to locate credible information re i

' garding the effecti .
ventions for use with adults. 8 ffectiveness of psychosocial inter-
Rationale: Social workers have m

an - :

their practice. Many of them are outdZt:é)uf;is of information to help guide
It is important to be able to locate sources, of h?;'rect’ "fmd potentially harmful.
sccurate and reflect intervent: (_)rmauon that are current and

Fate . entions that have credible evidence to support their
application with adults.
How evidence-informed practice is presented: The websites of the Cochrane
and .Campbell. Collaborations contain many systematic reviews that provide
credible appraisals of the state of the science pertaining to selected psychosocial
interventions.
Overarching question: Which resources can social workers consult to obtain
relevant information regarding the effectiveness of various interventions that

can be helpful for practice with adult clients?

This chapter reviews contemporary developments and advances regarding
the effectiveness of various psychosocial interventions and assessment
methods used by social workers who serve adult clients. Clinical social
workers comprise the largest professional group providing psychotherapy
services to adults in the United States, outnumbering psychologists and
psychiatrists combined by a considerable margin. By virtue of our mere
numbers, if not our sense of professionalism, it is crucial that members of
our discipline keep abreast of the latest information on psychosocial work
interventions’ effectiveness. The term psychosocial treatment or therapy
will be used throughout this chapter, because it is more inclusive than
psychotherapy, behavior analysis, case management, anq otherﬁte'rr_ns for
interpersonal helping. Barker (2003) provides the following definition of

psychosocial therapy:
A relationship that occurs between a professional and an individual, ﬁmu‘l_}_':
Iping the client overcome specific

group, -or community for the purpose of helpu I o
emotional or social problems and achieve specified goals for well-betns, )
—(p. 349

It is used here in a much broader senseé than that emplf)oy;ecclll EZ
Hollis (1964) in describing a particular theoretically based app!
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Jection O

istori und
Historical BackgfoTl_ .
here have been a number of substantive ini-

ons of various psychosocial
dependent efforts and have
entially, but this does

In the past two decades, t . .
tiatives to identify the evidentiary foundati

interventions. These initiatives are largely in
continued on to the present. They are discussed sequ
not imply any sense of priority or authoritativeness.

Task Force on Promotion and Dissemination
of Psychological Interventions

The first one to be addressed was developed at the initiative of Martin Selig-
man, then president of Division 12, the Division of Clinical Psychology,
one of more than 50 divisions within the American Psychological Associ-
ation. Seligman established a Task Force on Promotion and Dissemination
e el composed o maor playes v
st- itioner model of psych i ini '
?é?l:)? :,?Secrﬁ?;geds tw1té1 three distinct tasks. Tﬁeyﬁrsct)l\c:lilsc e'[1%) iltgg;gs’gﬁz
o e psy?holzn' arlds that could be used to assess the effectiveness
Hscrate amd lological treatments when applied t : .
specific so-called mental dj o help clients with
was, once these evidentiary guidelines eon-cts: The second assignmen!
were established, to actually apply
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i [ will simply refer . us, and in the
f space an tlrfmt?l’lis vc)lumeL )(,)n Jl1‘() the final set of (rriu.rtih‘ foaer

9 Chapfer 50 e Ce;l il e face of it, thege Crn(qsd described
m'veY modest bu ¥ ainly e.ngonde,.vd A storm f ia seem rel.
all 'y stemming from two overlapping camps of controversy,

: . =P The ‘he
most ymenologlcany‘ and humanistically inclined ;q psychodynamic

0 . - o
Ph)e(?ous that thelr pl'efened treatments
an

interests

ally,
ychotherapists W(L‘

may not meet th ' i
: ngent st andards and that this could negativelirs:f?zstmtll?gly o
t the cred-

neir services. The second grou

,OC;:;; postmodernist perspective% ancllj rzilggg?ngms were those who

adv < of evidence (e.g., randomized controlled te' the idea that certain
for:;{e r credibility than other ways of knowing (e rla}:S) shoulq be given
forms of qualitative inquiry). The behavior analys.tgs.: W?]Ss :;;131% or other
-andomized controlled trials in their evaluations of therap ;’uemplcgyed
nsisted that a _series'of well-controlled single-case stud?e’s C((:)zelzs :122
provide convincing evidence related to the effectiveness of psychological
qreatments. . ' _

Acceptance of the evidentiary criteria was helped through a recog-
nition that the task force was clearly committed to identifying genuinely
effective psychotherapies, irrespective of theoretical orientations, and also
that these standards were modeled after those used by the U.S. Food and
Drug Administration in the process to approve the safety, efficacy, and
use of new medications. These suggested standards appeared in various
publications (Chambless et al., 1998; Task Force, 1995), and the language
softened from referring to “empirically validated” to ““empirically sup-
ported”” treatments in order to provide some distance from any implication
that research on a given psychotherapy was concluded.

Once the bar had been set, members of the task force began assem-
bling reports on what psychological treatments met these standards and
developed lists of them. One such list is partially depicted in Table 6.1.
The original list is longer, listing about 25 therapies, and also includes
citations to the intervention research justifying the treatment’s inclusion.
Updates to this list appeared in later publications that collected a list of
the treatment manuals describing the well-established interventions and
provided information about where they Were published or could otherwise

be acquired (Chambless et al., 1998; Woody, Weisz, & Mclean, 2005).
Further publications appeared (Sanderson & Woody, 1995; Van Hasselt
& Hersen, 1996; Woody & Sanderson, 1998). Some mempers of the t-ask
force went on to produce books describing these empirically sgpp.olted
treatments, which have proven t0 greatly enrich the {reatment literature
(e.g., Nathan & Gorman, 1998, 2007; Weisz, 2004). .

A later initiative (Woody et al. 2005) was 10 conduct a bl‘ll\‘/‘eyl
of APA-accredited doctoral and internship training prqgrams in clmtu?o

it rograms were providin _ L
3glé)$cauy_ supported treatments and to compare changes If :‘isgstr;l&?dg'
, unities over the past decade (1993—2003). The pictur
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yosedly l",mplrlcall

'I‘J hk‘ 6. 1 Examples of Supi
Well-Established Treatments
(or Depression

anic Disorder with and Withoyt

Beck's Cognitive Therapy

Behavioral Marital Therapy ‘ .

Cognitive Behavior Therapy (CBT) for |
Agoraphobia

CBT for Generalized Anxiety Disorder

Exposure Therapy for Phobias o

Exposure Therapy and Response Prevention 10

Disorder
Group CBT for Social Phobia ik
Interpersonal Psychotherapy for Bu lmla_ 1l
Token Economy Programs for the Chronically Mentally
Probably Efficacious Treatments
Brief Psychodynamic Therapies . .
Dialectical Behavior Therapy for Borderline PersonahtY‘ Drisorder
Lewinsohn’s Psychoeducational Treatment for Depressio
3 T T——
f Empirically-Validated Psychologjc)

Adapted from ““Training in and Disseminat@on o [ lly-V .
Treatments,”” by the Task Force on Promotion and Dissemination of Psychological
Procedures, 1995, Clinical Psychologist, 48(1), pp- 3-23.

