PART ONE

DEFINING EVIDENCE-BASED PRACTICE
IN SOCIAL WORK




CHAPTER 1

DEFRINITION, PROCESSES,
AND PRINCIPLES

This fiest chapter provides an overview of some of the core CORCEpls, processes,
and principles that chamcterize evidence-based practice in social work
(EBPSW). The key componcats of EBPSW #t the chinical practice level are the
main focus of this text and will be more thoroughly described In chapters 2-4,
culminating in an outline of the critical BBPSW service plan.

THE TRADITIONAL PRACTICE-THEORY APPROACH TO
SOCIAL WORK )

Proponents of social woik practice theorles have struggted to one degree or an-
other with three main questions. What is the nature of human problems and
adaptation in the social environment? Wirat interventions are most likely to ame-
Horate our clients' psychosocial problems and enhance thelr ability to cope?
How can we tell if our efforts have been successful? Varlants of practice theories
(knowsi as schools of thought, orlentatlon) range from the conce ptually specific
to the general and abstract. They include psychodynamic and other persopality
theories, social cognitive theory and cognitive-behavioral interventions, various
family systems theories and practices, gencral sysiems and ecosystems models,
and, morc recently, empowerment, solution-focused, and cobstructivist ap-
proaches. Students and practitioners typically use one or two preferred practice
theories to gulde assessment and interveation with their clients.

Practlce theories vary considerably in the extent to which they address
salient questions regarding human bebavior theory, provide adequate detall to
guide assessment and intervention methods, and wse research and evaluation
methods to support their theories and practices. For example, humanist, con-
steuctivist, empowerment, solution-focused, and strength-based models genecally
eschew human behavior research altogether, offer some practical techniques for
enlancing client coping abilitles, and have provided Jittle evidence to support
the effectivencss of thelr intcrvention methods. Psychodynamic theosles of psy-
chopathology have long lacked empigical support, and there s little evidence
to support unique or specific aspecis of psychodynamic techniques. Yet the
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4 Part One Delinlng Bvidence-Based Practice in Social Work

emphasis on a strong therapeutic relationship in practice has been demon-
stetted through Intervention-process research to be an essential ingredient for
effective practice. Although fanlly systems theories have highlighted the impor
ernce of undersianding inveractions among famiily members, evidence for the cf
fectiveness of some popular family {reatment models remains thin, with the ex-
ceptlon of structural and bebaviosally orlented famlly therapies, Lastly, social
cognitive theory has produced a vast body of knowledge regarding psychosocial
disorders, and cognitive-behavioral interventions for many disorders are now
supported by an impressive bodly of cutcome research. Some would argue, how-
ever, that a disproportionate emphasis has been placed on the role of cognition
at the expense of other soclateaviconmental determinants. In bitef, no single
Draclice theory provides a sufficlently comprebensive and valid foundation
Jor understanding and treating the full range of sevious buman problems
confronted by soctal workers.

EFFICACIOUS OR EFFECTIVE PRACTICE?
THE PRESSURES FOR ACCOUNTABILITY

Although many soclal workers and practitioner-researchers o the allled profes-
sions have long endorsed the development and use of effective practices, there
is a growing mandate from funding bodles, regulatory agencies, and other pro-
fesstonal bodies to cnsure accountability in secvice delivery. As a result of these
influences, psychosocial interventions and programmiog are now increasingly
guided by outcome research and progeam evaluation instead of theoretical, prag-
matlc, or ideotogical preferences (e.g., Howard, McMitlen, & Pollio, 2003; Gam-
brill, 2004; Thyer, 2004). However, there are a number of interpretatdons among
practltioners, policymakers, administrators, and academics as to what becoming
more accountable means.”

‘There have been two prevailing strategies in soclal work. The first empha-
slzes efficacy, that is, selecting and implementing faterventions that have been
shown to be efficacions tn controlled practice research. In this appuoach, prac-
titloners use the existing outcome research to help guide their selection of an
intervention once they have conducted a thorough assessiment. This approach
might be called the owtcome research or efficncy research approach to evi-
dence-based practice. The effectiveness approach emphastzes the rouwtine use of
practice evaluation methods as part of practice to demonstrate practice effec
tiveness, In this approach, practitioners Incorporate evaluation methods Into
practice and, based on feedback from the client, make incremental changes.to
the interventlon in the hopes of achieving optimal client outcomes.

For the efficacy model, the body of research used to guide treatment selec-
tion is typically based on a series of randomized controlled telals conducted
under selatively ideat clrcumstances. Practitioners are usually trained specifically
in the Interventions that are being tested, clients are often sampled by strict se-
lection criteria, and multiple standardized ncasures are employed at asscssment,
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at planned Intervals durlng atervention, and at some follow-up period to mea-
swre client change. Controlled trlals may be the best tool that researchers have to
test whether an Intervention model is more cfficacious than no intervention or
sore alicenative intervention (often some approdeh that has beew eoiployed as
“treatment 45 usualin the Aeld). After several conteolled trials have shovwn the in-
tervention to be efficacious ucross different samples, the approach may be
deemed 2 "promising” of “established” weatment by a committee of experts qual-
ifled to critically review outcome research. Practitioners can then learn these new
approaches and implement them in their own practice, Many social work practl-
tioners, sesearchers, and educators have endorsed the use of outcome research to
puide the sefection of social work Interventions (. Fischer, 1973, K. Wood, 1978;
Reld, 19974, 1997b; Gambritl, 2001; O'Hace, Tean, & Collins, 2002; Thyer, 2004).

By contrast, the effectiveness approach to evidence-based practlce empha-
sizes the process of evaluating social work interventions In everyday peactice,
There are two variattons of this process-oriented approach. Ficst, eaclier propo-
nents of “empirical practice” soclal work focused almost exclusively on“evaluat-
ing one’s own practice” (K. Corcoran & Gingerich, 1994, Bloom, Fischer, & Orme,
1999), where practitioners employ qualitative case analysis or single-subject de-
signs {or both) to monitor and evaluate the Intervention. However, early propo-
nents of practice monitoring and evaluation paid little auention to a key ques:
ton; what knowledge base and decision-making celteria guided the initial choice
of intervention? More secently, a second process-oriented strategy has been
promulgated in the soclal work literature, Although access to and use of existing
outcome research is acknowledged as an Important first step, it is also stressed
that applying the findings of outcome research to unique cases regulres 4 con-
siderable degree of flexibllity and “practice wisdom™ in that practitioners need
to adjust the Intervention, based on recursive evaluation (Klein & Bloom, 1995;
A Rosen, 2003).In other words, iterative and reciprocal feedback between client
and practitioner Is needed to demonstrate whether treatment is going well, and
this new Information can be used (o make adjustments that will lead to an opti-
mal outcome for the client, Although few might arpue with this model in prin-
ciple, the lterative client-practitioner process is complex and not yet well un-
derstood. In addition, no empirically validated process models have been
developed or evaluated to date for an array of serious psychosocial disorders. At
this point, practittoners should be prepared to be flexible and rely on informed
jutlgment, critlcal thinking, and the monitoring and evaluatlon of cases to gulde
the progress of their interventions.

Tn reality, the distinction between efficacy and effectiveness is far from ab-
solute, and both concepts are essential to implementing EBPSW (O'Hare, 1991,
2002: A, Reld, 1997a, 1997b; Gambyril, 2001, 2004; Proctor, 2003;A. osen, 2003).
In this text, the implementation of EBPSW emphasizes outcome research (o help
gulde the initial choice of intervention, and monitoring and evaluation methods
to facilltate optimal implementation. The wuse of knowledge gleaned from
reviews of the research literature (based on controlled telals) is essential and
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increasingly required for providing clinical services, Because of considerable
varlability In client characteristics, client needs, and problem circumstances,
however, flexibility and adjustments to the inidal intervencdion piug are vsuaily
necessary to maximize optimal intervention.

Although current guidelines for decislon making during the implementa-
tion process are far from clear, practidoners should consider themselves to be
on very firm empirical grounds wiien they employ the core ingredients of ef
fective helplng: good listening skills, empathic attunement, positive regard, and
, motivational enhancement skills. In addition, the use of client selfmonitoring
technlques is often an effective way to cagage many cHents as coliaborators and
evaluators of their own Intervention. Having clients test out the tesults of the in-
fervention in their everyday environment is not only a powerful form of idio-
graphle evatuatlon, but an empowering therapeutic tool that can enlance sclf-
efficacy by putting the client In the driver’s seat. Cllent engagement and
self-monitoring skills are well-supported in the practice litesature and will be ex-
amined in more detail in chapter 3. With a sound peactitioner.client working re-
Iationship in place, both qualitative and quantitative evaluation methods can be
scamlessly integrated Into routine practice to help practitioners and clients col-
laborate on the optimal implementation of evidence-bascd practices.

DEFINING EBPSW: A COMPREHENSIVE STRATEGY
FOR CONDUCTING ASSESSMENT, INTERVENTION,
AND EVALUATION

Rather than continuing the seacch for one-size-fits-all practice theory, patch-
ing together eclectic models on an Impromptu Hasis, or searching for the holy
grall of evaluation methods, sochl workers need an operable famework for
gulding assessment, intervention, and cvajuation to accommodate a wide range
of practice sttuations. In this text, EBPSW Is defined as the planned se of em-
pirvically supporied assessment and intervention methods combined with the
Judicious use of ntonitoring and evaluation stratogies for the purpose of im-
[roving the psychosocial well being of clients. Here are the primary chamcter-
Istics of EBPSW.

Conducting qualitative assessment Informed by current haman belavior
research and accompanied by the use of reliable and valld quantitative
assessment instruments (i.e., scales, indexes), These instninents also pro-
vide 4 basellne for further moaitoring and evaluation.

Séiccting and implementing interventions that have been shown to be effi-
cacious in controlled outcome research, Reasonable flexibility in imple-
menting evidence-based practices Is wsually necessary to accommodate
client nceds and situational factors.

Implementing evaluation methods as part of practice at the individual and
program level.
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Bvidence-based practice is not a new practice theory, It is a procedurai
framework that emphasizes the use of curient scientfic knowledge to support
assessment and intervention, and cmploys qualitative and quantitative evalua-
tion methods that address the evaluative question at hand. When conducting et~
flence-based assessment, the practitioner

goes beyond general theoretical perspectives to use Probileinspecific
knotwledge, such as research Andings on schizophrenta or child abuse, to
tdentily important biopsychosocial riskand protective factors that cause
and maintain the client’s preblems;

assesses clients’ wellbeing on multidimensional levets (e.g., psychological,
social);

employs functional analysis to describe how more proximate cognitive,
behavioral, physiologlcal, Interpersonal, and social factors Interact over
time and across situations; ‘

incorporates the client's unique understanding of the problem into the -
assessment;

uses multiple methods of duta collection from nltiple sources; .
pragmatically emphasizes problems that are amenable to change; and

cmploys scales and lndexes 1o enhance the relfability and validity of the
assessment and to provide a baseline for monttoring and evaluation.

In fntervention the practitioner

uses representative research based on practice outcome;

accommodates clients' unique construction of the problem, fadividual dif-
ferences, circumstances, preferences, amd the unpredictability of day-to-
day events and responscs Lo the intervention;

gives priority to Interventions shown to be cffective in controlled trials; and
Incorporates other methods as needed, preferably those supported by cur-
rent outcome researcly,

Monttoring and evaluation methodologies are used to

incrementally adjust the interventions to optimally meet cllent needs;
measure client outcomes on an individual level; and

aggregate data for the purposes of quality assurance and progeam evaluation,

Although qualiratlye case analysis Js Important, quantitative data should also be
part of Individuat and program evaluation. Routine aggregation of data Is In-
creasingly required by funding bodies as a condltion of contracting for services
in both the public and private sector.

A micromedel of EBPSW (fip 1.1) illusteates the refationships among ns-
sessment, interventlon, and evaluation. '
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FIGURE 1.1 Micromodel of evidencebased practice

ASSESSMENT:
informed by curcent
human belavior re-
search; emphasizes
multidlmensional and
functional analysls;
enhanced by qualita-
tive and quantitative
tools

BVALUATION:
quafitative and quanti-
iative methods vsed
o update the assess
ment, acdjust the inter-
vention and measure
client propress

INTERVENTION:
methods gulded by
outcone rescarch;
eclectic combnations
of supported methods

ASSUMPTIONS ABOUT VERIFIABLE KNOWLEDGE

EBPSW assumes that human experience and.problem solving can be better un-
derstood through research (both qualitative and quantitative) to explain problems
and evatuate ways of ameliorating them, People’s problems are scen as complex
(multldimensional, interactional, context-dependent), and, although the unigue-
ness of each person s understond, evidence based practitioners belleve that gen-
cralizatlons based on data desived from reseacch with large groups of individuals
¢an provide useful knowledge for assessment and Interventton. Replication and
generalization of Important findings are seen as key to buliding a professtonal
knowledge base, and employing such evidence is understood to be necessary for
the conduct of ethical professlonal practice. Social sclentbsts reject the notion that
knowledge is merely the residue of the sociopolitical scene and believe that, with
the use of adequate methods over thne, nseful knowledge can emerge to help
practitioners better understand human problems and more effectively help Indi-
viduals cope with them. Scientifically orented practitioners tend to see clalms of

“intwition, deep and rich insights™ as arbitrary (if not self-tndulgent) and In need -

of some agreed-upon definitions and external empirical testing (Dawes, 1989).
EBPSW is cleaddy commensurate with the sclentist-practitioner tradition.
However, the implementation of evidencebased practices also requlres em-
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pathic engagement with clients, keen judgment, good criticat thinking, qualta.
tive and quantitative data collection, and flexible response 10 pragmatic consid-
crations fiiougii criticat feedback foops with the cllent within the context of
daily practice (Gambrill, 1990; Reid, 1997b; Klein & Bloom, 1995; Beusler, Clarkin,
& Bongar, 2000; O'Hare, Tran, & Collins, 2002;A. Rosen, 2003; Thyer, 2004), Initi-
altng and implementing assessment and Intervention procedures that are not
stpported by research is no longer considered acceplable, Ultimately, profes-
sional declsion making vses the best available evidence o guide the application
of assessment, Intervendon, and evaluation methods,

THE ROLE OF CRITICAL THINKING

Practitioners must sely on good critical thinking skills to cffectively apply the ¢x-
Isting praciice knowledge base for at feast two reasons: Fiest, scientific evidence
daes not speak for ltself. Some inference and Interpretation is Involved n un-
derstanding and applying &t professional knowlecdge base. Second, applying
knowledge gleancd from research to individual cases and unlgue clrcumstances
Is not easy.Although generatizable Andings from research are helptul (e.g., youh-
fu} conduct disorder is associated with future substance-abuse problems, cogni-
tive-behavioral therapy works well with anxlety disorders), they provide proba-
bility estimates, not predictive guarantees.

