators are ‘‘Or’’ (which yields all
content on both terms), ‘‘And’’ (which yields only content including both
terms), and ‘‘Not’’ (which excludes all content with the specified term). They
are widely used in electronic database searches.

Campbell Collaboration: An international volunteer, organization promoting
high quality outcome research in education, social welfare, and crime and
justice. Works in close cooperatively with the Cochrane Collaboration. Named
in honor of psychologist Dr. Donald T. Campbell who was a pioneering
research methodologist.

Case Control Study: In research design a naturalistic design in which partici-
pants with an outcome of interest (known as ‘‘cases’’) and control patients with
different outcomes are compared for exposure to specific risk or resiliency
factors.

Case-Series: In research design a naturalistic design in which participants who
show a specific target outcome are studied without using controls.

Case Study: In research design a naturalistic design which focuses on just one, or
very few, cases. Cases may be individuals, groups, families, organizations, or
communities. Case studies often provide in-depth information about the focal
case and the intervention process.

Chi-square Statistic: In statistics a test used to show if a relationship exists
among nominal or categorical variables, such as gender or ethnicity.

Cochrane Collaboration: An international volunteer, organization begun in 1993
to promote standards for medical and psychiatric outcome research and to
increase the use of high quality research results in practice and policy. Estab-
lished and publishes the Cochrane Handbook for Systematic Reviews of
Interventions, widely acknowledge as the most clear and rigorous set of pro-
cedures for summarizing quantitative outcome research. Named in honor of
physician Dr. Archibald Cochrane who argued for including large scale
research results in treatment planning.

Cohen’s d: A statistical measure of effect size summarizing the magnitude of
change. Small effects are in the 0.00–0.20 range moderate effects are in the
0.21–0.79 range, and large effects are 0.80 or higher. Effects sizes of 0.20 may
also be interpreted as a 55% success rate, 0.50 as a 62% success rate, and 0.80
as a 69% success rate.
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Cohort Study: In research design a naturalistic design comparing two distinct
groups (or cohorts) of clients, one which has a received a specific exposure or
intervention and another which has not, to determine how the groups differ over
time on a specific outcome.

Conceptual Definition also called a Theoretical Definition: Are definitions
stated in terms of concepts or theories not specific measures. To define theo-
retically is to create a hypothetical construct acknowledged as useful within a
profession. For example, that depression is generated by dysfunctional cogni-
tions in cognitive theory, or that repetitive patterns of early childhood cognition
and interaction may be unconsciously continued as transference in psychody-
namic theory. Contrasts with operational definition.

Confidence Interval (CI): In statistics the range around a study’s main statistical
result within which the unknown true or population value is determined to be
located. Defined as a range of values between specific lower and higher limits,
if a statistical result falls within the CI, it is statistically significant. If it does
not, the result is not statistically significant. In research reports, study outcomes
that fall within the CI are statically significant, while those that fall outside the
CI are not. In Forest plots used in meta-analyses, if the null result falls within
the CI, the result is not statistically significant. CIs allows for sampling error in
estimating how well a study’s sample reflects the larger but unknown, popu-
lation the study seeks to represent. Smaller CIs are preferable to large CIs as the
point estimate is likely more representative of the larger population.

Confounding Variable also Known as Confounds: An extraneous variable that
is not under explicit study but which may impact both the independent and
dependent variables. Confounding variables undermine the internal validity of
studies most often by increasing false positives or Type I errors.

Continuous Variable: In measurement a variable that may take on any value,
including fractions or decimal values between whole numbers. Opposite of a
discrete variable.

CONSORT: Stands for Consolidated Standards of Reporting Trials begun in
1993, is an international medical working group seeking to improve standards
for the reporting of randomized controlled trials (RCTs). The CONSORT
statement offers a standard, detailed, format for reporting the results of RCTs.

Criterion Level: In statistics the probability that, in comparison to a defined null
hypothesis, a statistical test will generate a false-positive error. In research, the
criterion level is used by researchers to make a determination that an observed
result is unlikely to have occurred by chance alone. The common criterion
levels are p\.05 (or less than 1 chance in 20) or the more conservative p\0.01
(or less than 1 chance in 100).

Degrees of Freedom: In statistics the number of values in a distribution that are
free to vary. Degrees of freedom are used to help determine if the value of a
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statistic is statistically significant compared to a previously selected criterion
level or probability.

Discrete Variable: In measurement a variable that may only take on whole
number values, such as number of children in a family. Opposite of a contin-
uous variable.