T Obsessive-Compulsiv@

In 2003, the modal number of empirically supported treatments that
students were trained in during graduate school was 0(!), and the mode
for providing supervised training during the internship was also 0(!). The
mean numbers of empirically supported treatments (ESTs) taught dropped
from 11.5 (1993) to 9.5 (2003), but the responding programs differed
from the two surveys, so this is not a reliable index. Only four ESTs
were taught by more than 50% of the internship programs. “Most of*
the treatments that have robust empirical support are not taught (in a
supervised way) by the majority of training programs” (Woody et al,
2005, p. 9), a rather embarrassing finding considering the conspicuous
manner'in which. psy.chology says it is distinguished from other mental-
health fields by its rigorous adherence to a scientist-practitioner model

of training.
A subsequent national survey of psychotherapy training in psy-

hiat i
1‘\34 I?HZY: V\IIJS}’ChOIOgY, and social work was undertaken by social worker
sal};lple of flsln:lan ecti'?l.d(m%). ;4 oross-ectional survey. of a probablyy

ccredited training programs in ; ’

_ ; psychiatry (n = 73), psY
sggfﬁg?e(n = 34)’ and social work (n = 64) responded.r%,hfe survey asked
o quIrf ‘and elective didactic (lectures and reading) classes al
Sup O\;ltsz Clinical practica offering training in one or more empiricaly
. ffl:?fe i zo Cli?(;zrc ‘t’i“é;‘;?;ésSéglt]}]'l-)twodpercent of the social work progra®
i : . ined with clinical s ieion i mpir-
:)Cfffiélr}; ds?c))ll?f?rtled intervention, and only about 10%113;}e i;lsﬁg\l}vn arrloegra%s
S farzgsries and SUPe.rvised practice in this area Sverall It)he
ore poorly in this arena than did thosé in PSYC,hiatry an
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dinical psychology- It ?hf{“]d be noted that the accreditation standards for
both psychiatry and clinical psychology require education and training in
one or more empirically based trea.tments, something that current MSW
accreditation standards do not require.

The original task force has since been renamed the Committee
on Science and Practice, within Division 12 of the APA, and C()n[']nl‘._;(;g
s work, although in less striking ways (see http://www.psychr;;ééy
sunvsb.edu/eklonsky-/division12/index.htm1). o
"~ The standards of evidence found in Chapter 5 remain in play, but the
ist of ESTs is periodically (and appropriately) amended to reflect a'dva;‘;ces
in clinical research (Nathan & Gorman, 1998, 2007). This latter volume is
:mmodestly titled A Guide to Treatments That Work, but it really does live
up to its name. It was claimed, “‘This volume emanates from a task force of
the board of directors of Division 12 (Clinical Psychology) of the American
psychological Association (APA) established in 1993 during my Presidency
of that division™’ (Seligman, 1998, p. v). Seligman wanted this book to be an
interdisciplinary, state-of-the-science summary of what is known to work
in terms of psychological (what we social workers would call psychosocial)
and pharmacological treatments, disorder by disorder by disorder: “The
work was to be a disinterested review of outcome studies, not a lobbying
effort: These volumes are intended to be scientific documents of a high
order. It is essential that their integrity be unimpeachable’ (Seligman, 1998,
p. vi). There could be no involvement of researchers who received funding
from pharmaceutical companies or who had other financial conflicts of
interest, and there was to be no editorial control from either Division 12 or
the APA at large. The mandate to the clinician-scholars invited to author

various chapters was clear and compelling:

The purpose of these chapters is to present the most rigorous, scientifically
based evidence for the efficacy of treatments that is available. At the same tme,
it is clear that for some disorders there are treatiments widely recognized by
experienced clinicians to be useful that may not have been subjected 1o rigorous
investigation for a variety of reasons. Our aim is to be clear with readers what
treatments have been scientifically validated, what treatments are felt by a large
number of experts to be valuable but have never been properly scientifically
examined, and what treatments are known to be of little value.

—(Nathan & Gorman, 1998, p. x)

This project was carried out as proposed, with the first edition appearing
in 1998 and undated editions in 2002 and 2007. It is an invaluable resource
for social workers seeking guidance about effective interventions relevant
to adult clients who meet the formal diagnostic criteria for a mental
disorder. A related book, composed with the same intent, is titled A Guide
to Assessments That Work (Hunsley & Mash, 2008) and serves as the
assessment counterpart to the treatment guides. Chapters are structured
around DSM-defined clinical conditions and some other issues that are not
themselves formal mental illnesses (e.g., couple distress, pain). Each such
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of the larger community of psychologis kI, R e it e CC“
not enamored with efforts such as tbese. r;‘PA fnsisted '« incmdi()m‘ains
a legal disclaimer that lawyers within the g in |

i t:
Guide to Treatments That Work, stating tha

j(‘d]y

icial statement by APA, or any of its qy;.
This book does not represent an officia : /
sions, but rather the personal views of the autfitors beass(ei(,il ;](Jiorzéil%rr rszlr(iggl;l gfptsf;e
entific li j ic techniqu :

scientific literature relative to therapeutic ; :
chologif;al disorders. The book recites the literature anccli céetscr;lfceos n:f,:fe;(:in«tfrtoued

' i ] it is not intended to reat-
outcome studies relative to therapies but it is no ed to - '
ments of choice,” establish standards or guidelines for care” or p(;ovzde advice
on the efficacy of the therapies listed. . . . [H]ealth care prquq?rs an members c')f
the public are advised that this book should not be definitively relied upon in
making choices for appropriate care and treatmert.

—(Seligman, 1998, p. vij)

So much for Seligman’s hope that there would be no outside editorig]
control! Recently, the APA has begun using the language of evidence-basegd
practice (Kazdin, 2008; Norcross, Beutler, & Levant, 2006), reflecting the
more profound influence of this initiative, originating outside psychology
and described next, but unfortunately in doing so, the organization has
blurred the distinction between the concept of empirically supported
treatments (e.g., identifying interventions supported by a certain level of
evidence) and the process of evidence-based practice. Nevertheless, these
lists of ESTs can be a useful source of information for clinicians seeking

credible information regarding psychosocial treatments that have achieved
at least some minimal standard of research support.

Evidence-Based Practice

best-selling textbook Evidence-Based
EBM has gone into its fourth edi

Haynes, 2011), from which much
chapter is drawn.

Medicine: How to Practice and Teach
tion (Strauss, Glaszjou, Richardson !
of the content in thjs section of ths
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+ There are
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The definition of evidence-based medicine jg deceptively simple:
gidence-based medicine (EBM) requires ¢,
evidence with our clinical expertise

stances.
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This three-component sentepce often has cagy
second and third elements m.favor of an alm
the first element, researc_h evidence. In other
gBP to simply mean locathg research evidence
ventions) and then applying them to practic
representation of EBP, bec-ause the cllejfmition in
tant elements: research evidence, clinical exper

circumstances. Anyone who equates EBP solely with applying empirically

supported techniques has a gross and fundamenta] misunderstanding of
this process of learning, teaching, and practicing.

EBP arose due to some realizations among its originators:

al readers overlooking the
0st exclusive emphasis on
words, many misconstrue
(e.g., best-supported inter-
e. This is clearly a falge
volves three equally impor-
tise, and client’s values and

« Clinicians have a great need for valid information about a client’s
problem, prognosis, effective ways to assess and diagnosis, how to
treat clients, and how to prevent problems.