All praciitioners suffer from Inherent limitations in clinical judgment to one
deggce or another. Social workers are human and therefore subject to the influ-
ence of personal life cxperlences, cultural background, preferred ideclogles, po-
litical epinlons, inadequate professional training, psychological and emotionat
problems, the seduction of practice fads, colleglal pecr pressure, money, ambi-
tion, and professional status-seeking. Some suceumb to selfserving Influences,
(such as client exploltation for personal gratification or financhl gain). Bul even.
assuming the best of Intentions, practitioners should study carelully the system-
atic thinking crrors that they showld avoid (Tversky & Kahneman, 1974; Nurius
& Gibson, 1990; Gambriil, 1990, 2004). These include

confusing dcscriptio:{ with Inference by substituting handy labels (e.q.,
she's a*bordertine,” he's an “Axis I17) for a thoughtful analysis of the per-
soit and situation (e.g., client has suffered from many ¢hronic and stress-
ful experlences, and has not learned effective ways to cope with these
troubling feelings);

focusing on dramatlc stereotypes (e.g., “she’s just & lylng drug abuser®)
rather thaa secing chient bebavior In context (e.g., mom is trying to retain
custody of childeen and avoid Imprisonment),

|
overrellance on easily accessible information (e.g., an emotionally com-
peiling case study) to make practice Judgments rather than acquiring a
more representative view of the problem by using relevant research;
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asér!bing too much or (oo little importance to some data when formulating
an assessment {e.g., an adverse childhood event) at the expense of other
intportant hifiuences (6.g:, riditipie chironic envirommnental siressors suck
as poverty or long-term psychologlcal abusc),

failing to employ accurate base rates of a problem by becoming infatvated
with tare phenomena (e.g., “multiple personality disorder™) rather than
first considering more common explanations (e.g., feigning mentat M-
ness, drug abuse, medical disordes);

engaging in dichotomous thinking (¢.g., reatment success or falure) rather
than measuring behavior on & continuum {e.g., clicnt is now less anxious,
demonstrates better communication skills, has lowered alcohol or drug
consumption);

avergeneralizing (“all traumatized women develop post-iravmatic stress dis-
order™) rather than constdering Individuat variability and accursie base
1aLes;

engaging in hindsight bias to create the ilusion of predictive expertise
(e.g.,"You shoutd have known that client would attempt suicitle!) when,
In fact, predicting relatively rare cvents on a case-by-case basis has proven
to be very difficult under the best of clrcumstances;

confusing correlation (e.g., co-occurring heavy drinldng and depression)
with causation, rather than considering a mnge of cavsal relatlonships
that may involve multiple factors (e.g., clicnt drinks heavily because he is
depressed, or client is depressed because he drinks heavily, or client is
depressed for reasons other than drinking);

engngling in circulac reasoning (e.g., cllent can’t remember Incidents of
chitd abuse because memorles are repressed; repressed niemortes are an
indication of childhood trauma, therelore, the cllent must have been sex-
ually abused because she cannot recalf the incldent) versus examining
multiple factors (including the possibility of trauma) and multiple
sources of evidence as patt of a thorough objective assessment;

selectively attending to evidence that confirms one’s theoretical or practice
opimions miler than consldeding alternative explanations (e.g., clting
only studies that appear to support one's point of view rather than con-
ducting a representative review of the existing reseacch);

engaging in non sequiturs (e.g., some traditional mental health services
have failed our clients; therefore, unconventional or alternative therapics
will be more effective),

Chapter 1 Definltdon, Peocesses, and Prinelples 11

implementing cvidence-based practices, and carefully monitoring and evaluting
cach case can go 4 long way to avolding some of these pitfalls.

THE ETHICAL ARGUMENT FOR EBPSW

All social work practitioners, researchers, academics, and administrators should
be familize with and adhere 1o the NASW Code of Ethics, The code outlines the
cthical duty of social workers to use and promete scientifically sound theoties
and practices, and engage in ethical research and evaluation activities, EBPSYW
not only conforms to the code, but enhances and facilitates its implementation
by providing a rational framework for integrating and implementing it The core
ethical considerations for conducting both social work practice and research
are guite similar (Reamer, 1995, 2000; Houston-Vega, Nuehwing, & Daguio,
1997).

Three basic guldelines must be adhered 10; client confidentiality, informed
consent, and a mandate to do no harm as & result of intervention and evaluation
activities. Confidentiality has always been one of the foremost ethical principles
for social workers, and has been robustly supported In court decisions (see Jaf-
Jee v Redmnond in Appelbanm 19963 and in federl legislatlon, specifically the
Health Insurance Portability Accountabillty Act of 1996, Practitioners and re-
searchers also share the responsibility to get adeguately informed consent from
clients, by explaining the natiwe of the Interventon or evaluation rescarch pro-
ject, and by indicating whether there s any potential for causing psychological
distress. Practitioners and tesearclers are also required to be responsive should
clients become distressed In the cowrse of an intervention or rescarch/evalun-
tion procedure. With increasing frequency, praciice and cvaluatton activities
occur simultancously (e.g., using clinical scales as part of assessment and clini-
cal review procedures), often rendering the interventlon us. evaluation distine
tlon moot for practical and cthical purposes. A sensible policy swould be for so-
clal workers to concentrate on applying good ethical principles whether the
professional activity is defined as practice, evaluation, rescarch, or a combination
of these, '

Because few soclal workers engage in controlled cxperimental rescarch
projects with innovative or potentially controversial experimental treatments,
such as drwg trlals or other medical research, most of the concerns about
breaches of ethics, practically speaking, are relevant to social work practice ac-
tivities, not to the conduct of soclal work survey or evaluation research, Gener-
ally, there has been an inereasc in malpractice chims In the past decade or so re-
jated to Incorrect treatment, sexval hnpropriety, breaches of confidentiality,
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failure to diagnose correctly, client abandonment ¢l.c., terminating prematurely),
and sulcide attempts (Houston-Vega ¢t al., 1997; Reamer, 1995). Although anyone
can inadvertently breach ethical prineiples or be sued for malpractice, evidence-
based practlce can help mitigate these threats by providing a rational basis for

The implementation of evidence-based methods requires careful reasoning.
Although all practitioners are susceptible to personal biases and logical falllngs, i
employlng sound assessments based on well-founded buman behavior theory, i
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assessment (ncluding identifying higherisle behaviors), guiding choice of Inter-
ventlons that are supported by research, and providing a sound basls for evaln-
ating cases at both the individual and aggregate levets,

FLOAL

PRINCIPLES OF EBPSW

The working principles of EBPSW are listed below. They will be examined fur
ther In subscquent chapters.

L. Soclal worl is 2 profession based on values, ethics, knowledge, and
skills. Value-based professional decision making requires evidence-basec
kaowiedge and skilts applied to assessmem, intervention gulded by critical
thinking, and good judgment honed by practice experlence.

2. The knowledge basc of soclal work is rooted in the social sclence
disciplines, The eauses of people’s problems are understood to be complex
and involve interacting biopsychosocial risks and resiliencies, These influ-
ences vary across time and situation, and have both remote and proximate
cffects on the cause and maintenance of a client’s prablems. Cross-sec-
tional, longitudinal, and cxpcsimenmi research on human behavior and the
social enviconment provide some understanding of the risks and resilicn-
cles associted with client problems, and provide a foundation for valid
assessment.

3. Although clients' vicws of the problem, thele coping capacitics,
and thelr suggestions fox potential solutions should be piven the utmost
consideration In professional assessment and treatment planoing, practd-
tioners are primarily responsible for formulating assessment, intervention,
and evaluation plans. Funding sources, regulatory agencies, and the courts
recognize ficensed soctal workers, not their clients, as the experts and hold
the social worlers accountable for thesc activities.

4. Person factors such as age, gender, sexual orlentation, race, ethnle-
ity, and cultueal identity interact in a complex and, sometimes, {ndetermi-
nate mannce. These factors ace essential for developing and understanding
valid human behavior theory, assessment, and praciice principles.

5. Outcome research provides subsiantial guidance for practitioners
when developing cffcctive interventlon steategles, Nevertheless, interven-
tions shown to he effective in controlled studies often require flexible,
eclectic adaptation for the individual client, given thelr preferences, cir-

_camstances, and the unpredictable cvents that ocecur during intervention.

6. EBvidencebased practitioners bave a number of cvaluatlon
reseacch methods at their disposal. Al have strengths and weaknesses based
on their design. The evidence-based practitioner uses the design that best
answers the evaluative question at and.
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7. Above all, the devefopment, teaching, and dissemination of evi-
dence-based practice Is guided by the time-honored tradition of rational,
schiofarly discourse. Critlcal thinking and peerreviewed methodologically
sound sesearch are the currency of ethical, professional knowledge building
and debate,

8. The implementation of EBPSW in communily service settings
requires adherence to evidencebased protocol leavened with flexibility to
adapt these practices to complex cases in fluld service environments,

9. Assessment, intervention, and cvaluation processes are integrated
i EBPSW for the purpose of providiig compassionate and effective care.
Qualltative and quantitative evaluation methodologics are combined to
demonstrate and Improve guality of service.

1G.  For soclal work to remain & vitat profession well Into the furure,
social workers must play an active role in the development, implementa-
tion, and cvaluation of BBPSW,
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CHAPTER 2

QUALITATIVE AND
QUANTITATIVE ASSESSMENT

Assessment in psychosocial practice is a form of problem analysis, It is an at-
tempt on the part of the practitioner, cllent, and other collaborators to identify
what blopsychosocial factors seem o have caused and currently maintain the
chient’s prablems, to assess client capacities for adaptation and change, and to
specify those aspects of the client’s problems that are amenable to change. Setl-
ting goals and objectives, sclecting cffective intervention methods, and design-
ing the evaluation are inextricably linked to assessiment as part of the interven-
lion planning proccess.

This chapter examines the rescarch that supports evidence-bascd assess-
ment, it then examines the major components for applying this knowledge: the
multidimensionat functional (MDF) assessment, and the adjunctive use of mes-
surement tools. The purpose of this chapter is to provide practitioners with an
integrated assessment model that uses both qualitative and quantltative methods
in a coherent and practical manner to guide intervention planning and evalua-
tion, the subjects of chipters 3 and 4.

THE CONTEMPORARY KNOWLEDGE BASE OF
MULTIDIMENSIONAL/FUNCTIONAL ASSESSMENT

A valld assessment must consider a person’s unique experience and the problem
specific knowledge based on research. A body of contemporary research rele-
vant te & specific problem is most likely to be a combination of cross-sectional
and Jongltudinal surveys, experlmental research, and case-study rescarch, The
use of relevant and methodbloglcally sound research findings suppotts assess-
ment by providing base-rate estimates (incldence and prevalence) of specific
1)r'0blcms in the community, estimating the rates of co-occurring problems, iden
tifying key risk and resiliency factors (both developmental and current) that are
likely to contribute to the client’s problems or predict recovery, providing estl-
mates for the relative strength of risk and resiliency factors, explaining the mul-
tidimensional nature of client problems, providing support for some theoties
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anel invalidating others, and providing an empirical and theoreticat fowndation
for Instrument development,

To conduct an informed qualitative assessment, practitioneys must choose
a human behavior model that is relevant to the cltent’s presenting problems and
based on research specifie to the relevant problem area (Wakeficld, 1996). Cur-
rently, a wealth of problemespecific research is avallable to soclal workers to -
form their practice. Highlights of research that supports the assessment of each
problem area are summarized In the first pacts of chapters 5-16.

Conlemporacy human behavior models that inform clinlcat assessment are
mulifactorial (often multitheorctical) and involve a range of developmental
biopsychosocial processes mediated by a varlety of individual person factors
such as age, gender, race, ethnicity, and cultural background (Basle Behavioral Sci-
ence Task Force, 1996), Person Factors are not simply demographic categories,
but represent essential characteristics that are inextricably related to blological,
psychological, soclal-environmental, historlcal, cultural, and cconomic determi-
nants of human experience and behavion These factors often play an Important
role in the causes of human problems, in the epldemiology (prevalence and in-
cldence) of psychosocial disorders, and in how problems are defined by the
client, pracutioner, or others, expressed by individuals, and treated by practi-
tioners (Pinderhughes, 1989, Suc, Zane, & Young, 1994).

Although findings from research on white males have historically been
overextended to assessment and tatervention guidetines for women and people
of color (Schilebner, 1994; Beckman, 1994; R.T. Carter, 1995), a rapidiy expand-
ing literature emphashzes differences associated with gender, race, and other per-
son factors (Baslc Behavioral Science Task Porce, 1996), One example is the re-
search on the impact of poverty and violence on racial minorities and their
familles J. H. Williamns, Stiffman, & O'Neal, 1998; Gorman-Smith & Tolan, 1998).

Although It Is critical that person factors be taken Inte account in an as
sessment, overgeneralizations about woumen, broad ethnic-cultural groups, sex-
ual orientation, or other differences should also be avolded (Gopaul-McNichol
& Brice-Baker, 1998; Uba, 1994; Manoleas, 1996; Vasquez, 1994). For example,
women of color may share 4 common bond in oppression, but they also man-
Hest considerable differences between and within racial groups, Indeed, some
theoretlcians have suggested a more fine-grained assessment of group differ-
ences, Rather than emphasizing broad cthnic and racial glosses to deseribe cul-
turally disparate peoples, for example, more fine-grained approaches may pro-
vide greater sensitivity (O°Hare & Tran, 1998; D. B. Heath, 1991; Trimble, 1990).
Those assessments include tdentiiylng one’s birthplace and that of other fam-
ily members over two or three generations; analyzing ethnlc-specific bebavior
patterns such as language use, ethnle Identity of friends and acquainlances,
use of vacious media, participation in ethalc-specific actlvities such as cultural
and rellgious events, and music and food preferences; and exploring subjec
tive assessments of ethoic identity, accultusation and assimilation status, value
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preferences, role models and preferced reference groups, and attitudes tovward
“out” groups.

These differenices must alsor be sce in a tenporat or developmental con-
text. Rather than seelng accultusation as a linear transition from imomigrant cul-
ture to the host culture, it may be better measured on a bidirectional continuum.,
Accordingly, multiple psychological and behavioral aspects of accuituration vary
between both the immigrant and host culture, Varlous aspects of cultural identl-
fication may be acquired, retained, or discarded to one extent or another d.Ane
derson ct al,, 1993; Marino, Stuart, & Minas, 2000). Berry (198G) conceptualizes
four possible outcomes of the acculturation process: assimilation toward the
dominant cukiure, integration of both cultutes, reaffirmation of the taditonal
culture, and marginalization from both cultures. Characterizing large groups of
people by gender, tace, sexual orientation, and the like as though they share a
common characteristie is fraught with peril, and only serves to blind practition-
crs to the uniqueness of clienis’ experlences, and how their experiences shape
their view of themselves and others in their own reference groups over time,

Assessment Instruments designed to be sensitive to person factors have
been developed and tested with the following prablems: racerelated stress
(Utscy & Ponterolto, 1996), langnage proficiency among recent Immigrants (I,
Anderson et al, 1993), mental health (Mollica, Wyshak, de Marneffe, Khuon, &
Lavelle, 1987), and substance abuse Suunders, Aasland, Amundsen, & Grant,
1993). Some attention has also been given to refining methodologleal processes
for valld scale construction with people from different cultural groups (ran,
1997, ’

Person factors are not confined to those that identify a client's gender, cul-
wieal background, or financial status, Other individual qualities relevant to as-
sessment include the circumstances that brought the client to social work ser-
vice {e.g., court-ordered or voluntary), and their motivation or readiness to
change. These dimensions of assessment overlap with the subject of treatment
engagement, and they are dealt with in chapter 3. ’

THE MULTIDIMENSIONAYL/FUNCTIONAL APPROACH
TO ASSESSMENT

Given the assumption that valld assessment must consider bath gencralizable
knowledge and individual experience, 8 comprehensive assessment must incon
porate {wo cofe organizing concepts: multidimensionality and Rinctionatty
: (tnbfe’z.l). Both concepts are at the heart of what is defined within this text as
cvidence-based assessment.