Effect Size: In statistics a measure of the magnitude of experimental effects. Effect
sizes go beyond simple statistical significance to measure the size of the
observed effect. Effect sizes are typically reported using the Cohen’s d statistic
for large samples and the Hedge’s g statistic for small samples. d and g values
are interpreted as 0.00–0.19 indicates no effect, from 0.20 to 0.49 as a small
effect, from 0.50 to 0.79 as a moderate effect and over 0.80 as a large effect. Odds
ratios and relative risk are also measures of effect size used with binary data.

Effectiveness Studies: Research studies done on real-world clinical populations
rather than as fully controlled experiments. Effectiveness studies reflect
everyday practice conditions well but often allow for threats to the interval
validity of study results.

Efficacy Studies: Research studies done as very carefully controlled experiments.
In clinical trials efficacy studies often involve diagnostic procedures and other
efforts to insure treatment fidelity that are not typical of everyday practice. They
seek to demonstrate treatment effects under ideal controlled conditions with
very few threats to internal validity.

Epidemiology: The study of the relationships of the various factors determining
the frequency and distribution of diseases.

Event Rate: In epidemiology the proportion of clients in a group or population
for whom a specific result or event is observed.

False Negative: In everyday usage deciding there is no problem based on a test or
procedure where a problem actually exists. In statistics, a false negative, or
Type II error, occurs when statistical test results lead to acceptance of a null
hypothesis that is actually incorrect.

False Positive: In everyday usage deciding a problem based on a test or procedure
where no problem exists. In statistics, a false positive, or Type I error, occurs
when statistical test results lead to rejection of a null hypothesis that is actually
correct.

Fidelity: The degree to which an intervention treatment, or service adheres to the
manual, principles, or rules that define the original intervention, treatment, or
service. An intervention that omits aspects of the defined treatment, or is not
fully implemented, or is delivered by poorly trained personnel may be said to
lack fidelity to the defined model.

Forrest Plot: A chart or diagram representing the results of individual studies
included in a meta-analysis. Forrest plots clearly portray how individual study
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results compare to the mean outcome of the meta-analysis as a whole. This
makes individual study results that were better or worse than the mean for all
studies quickly apparent.

Funnel Plot: A flow chart documenting how the results of trials in a meta-
analysis are affected by publication bias.

Generalization: The ability to apply the results of any single study based on a
specific sample to the larger population from which the sample was drawn.

GRADE: Begun in 2000 the GRADE working group is a collaboration of health
professionals working to develop a common approach to grading the quality of
quantitative research results.

Heterogeneity: In statistics a property of a dataset, indicating how similar or
varied are the cases that constitute it. In meta-analysis and in systematic
reviews, a measure of variation or difference among trials included in the
review. Forest plots graphically display heterogeneity of results. The v2 (Chi-
square) statistic is often used as a test of significant differences among com-
bined study results. The I2 statistic is also used to measure the parentage of
variation not due to chance alone. I2 values of less than 25% are considered low
by convention.

Incidence: In epidemiology the number of new cases of illness arising during a
specified time period for a defined population.

Intention-to-Treat: In research design a design in which client data are analyzed
in the groups to which they were originally assigned, despite the possibility that
they may have switched treatment types (or arms) during the study. Such
changes often occur for clinical reasons to maximize positive outcomes for the
client. For example, a client with serious side effects to a medication might be
switched to a group not receiving medications but would still be analyzed at the
end of the study in the original group that received medication. In sampling,
specifying how non-compliant cases and drop outs are handled in the study
analysis.

Interval Level Variable: In measures and statistics a measure with mutually
exclusive categories, a clear hierarchy of values, and equal intervals between
each value. An example is I.Q. scores which are normed on a value of 100 with
a standard deviation of 15 points (and a value of zero has no clear meaning).

Likelihood Ratio: In epidemiology the likelihood that a given result is expected
in a person with the disorder of interest compared to the likelihood of the same
result in persons without the disorder.

MeSH: An abbreviation for the Medical Subject Headings created by the United
States National Library of Medicine. MeSH provides a thesaurus of medical
terms (including psychiatry and psychology) used by many databases and
libraries. Very useful to target precise literature searches.
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Mean: In statistics the numerical average of observed scores. Only appropriate to
use with interval or ratio level measures.

Median: In statistics the category that divides a distribution of scores into two
equal parts. Only appropriate to use with ordinal, interval or ratio level
measures.