+ The traditional ways of communicating such information are inad-
equate. Books and journals are frequgntly out of date, wrong,
ineffective, or overwhelming, or they simply convey bogus infor-
mation. B | |

« There are often growing disparities. betweer} our clinical skills, empir-
ically based knowledge, and practice effectlveness'. o )

« There are serious limitations about how much tllglienfc(l)lrrllllggglsl .ca
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, _ Evidence-based practice jq
supported treatments and applying them Seey

as having five steps:

eed for information (about prevention, diagnog;,

etc.) into an answerable question.

ith which to answer that Questioy
for its validity (closeness tq the
plicability (usefulness i, our

1. Converting the n .
prognosis, therapy, causation,

Tracking down the best evidence W

3. Critically appraising that evidence
truth), i?lnpgft (sizegof the effect), and ap
clinical practice).

4. Integrating the critical ap
patients’ unique biology, va

5. Evaluating our effectiveness an
and seeking ways to improve
2011, pp. 2-3)

praisal with our clinical expertise and o,
Jues, and circumstances.

d efficiency in executing Steps 1 tg 4
them for next time. (Strauss et g

Strauss et al. (2011) and related primary resources spend a good deg]
of space on each of these five steps, and the reader interested in leaming
more about EBP within social work is strongly urged to begin with Strauss
ot al. and other small books central to the EBP movement (e.g., Guyatt &
Rennie, 2002; Moore & McQuay, 2006) before delving into the related
literatures on EBP to be found in social work (e.g., J. Corcoran, 2000;
Cournoyer, 2004; Gibbs, 2003; Gray, Plath, & Webb, 2009; O’Hare, 2005;
Roberts & Yeager, 2006; Thyer & Kazi, 2004; Thyer & Wodarski, 2007).

Concurrent with the establishment of the EBP movement within
medicine, an international group of health-care professionals established an
organization called the Cochrane Collaboration (CC; www.cochrane.org).
I' strongly urge you.to sign on to the Cochrane website and take some
;;rﬁiepri:lslgf what it has to offer gnd to become familiar with this highly

ganization. The CC is named after a distinguished British

epidemiologist, Archie Cochrane. The CC is both i :
profit and is international and not for

dEdlcaledd'lm making up-to-dqte, accurate information about the effects of health
g?rg erslaﬂ ily aua.llable worldwide. It produces and disseminates systematic reviews
L care interventions and promotes the
cal ' search 1 ]
of clinical trials and other studies of interventions ;?hree:;:g 'ence l’; t?teoffoglnf
e jor produ

Collaboration is the Cochrane Database of Systematic Reviews which is published

uarterly . ... ;
quarterly . ...Those who Prepare the reviews are mostly health professionals who

—(Cochrane website, downloaded March 16, 2007)

Collaboration is presented in Table 6.2
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Table 62 what Is a Systematic Review?

4 systematic review uses transparent procedures to identify, assess, and synthesize results of research on

a particular fopis Th§5e procedures are explicit, so that others can replicate the review, and are defined
in advance of the review: |

Clear inclusion/EXf:IUSIOn criteria specify the study designs, populations, interventions, and outcomes that
will be covered in the review.

An explicit searc'h straFng iS: de_veloped and implemented to identify all published and unpublished studies
that meet the inclusion cm‘erla. The search strategy specifies keyword strings and sources (i.e.,
electronic databases, websites, experts, and journals) that will be included in the search.

Systematic coding and analy51s.ar.e provided for included studies’ methods, intervention and comparison
conditions, sample characteristics, outcome measures, and results.

Meta-analysis (when possible) estimates pooled effect sizes (ES) and moderators of ES.
How Are C2 Systematic Reviews Different From Other Systematic Reviews?

C2 reviews must include a systematic search for unpublished reports (to avoid publication bias).

C2 reviews are usually international in scope.

A protocol (proposal) for the review is developed in advance and undergoes careful peer review by
international experts in the substantive area, experts in systematic review methods, and a trial search
coordinator.

Study inclusion decisions and coding decisions are accomplished by at least two reviewers who work
independently and compare results.

C2 reviews undergo peer review and editorial review.

Completed C2 reviews are published in C2-RIPE and may be published elsewhere.

From “What Is a Systematic Review?”” by Social Welfare Group, Campbell Collaboration. Retrieved March 16, 2007,
from www.campbellcollaboration.org/SWCG/reviews.asp

Health-care professionals from a variety of disciplines (including
social work) located around the world volunteer to serve on Cochrane
Review Groups (CRGs), of which there are dozens, such as the Childhood
Cancer Group; Depression, Anxiety, and Neurosis Group; Drug and Alcohol
Group; HIV/AIDS Group; Pain, Palliative, and Supportive Care Group;
Pregnancy and Childbirth Group; and the Schizophrenia Group, to list a
few of particular relevance to social work. There are also various methods
groups and many brick-and-mortar Cochrane Centers located around the
world. The CC hosts an annual international conference and many regional
or national meetings.

On its website, you can also locate the Cochrane Manual, a detailed
guide to designing and evaluating systematic reviews (SRs) of high-quality
research on health-care interventions and methods of assessment, roughly
Categorized by the subject matter of the various review groups (see
Table 16.2). There are free summaries of these SRs available on the web-
s.ite, and your local university library most likely subscribes to the CC
ll.brary’ allowing you free access to these invaluable resources. In térms of
limely, comprehensive, and minimally biased appraisals of the effects of
various treatments, the CC reviews represent the state of the art. The CC
does admittedly focus on physical-health conditions, which includes mental
lllnesses; the majority of the reviews deal with medical interventions, not

Q—
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o W 18 either medical an
psychosocial ones, but categorizing lbiucs ?:u(ql pqychoqov(i al trci ‘E*tsych%
: - ae medical treatiments versus psytiitistitle ‘dlme
cial problems or as medical treat e .
. aring in the Britig $
not always easy. An example is a report a1pp-ta[”ofgthe effects (tl;h “licy
Journal describing a randomized controlled tria - N proyig;

; ) b
insulation in homes on the health and'we]]-bemg of residents (H(’deng
Chapman et al., 2007). The 4,407 low-income p

articipants lived iy 4 ’frt

P11 2 \))
households, half of which were randomly selected to receive ypg,. e
insulation (to keep the homes war

mer). The provision of more ins‘ﬂatiop
produced improved health, fewer

days absent from work or schoo, and
: . : i ?
fewer visits to the doctor. Is this a medical intervention: Regardlesg, the
implications for

social work clinical and community practlce seem Clear,
and studies such as this, which will eventually be lncorporatgd in g
reviews, make it worthwhile for social workers to become f'amlliar With
this database of information and reports on treatments for disorders that
afflict adult social work clients.