Muitidimensionality requires judgments about the nature and severity of
the client’s difficulties, Judgments supported by the best available scientlfic
knowledge specific to the client's problems. Factors, both past and present, that
contribute to clients' problems are understood to interact systemically over time
and across situations. Multidimenstonality alse Implics measurement of the
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TABLE 2,1  Conceptual domalus of evidence-based assessnient

Mulildimenstonality

Functionality

Assess developmental and current
causes of client difficulties and the tra-
jectory of problems over time. Analysis
Is livformed by valid human behavior
theories;

Analyze Interactlonal/systemic Influ-
ences and behaviors over thne in family
and socla) situations;

Conduct a thorough examination of
current blopsychosocial difficulties

Examine temporal sequencing and pat-
terning of problem behaviors over time
and across situations; focus on current
fonctioning and key problems;

Measure Important problems on a con-
tinuum-{¢.g., frequency, severlty or du-
ratlon) with either selfanchored in-
dexes or dimensional seales;

Tdentify important contingencles, that
15, rewards and punishments that ap-

across multiple domains (e.g., mental pear to malntain current conditlons;

status, relatlonships, work, health, Sct problem priorities and develop hier

ete..) archies for achieving objectives toward

Carefully consider the role of person resolving those problems;

factors (e.g., gender, nice, ethnlcily, sex- pepiore client's unique problem con-

ual orfentation, spirituality, etc.. ) on structions and expectations toward re-
. the problems and potential solutions. solving problems; .

Emphasize problems that are amenable
o change, changes that ¢an be mea.
sured incrementally over time for moni-
toring and evaluation purposcs,

cllent's dlificulties across multiple psychosociat domalns in living. Functionality
Is assessed primarily through understandiing the client's unique experiences
based on reports from multiple sources inciuding the client, family, collaborating
professionals, and other coliateral sources, These concepts are collectlvely re-
flecied in the work of many practice scholars who have written [ncidly about as-
sessment (see, e.g., C. Franklin & Jordan, 2003; Karls & Wandrel, 1994; Hartmann,
Roper, & Bradford, 1979; Haynes, 1998; O'Hare et al,, 2003; Antony & Swinson,
2000; Persons & T'resco, 1998).

Assessment’is multidimensional to the extent that It has the following char-
acteristics: (1) The practitionet’s understanding of the cllent’s generat psychoso-
cial history and specific problem history Is informed by contemporary human
behavior research. Human development, problems, and adaptive capachics are
understaod to be caused by reciprocally and systemically interacting biopsy-
chosocial processes. (2) It considers interacting influcnces over time., (3) It mea-
suees current client distress across multiple demains of psychosocial functlon-
Ing or well-belng. These domains minimally nclude mental status (psychlatric
symptoms), substance abuse, social functioning in immediate soclal relation-
ships with partners and family and extended (commmity) relationships, access
and use of environmental resources such as housing, gainful vocational activity,
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gencral health stas, lelsure activities, crlminal involvement, and sense of splri-
toal well-belng. (4) The expression of a client's problems and life clrcumstances
are (ecoghizcd a8 mediated by gemder, age, cultud identiiy, and giber defining
characteristics refecred to above as “pecson factors”

Although human behavior research infornis assessment, it must be coupled
with a unique functional analysis of the Individual’s day-to-day cxperiences.
Knowledge of schizophrenia, for example, is hefpful for understanding the con-
dition of cHents who share this affTiction. However, all people with schizophee-
nia dre unique in many other ways, An MDF assessment reflects functionality to
the extent that it provides an in-depti1 analysis of the unique patterning and se-
quencing of clients’ experiences that interact with duy-to-tlay events in their so-
cizl environment. A functlonal assessment s by its nature idiographic; that Is, {t
Is unique to the individual.To the extent that a functional analysls considecs the
client’s unigque cognllive experiences, it is also commensarate with a construc-
tivist view. Thus, the practitioncr and client must work collabonatively o de-
scribe, explain, understand, and, build 2 detailed yot hypothetical working model
of the clicnt’s problems.

The functional assessment emphasizes the importance of (1) temporal se-
quencing and pafierning of thoughts, feelings, behaviors, and soclal-environ-
mental events refated to the problem; (2) measwring the fieguency, intensity, or
duratfon of specific problems in order to measore changes over time; (3) Iden-
Ulying sallent contingencies (rtewards and punishments) in the environment that
appear to influcnce the cllex}E's behavior and overall well-being; (4) sefting of
Dpriorities among different problems, and establishing progressive hierarchies to
gradually address Individual intervention objectives; () paylng ¢close attention o
clients' nnique consfruction of the problem and thelr expectations for change;
(6) giving priority to problems that are amenable to change, and defining and
measuring problems in a tway that is sensitive to incremental change over time
in order for practitioners to conduct meaningful monitoring and evaluation of
each case,

Although most assessment models emphasize worle with Individuals, soclal
workers ate often required to assess couples, famifies, and other small groups,
Conducting an assessment with clicnts in their immediate and extended social
coftext ofien has distinct advantages over relying on selfreport alone. Family
systems assessment, for example, encompasses both multidimenslonal and func
tlonat aspects. The practitioner must provide an assessment for individual mem-
bers while examining the Interactional and temporal patterns among family
members in order to understand Brow the systenz functions.

THE ROLE OF MEASUREMENT IN MULTIDIMENSIONAL/
FUNCTIONAL ASSESSMENT

Few practitioners would doubt that the severlty of probiems can vary between
two different clients and within the same clicot over time as they become worse
or improve. Practitioners are called upon to make frequent judgments regarding
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the severity of problems for purposes of treatment planning, referral, and evalu.
atlon, How reliable and accurate are those judgments?

Althioagh rruch of the judgment that goos Into @ skliled assessiient s quab
ltative, judgment can be improved when practitioners also incorporate relfable,
valid, and pracucal standardized Instruments into assessment, monitoring of
cllent progress, and cvaluation. These instruments can engender increased relia-
bility and vaiidity for the individual practitioner's assessment; accurately identify
risks and ensure that all staff cover the bases on higherisk clinical concerns; help
clients {dentify specific complaints, clarify their definitlon of their problems, and
educate themselves about the prablem; prompt more lo-depth discussion abowt
the problem with the practiioner and thus provide an opporiunity for more tar-
geted assessment; and provide a baseline for evaluating Intervention effective-
ness by measuring change across one or more domains of client well-being. Used
consistently and skillfully, assessment tools can provide an important foundation
for monitoring and evaluation.

Client probtems ave measured in a number of ways: by classification (¢.g.,
diagnosls), frequency with which the problem occurs, intensity, or duration.
Types of instruments also vary by degree of complexity from slimple classifica-

_tion and single-item indexes, to unidimensional and multddimensional scales,

Continuous measures are useful for basclining and monltoring client
change over time. They can be unidimensional sfngle-ftern fnelexes, unidimen-
sfonal scales that measure one problem using multiple Indicators, or munltidi-
menstfonal scales that measure more than one aspect of a problem. Fach ap-
proach has Its advantages, and often these measurement t00ls are wsed in
combination. For example, a practitloner working with a middle-aged woman
who has been abused in her marital relationship may incorporate the following
Into the MDF assessment: simple index (o measure the weekly frequency of sui-
cldal thoughts, a unidimensional scale to measure depression or self-esieem, and
a multidimenslonal s¢ale to gauge her overall psychosocial well-being.

Diagnostic Classification

For many social workers, an assessment, by necessity, uses the Diagnostic dnd
Statistical Manual of Mental Disorders (American Psychialric Association,
20000, The DSAM has contributed greatly to the recognition of serlous mental dis-
orders, provides a common nomenclatwee for practitioners, and has stimutated
and guided much clinleal rescarch. Social work practitioners should be familiar
with it, and know how to use it competently.

The DSA is limited as a tool for assessment, however. Flest, DS diagnosls
is premised on the notion that the focus of dysfunction s within the Individual.
“Whatcver its original cause (the disorder) must currently be consldered a man-
ifestation of a behavioral, psychologleal, or biologteal dysfunction In the individ-
ual” (DSHTVTR, p.xxxi), an asswmption that is increasingly at odds with knowl-
edge regarding the influences of psychosocial stressors and other
sacial-environmental factors. Second, DS categorics lack differentiation. As tbe
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authors of the current version of the DS/ opine, classification systems work
best when the categorles are relatively homogeneous, there are clear boundasics
between them, and they ave mutually exclusive. General Iy, homogeneity s inore
the exception than the rofe in DSM diagnoses, because many symptoms and be-
haviors are common to more than one disorder, Practitioners often compensate
for this limitation by applylng multiple diagnoses to the same client,

Third, aside from determining the presence of sevions mental filness pre-
sumably caused, in part, by some physiotogleal dysfunction, the DSM s nisap-
plied, in the view of many, to conditions in which psychosoclal factors play a
prominent if not dominant sole. Many DS categorles also appear 1o be merely
descriptions of behaviors that are somctimes troubllng to the client o, cspe-
cially, others (Kutchins & Kirk, 1997; Pecle, 1989 Sroufe, 1997, Wakefield, 1997).
The Iack of cmpirlcal evidence for biologicat ctiolegy of many disorders in-
cludes diagnoses applied to children with psychosacial or behaviorat difficulties
{c.g., oppositionaldefant disorder; Achenbach, 1995), However, even with dis-
orders such as severe mental iness in which biological factors have beea
shown to play a dominant etlological role, soclal and environmental factors

weigh heavily in the exacerbation of symptoms, access to treatment, and [ong-

term owtcomes.

Fourth, reviets of the fleld trials and data refated to the development of the
DS have consistently concluded that the methads employed in reliability and
validity testing are seriously Hawed (Kutching & Kirk, 1988, 1997). Although a
few of the major diagnostic categorles have been shown to be used reliably in
normat intervieswing situations, the reliability of childhood and personality dis-
orders, among others, ias been shown to be quite poor.

Lastly, aside from sctting rather gross treatment expectations for practl-
tloners, diagnosis provides refatively Hitile guidance for treatment planning and
evaluation, given that clients' problesms are typicaliy muitidimensional and idio-
graphic in nature, and diaghoses Jack sensitivity to change.

Screening Devices

Screening devices In soclal work practice play an important role as prefude to
more thorough assessment. Sereening tools are scales that use a cut-off SCOre to
detect the likelihood that a client may have a particular problem. Insteuments
such as the Michigan Alcoholism Screening Test (Selizer, 1971) or the Drug
Abuse Screentng Test (Skinner, 1982) use cut-off scores to Identlfy people who
may be at risk for a serious substance-abuse problem. Although some sereening
devices cannot be used as outcome measures becpuse (due to the wording of
Items or scoring method) they cannot show change over shore perlods (e.g.,
three months), others are more sensitive to change and can be employed for
both screening and cvaluation, For example, the Gerlatric Depression Scale
(Yesavage et al,, 1983) can serve as a screening device with elderly clients (sce
chapter 9), Because it is sensltive to change, It can also be used as an assess-
ment/evaluation toeol,
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Before nsing screening devices, practitioners should be sure that the rec-
ammended cut-off score Is based on research subjects similar to the cllent’s ref:
erence group, As with all Instruments, screening devices should be validated
with samples that refiect the population for whom they are ntended. In addi-
tion, the results of a screening Instrument should not be constdered a confirma-
tion of the problem, but simply a warning light to induce a mote detalled as-
sessment, '

Single-liem Indexcs

Sometimes clients’ most pressing concerns can be summed upin a simple index:
number of diinks, frequency ol panic auacks, severlty of arguments, level of
postoperative pain, degree of intimacy, number of sulcidal thoughts, level of de.
pression, days without a meal, level of hope for recovery, and so on. Single item
Indexes were origlmaily associated with early behavioral interventions where
“target” problems were the focus of treatment (Hersen, 1985; Bloom et al,, 1999).
For a child with severe autism, reducing repeated head banging or halr pufling
may be used to judge the success of behavior modification, The intensity of flash-

hacks related to posi-traumatic siress as measured by a client on 4 scale-from 0

to 100 may be used Lo assess progress In response to siress management and
gulded magery. Number of successfully completed homework assignments for
a child struggling with ADHD can be logged on 2 brightly colored chart. When
applled to more complex problems, the adjunctive vse of unidimensional Indi-
cators as part of 4 compreliensive assessment and evaluation can help focus the
intervention en key problems and provide a stralghtforward and substantive
measure for idiographic evaluation,

Figure 2.1 provides a template for considering how (o define target prob-
tems (thoughts, feelings, and behaviors) and how to measure them (frequency, in-
tensity, and durdon). For treatment planning, these indexes can also represent
specific treatment objectives. Flow the problem or objective js defined and meq-
sured should be the result of client-practitioner discussion to maximize the
salience for clicnts, encourage thelr willingness to participate, and reflect what-
Cvet seems most congruent with their situation, For example, for serious suicidat
thoughts (cognltion), frequency may be the main concern for one clicnt, severlity
or Intensity of the thoughts for another. For an assauitive adolcscent, Intensity of
anger may be the main focus of change, rather than frequency. For the person
with agoraphobia, the frequency of panic atiacks may be most critical as well as
the amount of time they can remain in the supermarket without “freaking out”
and running outside. For a couple struggling to lmprove communications and In-
tlmvacy, reducing the frequency of interruptions during conversations (achavior)
may be their initial objective, and later, increasing the amount of recreational or
romantic time spent together may become the new objective, As treatment ob-
fectives are accomplished, they can be modified o reflect improvement to focus
on 4 different problem, When defining these indexes, carcful attention should be
given to the context within which the tacger symptom or problem ozeurs.

T ——
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FIGURE 2.1 Template for defining and measuring target problems

Frequency Tretensity Duratifon

Cognitive

(thoughts)

Smotional

{feclings)

Piwsiological

(symploms)

Behavloral

{actions)

Other single iten indexes measure more general evels of client functioning
rather than one discrete problem. Perhaps the most commonly vsed is the
Global Assessment of Functioning (GAF), published in the DSM-TVIR and de-
rived from the original Global Assessment Scale (Endicott, Spitzer, Tleiss, &
Cohen, 1976). This Index Is often required as part of routine diagnosls, The GAF
Is scored from 1 to 100, corresponding 1o global descriptions of clicnts' func-
tloning ranging from “persistent danger of severely hurtlng self or others”
(1-10),t0 "serious symptoms [and) impairment in social, occupational, or school
functioning” (41-50), to *superior functioning in a wide range of activities”
(91-1003. Data suggest, however, that thie GAF may corvelate primarily with men-
tal status symptoms, and not be a particularly valid cstimate of broader socinl
functioning (Roy-Byrne, Dafadalds, Unutzer, & Ries, 1996; Dickerson, 1997).As an
evaluation tool, the GAF may be a useful adjunct, but should be avgmented with
measures of soclal functioning.

Unidimensional Scales

Although untdimensional (or narrowband) scales are typically constructed with
at least five items, and may range up to thirty or more, they measure only one
dimension of client well-being, such as depression, anxiety, self-esteem and so
fortlh, but do so with multiple items.Although less fexible I use than simple sin-
gle-ltem indexes, unidimensional scales have usually been tested for rellability
and validity, Notable examples include the Beck Depression Inventory (Beck et
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al., 1961), the Hamilton Depression Rating Scale (Hamilton, 19603, the Obsessive-
Compulsive Inventory (Foa, Kozak, Salkovslkis, Coles, & Amly, 1998), and the
Index of Marital Refatlons (Hudson, 19824), although unidimensional scales can
be a valuable adjunct to a comprehensive assessment, they arc Emited in focus.
They can be used in specialized intervention settings (e.g., depression or anxl-
¢ty ¢linie) or as a supplement to multidimensionad (or broadband) Instruments,

Multidimensional Scales

One semedy for dealing with a“jumbled array” (ludson & McMurty, 1997) of sin-
gle-measure scafes is to employ multdimensional instuments that measure a
number of hmportant areas of psychosocial well-heing, Multidimensional mea-
sures provide a quantitative counterpart fo the multidimensional qualitative as-
sessment. Such an assessment package can focus on the individual while pro-
viding a foundation for aggregating data for program evalnation: Rellable and
valid insttuments have been developed to measure cllents’ lunctioning across an
areay of psychlatric, psychosocial, and health-related domains (Dickerson, 1697;
Sechnilk et al,, 1997). Many scales desipnred to balance ceflablilty, V'tiidlly,ﬂnd utll-

Jdty will be highlighted throughout chis text.