Meta-analysis: In statistics are methods for combining the results of several
quantitative studies exploring related content using weighted effect sizes. Sta-
tistically, meta-analytic results overcome the limited statistical power inherent
in studies using small sample sizes by combining studies and increasing overall
sample size. Results of meta-analysis are often reported as effect sizes, in
Forrest plots, or in Funnel plots. Meta-analysis originally refereed to combined
literature search efforts and statistical methods, but the design of systematic
reviews have largely replaced meta-analytic search methods. Meta-analysis
statistics are a key part of systematic reviews.

Mode: In statistics the most frequent score. Appropriate to use with all levels of
measure.

Nominal Level Variable: In measures and statistics a categorical measure with
mutually exclusive values but without a clear hierarchy of values or equal
intervals between values. For example, gender defined by the categories female,
male, and other.

Number Needed to Harm (NNH): In the epidemiological literature a measure
summarizing the number of clients who must to be treated in order for one
negative outcome to occur compared to untreated controls. Lower values (i.e.,
two or three) represent greater risk of harmful effects due to the treatment
compared to controls.

Number Needed to Treat (NNT): In the epidemiological literature a measure
summarizing the number of clients who must be treated in order to prevent one
negative outcome over the course of the treatment. Lower values (i.e., two or
three) represent greater positive effects over the course of treatment.

Odds: In probability theory a summary measure calculated as the ratio of an event
occurring to not occurring. If hospitalization occurs for 25% of clients with a
disorder, its odds are calculated as the probability of occurrence/1–probability
of occurrence, or 25/75%, or one in three.

Operational Definition: An operational definition defines a concept in terms of a
specific measurement process. Contrasts with theoretical or conceptual
definitions.

Ordinal Level Variable: In measures and statistics a measure with mutually
exclusive categories and a clear hierarchy of values, but lacking equal intervals
between values. An example is highest level of school completed, scored in the
hierarchy, ‘none,’ ‘some elementary,’ ‘completed elementary,’ ‘some middle
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school,’ ‘completed middle school’, etc. The categories include unequal num-
bers of years but do represent a hierarchy of schooling.

Outlier: In statistics a term for a case or element of a distribution that is much
higher or much lower than are the great majority of values.

p value: In statistics the probability that a particular result would have happened
by chance alone. Compared to a defined criterion level, or alpha level, the
p value is used to decide if observed results are unlikely to have occurred by
chance alone.

P.I.C.O. (or P.I.C.O.T.): An acronym used to guide the formulation of practice
questions. P stands for patient I for intervention, C for comparison (to contrast
with the intervention), and O for outcome of interest. T stands for type of
question which may address treatment, diagnosis, etiology, prognosis or cost
effectiveness.

Point Estimate: In statistics an estimate based on a sample of treated clients used
to represent the unknown population value. Since the population value for all
possible persons whom might receive a treatment is often unknown, point
estimates based on large probability samples are used as the best estimates of
these unknown values. Point estimates are best reported with confidence
intervals for the estimate.

Prevalence: In epidemiology the baseline risk of a specific disorder occurring in a
population, usually reported as a proportion or a percentage.

Prevalence Rate: The proportion or percentage of a population that has a target
characteristic such as a major depressive episode, often over a specific period of
time.

PRISMA: An abbreviation for Preferred Reporting Items for Systematic Reviews
and Meta-Analyses. PRISMA is a working group of researchers who seek to
improve the reporting of systematic reviews. PRISMA offers a 27 item check-
list for reviewing the quality of systematic reviews and meta-analyses updating
QUORUM reporting standards.

Probability Sample: A sample in which every case has equal chance of selection.

PubMed: A database of the United States National Library of Medicine that com-
piles over 20 million citations from the electronic biomedical literature
including online books (but not print books). Also a valuable gateway to many
free full text articles.

Publication Bias: In systematic reviews and meta-analysis a bias due to omission
of important but unavailable research reports. Publication bias can be due to an
inadequate search strategy, exclusion of reports in different languages, but is
most often due to omission of unpublished reports, including those with neg-
ative findings (that are less likely to be published in journals).
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QUORUM: An abbreviation for Quality of Reporting of Meta-analyses. QUO-
RUM was a working group of researchers who sought to improve the reporting
of meta-analyses and systematic reviews. QUORUM produced a checklist for
reviewing the quality of systematic reviews and meta-analyses and a chart
format for summarizing literature searches.