The Campbell Collaboration (C2; see www.car.npbellcollaboration
.org), named after psychologist Donald Campbell, is closely modeleq
after the work, operation, and products of the Cochrane. Collaboration
Unlike CC, the C2, founded in 1999, focuses on preparing SRs in the
fields of education, criminal justice, and social welfare. It, too, hosts an
annual conference, supports a variety of centers around the world, devises
methodological standards, and encourages international social work schol-
ars to propose topics for SRs, develop research protocols related to those
titles, and then actually carry out these protocols and publish the SRs. At
present, there are more proposed titles and protocols (representing SRs in
development) than there are completed SRs (about 70 are available), but
the list of published SRs will expand greatly over the next few years. The
approach taken by the C2 with respect to systematic reviews is outlined
in Table 6.1. Strenuous efforts are made to control for or minimize bias
when completing these reviews, and they can be said to represent the most
methodologically rigorous and comprehensive evaluations of the literature
dealing w1.th EBP-style answerable questions that are available to contem-
porary social wgrkgrs. Both the Cochrane and Campbell Collaborations areé
inclusive organizations, and they are always looking for competent social
workers to voh.mteer. to serve on their various review groups or even [©
underta'ke SRs in various areas of socia] welfare. Do not be bashful abou!
contacting them to see if you can help,

The two initiatives covered in this section—EST and EBP—seem 0

have much in common, ajth i ot lly
P et With’i ough EBP is a more sophisticated and f}‘:é

slowly moving in the dir

Ntg

P
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rted treatments. This is because the EBP , L
i:’li}t’:r(i)a to help make _dvcisim.ls. with clients, ali(l)t:l VIJ;:‘):.“(F”::::?“";(M.H‘lmml
follow. These mh.er factors include client preferences and v"||u -'M““'” "
features of the C}“‘“' ((‘-t%u' "l“’ﬂt‘ with intellectual (Hﬂ.’lhilitis:q n( s o
able to benefit 1mm' CO}.’,n'ltlve or insight-oriented lrt'dlmvli\‘i‘i) N f‘f" v
resources, COsts, one:s Clm.wa] expertise, professional ethicé 1‘n i palabie
(hese factors go o mak}ng treatment plans in the EBP ‘nln(:d((’lm <}m. "
(hey are virtually ignored in ESTs. Another problem is that clinic: WHCTERS
object to being told what to do, and, if agency administratuanz-()‘ﬁ,en
that particular treatments be used for clients with particular %risa ictate
this is seen as undfer‘mming social worker autonomy and professio%:;?'ses’
Some agency administrators and even governmental agencies do e lsrtlll'
that: They select particular treatments and tell providers that this i xach .
they must offer, and this model is erroneously labeled as EBP (\Asr}inwté}t
really more akin to EST). Thus EBP got tarred with the opprobrium ihlst
rightly should be directed to EST and managerialism (see Thyer & Myerz
2011; Thyer & Pignotti, 2011, for more on the distinctions being made’:
here). There are ESTs (if you use the APA Division 12 standards for what
constitutes enough evidence). There are no EBPs, because EBP is a model
for arriving at scientifically informed decisions, which is also guided by
other important considerations. When people talk about EBPs, they almost
always have this term confused with ESTs.

Practice Guidelines
You may have heard of the intriguing term practice guidelines, and it may
be useful to review what is meant by this phrase:

[D]efined as “systematically developed statements to assist practitioner and
patient decisions about appropriate care for specific clinical circumstances”
(Institute of Medicine, 1990, p. 27), practice guidelines are recommendations for
clinical care based on research findings and the consensus of experienced clin-
icians with expertise in a given practice area, Practice protocols, standards,
algorithms, options, parameters, pathways, and preferred practice patterns
are nuanced terms broadly synonymous with the concept clinical practice

guidelines.
—(Howard & Jenson, 1999b, p. 285)

There has been little discussion of the relevance of practice guidelines

within the social work literature. Howard and Jensen (1999b) gugst—edited
a special issue of the distinguished journal Research' on Soagl Work
Practice devoted to the topic of practice guidelines and clinical spual work,
and Rosen and Proctor (2003) edited a book titled Developing Practice
Guidelines for Social Work Interventions: Issues, Methods, and Research
Agenda, based on a conference sponsored by the George Warren Brown
School of Social Work at Washington University. To date, I‘an'l unaware
of any practice guidelines developed by social wo'rke:‘rs ’wn.hm ‘and_ for
the profession of clinical social work and our discipline’s contributions
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. as in so much weight
fezgs‘}}veight for a quasi-experimental study, and so on. Also, you can use
ind\ependem raters to assure the reliability of such judgments. However,

Jou cannot do that when the pristine purity of transparently conducted
E)ubh'ehed research findings are contaminated with the dross of expert
consensus. It is like adding a drop of ink to a glass of clear water. The
weighty and distinguished voice of senior authority figures, wedded to a
given model of practice to which they have devoted their life’s work, may
overwhelm the timid research-based (but valid) appraisals of the more
junior clinical researcher.

Be that as it may, practice guidelines are available for many adult
disorders, and those of the American Psychiatric Association have some
gf the widest currency. The American Psychiatric Association began pub-
lishing practice guidelines in 1991. These were initially published in issues
g;;};fs ;z;”iz lr‘i‘gf;\ Journal of Psychiatry, the flagship journal of the Ameri-
0 ebite (o \:sssttlzﬁon, and were later made available fo.r purchase at
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so that readers can make their own judgments regarding the utility of t!
d el y o the

recoimn mendations.

—(Steering Commi
tittee ractice Guideli
ee on Practice Guidelines, 2006, p. 4)

This appmach differs signit'i_(-antly from that used by the APA task force
he CC and €2, each of which largely exclude any role of %()-(('Awllv( ’1”"" ‘”jd
consensus in the era.mng, el 'the evaluative reviews. Althou &h li]fe A‘ e)X'P'e—rt
psychiatric Assocx-dno.n will indeed describe the available regsearch :\T/N l”(dd‘n
in its practice guidelines, the reader is still left unclear about tt:e lé:tne;i
(o which expert opinion was blended with a dispassionate appraisal of
empirical research. This renders the American Psychiatric Assgciation's
practice guidel?nes less credible in the view of those who subscribe to more
of a science orientation as opposed to an artistic perspective on practice.
One problem that psychologists in particular have noted with respect
10 the American Psychiatric Association’s practice guidelines is that they
seemingly overemphasize the use of psychotropic medications at the
expense of possibly more efficacious psychosocial treatments (see Per-
sons, Thase, & Crits-Christoph, 1996). This is perhaps understandable,
hecause the psychiatrist’s unique contribution to the care of the mentally
ill largely resides in his or her ability to provide biological assessments
and treatments, whereas the practice of psychotherapy is provided by all
the other legally regulated mental-health professions. Does the field of
psychiatry’s considerable investment (sometimes literal) in psychophar-
macological treatments affect the therapy recommendations found in its
practice guidelines? Does the field of clinical psychology’s investment in
psychological treatments bias its appraisals of the research literature so that
it favors nonpharmacological interventions? Like Casablanca’s Inspector
Reynaud finding out that gambling is taking place in Rick’s Café Amert-
cain, you, too, might be shocked to discover that pecuniary considerations
could influence the crafting of scientific documents—but not so naive as to
dismiss the possibility.
Clinical-treatment guidelines are Now in the process of being devel-
oped by the American Psychological Association (see http:/ /WWW.apa.org/
about/offices/ directorates/guidelines/ clinical-treatment.aspx), with one of
the first being oriented around the problem of obesity. Various writers have
suggested that clinical social work should undertake the development of
practice guidelines crafted by social workers for use in social work treat-
ment. This strikes me as absurd, and 1 have said so previously, in more
modest language (Thyer, 2003). We have psychiatrists creating practice
guidelines for helping people with schizophrenia, psychologists are doing
the same thing, as are the nurses, and so on. What seems more legitimate
and useful is for social work professional organizations to proactively
advocate for having clinical social workers well represented on expert

panels that craft interdisciplinary practice guidelines, not disciplinary ones.
No single field, and certainly not social work, can provide genuinely com-
prehensive care for adults with mental disorders. Psychiatry, psychology,
nursing, and clinical social work all have useful and sometimes admittedly
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Institute of Medicine