Although some practitioners might question the reagon for measuring prob-
tems other than those “target problems™ for which the cliemt requested treat-
ment, most intervention models in mental health, substance abuse, child welfare,
and elderly scrvices now require the measurement of multidimensional out-
comes. For this purpose, there are a numbes of broadband scales developed for
assessment and evaluation, Practltioners must choose those that best fit their as-
sessment and evaluation needs,

The Psychosocial Well-Being Scale (PSWS; O’Hare, Sheyrer ct al., 2002;
O'Hare et al., 2003) is an example of a broad-spectrum Instroment. It was devel-
oped as a comprchensive yet easy-Llo-use debrlefing tool or flnal “score card” o
quantitatively summacize clinical Judgments regarding problem severity on a
rnge of important psychosoclal domains. Cliniclans are encouraged o nse a
lroad array of sources (e.g., client scif-report, cHnical records, input from signif-
Icant othexs and collaborating professionals) before making a final judgment
about problem severity, Because the PSWS was developed for adults in a conr
prehensive community mental health cenrer, It may have wide appficabilicy.

The twelve items that make up the PSWS are rated by the practitioner on a
five-point scale (see appendix A). They cover the following problem domains:
‘Two fourltem subscales Include psychological well-being (cognitlve mental sta-
tus, emotional mental status, Impulse control, and coping skills), and social well-
being (immediate secial networlk, extended social network, recreational activi-
tles, and living environment). The four ltems in each subscale can be totaled and
divided by four to obtain a relative measure of severity. In additton, there are four
single-item indexes, global measures of substance abuse, health, activities of dally

e e e o

L m e,
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living and work satisfaction. These four items can be used as stand alone indexes.
The PSWS has been shown to have good reliablity and validity In that its sub-
scales have corvelated well with other valid scitfes (O Haxe, Sirerrer et al,, 2002,
O'Hare et al., 2003). No population norms are set for the PSWS, unl the items are
intended to be selfanchored. Thus, the PSWS is best used as part of a compre-
hensive strategy of assessment, monitoring, and cvaluation that Incorporates the
observations and judgments of client, practitioner, and other corroborating
sources. After scoring cach item on the scale, practitioners should brlefly de-
scribe the client’s specific problem in the Jines provided. In this way, the PSW$
serves as both a quantitative and qualitative assessment/ountcome instrument,
The PSWS is available in appendix A and cun be used without obtaining special
permission from the author.

Broad-based scales for assessing children's disordlers are also avallable. The
Child Behavior Check List (CBCL; Achenbach, 1995; Lowe, 1998), 2 widely used
and weltkregarded multdimensional functioning scale, measures both social
competence and behavior problems in children. Different versions have been
developed for use by parents, teachers, and children themselves, and it has been
validated by gender and race. The CBCL.Is proprictary, and requires special per-
inission from its anthor {Thomas Achenbach) to use it

The Shoriform Assessment for Children (SAC: Glisson, Hemmelgarn, & Post,
2002; Hemmelgarn, Glisson, & Sharp, 2003) js a viable alternative to the CBCL,
The SAC Is a brief and reliable broadband scale that measures both Internalizing
(depression, anxiety) and caternalizing (behavioral problems) in children, The
SAC Js 2 recent addition 16 a series of scales developed with the support of the
National Institure of Meatal Health (NIMED from behavioal items created in the
19405 and 19505 (E. H.Tyson & Glisson, 2005). With a sample of 3,790 children
{(agcs 5-18) served by the child welfare and Juventte Justice systems, the SAC pro-
duced stable factor structures across age, gender, and respondent groups (i.e.,
parents and teachers; Glisson et al). Internal consistency relabillty coefficlents
ranged between .86 and .96 for all groups vsing either parents or teachers as re-
spondents, and subscales showed significant correltions with child placement
declsions and other valldity critecla, NIMH fonded a subsequent siudy with a
new sample to determine if the same short Hst of behavioral fems included in
the SAC could be used with equal validity by parents and teachers (Hemmelgarn
et al.). Validlty coefficients were equivalent for parents and teachers, and exter-
nalizing scores showed good criterlon validity for fighting, placement ejections,
and time in custody. Furthermore, an additional independent sample of 1,252
children produced factor structures and validittes that indicated the SAC to be
equally valid with African-American and Caucasian-American children (& H.
Tyson & Giisson). The SAC can be completed by parents, teachers, or preferably
both.The one-page scale has forty-eight items (twenty-four internalizing, twenty-
four exterpalizing), and takes only a few niinutes to complete, Bach ftem s rated
on d three-point scale (never, sometimes, often). Scores for both internalizing and
externalizing dimensions are obtained by summing the twenty-four respective
ltems, and «# global score combines both subscales scores. The SAC is accompa-
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nied by software-based scoring guidelines normal for the child’s age, gender, and
tespondent. A copy of the SAC appears in appendix B.

Other broadband scales are available to accommodate a range of assess
ment needs, The Family Adaptability and Coheslon Evaluation Scales (FACES),
currently in its fourth revision, measures Ievels of coheslveness and flexibility in
family functioning (Olsen, Russell, & Sprenkle 1989; C. Franklin, Streeter, &
Springer, 2001). It was developed from a systems perspective, and the scale Is in-
tended to be selfadministered. The Instrument may be obtalned from David
Olsen at the University of Minncsota, Depactiment of Family Social Sciences. The
Addiction Severity Index (McLeMan, Luborsky, Woody, & O'Brien, 1980) measures
degree of distress from alcohol and drug use across a number of problem do-
malns, inchuding fegal, medical, family, social, and occupational functloning (see
chapter 6).The Social Functioning Scalc was developed to measure both general
'health and social functioning and Is available from john Ware (New England
Medical Center, Boston) without cost In a twelvedtem verston (Ware, Kosluski, &
Keller, 1996).A. F Lehman’s Quality of Life Scale (1988) measures seven areas, in-
chuding living sitnation, family and soclal relations, lelsure, work and relipious ac-
tivity, inances, safety, and health, It is available from Anthony Lehman (University
of Marylard) for a nominal cost.All of these Instruments have been shown 1o be
relable and valld to one degree or another with specific populations, provide
continuous measurcs to gauge treatment progress, and can usually be completed
within an hovos

Basic Guidelines for Instrument Selection

A mamber of basic criterla should be considered before selectng and using a
scale (O’Hare, Sherrer et al., 2002).
It measures muktiple dimensions of client wellbeing on contlnuous scaies,

It is part of the typical qualitative psychoseclal and psychiatric assessment
required in community programs.

It Is relevant to the treatment agenda of all members of an interdisciplinary
team.

It facilitates (reatment planning by providing a template for measuring treat
ment goals and outcomes.

Ioworks as a summary assessment/cvaluation Instrbinent to synthesize data
accumulated from numerous, interdisciplinary sources,

It is reliable, valld, and relatively casy to use after some training,

Iis scoring methods bave Immediate face validity for practitioners (i.e., no
complicated or cumbersome scorlng guldelines).

It produr:és scores (both Individuat items and aggregate scores) that have
straightforward resonance with clients, practitioners, adminlstrators, and
policymakers.
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Relabiity .md validity constitute the core psychomeiric criterla that must
be considered when developing or choosing any quantitative evaluation In-
stenment (Kandin, 1904a; BeVells, 26063, It should have Jace validiy and be
consldered by both practitioners and clients to be relevant to the clients’ over
all problems. It should have a teack record of rescarch supporting its fnternal
consisiency relfability (ftems of the scale show good interitem corrclation),
fest-retest veliability (scale is consistent when filled out at two different intée

vals), and intervator velfabiltty (two observers who use the same scale with

the same client show a high degree of agreement). Instruments should ideally
meet criteria for three forms of valldity: construct validity (the scale measures
what it purports to measure), criterfon valldity (it correlates with stmlilur mea-
sutes concutrently and predicts relevant outcomes), and content validity (it
includes a reasonably representative array of relevant items). Although ideaily
a scale should'mect all of these standards, most published scales are considered

acceptable iff they meet at least one or two forms of refiability and show both

construct validity and some form of criterion validity with relevant targel. pop-
- ulations.

A varlety of statistical methods are used to demonstate the degree of reliar
bility and valldity, For reliability measures, scores above .70 indlcate adequate re-
Hability, above .80 good, and above .90 excellent, Validity of scales is indlcated by

" moderate (o high correlations (>.50) between the scale seore and another valid
- benchmark, or a lower correfation (<.50) to indicate dlseriminant validity. The
construct valldity of scales involves a more detailed analysis of the underlying

factor structure, and requlres advanced statistical technlques, kiown as ex--

ploratory and confirmatory factor analysis, to demonstrate that the scale items
Individually and collectively actually measure the theoretical construct of lnter-
cst (such as aaxlety, psychopathy, or alcoholism). In addition, these psychomet-
rics should be demonstrated in the research literature with community and clin.
fcal samples reasonably simllar 1o the cliemts with whom the practitioner
intends to use the scale. Lastly, instruments intended to be uscd for monitoring
and evaluation purposes should be sensitive to change in the client’s target
symptoms or ovenall well-belng, Sonme scales may be useful as screening devices,
but may not be sultable for use as evaluation tools because they are not sensi-
tive to changes in problem severity. Although practitioners should be famiHar
with the basic concepts of rellability and validity, experts In insteusnent devel-
opment and sclection can provide helpful consultation.

. Methods for Gathering Assessment Information

Qualitative and guantitative assessment information can be obtained in several
ways, and, to some degree, the methods employed depend upon the sltuation,
Vor the most part, social workers depend upon client selfreport in Jacetoface
interviews, which may range from relatively unstructured to standardized for
mats.To obtain & more complete picture of the client's situation as well as en-
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suring accurate self-report practitioners may also need to obtain colfatera! or
corvoborating tnformation, such as police records, physiclan cxams, hospltal
records, and employer's report of job performance. Gilier metheds includce ob-

.serving clienfs In thely natural environment asking clients to role-play a

Drroblem sttuaifon, and requesting clients to selfmonitor thelr thoughts, feek
tngs, and behaviors in different clrcumstances for a week or two In order to de-

" velop a better working niodel of the problem. All of these assessnent activitics

may inciude the collectlon of qualitative data, quantitativc data, or preferably
hoth, . .
Practitioner judgment Is required to decide how to obtain the most accu-
sate and representative information in order to conduct the optimal MDF as-
sessment. In somme instances, client selfreport may be sufficlently valid If there
appear to be no memory problems o compelling motive for misrepresenting
the truth. When cllents have ceganitive impairments, or are likely to minimize 2
problem or le, practitioners should obtaln corsohorating nformatton. Glven that

effective Intervention Is in part contingent upon an accurate assessnicnt, practi-

tioners should be assertive about obtainlng an accurate, through, and batanced
view of the clent’s problems,

In the fnal analysls, assessment is both art and science, inductive -and de-
ductive, idlographic and nomothetic, Assessment is the thoughtful application of
generalizable knowledge in the service of undcrsmndmg a cHent's uniquc expe-
rience.

SUMMARY

MDE assessment in evidence-based practice is defined by the following charac-

“teclstles: It is informed by current biopsychosoclal research regarding rlsks and

resiliencles related to cllents’ dysfunctions and strengths across multiple do-
mains of well-being. It requires a systemic and functional analysls of clicnt's
problems within Interactional soclal contexts, measuring the severity of prob-
Tems across multiple psychosocial domalns. The client’s difficultles are also
viewed In the context of person factors. MDF asscssment incorporates clients’
peesonal account of their difficuities as well as detailed idiographic funciional
analysts of their expetiences to help undesstand the sequencing and patterning -
of factors refated to the clients’ present effotts to cope in thelr envitonment. It
emphasizes the use of both idiographic and standardized dimensional scales to
define speciftc problems in a way that is amenable to measuring change, When-
ever possible data are collected with gultiple qualitative and quantitative meth-
ods employed with multiple soucces,

MDF assessment lends itself to intervention planning because problems are
defined dimensionally on a continuum fo reflect changes in client weltbelng -
across multiple problem domains, It also Is well-suited to practice evatuation, be-
cause it can be accommodated to cvalmtc interventions for one client, groups
of clients, or entlre programs,




CHAPTER 3

SELECTING AND
IMPLEMENTING INTERVENTIONS _

This chapter addresses the selection and jmplementation of evidence-based

practices. It defines the intervention in BEPSW and identifles essential practice -

components, It addresses the debate over flexibility and manuallzation. A brief
overview presents current finding in controlled outcome research, The chapter
also summarlzes basle guidelines for critically reviewing outcome studies, a key
step in selecting evidence-based practices,

DEPINING INTERVENTIONS IN EBPSW

Interventions In evidence-based practice are activitles engaged in by the practi-
tionet, the client, and perhaps other coflaborators for the purpose of solving spe:
'+ cific problems, enfiancing clients’ psychological and behavioral coplng abilities
and modifying sockal-environmental contingencies to fmprove a clent's psy-
chosocial wellbeing. If intervention 1s the overarching term, skills ave the most
elemental componenit, and strategics or techniques are comblnations of skills
- that constitute the intervention. It has long been understood that social work in-
terventions often comprisc varlous combinations of both basie and advanced
skills, technicues, and strategies (Shulman, 1992; Hepwaorth, Rooney, & Larsen,
1997; B. R, Compton & Galaway, 1999). Novice social workers may initially focus
on learnihg a few discrete basic skills, specific behavioral technigues, or case
management methods. :

Advanced evidence-based interventlons, however, are combinations of skills
and techniques that have been shown to be efficacious in controlled outcome
studics with more serlous and contplex psychosocial problems. These interven-
t[o'fls. may include psychoeducation-and behavioral family therapy for the men-
tatly ill, community relnforcement #nd contingency management for paroled in-
mates chronically addicted to street drugs, interpersonal psychotherapy for
depressed clients, exposure with response prevention for people with obses-

sive-computsive disorder, cognltive-behavioral intervention for bulimia nervosa,-

dialectical behavior therapy for bordetline personality disorder, and behavioral
family therapy for conduct-disordered and delinguent adolescents. In addition,
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more difficult and complex problems often tequire the collaboration of multiple
adjunctive practiioners (c.g., psychiatrist, school social worker, teacher, and
cuaciies for work with a chifd with severe ADHD) as a part of broad-based ap-
proaches. Thus, many advanced interventions must be skilifutly applled within a
broader case management framework, Interventions that are sufficient to resolve
mild to moderate psychosoctal problems are considered bastc whereas those se.
quired to amellorate mod'emteﬂo—sevcrc and more complex problems are con-
sidered advanced,

THE ESSENTIAL SKILLS OF EBPSW

It s difficult to define the actual skifls and iiterventions employed by the prac-
titloner without lmplying some Intended response or change process in the
client. Skills, technigrees and strafegies {collectively, the interventlon) are terms
that emphastze what the practltioners do. Change processes, however, are pri-

marlly psychological and emotional changes in the cllent that facilltate attain- -

ment of therapeutic goals. For example, a practitioner employs good listening
and empathy skills with a mentally 11l cllent, and 25 2 result, the client responds
with feellngs of trust toward the practitioner and a degree of optimism that the
practitioner will be helpful. The practitioner then uses cognitive techniques Lo
help the client Identify a conslstent pattern of "expecting the worst” In social en-
counters, and with further discussion, the clent feacts by remembering that,
sometimes, sockal encounters In the past have gone well, The p'ractmoner then
tole-plays with the client to practice asking someone out on s date, The client
galns confidence that they Just might be able to atiempt ft.These examples high-
light the vse of hasic relationship-building skills, challenging dysfunctional lbe-
liefs, and rehearsing a change in behavior Research on practice processes has
demonstrated that many different practice methods, desplte theoretical differ-
ences, share these and other “common processes” (Goldfried, 1980, 1995; Gren-
cavage & Norcross, 1990; Orlinsky & Howard, 1986; Walborn, 1996; O'Haze,
Collins, & Walsh, 1998; O*Hare, Tran, & Collins, 2002). These findings provide the
basls for theoreticat integration and practice eclecticlsm, two somewhat over-
lapplng concepis relevant to EBPSY that will be addressed Iater In this chapter.