QUORUM Chart: A flow-chart style diagram used to display visually the lit-
erature search and review process in a meta-analysis or systematic review.
Makes plain why research reports were included or excluded from a given
analysis and the numbers of reports included at each stage of the analysis.

r or Pearson’s r: A statistic used to assess association or correlation between two
interval or ratio level variables.

rs or Spearman’s rho: A statistic used to assess association or correlation between
two ordinal level variables or one interval level and one ordinal level variable.

Random: In statistics refers to an equal chance of selection for all members of a
population of sampling frame. Randomization limits biased assignment of cases
to treated and control conditions in experiments or RCTs.

Randomized Controlled Trial (RCT) also Known as a Randomized Controlled
Clinical Trial: In research design, an experimental research design used in

clinical research. Clients are randomly assigned into treatment and control
groups, assessed at baseline and again after treatment concludes. Both groups
are compared on the same outcome variable(s). RCTs allows determination of
changes caused by the treatment, and for attribution of cause and effect rela-
tionships: that the treatment caused any changes observed. May also be referred
to as a parallel-group design, since randomization is used to generate equiv-
alent—or parallel—treated and control groups.

Ratio Level Variable: In measures and statistics a measure with mutually
exclusive categories, a clear hierarchy of values, equal intervals between each
value, and a non-arbitrary zero point such as age in years.

Relative Risk (RR) also Known as the Risk Ratio: RR is the ratio of the
probability of an event occurring in a treated group divided by the probability of
its occurring in an untreated group (or a known prevalence rate). It is a measure
of improvement due to treatment. An RR of 1 shows no difference in outcomes
between the groups. Values greater than 1 means that the treatment increases
the risk of the outcome which is good for positive outcomes but bad for
unwanted outcomes. (The treated group fared better) Values less than 1 mean
that the treatment reduces risk of the outcome, which is good for unwanted
outcomes but bad for positive outcomes. (The untreated group fared better).

Relative Risk Reduction (RRR): A widely used measure of medical treatment
effect calculated as 1 - RR. RRR summaries the reduction in an unwanted
outcome in the treated group compared to the control group. An RRR of 50%
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would indicate that 50% fewer treated clients were rehospitalized after treat-
ment compared to controls.

Reliability: In tests and measures refers to how consistently a measure produces
similar scores over time, setting and administrator, not based on any changes in
the content under study.

Sensitivity: In standardized tests a measure of how well a test can capture very
small changes.

Specificity: In epidemiology refers to the proportion of people without a disorder
who have (correctly) a negative test.

Sampling Error: In statistics the uncertainty generated by collecting data from a
sample rather than from every member of a population.

Systematic Review: A peer-reviewed research summary on a specified topic
involving systematic and transparent searching, evaluation, selection, and meta-
analytic summarizing of all high quality relevant results found in the literature.
The standards for a systematic review are set by the Cochrane Handbook for
Systematic Reviews of Interventions, but many published reports use different,
and often much lower, quality standards. Cochrane reviews heavily emphasize
quantitative, experimental research.

t test: In statistics a test used to determine differences between two groups of a
nominal level independent variable on an interval level outcome variable.
t Tests are useful for determining if differences exist with small sample sizes.

Treatment as Usual: Used as a comparison intervention in some experiments or
RCTs refers to the treatment or services routinely available in a community. A
limitation of treatment as usual as a comparison group is that it may be com-
posed of many different treatments, with varying fidelity of delivery. The
choice of such services may also be subject to several forms of bias. In favor of
this approach is that, done well, it represents routine care and can be a rea-
sonable, naturalistic, basis for comparison of treatment effects.

Validity: The extent to which a variable measures what it is intended to measure.
There are several types of validity. In research design internal validity refers to
the ability of an experiment research design to make cause and effect attribu-
tions when fully and carefully implemented. The external validity of a study
refers to how well results based on the study sample can be generalized to other
people and settings. Statistical conclusion validity refers to how fully and
carefully the statistical analysis was completed. In tests and measures, validity
refers to how well the measure represents the concepts and content they are
intended to capture.

z Scores: In statistics and in meta-analysis individual scores may be converted
mathematically from their original scales into z scores which have a mean value
of 0 and a standard deviation of 1. The relative distribution among scores in a
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distribution is not altered in this process, but the label for each value is changed
to a new, common, metric. This allows different interval or ratio level measures,
with different ranges, to be meaningfully compared in meta-analysis.
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