The Institute of Medicine (IOM) is a branch of the National A‘}a_demie&

private but federally recognized entities charged with Providing

government and public with science-ba_sed, in.dependent,.a.nd authoritatiy,

advice on matters related to biomedical science, medicine, and health

(see www.iom.edu). Very few social workers be;long. to the 1M

including Paula Allen-Meares, former dean of the University of Michigan
School of Social Work. The IOM periodically issues reports on Varioys
topics, some of which pertain to social work practice with adults, ang
although these reports lack the transparency and comprehensivenegg
of SRs, they nevertheless can be a useful source of information
that contributes to social care for adults with various problems. A
recent one (dated 2012), for example, is titled Child Maltreatment
Research, Policy, and Practice for the Next Decade and is available for
free at http://www.iom.edu/Reports/ZO12 /Child-Maltreatment-Research-
Policy—-and—Practice—for—the—Next—Decacle.aspx. Another report (dated
2011) is titled Preventing Violence Against Women, found on the same
site. Their relevance to social work practice is obvious.

National Registry of Evidence-Based Programs and Practices

The U.S. Substance Abuse and Mental Health Services Administration
(SAMHSA) has created a Nationa] Registry of Evidence-based Programs
and Practices (NREPP) for a wide array of mental disorders and substance
problems. This resource is described as follows: '

the field.

~(downloaded from htp:/unyy, nrepp.samhsa.gov/AboutNREP .asgj
on March 30, 201
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Although laudable in intent, the evidentia
an intervention fo'r hsnng on the NREPP are lamentably low, with more
than 20 intewenhqns being supported solely by simple prv'tvst—p()v.twgt
outcome studies with no co.np‘ol or comparison groups. It does .the' ).{I})‘.i(‘
jittle good to lump SUCh. minimally supported treatments in a‘mon»gltho‘s(;
enjoying considerably higher levels of evidence. Social workers consvultiﬁ

mé NREPP need to carefully evaluate the research supportu behind mcﬁ
isted program, because the overall qualification standards are poor, ;r;d

simply being listed on this national registry does not automatically imply
that the intervention is well supported.

ry standards used to qualify

summary of Useful Resources

The available resources are impressively large relative to what was avail-
able only a couplg of decades ago, but perhaps discouragingly meager
considering the seriousness, complexity, and vastness of needs.

The periodical publications that emerged from the Division 12

Task Force on the Promotion and Dissemination of Psychological
Interventions—for example, Chambless et al. (1996, 1998), Sanderson and
Woody (1995), Task Force (1995S), Woody and Sanderson (1998), and
Woody et al. (2005)—are all available for free on the Division 12 web-
site (http://www.psychology.sunysb.edu/eklonsky-/division12/). Fran-
kly, however, a much better resource is Nathan and Gorman’s (2007)
A Guide to Treatments That Work. Each chapter is a comprehensive
research synthesis about what is known regarding the psychosocial or
pharmacological treatment for clients with a discrete diagnosable mental
illness. There is also a summary table at the beginning of the book (some
excerpts from this table are reproduced in Table 6.3). In the left column
is a specific syndrome, next is a list of empirically supported treatments,
the standards of proof used to make this determination, and, last, on
the right, some references to research supporting the inclusion of this
particular treatment. There are 29 diagnosable mental illnesses for which
the authors have provided comprehensive appraisals. The social worker
seeking information on effective treatments will find this resource of
great value.

Nathan and Gorman’s (2007) book is a summary of research and
can point social workers in the direction of effective treatments, but Van
Hasselt and Hersen (1996) provide actual treatment manuals for 17 adult
psychosocial and medical problems. These are listed in Table 6.4. These
treatment manuals describe interventions in sufficient detail to enabl_e a
skilled clinician (social worker, psychologist, psychiatrist, etc.) to del‘lver
these services to clients. The interventions are all well supported, as defined
by the Division 12 task-force criteria, and consulting these manuals would
be a great first step for a social worker to begin acquiring clinical skills
In delivering these empirically supported psychosocial interventions. The
articles by Sanderson and Woody (1995) and Woody and Sanderson (1998)
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Table 63 Summary of Treatments That Work

chapters i
oof n
Syndromes  Treatments St“ndar::;:)::of o l::itl:“" &
Bulimia Several different classes ofan{ide’pﬂ’SS‘”” A ]‘“ge,r e Fa(.":)a“d
Nervosa drugs produce significant, short-term an do?]:ized Sfinfeal Chl: urn,
(BN) reductions in binge eating and purging. ra.n iz € p‘f" %2,
trials (RCTs), utilzing PP. 559-59

placebo as comparison.

A very substantial
number of Type 1 and
Type 2 RCTs.

Manual-based cognitive-behavioral therapy
(CBT) is currently the treatment of
choice. Roughly half the patients
receiving CBT cease binge eating and
purging. Long-term maintenance of
improvement appears to be reasonably

good.
Schizophrenia Behavior therapy and Many Type 1 and Type 2 KOp_elOWlCZ,
social-learning-token-economy prograims RCTs and a very large Liberman, ang
number of Type 3 Zarate,

help structure, support, and reinforce
prosocial behaviors in persons with
schizophrenia.

studies of behavior Chapter 8,
therapy and pp. 201-228
social-learning-token-

gconomy programs.

Structured, educational, family More than 20 Type 1 and

interventions help patients with Type 2 RCTs of
schizophrenia maintain gains achieved educational family
with medication and customary case interventions.
management.

Social-skills training has enabled persons ~ More than 40 Type 1 and
with schizophrenia to acquire Type 2 RCTs of
instrumental and affiliative skills to social-skills training.

improve functioning in their
communities.

Pharmacological treatment has had a A very large number of Bradford, Stroup.
profoundly positive impact on the RCTs over 40 ye d L"b rm@-f'l
course of schizophrenia. The i e S ’
recent introduction of atypical ChaIl)t699f_4l»99

PP.

antipsychotics has been promising
because of their reduced side effects
and enhanced efficacy in some
refractory patients.