Although the common-processes approach impltes that cllent change

brocesses and interventlon skills are averlapping constructs, the empbasis in. '

EBPSW is clearly on the eclectic application of intervention skiils, techniques,
and Inferventions. Observable activities by the practitioner and client that col-
lectively make up the Intervention can be more readily defined than can un-
derlylng theoretical change processes. The pragmatic reason for emphasizing
observable skills and interventions Is 5o that practice methods can be more
readlly researched, taught, and evaluated. Based on reviews of both process and
outcome reseacch, practice skills can be subsumed under three najor cate-
gories: supportive and facilitative skills; therapeitic coping skills, which in-
clude cognitive change techniques and behavior change techaniques; and case
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mrma;gement skills, which arc essential for helping clients cope with social-en-
vironmental risks and barelers as well as for coordinating complex lntcrvenlio:_l
plans (Lambert & Bergln, 1994; Odinsky & Howard, 1986; Orlinsiy, Grawe, &

' Parks, 1994; O'Hare et al., 1998; O'Hare Sherrer et al,, 2002).

It is evident from both the process and outcome research literatuce that ef-
fective practices usuaily comprise some combination of lntervention skﬂls.’lﬁhe
case for an eclectic, empirically based social work model that incorporates the
use of the full range of psychothérapeutic and case management skills drawn
from multidisciplinary sources Is now stronger than ever. Controled practice re-
search bas produced an eclectic, multidisciplinary amalgam of supporiive/fa-

cilitative, therapeutic coping skills and case management sivafegies that col-

lectively bave come to represent BOPSW (J. Bischer, 1973, 1981, 1993; K. Wood,
1978; O'l{are, 1991; G. MacDonald, Sheldon, & Gillesple, 1992; Reld, 19971,
1997b; O'Hare, Tran, & Coilins, 2002). '
Although not specifieally considered part of the actual intervention, struc-
tural elements of treatmient should be noted here because they define inportant
parameters that affect service delivery. Structural efements include the pro-
grammatic context of care (e.g., Inpatient, community agency, private practice);
assoclated policies; burcaucratic, fiscal, and contractual conditions; the working
contract with the cllent; and treatment planning and evaluation methods that
may be Incorporated into care (Oriinsk)} & Howard, 1986; K.\Voqd, 1978, B. R.
Comptch & Galaway, 1999; O’Hare, 1991; K. B, Wells, Astrachan, Tischler, & Un-

utzer, 1995). ) .
Interacting structural and practice dimensions of effective care have been

'highnghted through research on brief treatmcents (Budman & Gurman, 1988;

Tickert, 1993; Koss & Butcher, 1986; Koss & Shiang, 1994) and through ¢xhaus-

tive reviews of the clinical process and outcome research (Orlinsky et al., 1994; .

Lambert & Bergln, 1994). Yor example, despite the uncritical endorsement, by

" some, for employlng longterm psychotherapy for mederate psychosocial con-

ditions, mental health outpatient interventions with mild to moderate disorders
have historically been refatively brief (average six to cight visits) In both puble
and private fntervention scitings (Koss & Shiang, 1994). Cost-effectiveness re-
search suggests that programimers move beyond the simplistic short- versus
long-term dichotomy, however, and emphasize developing optlmal f'ormats 'for
type, frequency, and duration of the intervention based on clients’ changing
neecds, chxiblﬂty_ may prove to be a sensible approach leading to more ethical
cost-effective care (K. B Wells ct al., 1995, Bffective brief interventions are chat-
acterized by uslng evidence-based interventions, a sound collaborative working
refationship, promptness in offering service, goal-oriented treatment planning,
flexibility in scheduling visits, and using evaluation tools to monitor progress.
Cost-effectiveness research has already had profound cffects on service pol-
iey. Although practitioners tend to assume that cost-effectiveness reseacch uni-
formly endorses cuts in the amount of treatment, the evidence often supports
more long-term care, varying the frequency and intensity in delivery of services,
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Cost-effectiveness research is likely to continue to focus on identifylng optimal
service-delivery methods that are both cffective and sensitive to cost, For exam-
pie, although programs for assertive communily treatment (PACT) have been
shown to help reduce hospitalization among the mentally Hl, the amount of ser-
vice from which each client may benefit varics considerably. Rather than a use-
itortose-t approach to mental health progeant financing, evidence-based ap-
proaches should base the amount of care on need and the extent to which the
cHent is likely 1o benefit (Bssock, Frisman, & Kontos, 1998). Whether major ser-
vice providers and managed-care organizations can move toward employing the
best evidence in a cost-effective manner. when defining “hest peactices” remaing
to be scen.

Supportive and Facilitative Skills

Suppartlve and facHlitative skills Inclide putling the cltent at case; employing
baslc listening and commusnication skills; engendering trust; comnrnicating em-
pathy, genuinencss, and positive regard; enhancing clients' conftdence and
moraie and stimulating clientd motivation to engage In the ivervention, Dimen- -
slons of the therapentle relationship have been reseatched extenstvely In the
counseling, psychotherapy, and soclal work Meratuie for many year$ (e.g., C.
Rogers, 1951; Barrett-Leonard, 1962; Truax & Carkhuff, 1967; Horvath & Green-
berg, 1989; Duan & il 1996; O’Hare, Tran, & Collihs, 2002). Practitioners from
different schools of thought may disagree about the nature of the telationship,
the theoretical differences regarding the inferred change processes, and the as-
soclated therapentic techniques employed. For example, theoretical explana-
tlons regarding how the working refationship affects change include the inher
ent curative effects of the human encounter, the eollaborative problem-solving
aspects of the relationship, and the creation of 2 psychological environment that
Faclfitates the reexpetiencing of childhood uncenscious conflict. Altheugh theo-
retical opinlons vary regarding bow the refationship helps, process and outcome
research strongly supporis the quality of supporiive and faclitative skills as an
essential dimension of effective psychosoctal practice,

The therapcutic relationship provides other opportunlites for change as
well. Although social work practitioners have long been exhorted to “begin
where the client is) only recently have practlce researchers focused on the in-
fluence of cHents' motlvation and readiness to change.To underscore their in-
portance, supportive and facilllative skills have taken on increased relevance as
part of the growing Interest in strategies that focus on motlvating and engaging
clents in the change process (W, R. Miller & Rolinick, 1991; Prachaska, Di-
Clemente, & Norcross, 1992; O'Hare, 19962). An_ cmpirical stage model of
change has been developed by Prochaska and colleagues (Prochaslpy & DI-
Clemente, 1984; Prochaska ct al,, 1992; McConnaughy, DiClemente, Prochaska,
& Velicer, 1989) and stipulates five stages of change: precontemplation, when
clients do not agree that they have r problem, may sce others as the cause of



32 Part One ' Definlng Evidence-Based Practice in Social Work v

their difficulties, or may fecl coerced Into treatment by the courts or significatt
others; conremplation, when a client is aware of a problem and may want to
find out whether thegapy can help; preparation, when the client Is taking inltial
steps toward change; actfon, when a client may take more significant steps to-
ward working on the problem and seek help In the change process; and ain-
tenancs, when clicnts have already made changes with regard Lo a problemand
have sought treatment to consolidate previous improvements, Chents may cycle
through these stages of change. A person with an addictlon, for example, may
consider change many times before taking action, and may relapse numnerous
times before stabilizing (DiClemente & Huplcs, 1990). The stages-ofichange
model has been employed with a range of problems, including smoking cessa-
tion, substance abuse, and other mental health and healtlirelated problems.

If stages of change suggest when clients are ready, motivational enhance-
ment methods suggest ot to help cllents engage in the change process. Readi-
ness to change is particularly relevant for working with cllents who are more or
less coerced into recelving social work services, and are often labeled by practi-
tloneis as resistant, hard to reach, hostile, and vamotivated (H. Goldstein, 1986;
Rooney, 1992, W. R, Miller & Rellnick, 1991).The dichotomy of voluntary and in-
voluntary Js far from absolute, however. The findings of one investigation clearly
demonstrated & tendency for voluntary clients to express much more engage-
ment in the change process, but did not support the comimon generalization that
all courtordered clients are Incapable or uswilling to change (O'Hare 1996b).

‘Many involuntary clients can be engaged suecessfully through the skillful use of
a number of strategles, such as aceepting their initlal reluctance, avolding pre-

mature confrontation, clarifylng one’s dual role within the seclal service and

“crimlnal justice systems, providing some sense of control and choice in select
ing treatiient objectives and methods, avolding overemphasis on kerelevant self-.

disclosure, amicipaihig obstacles to treatment compliance, employing behav-
iotal contracting, involving significant others when at all possible, and actively
ephancing motivation (Behroozl, 1992; Rooney, 1992; Melchenbaum & Turk
1987 W, R. Mifler & Rolinick, 1991). - :

Although the supportive and facliitative skills arc an essential dimension of
effective intervention, they ace also considered insufficient for establishing last-
ing'chnnge with more challenging psychosocial condltions (Lambert & Bergln,
1994), For more robust interventions, expert therapeutic cognitive and behavior
coping skills are necessary,

" Therapeutic Coping Skifls

Empitleally supported interventlons that emphasize coping skills ave uscd‘ in
every kind of contcmporary cognitive-behavioral practice. Therapeutic coping
skills are prrcuitioner activitics that help the cllent, the couple, or the family de-
velop more effective ways of coping with psychosocial and environmental chal-
lenges. These skills may be initially promoted and taught by the practitioner, bui
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Itis an explicit goal of the intervention that clients will practice and incorporate
them into their dally coping reperioire. Growth in understanding the Interaction
of cognltive, physiological, behavioral, and environmental elements of hunan ex-
perlence has been latgely driven by soclabeognitive theory (Bandusa, 1986), the
foundation for cognitive-behavloral intecventions (.. W, Cralghead, Craighead,
Kazdin, & Mahoney, 1994; Dobson & Craig, 1996). These skills and interventions
are usually combined fnto an overall strategy, and implementation is guided by
outcome research and tailored to clients' needs and treatment expectations,
These skills include selfmonltoring, psychoeducation, changing dysfunctional
thinking, interpretaton, behavioral coping, problem solving, contingency man-
agement, and stress managemer,

Selfmonfloring technigues are selfassessment skills that clients use to
learn about thelr problems and track progress tn coping with them.This skill is
highly flexible, can use qualltative (e.g., diaries) and quantitative (e.g., weekly
charts) data collection, and shoutd be crafted to precisely reflect the client’s
unique needs. Selfmonltosing can be used to identify occurrences of psycho-
loglcal, physicad, behavioral, Interpersonal, or situattonal events that seem rele-
vant to the cause or maintendnce of the client's problem, Emphasis is placed on |
honing the clent’s skills in sclf-assessment by tracking the frequency, intensity,
or duration of the problem, and by conducting a functional assessment that
notes patterns, sequences, and psychosocial cues assoclated with the reoccur-
rence of the problem. These skills may Include identifying triggers for substance-
abuse relapse, antlcipating evenits that provoke trauma-related flashbacks, lears-
ing to detect and recognize anger as a prelude to practicing constructive social
responses, and jdentifylng cues that trlgger a child’s obsessive-compulsive be-
haviors. Self-monitoring skills arc key to connecting functlonal assessment with
practice monitoring and evaluation. ¥t thus combines assessment, intervention,
and evaluation. .

Psychoeducation can provide factual information to help Inform clients
about the nature of thelr problem and ways to cope. Often a prefiminary and im-
poriant component of jnterventlon, psychoeducation can take many beneficial
forms: to reduce seifblame in the famifics of people with severe mental iliness;
as a brief Intervention for problem drinkers where feedback on medicat and be-
bavloral consequences is emphasized; as a basis for educating and reassuring
anxiety-disordered chents that they are not“going to die” or“go Crazy”as a result
of their disorder; or 1o teach basle parenting skills to an overwhelmed, young,
single mother. Psychoeducation, as with many of these skills, can be elther a part
of a multifaceted Interventlon or a standialone Intervention.

Challenging and changing dysfunctional thinking s also become a
prominent strategy for helping clients Improve coping skills, Bffective practice
often operates on the assumption that cllent’s diffienltics are sometlmes
grounded In erconcous, distorted, or dysfunctional beliefs and thought processes
regarding themselves, others, the world, and the finure, Negative schemata ¢an
promote negative automatic thoughts and, subsequently tead to systematic
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thinklng etrors and peor coping abilities. It is essential to try to understand
cllepts" unique view of themeselves, others, and their waild, challenge those views,
and encourage creativity and resowrcefulness In finding solutions, These tech-
nigues are also referred to In the practice llterature as cognitive restructuring.
Helping clents learn from past experiences through interpretation, tradi-
tionally an approach assoclated with psychodynamic therapy, has come to be
seen as a relatively generle aspect of other effective therapies as well (Lambert &
Bergin, 1994; B B, Jones & Pulos, 1993; Safran, 1998), Cognltive change is often fo-
cused on client's Interpersonat relatdonships. In additton to providing support and
facifitating change, the therapeutle alliance can serve as a proxy refatlonship for
clarifying cognitive distortions regarding interpersonal conflict (past or present).
Practitioners can help clients cladify and disconfiem these interpersonat
misatiributicns by cxami‘uing the meaning of the interpersonal distostion or

confllet, and then experientially testlng the clent's inferences. For example, ifa

young woman has been emotionally abused by important peopke in her life and
continues to find herself in emotionally abusive refationships as-an adult, it
would be very helphul for her to Identify what chatacterlstics she looks forinan
intimate refasionship and reéxamine those crlteria. If these interpersonal distor-
tions lead to repeated confilet though her misintexpretation of vthers’ behay-
fors, testing her expectations miay lead to "behavioral disconfirmation” of some
of her more negative and distorted beliefs (“he is controlling and abusive be-
cause he really loves me;* o "I T respond to his abuse with love, I know I can re-
aily change him!), Behaviorally disconfirming these beltefs may lead to lasting
change, -
" However, insight méans more than understanding how past.relationships af:
fect current probliems. Insight happens when clients make hetter cause-cifect

connections among-their thoughts, feelngs, behavlors, and interpersonal rela-

tlons (past and present), and refate how these factors cause and maintain._thc
problem (Cauteta, 1993).An inlinite array of “ahal” conpections can constitute in-
sight: when a client realizes that her excessive social drinking s exacerbating
- her depression and taeltal conflic; when an amblticus and overly competitive
" man realizes that hls personal career Is.causing marital strain and allenation from
his children; when a young mentally Il woman realizes that working part-time
Lias given her a sense of accomplishment, and being around others has made her
less aftald and mistrustful; when a young adolescent realizes (hat her mother’s
(:ontrolilng behavior has more to do with her own anxleties than with her
drughter's trustworthiness or lack of maturity; when a young coupie 1'call?.cs
tiiar their mistrust is based on prlor falled relationships, and that frequent, open
and honest communication diminishes mistrust. Although theortes about how
inslght accurs may differ, most practitfoners challenge clicnts to change the way
they think about thelr own and others' behaviors, and help their clients under-
stand the nature of their persistent difficulties in Jliving, Obviously, insight can
come In many forms, and coming to some understanding of the problem is
sometimes a prelude to behavior change. In fact, insight may not occur primar-

Chapter 3 Selecting and Implementing laterventions 33

ily through verbal discussion of cognitive distortions and processes, but through
behavior change that disconfirins distorted expectations (G, T Wilsén, 1995).