Specific Exposure-based ;
e Exposure procedures, especiall
phobias in-vivo exposire, reduce or eliminzte A yery ige nultipey of Barlow. -
most or all components of specific =1 BCTs, and GOy
phobic disorders. Chaptet o
No pharmacological interventj 3
) -C ervention has 01
show'n to be effective for specific peen Ropl.)Byme o
phobias. (}‘,, wley
o ’
Chapter 14

—  wm¥¥
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e 64 Treatment Manuals for A4
Tab] Hasselt and Hersen (15%6) uljt Disorders Available jn Van

i Disorder and Agoraphobia
P se-Compulsive Do rder
Cognitive: gehavioral Treatment of Social Phob,g
?,,Xi,gjv‘;ku'is Training for Depression

A . - ‘ "

(ogritive-Behavior Therapy for Treatment of Depress
Buhehavio ral Trearment and Pebabiliiarion for Persc
Com? J 717 L ersions
grmmiiniey Reinforcerment Training ith rf/ﬁfﬁ"l’npd} LS
’/-ygnlll:/'_’*'Behfi%ﬂf)ml Trearment of Sex Offenders %
Treqrment of Sexual Dysfunctions

4 comprehensive Trearment Manual for the Managen
: , o
Lifestyle Change: A Program for Long-Term Weigh 5 ¥
Vanaging Marital Therapy: Helping Partners o
nsomnia

cognitive-Behavioral Treatment of Body-Image Disturbances
Cognitive-Behavioral Treatment of Postconcussion Syndrome
Trichotillomania Treatrment Manial

anger Management Training //ith Essential Hypertensive Patients

bl

ed Inpatients

Nith Schizophrenig*
Cthers

ent of Obesity
andgement

*This manual was co-authored by a social worker, Stephen E. Wong, PhD
. - Cilgp, DLl

Source: Sonrcebook of Psychological Trearmert Marnuals for Adult Disorders, by V. B

Van Hasselt and M. Hersen (Eds.), 1996, New York, NY: Plenum Press. o

provide another listing of treatment manuals and how to obtain them, but
not copies of the actual manuals themselves.

The Campbell and Cochrane Collaborations are another exceedingly
useful resource for learning about the evidentiary status of various inter-
ventions potentially useful to social workers serving adult clients. If you
visit the websites of these two organizations, you will find a long list
of proposed topics (to be the subject of future SRs), a shorter list of
protocols proposed by various research teams that have been approved
by the respective collaborations, and an even shorter list of actual SRs.
However, although limited in number, these SRs probably represent d}e
most scientifically credible and up-to-date summaries of the research lit-
erature regarding the usefulness of various interventions and assessment

i locate
methods. Table 6.5 lists a selection of completed SRs that you can
one st one listed, Work Programs

on these collaborations’ websites. The 1a :

for Welfare Recipients, was completed in August 2000 and s a0 aI(ljé}ly'
$is of randomized controlled studies, quasi-experimental outcome studies,
and cluster-randomized controlled trials of welfare-to-wor Assistance for
Persons receiving public assistance, such as Temporary Ss'iwolved 46
Needy Families (TANF). The analysis of the research l”eramri; R
Programs encompassing more than 412,000 participants. WIes long. You
reported for up to 6 years. The free document is 122 -paf%rmativé than
can see how an SR of this nature is potentially far more 1

i ocial worker
reading a single study appearing in a journal; and if you are as

k programs for

tion With Adults
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eviews Addressing psychosocial mte"’eminns |

Table 6.5 Examples of Completed gystematic R

for Adults M/————\

s ”~._1»nc.m‘g)

presslun

From the Cochrane Collaboration (www.coch!
¢ Screening and Case Finding Instruments for De
e Marital Therapy for Depression
~ : - . | Disorders

* Short-Term Psychodynamic Psychotherapies {or Common Menta sl TR —

: ? , rrenc
e Interventions for Helping People Recognize Early 5igns of the Recu der (PTSD)

: q isorde

 Psychological Debriefing for Prevention of Posttraumatic Stress Diso

e Psychological Treatment of Posttraumatic Stress Disorder (PTSD) ,
 Individual Psychotherapy in the Outpatient Treatment of Adults with Anorexia Nervosa
e Interventions for Vaginismus

» Alcoholics Anonymous and Other 12-Step Programs f
e Psychotherapeutic Interventions for Cannabis Abuse an
e Family Intervention for Schizophrenia

¢ Token Economy for Schizophrenia

e Cognitive-Behavior Therapy for Schizophrenia

e Hypnosis for Schizophrenia

e Life-Skills Programmes for Chronic Mental Illnesses

e Art Therapy for Schizophrenia or Schizophrenia-Like Illnesses

e Supportive Therapy for Schizophrenia

« Individual Behavioural Counseling for Smoking Cessation

e Group-Behaviour-Therapy Programmes for Smoking Cessation

e Strategies for Increasing the Participation of Women in Communit
e Reminiscence Therapy for Dementia

e Psychological Treatments for Epilepsy

or Alcohol Dependence
d/or Dependence in Outpatient Settings

y Breast-Cancer Screenings

From the Campbell Collaboration (www.campbellcollaboration.org)
Cognitive Behavioral Programs for Juvenile and Adult Offenders: A Meta-Analysis of Controlled

Intervention Studies
The Effectiveness of [ncarceration-Based Drug Treatment on Criminal Behavior

Interventions for Learning Disabled Sex Offenders

e Work Programmes for Welfare Recipients
e Advocacy Interventions to Reduce or Eliminate Violence and Promote the Physical and Psychosocial

Well-Being of Women Who Experience Intimate Partner Abuse
Cognitive Behavioural Therapy for Men Who Physically Abuse Their Female Partners

Court-Mandated Interventions for Individuals Convicted of Domestic Violence
Cross-Border Trafficking in Human Beings: Prevention and Intervention Strategies for Reducing

Sexual
Exploitation

Effects of Drug-Substitution Programs on Offending Among Drug Addicts

Effects of Second-Responder Programs on Repeat Incidents of Family Abuse i
Mindfulness-Based Stress Reduction (MBSR) for Improving Health, Quality of Life, and Social

Functioning in Adults
Motivational Interviewing for Substance Abuse

Personal Assistance for Adults (19-64) With Physical Impairments L




Intervention With Adults 165

n Serving 1AN!‘ (~]|(‘|HS, d I'Q‘Vi(‘w (,f ””H (‘()”lp”'hp”ﬂi\/(' nature
normously useful for you in learning about what aspects of

jm’Ol"’Cd i

|d prove € .
. 4 3 el )

\\velfare.m-\wrk programs are genuinely helpful versus those that are less

cou
seficial. )

thLtThink of the implit"atmns of having information of such high quality
Jvailable, bmh_f(“_' §()c1al wgrk practice as well as for education. No
jonger does an 1ndlv1_dual social worker have to search aimlessly through
journals. vainly hoping to locate some potentially useful studies. Other
very well-qualified scholars have already culled the literature, separated
he credible research from the less useful, and summarized the results for
vour independent review and analysis of its applicability to your practice
situations and clients. Think of the absurdity of teaching social work
practice COUTSES using one or more theories as the guiding framework
10 structure the class when you and students have access to actual
outcomes research about various psychosocial treatments readily used by
social workers active in various areas of practice, such as schizophrenia,
depression, anxiety disorders, and so on. If we are in the business of
educating students to practice in these various areas, these systematic
reviews published by the Campbell and Cochrane Collaborations could
(should?) be a very important component of such instruction. Yet, sadly,
many social work students and practitioners have yet to come into contact
with these incredibly useful resources.

The IOM is another resource, arguably less comprehensive than the
work of the Campbell and Cochrane Collaborations but still potentially
valuable in learning about interventions for use with adult clients. A few
of its reports with applicability to our field include the following titles, all
available at www.iom.edu:

« Improving the Social Security Disability Decision Process
e Posttraumatic Stress Disorder: Diagnosis and Assessment

« Improving the Quality of Health Care for Mental and Substance-Use
Conditions

« WIC Food Packages: Time for a Change

o Improving Palliative Care: We Can Take Better Care of People With
Cancer

» Taking Action to Reduce Tobacco Use

The American Psychiatric Association has produced a series of
practice guidelines for selected mental illnesses, and these are avail-
able for purchase as PDF documents at its website (www.psych.org/
psych_pract/treatg/pg/prac_guide.cfm) for the following disorders:

* Acute stress disorder and PTSD.
* Alzheimer’s disease and other dementias of late life.
* Bipolar disorder.
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* Borderline personality disorder.