Once a good therapeutic alliance s established and the client has ques-
tioned some of her basic assumptions and beliefs about -her problems, bebay-
foral coping skills can help the client test those dysfunctional bellefs and es-
tablish more effective coping skilis that may lead to Jasiing chiange (Thorpe &
Olson, 1997; L. W, Craighead ¢t al., 1994; Dobson & Cralg, 1996). For many con-
ditlons, such as mental illness, addictions, marital and family problems, child
abuse and neglect, andt health-related disorders, behavioral coping skills and
strategies have come to be scen as essental for competent social work practice,
and are no longer dismissed as adjunctive means for enhancing “deep” therapy.
These skills and technlques include modeling, communication and problem
solving, roleplaying and vebearsal, graduated exposure (l.c,, graduated prac-
tice) of new behaviors in the “real world,” and ongoing practice, Graduated ex-
posure and ongoing practice in the client’s own environment is the key to en-
actlng inlecventlon success, hecause withoul it there Is lttle chance of
generatizing the client’s new skills across sltuations or maintaining therapeutic
gains over thme. ' . .

Problemi-soluing skills are often embedded in evidence-based intervention
packages for both adults and children. Although there are slight variations on
these models (c.g., ¥ Zurrilla & Goldfricd, 1971; Meichenbaum, 1974), problem
solving generally inchudes recognizing, exploring, and defining the problem; gen-
crating alternatlve solutions and developing.a plan; anticip:{th:g consequences
and obstacles to problem resolution; and performing, monitoring, and evaluating
the problem-solving plan. .

Contingency mandgement fechnlques are also an essentlal component of
many effective Interventlons. Implementing reloforcement procedures to re-
duce problem behaviors and increase adaptive and prosocial behaviors are an.
essential skill for many sertous conditions, including self-regulation of health-risk
behaviors, parenting sidlls to help children with internalizing and externalizing
disorders, couples counseling, behavioral family Interventlons with adolescents,
and soclal-skills tralning with the mentally il and people with sestous develop-
mental disabilities. In additlon, contingency management techniques have come
to be seen as an esseatlal component of interventions for court ordered and
other involuntary cllents. Qutcome research should be referenced to help de-
cide how and in what combination behavioral skills can be optimally used be-
fore applying them In practice. As will be seen in subsequent chapters, the em-
pirical llterature abounds in behaviofalskills methods (now -mest often
packaged as cognltive-behavioral interventions). These are recognized as essen-
tial components of effective interventions for adults, chitdren, and their famlchs,
spanning a wide spectrum of serious psychosoclal disorders.

Therapeutic coping skills also incinde techniques for regulating physiolog-
ical and emotional distress. These include various types of stress-smanagement
tools, ncluding progeessive muscle relaxation Jacobsen, 1938), breathing and
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meditation technlques (Benson, 1975), and systematic desensitization (Wolpe,
1958, 1973) often accompanied by creative use of Imagery to help ::llcnts C.OI'I—
front thels fears. Anxlety has long been a key concept in psych(':»socm[ theories,
and the goal of regulating anxiety is common to most psychosocial chan.gc micih:
ods. Anxlety-reduction skills are also employed as part of suecessful interven-
tions for the treatment of high blood pressure and paln control @Ianchard,
1994; Blechman & Brownell, 1998). Stress-management skifis can be uscd alone
for some clients, but are often part of an overall intervention package for nln_orc
serlous and complex disorders.They can be applied with unlimited creativity to
acconumodate client needs, preferences, and capabilltles.

Although thempeutic coping skills can be used individually, they are typl
catly used in combinatlon as part of an averali cogn{ﬁvc-behavloml intervention
deslgned to deal with mgre chiflenging psychesoctal problems. Por example,
young man with schizophrenta may learn to self-monitor defusional sypiptoms,

engage in hehavlors to disconflrm these frightening thoughts, participate in be- -

haviosal famlly therapy, and practice social skills in the community, A person suf-
fering from agomphobia will first establish control over anxicty sympto.ms
through relaxation methods and imagingi exposure (.c., geadually approaching
the feared situation in her mind’s eye), and then gradually spend Increasing
amounts of Hme outdoors of In a specic stuation untll the anxicty dissipates
and her range of activities increases. Couples who argue destructively may work
on baste communication skills, and then focus on clarlfying interpersonal di.stor-
fions that may have generglized from previous relationships.A singte mom with a
. rebellious teenage son might benefit from learning better commusnication and
negotiating skills, and setting better llmits through the use of contingency man-
agement {l.c., rewards and sanctions). People with chronic addictions may learn

to seif-monitor triggers, use imagery to focus on negative consequences of use, .

and learn alternatives for dealing with negative ox painful feelings that could pre-
' cipitate relapse. How these therapeutic coping skills are combined as effective in-
terventlon methods will become increasingly evident in subsequent chapters.

Case Management Skills

Although many psychosocial difficulties ‘can be effectively addressed through
supportive, cognitive, and behavioral coping skllls, these' methods are oficn not
robust enough to overcome the environmental pressuresand barricrs' that
welgh down many of our clients (O'Hare, 1996h; Bouten, 2000; Hopps, Pinder-

tnighes, & Shankar, 1995). Practitioners age remiss when they place dispropor--

tionate emphasis on psychological causes of clients’ problems or focus solely on
clients need to change. Bvidence for the Impact of soclabenvironmental pres-
sures such as homelessness, poverty, and discrimination on the psychological
wellbeing of individuals is compelling (Dohrenwend, 1998; Avison & Gaotlib,
1994; Moos & Moos, 1992), Although large-scale political and socioeconomic
change may not be the primary target of the clinical or direct-practice soctal
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worker, evidence-based interventions demand 3 thorough assessment of soclal-
environmental factors that affect the client directly, Some of these-barclers and
problems may be amenable (o direct influence, or the client may be able to cape
with them more effectively. If nothing clse, an accurate and thorough assessment
of saclabenvironmentat factors, even those beyond the client’s direct inflyence,
can provide an opportunity for psychoeducation, a reduction in selfblame, and
a more realistic intecvention plan that emphaslzes the problems that ace
amenable to change. .

Case management skills Include an areay of social work strategles that en-
hance client functioning through the coordination of complex Interventions and
Improvement of access to other soclal, matecial, and environmental tesources
(Hopp et al., 1995;Woods & Hollis, 1990; Shulman, 1992; Rothman, 1991;Veeder,
20602). This role ofien requires a broad scope of knowledge concemi:ig com-
prehensive assessment and treatinent needs as well as a good degrec of profes-
slonal inltiative, leadership, and communication skills to make Interdisciplinary
services and burcauceatic systems work in concert for clients, Beyond meré bro-
kering of services, case management skills have come to be seen as essentlal for
coordinating multiple services and enhancing lnstrumental and social supports
with a range of problems, Including mental Ilness (Mueser, Boad; Drake, &
Resnick, 1998), child abuse and neglect (R. B, Lewis, Walton, & Fraser, 1995), con-
duct-disordered adolescents (Henggeler, Schoenwald, Borduin, Rowland, & Cun-
ningham, 1998), and criminally involved people who abuse alcohol and other
drugs (5.7, Higgins et al,, 1993). ’

Enhancing social supports is one crltical goal of case management. The gual-
ity of social supports is associated with a number of factors, including a sense of
selfefficacy and personal empowcerment (Gutiersez, 1990; Sarason, Plerce, &
Sarason, 1994), Social supports can be either naturally occuering or orchestrated
as part of formal soclal work Interventions (Streeter & Franklin, 1992). They may
Include contact and emotional support from others and instrumental support, in’
the shape of coneiete and tangible goods and services (Richey, 1994; Sarason et
al., 1994). Soclal supports should also be understood both structurally Connec
tlons, networks, relattons with different groups such as family, co-workers, and
other social organizations) and functionally (availability, accessibility, and satis-
faction with support recelved). Bnhancing social suppotts may take many forms,

such as encouraging clients to 1y out mutval-help groups itle Alcoholics Anony-
mous (Humphreys, 1999), facilitating the development of & consumer group for
people with mental liness (Helnssen, Levendusky, & Hunter, 1995), and provid-
Ing soclal supports to buffer the stressful effects of grief on the eldesty (Fitz-
patriclk, 1998). Practitioners may have to help clients optimize the potential ben-
cfits from social supports by helping them improve thelr soclal skills (Richey,
1994). ’
Case management methods have often been treated gs a poor relative to psy-
chotherapeutic skills, perhaps because using these skills is often assoclated with
fess attractive clicnts ov less prestigions practice settings. For evidence-based
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practitloners, it is understood that failing 1o provide effective coordination of ser-
vices or ignoring soclal and environmental needs may preclude solid long-term
outcomes with even the most skilifully delivered intervention, Case management
skills, when used judiclously and assertively, can often be the most powerlul
agent of stable change.,

GUIDELINES WITH FLEXIBILITY

How the core skills and techniques of evidence-based practices are combined,
configured, and implemented in routlne service is currently the focus of con

slderable debate. The major helping professions have only begun to. struggle
with transferring bsychosoclal intecventions shown to be efficacious In con.

trofled trials into everyday practice, Two debates regarding tmplememation of
evidence-based practices are considered here: manualizatlon versus Hexibility,
and theoretical integration versus practice eclecticism.

Manualtzation versus Flexibility

The “manvalization” of treatments derives largely from controlled practice re-
search. Oplnions vary regarding the nse.of tteatment manuvals to gulde interven-
tons (Mitchell, 2001; Kirk, 1999),
Some practitioners resist any perceived mandate (o use interventions that
are not congruent with their own prefesred approaches, feel that-this movement
. is a challenge to thelr professional autonomy, and constder manuallzation to be
littlc more than a cost-control stratégy of managed-care organizations. Some
‘practitioners see that interventions for some mild conditions are often respon-

sive to different approaches, and conclude that cholee of intervention really’

does not matter, Because DSM classifications drive sutcome research, manual-
ized interventlons are desigued for rather narrow clinical disorders. Social work-
ers often address more complex psychosoctal disorders, and clients’ probiems,
therapists' styles, and situational factors often preclude strict adherence 1o nan-
ualized approaches (Garfield, 1996),

Proponents of manualization respond 1o these criticisms by pointing out
that clinician preferences should not drivé treatment selection, as there is ho ev-
idence that experlence or “practice wisdom” alone is a sound basis for profes-
sional decision-making. Far from belng cost-controf measures, many manualized
guidelines are at odds with managcd -care recommendations and call for Byvo 1o
four times the number of sessions q'picaﬂy authorized by managed-care utiliza-
tion review boards (. R. Weisz & Hawley, 1998), Another point is that, although
basic counsclmg skills may be sufficient for many mild iransitory problems-In-lv-
ing, rescarch demonstrates differential outcomes among intervention methods
with moreserious psychosocial disorders,

Although diagnosis-driven practice guidelines are artificially narrow, there is
nOW 2 growing recognition that considerable flexibility is needed to apply in-
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terventions optimally in everyday practice, This flexibility may be accommo-
dated threugh advances In practice Integration (e, reconciiing underiying cony
mon change-processes, as noted above) and practice eclecticisim (Garfleld, 1996,
Beutler, 1999; Scaturo, 2001; Reid, 1997b; O'Hare et al., 1998). The evidence-
based practitioner should first learn effective interventlons by the hook and
then adapt them to complex psychosocial problems with judgment, flexibiliey,
and keen attention to the client’s nnique treatment expectations, goals, and ¢lr-
cumstances, Although evidence for gulding f'lcxibmty In practice Is currently
sparse, practitioners should cmploy monltoring and evaluation methods to- makc
incremental adjustments during the coutse of the Interventlon.

Initial investigations suggest that manualized care has been well-tecelved by
clients (Mitchell, 2001), Bvidence also suggests that interventlons conducted
within the context of controlled investigations may often be quite comparable
to “real” treatment condltions (M. B, Franklln, Abramowitz, Kozak,; Levitt, & Foa,
2000). Manuals that gulde research on and teaching of clinlcat practice can goa
long way toward providing secial work practitioners with the necessary exper-
tise for Intervening with serious psychosocial problems, and can reduce exces-
slve varlation in applying effective practices (G.’T. Wilson, 1996).

Theoretical Integration versus Practice Eclecticism

Given that a varlety of manualized Intervention nrethods share a range of com-
mon skilis and techniques, practitioners, in additlon to specializing in one or two
key manuallzed methods, should focus on learning core clinteal skils that can be
adapted to a range of client problers. The developments n theoretical integea-
tions and practice eclecticism have illuminated many of these common
processes and skiils, and provide some guidance for Improving the practical util-
ity and transferabillty of manuallzed Interventions, :

Although integration and eclecticlso are sometimes vsed interchangtably,
they emphasize different aspects of theory and practice. Integreationlsts (e.g.,
Goldfried, 1980, 1995; Wachtel, 1977, 1987) are primarlly concecncd with rec-
anclling theoretical explanations about how psychosocial interventions engen-
der and facifitate change processes within the client or between the client and
others (change-process theory). Thus, change processes are not the intervention
skilf ltself, but are Inferred cause-effect psychosoclal processes that occur
within the context of an intervention, (Human change processes can be studled
outside the context of psychosocial interventions as well.) Change-process the-
ory addresses questions at the very heart of practlee theory and research. Re-
search has identificd a number of change processes common to different treat-
ment approaches, such as the heating qualities of the nterpersonal relattonship
(C. Rogers, 1951; Raskin & Rogers, 1995); insight and corrective reexperiencing
to counter psychological harm associated with prior relationships (Brandel &
Perlman, 1997, Ackerman, 1966; Scharff, 1995; J. Weiss, 1995; Henry, Strupp,
Schacht, & Gaston, 1994; Henry, 1996); disconfirming dysfunctional thinking and
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increasing seif-efficacy through behavior change (Bandura, 1986; G.T. Wiison,
1995); facilitating change in family structural and systemic processes (Nichols &
Scinwartz, 1955); and facifitating creative and sponiancogs problem-soiving ac
tivitics through naerative, constructivist, solution-ociented, paradoxical, and
strength-based approaches (Haley, 1976; Madanes, 1981; Salechy, 1996; DeS-
hazer, 1985; Granvold, 1996). Practice integratlonists see theoretical common
ground among the different practice models, and attemt to devisé intervention
strategles that optimally capitalize on them. Bven where research has cleady
demonstrated the efficacy of an intervention for certain psychosocial problems,
however, little definitive evidence supports specific or unigue underlying
change processes as being the cawlyst of change, This Indeterminacy it the find-
Ings of chainge-process research extends to the teeatment of depression (Oel &
Shuttlewood, 1996), post-traumatic stress disorder (Tarrler, Sommerfield, Pil-
griny, & F'tragher,ZOUO),efitin;, disorders (G T Wilson & Fairburn, 1993), and sub
stahce abuse (Mattson, 1994), among other problems,

While Integrationists argue for common theorctical change processes, pro-
ponents of evidence-based eclecticism emphastze the optimal configurations of
skills, techuiques, and Intervention strategies that are most Hkely to help cliénts
solve problems, Improve coping skills, and ephance psychosocial well-being. To

_clarlfy the difference between change processes and interventions, consider the
following examples: If insight is the change process, Interpretation would be the
intcrvcf:nion; if altering dysfunctional thinking Is change process, then Socratic
questloning and behavioral disconfirmation (i.e., testing one's beliefs) are the in-
terventlons; if shifting bowcr dynamics in a famtly Is the change process, di-
rected role-playlng and practicing better communication skills among family
members may help to achieve It if fecling validated is an important change
process; then empathic listening and communicating unconditional positive re-
gard is the Intervention; if a_corrective emotional experience Is the change
process, then providing a good working alliance through empathic listening and
a collaborative attitude is the Intervention,

Change processes and practitioner skills are closely rated, but specific
change processes and Interventions ate not necessarily Hoked In any unlcue
combination. Different Intervention strategies may activale the same change
process, or an intervention may activate different change processes in different

clients, or activate different change processes within the same cllent at different -

times over the course of the interventton. Obtalning insight, for example, may
pecur as a result of clther verbal interpretation, behavioral practice, environ.
mental changes, some combination of these, or some unknown serendipltous
event. Perhaps the most obvious way of distingulshing change processes from
psychosocial interventions Is to point out that psychosoctal changes occur in
peaple all the time in the natural environment. The questton for practitioners is
whetherthey can effectively activate these change processes for the good of the
ciient on a consistent basis through the use of formal psychosocial interven-
tions. Thus, 1t is the actual intecvention, not the inferred change process, that is
the main focus of outcome research and practice evaluations in EBPSYY,

¥
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Evidence-based practltioners give the bighest priorlty to the use of existing
outcome reseaich to guide the chotce and implementation of Intervention, but
cmpluy fiexibiility to provide the optimal conflguration of skills and Interven.
tions to accommodate the client’s vnlque needs, expectations, and circum:
stances. Two of the better-knowsi examples of formal eclectic models In psy-
chotherapy practice include Arnold Lazarus’s multimodal approach (1981, 1997)
in which he uses a multidimenstonal assessment model (BASIC ID behavior, af-
fect, sensation, Imagery, cognition, interpersonal, drugs); and Beutler and
Clarkin's systematic eclectic psychotherapy (1990), which attempts to lallor the
interventlon by using emplrically gulded copsiderations of patient’s predispos-
ing factors, relationship factors, lreatment factors, and context. Both approaches
rely fiest on emplrical fiterature to guide treatment planning, but endorse con-
siderable flexibility and judgment In dealing with specific cases. EBPSW incor-
porates the findings and strategles of eclectle psychotherapy, but adds case man-
agement skills to the mix to address more severe and complex psychosocial
disorders than those typically addressed in psychotherapy practices.

A BRIEF OVERVIEW OF THE CURRENT FINDINGS or
OUTCOME RESEARCH

Up to this polm, the discussion of EBPSW has focused mostly on specific skills,
the essential components of effective interventions, and a rationale for fexibly
combining them. Although articulating these skills Is necessary n order to pro-
vide the practitioner with bullding blocks, or the ingredients to be eclectic, evl-
dence-based practices are primarily delineated through studies demonstrating
how combinattons of these skills are effieaclously applied to serious psychoso-
clal disorders. By necesslty, these developments are the result of contributions
from multiple disciplines, inchading social work, and are apphed with clients in
fields of practice where soctal workers have made substaatial contsibutlons:
mendal health, substance abuse, chifd abuse and ncgicct and forenslc services,
among others.

Outcome research relevant to sockat work (.e., psychothempy, cascivork,
psychosoclal rehabilitatton, and case management research) did not begin in
carnest until alter Rysenck (1952) in psychology and J. Blscher (1973) in social
work posed the challenge 1o the helping professions to demonstrate the effec-
tiveness of psychosocial interventions. By the early 1980s, a substantial body
of clinical outcome research had emerged (Lambert, Shapiro, & Bergin, 1986),
Traditional scholarly reviews (e.g., Luborsky, Singer, & Luborsky, 1975) and later
meta-analytic reviews (e.g., M. L. Smith, Glass, & Miller, 1980) of the clinical re-
search demonstrated the overall effectivencss of psychotherapy interventions.
Reviews of (he literature In soclal work, reported mixed results. (. Fischer, 1973,
1981; K, Wood, 1978; Reid & Hanrahan, 1982; Rubin, 1985), Studies of culpatient
treatment problems revealed comparable results for insight and behavlor thera-

- ples (Stoan, Staples, Cristol, Yorkston, & Whipple, 1975; Lambert ct al,, 1986),

but behavior therapies demonstrated supérfor outcomes with more serlous

-

PRI
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disorders in both adults (Kazdin & \Wilson, 1980) and children (. R. Weisz, Welss,
Allcke, & Klotz, 1987). Positive findings for cognitive-behavior approaches con-
tinued to grow through the 1990s (Tambere & Bergin, 1954 Reld, 1997, Nathan
& Gorman, 1998;]. R.Weisz, Donenberg, Han, & Weiss, 1095, Welss, Catron, Har-
tis, & Phung,. 1999, and are often combined with case management skills for
treating the most challenging clicnt proups.

"Fhe most efficaclous practices, in general, are more likely to be delivered ef-
fectively within the context of a competent and compassionate therapeutic al-
liance. In addition, psychosocial interventlons for complex problems are moge
llkely to be successful if delivered within a broader case management or multl

systemic faamework in collaboration with other professionals, i order to main-

taln psychosecial improvements over time and gencralize yesults across different
sltations. Evidence supporting cvidence-based piactices for these problems
(and more) wlil be examined in preater detailed in parts 2 and 3. What follows

is a brief list of the outcome research that supports interventions for common
and serlous psychosocial nterventions. The sources by no means fist all the pub-
lished research.

Copnitive-behavior approaches have been effectively implemented within &
case management framework for helping people with severe and persistent
mentat Hiness (A B Lehman, Steinwiachs, & Co-investigators of the PORT Project,
1998; Huxley, Rendalt, & Sederer, 2000).

Interpersonal psychotherapy and cognitive- ehavioral interventions have

_been shown to be comparably cffective with depression (Weissman, Markowilz,

. & Kierman, 2000) aird blngc eating disorder (G.'T.Wilson & Fairburn, 1993; Shek
terWolfson, Woodside, & Lackstrom, 1997; McIntosh, Bulik, McKenzie, Luty, & Jor-
dan, 2000),

Cognitive-behavioral interventions have demonstrated clear superdority for.

serlous anxtery disorders, including obsessive-compulsive disorders (Steketec,
1993; Abramowltz, Brigidl, & Roche, 2001), agoraphobia and panic attacks (An-
thony & Swinson, 2999}, and post-traumatic stress disorder (Rothbaum, Mead-
ows, Resick, & Foy, 20000,

Cognitive-behavioral interventlions have been shown to be effective -with
substance abuse_and dependence (W, R. Milier, Meyers, & Hiller-Sturmhofel,
'1999) and a positive addltion to twelve step approaches (Humphreys, 1999; uUs-
DHHS, 2000).

" Cognitlve-behavioral methods are very proinising when incorporated into
brief eatly intervention st;atcgics with youthful substance abusers (Borsasi &
Carey, 2000).

Cognltive-behaviom! interventions have been successfully applled to
cheonic adult behavioral disorders, including borderline personality disorder
(Linehan, 1993a, 19930 B, B. Simpson ct al,, 1998) and court-ordered offenders
(McGuire & Hatcher, 2001), including those with chronle and severe drug ad-
diction (5.1, Higgins et al,, 1993; Abbott, Weller, Delancy, & Moore, 1998).

Finotiondocused therapy Johnson & Greenberg, 1995), behavioral couples
themp{)r (C.Thomas & Corcoran, 2001) and to a [esser extent Insight-oriented
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couples therapy (Suyder, Wills, & Grady-Fleichier, 1991) have been shown to be
effective for couples.

& lavge and growing body of rescarch supports a range of cognhlvc -bahav
ioral therapies for both internalizing and externalizing childhood and adolescent
disorders (Kazdin & Welsz, 1998; Silverman & Berman; 2001; Farmer, Compton,
Burns, & Robertson, 2002).

Cognitlve-behaviofal approaches for children’s disorders are now increas-
ingly timplemented within the context of behaviorally dtiented family theraples
(5. N. Compton, Burns, Egger, & Robertson, 2{302 Northey, Wells, Silverman, &
Batley, 2003). They are often Incorporated into ecological and mullsystemic
frameworks to deal with complex and serlous behavior problems suchi as
youthful delinquency (Henggeler, Schoenwald, Borduin, Rowland, & Cunnlng~
ham, 1998).

Although there have been serious mcthodologlcal problems with much of.
the research on child-abuse and neglect Interventions, some tnterventions have
been shown to be more effective than others, particularly those that incorporate
patenting skills and bebavioral family theraples to prevent and reduce child
abuse and neglect (Smokowskl & Wodarski, 1996; Kazdin & Weisz, 1998, Lutzker,
Bleglow, Doctos, Gershater, & Greene; 1998).

REVIEWING OUTCOME RESEARCH

Although reviews of the outcome research in journal articles and a growing array
of texts on evidencebased practices are avalfable to students and practitioners,
soclal workers should be prepared 1o celtically seview outcome research them-
selves in order to stay abreast of state-of-the-art practices.This skiff uses baslc re-
search methodology to access data bases through diglal Hbrary resources and
ability to distinguish true outcome rescarch from marketing ploys. Although au-
thoss differ somewhat on the level of methodological rigor that should be em--
ployed in determining efficacy and effectiveness (see, e.g., Kazdin & Kendall,
1998; Chambless & Hollon, 1998; Thyer, 2001), the guidellnes helow should be
considered minimal conslderations when judging the quality of outcome stud-
ies. Their order reflects the organization of a journal seseacch artlcle, Some of the
destgn terminology referred to below will e examined in chaptee 4. .

For an origlnal research article, the literature review should be representa-
tive of the current avaiiable research and cover a range of sefereed journals ffom
suckal work, clintcal psychology, psychiatry, marriage and family publicattons, as
well as other relevant specialty journals. Review articles, which crltically review
and summarize previously published research, should cover all the available ev-
idence,

The purpose of the study should be made clear. Is it an examination of the
predictive valldity of client, clinlcian, or practice processes, or does it primarlly
test the cffectiveness of a specific treatment approach?

The author should clearly define chient descriptors (e.g., age, sex, ethnicity),
sources of referral, and diagnostic and other formal selection criterla, Client




44 Part 0n_é Deflning Bvidence-Based Practlce in Social Work .

problems should be clearly defined, with valid baseline measures taken prior to
the Intervention,

If the article is a contreiled outcome study, clients should be randomly as-
slgned to treatment conditions or specifically matched to different interventlons
- on a number of varlables, such as age, gender, or problem severity. The interven-
tion should be compared with-some alternative treatment (or no treatment).
Repiication of controled studies by independent rescarch groups subxstantially
sirengthens an argument for efficacy. If the evaluation study has no control or
comparison group, statistical controls can be used to help identfy client and
treatment factors that predict outcomes, Although these designs are not as strong,

such studies are valuable because they sometimes reflect everyday practice con-.

ditlons (effectiveness) more realistically than do sore controlled Investigations,

Single-subject designs, particularly ABAB and mwltiple basclines designs (de-
scribed in chapter 4), rimy provide strong support for treatment efficacy if they
are replicated on ac least thiee study participants. Again, replication by other e
scarchers strengthens the argument for cfficacy.

If the study is testing the lnkage between specific intecvention coinpo-
neats and client outcomes, clear linkage must be established between the Infer
vention component and .changes in ¢lient functioning in one or more areas, If
he study 13 an investigation of theorctical change processes that are hypothe:
sized 1o be activated by a specific intervention, a clear theoretical rational must
be defined before casual inferences can be made regarding the cffect of a spe-

cific ihtervention component on client ouicomes, Demonstrating how the treat-
_ ment works is much more difficult than demonstrating that the Intervention
does work, ' K

‘The investigators should employ at least one standardized scale (preferably
more) with a history of adequate validity and reliability for the subject popula-
tion. Simple Indexes with clear face valldity (e.g., number of panic attacks or
days In the hospiral) are also useful. Measures should ideally focus on target
problems and on broader measures of psychosocial well-belng,

What praclitioners and clients actually do should be clearly described.
Vague references made to perspectives, orlentations, or practice theories are not
good enough. Teeatment manuals, evldence of close supervision, adequacy of
therapists’ teaining in the specific interventions employed, and wse of Rdelity
measuees (scales that demonstrate the faith{u! implementation of the model; see
chapter 4) are a plus.

. Outcome data should Include baseline measures, and additional measures
taken at regular intervals that make sense given the durdtion of the program, at
termination, and at follow-up at a reasonable time after service ends.

Discussion should examine methodologlical flaws as well as alternative ex-
planattons for outcomes.To argue that results can be genemlized beyond the
study participants, evidence that the intervention methods can be transferred
and hnplemented in typlcal community seevice settings after some tralning of
staff s essential,
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SUMMARY

Bffective sociat work hntevventions age fikely to be defined by some optimal
amalgam of supportive and facilitative skills, therapentic coping skills, and case
management strategies. Practitioners should Initally consult the published out-
come research and avallable clinlcal manuals and texts describing a method, ob-
tain adequate training ahd supervision in the wse of thé method, and be prepared
to apply the interventlons with cautlous flexibillty withia an eclectic practice
framework. L




CHAPTER 4

EVALUATING INTERVENTIONS
AND PROGRAMS

Interventions slrown to be efficacious In controlled trials may not be imple-

mented effectively due to a number of factors, including lack of {raining in spe--

cific practices, poor transfer of training, fack of funds for professional staff de-
velopment, organizational structures and processes that milltate agalnst the

Implementation of evidence-based practices, and Inadequate supervision. Evalu- -

atlon is thus a key part of EBPSW. This chapter examines a number of evaluation
designs to determine their relative steengehs, weaknesses, and suitability for en-
suring the effective implementation of evidence-based practices.The emphasis
is on the wse of naturalistic monitoring and evatuation methods that are inte-
grated at both the individual practice and program levels. The chapter ends with

a descrlption of the complete service plan, from assessment to evaluation.

DESIGNS USED IN EVIDENCE-BASED PRACTICE RESEARCH
AND EVALUATION ~ '

. Social v,‘rorkers and allled professionals have been trylng to bridge the gap be-

tween practice and research for some time, Many practice scholars have en-
gaged in spirited debate reparding what the “best™ evaluation design. is, and
whether qualitative or:qliant;mtive methods are superlor. Before proceeding
with an examination of the roles of different rescarch and evaluation designs rel-
evant o social work practice, some basic clarification is required.

‘As noted In chapter 1, practice research and practice evaluation have two
somewhat overlapping purposes, Practice research tests whether Interyentions
work under controlted conditions (to demonstrate efficacy), and practice eval-
uatton s used to test whether interventions work under cveryday practice con-
diftons (to demonstrate effectiveness; Hargreaves, Shumway, Hu, & Cuffel, 1998;
O’'Hare, 2002). Now, this distinction is not always very neat. Some welb-designed
owtcome studies can closely replicate “real-world” treatment conditions, and

evaluation deslgns can range from naturalistic evaluation, where few efforts -

are made to control or maniputate treatment conditions, to controlled evafua-
tion research.Thus, the differences hetween controfled oufcome research and

46 .
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naturalistic evaluation may best be understood on a continuum from a high
level of control of client and intervention variables to no controls. ControMed
evaluation research #s somewhere in the middle of the continuum, This grada-
tion of control applies to both single-subject and group designs, and both qual-
Reative and quantitative data can be used to measure outcomes in any deslgn (al-
though qualitative dara becomes somewhat unwieldy with larger groups of
clients), This contimwim of control roughly corsesponds to the classic distine-
tions among *preexpesimental"quastexperimental and “experlmental” designs
(see table 4,1), o

Distingulshing controlled outcome research, evaluative research, and natu-
rafistic mondtoring and cvaluation is a matter of degree, and it Is a distinction that
should become Increasingly blurred as agency-based cvaluation improves in
methodological quality. However, ln addition to pragmatic considerations (cost,
feasibility of the design, pudpose of the research or evaluation project), the dif--.
ferences among the different research and evatuation designs can be explained
as differences in balancing Internal and extérnal threats 1o valldity,

The many potential sources of error should prevent practitioness and eval-
vators from belng supremely confident in assuming that thelr positive treatment-
outcomes are the direct result of the intervention. These threats to drawing valid
concluslons are problems of futernal vaifdity. One has 1o consider whether the

TABLE 4.1 Evaluation and outcome research designs

High control Moderate control Low controf

Efficacy Effectivencss

Hxperimental design - Quasi-experimentat design  Preexperimental design

Controlled outcome stud-  Evaluatlon rescasch
ies (elther groups of

Naturalistic progeam cval-
Clienls may be selected or - vation.

clients or single-subject),

Clients are carefully se-
lected,

Practitioners are trained
to the treatment nanual,

Clients are matched or
randomly assigned to the
experimental and compar-
ison (control) groups.

in single-subject studies,
clients serve as thelr own
COneol,

Multiple outcome mea.
sures are used.

matched across two differ-
ent approaches, or bwo
prograss are compared
and statistical controls are
used to determine treat
ment cffecliveness.