Delirium.

* Eating disorders.

* HIV/AIDS.

* Major depressive disorder. .
* Obsessive-compulsive disorder. |
* Panic disorder. 1
* Psychiatric evaluation of adults.
* Substance-use disorders.

* Suicidal behaviors.

You may also be able to print them out for free from the applicabyg
issues of the American Journal of Psychiatry via your local unjyeyg;
library. Keep in mind that these practice guidelines typically OVerempp,
size pharmacological treatments at the expense of psychotherapeytj o |
psychosocial services, and they involve elements of the CONSensus clinjcy) |

opinions of presumptive experts, but even with these caveat
informative,

S, they are still

Limitations of the Evidence

A A P TR R AT S TS

You can view the glass as half full or half empty. Do we know much
more now in terms of genuinely effective psychosocial interventions for
use with the adult clients of social workers than we did, say, 2 or 3 decades

e i o

» the interventive map remains
he major mental illnesses,

asis. Keep in mind that the
the lists of empirically supported
N a reliance on an accumulation

process of evidence-based practice, or
treatments, do not exclusively insist o
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Jients’ values e s
gkills and Yh? %‘}eq o offer "m(l circumstances In making docis)
] services . It may be that the highest ;1|| (I"«smlm ahout
r Ay evidenee
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cuggests 00 coutse of aclian (e.8., cognitive therapy for

ot YO i own hackgmund_hrovidvs you with ‘”H””'Il("iY «n‘ fl'fl»l‘-';<a;«,l»),

u’tllOd to be able to offer it. You can opl to provide q(‘”':l" l'll i”””'? "
- thing elge (e g,

gpecific supportive counseling), but at leas
?::::;éious  eognition Sear (i s kl”ikoly lto“[-,!\(:hl:,i_):;\lm‘ doin}’, 40 with the
your client. Or you may be prompted on the halina; (;tlll-()[)lllildl H(.(-v\/ir;n foor
evidence to seek out additional training and SL;D;)YV' ‘l_/f)ur dn;ll‘/.‘%lq‘ of the
pased imervention that your client may need or to ':I;m of an (_»'v,m.n,;,,-
service provider who can better meet the client’s neede er your client to a
1t is widely recognized that many of the p SYchoi'o i .
that are empin‘cally supported are based on studies incxlsh'lnr:ewenmns
color and other historically oppressed groups are uhderre r‘; Dte(éple of
presents us with the problem of generalizing findings Obtairfed‘fig ﬁei ! Th;s
Caucasian client samples 10 these other groups. There is no need to a:srgfny
that the treatments will be ineffective with other groups, but itis a far ben;
strategy for findings demonstrated to be valid with one ’group (Caucasians)
to have been successfully replicated in other groups (African Americans
Hispanics, etc.). This is slowly being accomplished. ’
It is also well known that treatments demonstrated to be useful
in tightly controlled studies involving clients who meet the diagnostic
criteria for only one disorder, with services provided by atypically well-
trained and supervised therapists, may not yield similarly positive benefits
when implemented in other practice settings. In the real world, services
are likely to involve clients who meet the diagnostic criteria for mul-
tiple disorders, who experience impoverished environments, who have
additional stressoIs impacting them, who attend appointments less regu-
larly, and who get services from less-than-stellar clinicians. This problem,
too, is being vigorously addressed through translational research stud-
ies examining the transportability of empirically supported services into

routine care. o
There are also significant gaps in the literature related to the discl-
plinary contributions specific to social work. In the field of psychotherapy.

clinical social workers comprise the Jargest professional group providing

such services in the United States, with far more practitioners than clinical
g are sadly underrepresemed

psychology or PS chiatry; yet social worker :
in termsggf de:?ig}hing, rcsonyc:lucting, and publishing high-quality outcome
studies. There are many reasons for this. Clinical psychology emerg_ed fi Oél.l
an academic discipline that had many decades of an expenmemahst tla\l-
tion in its history, whereas social work came from the Settlement ilou.se.
the church, and the community organization ; not the laboi?tmyl;
To be recognized as 2 psychologist, you must complete 4 doctora e——é '
most cases, a research-based doctorate— social VYOT}< \?lfenh?id-
the disciplinary decision to lower the bar,.so to sple;ak(, h%:kui)nmat i
1970s by admitting BSWs into our professmnal ranks pille e b

’ . i res
a master’s degree was required)- We continu€ to W
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and hed™ o rarely have a career |
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of undergraduate le, that BSWSs make better ¢! : . “S€IVice
evidence, for example, 2006a) or that social Workers are beq,
(Perry, sons without the social woy,

workers than non-BSWs services than per
. e human inators, di
supervisors in th o life coaches, care coord 8, discharge

, e se y iologi
dfglezrgpirgs’eiog?l?l)o‘sc\;\;hical counselors, clinical SOC:I(:LZ%;S:)Sf» jnd S0 on,
puannd : Ki ie;sks formerly largely Condud?d py’ e F Profes.
all undertaking onvincingly assert a unique ang

- . i+ difficult to €
sion. All these issues make 1t diffic vers. Those Who argue that we

ifi i jal wor
specific role for social work and socia .
slo)mehow possess a value base and ethical system that sets us apart fron

other fields usually make this argument in 'ignorance of.th.e considerable
. s - <ues of social justice, the alleviation of poverty,
attention being given to 1§sue _ : P—— h
and the provision of services to historically oppressed groups by psychol-
ogists, nurses, and psychiatrists. One has only to compare the massive
outreach and service efforts of the American Psychologlcal Association to
the people of New Orleans following Hurricane Katrina, compared to the
minimal responses of the much larger NASW, to see that psychologists
were walking the walk, not merely talking the talk.

This is not to conclude that the profession of social work is not
incredibly valuable. It is. Indeed there are many aspects of our field that
are noble and inspiring. However, the services we provide and the theories
we learn about are primarily shared with, if indeed not derived from,
other disciplines. If we are to become more than the utility players of the
human services, we must take a much more active role as creators and
Sésesner;u;t?g cz)f tthe ev1dence-base.d knowled_ge that is increasingly being

portant aspect of social care. This leads to the next section.
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Implications for Social Work at the
and__Macrolevels
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Micro- and Mezzolevel Practice

The'focus of most of the
mezzolevel social work pra ent has been on micro- and
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Ctice, i . e
smau 6Toups, and agencieg (Bar Interventiong with individuals, familiess
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The mOuch questions and that you shoul
0 aSk- Sn on the basis of their clinical expe
ngs;;orce with smiles, attention, and w

inimal though they may initially be, to teach about empirically
etor n(li treatments and the process of EBP. Use your course evaluations
Supg;r\t;de corresponding feedback, organizing your classmates to do
to
e sarne.blished practitioners can investigate the intellectual resources
d sc:ri}{:)setda in this chapter to learn more about empirif:ally sugporteq Freialt-
meents related to the fields of practice you are engaged m.l;)batra::in eartltlé)rlgi)cta tg
supported practice gui(?lehnes a.nd treatment m.anuaOf R A

i ills i se interventions. Locate sources d ]
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k it to sponsor Continuing Education Uni o s

el o a; d empirically supported treatments. ch1a work e
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Macrolevel Practice

. ity organizing, public
At the macrolevel, meaning political action, Coggg?ll(lgrl,téoog, p. 257), there
®ducation, and the administration of agencies ocial work practice. Within
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the alteration or termination of treqay,

the conrse of mame

grments pertatning w Neny

professionai ji e
~(Tinver, 199, I 95

The NASW could also greatly expand on the laudable standarg it ey,

; . . ) in its statement on reparative thera ieg-
lished as far back as 1992, in its st¢ pieg:

Proponents of reparative therapies ('Iaim—u'ith(_nft (itrF‘lIITlf;li(.(.lt’lf)r}:' ""{!{v .
cesses. Thev assert that rfwz'rpm(t‘s.\‘t‘.\' are Sllppmvtt‘d l)_{ cone l’ j\n ¢ ’.\()l.t"!mﬁc dﬂla
which are in fact litele more than anecdotal. [.v(..Ol,(.l ‘I)TUH_‘\_ZS Il lf_h‘t, efforts 1,
“convert people through l'rrt’spoﬂsihft’j rlw)mpw.x._. .,Ih]mp’mm research iy
not demonstrate that . . . sexual orientation (heterosexual or homosexual) can pe

changed through these so-called reparative therapies.
—(National Committee on Lesbian and Gay Issues, 1992, p. 1)

Similar standards were issued in an updated NASW po§ition Paper i
2000 (http://www.socialworkers.org/diversity/lgb/ reparative.asp). if op,
particular therapy is deemed by the NASW as unethical at least in par
because it lacks a sufficient empirical foundation, this has the appear-
ance of a precedent-setting standard that could be extended tg Other,
similarly nonempirically supported treatments. It is unclear why gay anq
lesbian clients should be afforded protection against ineffective and harmfy
treatments but not other social work clientele.

This series of recommendations would involve a two-pronged
approach: promoting the use of the empirically supported treatment and
discouraging the use of what has been shown not to be useful. This should
be done cautiously. Absence of evidence is not evidence of absence. Many
interventions have not yet been adequately tested and may ultimately
prove helpful. So an initial focus on treatments that are pretty clearly
harmful (e.g., rebirthing therapy, boot camps, primal-scream therapy) or
useless (thought-field therapy, neurolinguistic programming, therapeutic
touch, hypnosis for chronic mental illness, etc.) would be a good way to
shape the field.

Another leverage point the NASW could apply, as could the various
state licensure boards, would be to require the providers of continuing
education (CE) for social workers to list the evidentiary foundations
supporting the assessment and treatment methods they are disseminating
There is much that_ is useless and bogus being purveyed by the providers
of CE, and by declining to endorse these programs in favor of those Wit

a focus on empirically Supported treatments, the entire field would b
enhanced.
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Intervention With Adults

The CSWE gOL;'ld- rel\llse its accreditation standards mandating, ¢
gychiatry and ¢ inical psychology, that BSW and MSW smld‘:?’ ;as
: 'nts ne

do PSY N &

:ded training 11 empirically supported tr .
proV! ; : o reatments, and it could lesse
its emphasis 01 teaching theoretical content of dubious validity (}‘h“;:?

94, 2001). [nstead, favor more of a problem- ; i :
;tgudents take C_Om-s.es in given areaspof pralctficéceu?:fjgapgi:?ldd;,bwmmm
neglect, domestic violence, chronic mental illness) and are tau illltse band
+ methods and psychosocial interventions that are e?ﬂ i 0111n
supported, irrespective of the theoretical orientation they are derivgdréca .
If they are helpful to clients, students should be taught about t}rlom.
TextbooKs should be similarly structured around helpful intervemionseg)li
specific problems (e.g., O’Hare, 2005; Thyer & Wodarski, 2007), not by an
overarching theory or collection of theories. ’

In general, greater attention needs to be given to training in specific
methods of clinical intervention (see Thyer, 2007) as opposed to a gen-
eralized model of supportive engagement with clients, focusing solely on
such skills as empathy, warmth, genuineness, and unconditional positive
regard. This traditional model, based on the naive premise that somehow,
with the cheerleading of a supportive social worker, clients will be able
to dig deep within themselves to solve their own problems, has been
incredibly destructive to the effectiveness and credibility of professional
social work. These clinical skills are indeed important and need to be
taught and mastered by our students, but they are insufficient preparation
by themselves for one to be an effective clinician, absent competence
in providing one Of more empirically supported treatments effective for

clients with specific problems.
Another source of change could involve some benevolent patron’s
lients who were seen

underwriting the legal expenses of one or more clie e
by licensed social workers and who were provided with a nonempirically

supported therapy for the treatment of a condition for which.one or more
empirically supported treatments have peen clearly esta_bhsi1ed. These
clients would sueé their social workeT, alleging malpractice 1n tiiai the
social worker failed 10 provide them (or at least offer) these empi_rically
supported treatments. The patron would provide sufﬁaent funding to
ensure that these cases went tO court, where they might be settled in

favor of the plaintiff, thus establishing the legal precedent th_at_somal work
e treatment where 1t 18 known to

clients should have the right tO effectiv . Kt
exist (see Myers & Thyer, 1997). 0ddly; and embarrassingly, this :.;an arc
does not appear to be established at present (see K. Corcoran, 1998).

Conclusion
nd optimistic about. Our profession has

There i h to be positive . : .
access lion;:'iﬂe:ful (:ogl i :1] work practice with adults.

T i . of practice are
The evidentiary foundations undergirding major i dOf‘igrﬁtﬁc rigor
rapidly expanding and the values of transparency and sC

171




als and Families
r importance. These deve]opmems §
| health and to a lesser extent th, ® g
any long-cherished imerveﬂtion, n

: , g
being subjected to Tgorous testing. Some 4y, ‘o%
e

being shown 10 be of little value; Many
dly expanding developments require

172 Social Work Practice With Individu
an ever-greate
Ids of mentd
] social work. M

are assuming
evident in the fie
domain of clinica
within our field are
supported; others dre ‘
under-researched. These ra};()l .
lectually nimble social worke oMt et development. s

; i t
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: uterized search L
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the Campbell and Cochrane Collaborations, make .it possible for Ving,
remain current and continually refresh p; .

ally every social worker to _ -
linical skills. This is not only a good prac,

her repertoire of effective ¢ '
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for the individual social worker but e
of a profession that is being increasingly challenged to demonstrae i

capability to prevent and remedy significant interpersonal and societ
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committed to a lifetime of Profegg:.

lag

4

problems.

At present, faculty in MSW programs reportedly strongly endorse
providing students with training in evidence-based practice and in empir-
ically supported treatments (Rubin & Parrish, 2007). Yet, curiously, our
MSW programs only rarely provide graduate students with training and
clinical supervision in the provision of empirically supported treatments
(Bledsoe et al., 2007; Weissman et al., 2006). Training programs in clinical
psychology and psychiatry are doing better in this regard. We can and
must improve the empirical foundations of what we teach and practice.

Key Terms
Empirical; empirically ~ Evidence-based Practice
supported practice guidelines

treatments (ESTs) (EBP) Systematic review