Qutconic measures are
used,

Monitoring a single case,
using qualitative or quan.
titative methods to mea-
sure ontcomes.

No design or statistical
contrals used,
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jntervention was implemented faithfully (treatment fidclity), whether the client
would have fmiproved with no treatment or some alternative Intervention,
whether other facteors such as the client’s history, maturational, or other exteriat
factors played a fole, whether “good” clients are being selfselected by the prac-
titloner-evaluator, whether there were problems in using the instruments to col-
lect data, and whether statistical analysls (when data are agpregated) was done
correctly, : ’
Practitioners should also be'concerned with how well the intervention will
replicate in simllar practice environments with other cllent groups. These ambt-
guitics are caused by threats to exteritgl ialidity. For many reasons, one cannot
assume that a successful interventlon with one person ot even a whole progeam
can be suceessfully exported 10 other sltuations, As noted eaclier, practitioners
often feel that interventions shown to be effective in well-controlled outcome
studies doni't seem to fit thelr own practice sltuatlon. This transition from efit-
<acy studies to cffectiveness geis to the heast of gencrafization, that is, external
validity. What Is certain is that all approaches to evalnation research have their
share of strengths and weaknesses, as well as thelr place in the seamless contin-
num of reasoned Inquiry into matters-of practice cfficacy and effectiveness,’
The commonaltles and shared purposes of clinfcal social work practice and
evaluation methods have long been recognized (Stegel, 1984; O'Hare, 1991; K.
“Corcoran & Glagerich, 1994; X, Cocordn, Gingerich, & Briggs, 2000). Both activi-

tics require that clicnts and practitioners make judgments about the nature of

the clent’s problem, determine what kind of intervention should be used, mea-
sure whether the cient’s problems are improving, and whether the intervention
had anything to do with the outcome. Although it may seem to some practition-
ers thar drawlng conclusions about the effectiveness of their practice with a spe-
¢ific case should be relatively stealghtforward, such conclusions can often he
misieading. In additlon, when one has to answer the same question regarding 10;
100, or 1000 clients in a program, evaluation becomes even mote challenging.
Nevertheless, practitioners and evaluators must begln 1n the same place: define
the problem, define the intervention, and estahlish some critedda and-a method
for judglng success, What follows ls a review of the more common designs used
in evaluation and outcome fesearch, and thelr relative strengths and weaknesses
An providing sound answers to matters of efflcacy and effectiveness,

QUALITATIVE APPROACHES

Qualitative evaluation employs an areay of observational data-collection tech
iiiqucs and methods of analysis to obtain detalled, highly textured descriptions
of hunan behavior, lncluding making cause-effect inferences about the cfficacy
_of social work practlce Interventions. Qualitative mcthods have long been com-
mensurate with traditional methods of social science. They similatly require re-
view of the existing literature and sampling strategies, and often Include quanti-
tative data collection. Qualitative researchers investigating social work practice
may employ focus groups, in-depth interviews, casc studles, and structured or
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semistruciured questionnaires, Qualitative methods provide nuance, dclau, and
exploratory flexibility not usually oblalnable with experimental or most large-
SRMpIE stiTvey nuctitods. Although there fs often a heavier emphasis on thick de-
scription in qualilative case studics, this approach also requires making cause-cf-
fect linkages between interventions and outcomes, based on one’s observattons.
Case studies are a unfque complement to experimental research, ofien spawn-
ing Innovative assess'ment_ or intervention hypotheses, Qualltative methods are
good for studylng rare phenomena, can provide some degree of disconfirmation
of a prevalling theory or clalms. of practice .effectiveness (through counterin-
stance), and have persuasive and motivational value (Kazdin, 1998; C, Matshall &
Rossman, 1995),

In response to the romantlcizing of qualitative methods in soclal work lit-
erature (Helneman-Pieper, 1985; K. B.'Tyson, 1992), some authors have high- -
tiphted considerable liabilities In the use of qualitalive methods (Gambrlll, 1995;
Mullen, 1995; Stake, 1995), Qualitative Inquiry is highly suscepiible to personal
bias.The tendency (o force-fit observations to one’s preferred theorles provides
a weak basls for drawing conclusions, often mises more questions than it an-
swers, Is extremely labor inténsive, and yields few generalizable resuits, resulling .
in relatively little overall contrlbution to the soclal scicnce knowledge base,
Drawing cause-effect concluslons from qualitative’ research or evaluation re-
quires extreme caution, and often begs alternative explanations, Nevertheless,
qualitative evaluation can provide excellent detajled idiographic (naturalistic)
analysls of unlque cases, and is an essential beglaning polnt for developing.a
More systematic evaluation protocol.

Although qualitative research can be highly controlled, qualitative evalua-
tion Is typically used in uncontrolled deslgns to assist practlloners in evaluating
thelr own praciice (Le, the standard case study). However, concluslons about
treatment effectiveness from single-case anulyses shoutd be taken with a grain of
salt, Observing that the cllent has improved, stayed about the san'lc, or deterlo:
rated since the Initial assessment js the main function of monitoring and simply
tells us how the client is dolug. Given the limitations of qualltative evaluation -
with single cascs, drawing the conclusion that the Interventlon was the primary
cause of client change should be done Cautiously.

SINGLE-SYSTEM DESIGNS

Single-system design (also called single-subject, n = 1) In soclal work practice
generally refers to evaluation of an Interventton with a client or afamily, In sln-
gle-system design, the baseline measure is typically represented as 4 (which pro-
vides & measure of current performance and a criterlon against which one pre-
dicts change in the client's problem), and the intervention is represented as B
(C, and D, ete,, for muliiple Interventions). Although single-system designs are
typically used for uncontrolicd (naturalist) monltoring of cases, some are re-
ferred o as “experimental® because the underdying logic of control is similar to
that of classlc group experimentat designs; the design compares Intervention

-
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effects under different weatment conditions, and the client serves as his own
controk. Variatlons on experimental single-system designs include withdrawal
and reintroduction of the interventfon (ABAD design, called the reversal design),
introduction of an alternative intervention (ABAC), and combinatons of inter-
ventions (ABCA). Obviously, many other deslgn variations are possible (Kazdin,
1978, 1992; Hersen, 1985; Bloom et al,, 1999,

Given that the baseline constituies the criterla against which the success of
treatment is judged, a stable baseline Cwith several observations) is preferred, be-
cause an improving bascline makes it more difficult to argue that a successful
oulcome was the resuit of the lntervention and not just the result of sponta-
neowts improvement or other nontreatment factors. The new level of perfor-
mance provides a new bascline for future changes in the tecatment condition.
Treatment can be withdrawn to see if performancé deviates from the predicted
level under treatment, or to sce If the orlginal baseline would have continued,
Basclinlng is often done retrospectively when collecting baseline data and with:
[olding the intervention Is either impractical or unethical, In acival practice, in-
tervention withdrawal can happen spontancously, as clients sometimes unex-
pectedly drop out of treatment and return at a later date, '

There are a number of benefits to employing # = 1 methodology. First, sim-
ple designs ase relatively casy to Impiement as a monitoring and evaluation tool,
Second, single-system designs are quite flexible and can be designed to fit

unigue practice situations. Third, they provide some degree of structure for treat- ©

~ment b]anning by necessitating clear definitlons of problems, Interventions, and
. goals. Fourth, clients often sec the utility of evaluation and are willing to use seif-

monitoring devices to bascline their problems and track their own progress.
“Defining a particular problem becomes a sclf monitoring tool in addition to pro-

viding baseline data for tracking progress and oulcomes. Although (as with qual--

ftative ‘evaluation) conclusions about the effectiveness of the intervemion with
a single case should be made cautiously, replication with similar cases using con-
trolled experimental single-system designs can provide some basls for general
fzatlon regarding the efficacy of an innovative intervention method.

Methodologlcal problems with single-system designs can be formidable,
however (Kazdin, 1978; Bloom et al,, 1999}, These inclhude several threats to in-
ternal valldity. Obtaining stable baselines is often impractical. Altering phases or
conditions duting Intervention can cause ambiguity in the interpretation of out-
cmi}g&Cii&ntS often do not Improve In linear, incremental fashion, but take two
steps forward, one step back. It is difficult to attribute changes in the clieat to
specific interventions when multiple interventions are employed (ABCA). And
cause-cffect reasoning can be confounded by “history® or "carty-over efieets” be-
cause clients’ recollections of previous cvents affect thelr future bebavior (Wake-
ficld & Kirk, 1995).

Orlginally cmployed to evaluate behavior-meodification methods with the
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phascs of trcatment, In addition, aside from naturalistic monitoring and evalua-
tion in which ne treatment conditions arc altered, it Is unreallstic to expect busy
praciitioners to employ well-planned single-system designs in everyday practice,
and it Is unethical to manipulate treatment conditions without clients’ informed
consent. Every case subjected to 2 new destgn would have to be approved by an
institutional review board . . . 2 prospect that is not [tkely to be welcomed by
busy administrators. Unless the administrative permisslons were expedited,
clients would have to wait, perhaps uanecessarily, for the infervention to com-
mence. Pechaps the most sertous problem with single-system designs 1s that they
can be applied to only a handful of cases at one time, and generalizing results to
other clients or treatment sitaations is impractical The question is, beyond shm-
ple monitoring and evaluation, what can be inferred about the effectivencss of
the interventlon? Some soclal work commentators have Sliggcsted that social

work go beyond the limitations of ldiographic evatvatlon and cmphasize pro.

gram cvaluation instead (Benbenishty, 1996).

Others have argued that # = 1 evalvation has advantagcs over group de-
signs because, first, problems and interventions can be more specifically de-
fined for the Individual client, and second, making causat linkages between in-
terventions and outcomes appears to be more stralghtforward (Bloom et al.,
1999; Ivanoff, Blythe, & Briar, 1987; Mattaini, 1996). Ambiguity in defining the in-
tervention Is pot an inherent weakness of group designs, however, and making
causal connections between treatment and outconies is certainly no caster in
single-system design than in group destgns, The use of treatment manuals and
intervention process measures can capture rh;my of the sallent dimensions of
the intervention in group designs, and group designs can provide a stronger
hasis for infercing causality between intervention and outcome along with a
stronger case for generalization. In additlon, the vse of single-system designs
without reference o treatment selection presents 2 more fundamental dilemma

for soclal work practitioners: what criteria do we use to guide our choice of in-

tervention in the flest place? In summary, single-system deslgns provide a sound
basis for routine monitoring and evaluation and, when used as a controlled ex-

. perimental design with several cases, serve as a valuable tool for investigating

the efficacy of innovative treatments, an Important first step on the path to con-
rolled outcome research. .

GROUP DESIGNS

Controlled group designs are not typlcally em ployed in the rontine evaluation of

sochd work interventions, but constitute 2 methodological gold standard for con.

tcting efficacy studies. More advanced group designs (randomized experimen-
Iaj designs) do a good job of controlling for Intesnal threats to validity, although
éneralizing to everyday practice environments must be done with caution.

PN

In group designs, relationships among Intervention and outcome varlables are
Zexamined in a number of configurations Kazdin, 19944, 1998; Camplell & Stan-
ley, 1963; Royse, Thyer, Padgett, & Logan, 2601).These strategles include larger

most severely disordered populations, single-system design s less useful with
more-complex cognitively based or eclectic interventions becanse it s more dif-
fleult o link clent improvements to specific treatment methods or different
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mumbers of clients (at least ten under each conditlon, aithough more Is prefer-
able) and may compare the experimental treatsent to Intervention (control
groupy or an ahernative Interventlon {Cormgrarison gloup, often freaiment 4y
usual in the community).The baste modefs of group designs are consldered hece.

The elements of experimental destgn include the initjal observation ¢O1) of
the client's difficulties, the intervention (X), and a subsequent measure of the
clieat’s problem (02) to determine some degree of change. If only these basic
elements are employed with no comparison or control group, this deslgn ls a
precxperimental or prepost design, As noted in table 4.1, this design reflects a
tow Ievel of control The model conceptually can be portrayed as

01 X 02

This design illustrates the bastc components of controlled research but s itself
a weal argument for deawing conclusions cegarding the efficacy of the Intes
vention, because there is no basts for comparison (clients could improve for rea:
sons other than the Intervention).

A typleal quasl-experimental deslgn compares the original mter\'entlon m
some alternative tecatment.

01 X1 ’ 02
a3 XZ 04

This deslgn provides a stronger basis for inferring treatment efficacy or effec-
tiveness than the flest design, because of the presence of a comparison group.
“But ¢ Is-still difficult to draw firm conclusions, How clicnts are assigned to the
" different groups also matiers. considerably. If clients chose thelr own treatment
-condition {perhaps by secking help in two different mental heaith agencles, X1
and X2), then the design would be considered quast-experimental The weakness
in this deslgn, of course, is that fittle consideration is given to the impact of dif
- ferences in the agencles themselves of the effect of clients' treatment expecta-
tions or other factors {such: as sociocconomic status or location) that may have
influenced their declslon to sefect one agency over another This model reflects
a moderate degree of control, atthough alterations in the design could
sm:ngthcn the level of control (e.g., matching clients in both groups on selected
demographic variables through client sclsction or- through statistical controls).
¥ clients are randomly assigned to these different treatment conditions,
howevcr, the deslgn bccomes experimental, and can be depicted as

' 01 Xt o2
o3 X2 04

‘The R represents random assignment to these two groups.f’urlsts might contend
. Uhat the above deslgn is sll quast-experimental. The classic experimental design
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comparcs the effects of one Intervention with a “placebo” or no Intervention at
all Cusually a walting-llst control group), and would be fllustrated as -

5 Ol X o2

O3 : 04

The __ represents the control group. ]

One way to strengthen this design would be to colfect follow-up data to sce
how stable the changes are over three to six months or more. With that addition,
the previous model would like

01 X 02 03
v

T o4 — 03 06

Although not foolproof, random assignment tends o reduce the lkelihood that
outcomes would be affected by client differences such as client-selection factors
or treatment expectations rather than the effects of the intervention, -

Expertmentdl designs can become Increasingly complex, For example, re-
searchers may declde to measure two variations of an experimental treatment
with a comparlson or controf group. To maintain-the experimensal quality, cases
would have to be randomly assigned to three treatment groups. If researchers
wanted to comipare the cffects of treatment on equal numbers of men and
women across all three groups, the participants would also have to be randomly
assigned to both treatment groups and the “teatment as usual® comparison or
control group. When specific cllent or practitioner factors are controlled for,
these are referred to as factorlal deslgns. ’

Controlled comparisons have the potential to provide robust evidence to
support whether an Intecvention is efficacious, Depending en design complex-
Ity, they can also account for the role of client and practitioner factors, the ef-
fects of individual treatment components, and intecactions among these. factors.
They have other advantages as well: pretesting allows for better client matching
and accounts for different pretest performance levels among clients; data allow
for measures of change both within and between the treatment groups;gnd con-
trolled studies can control for the cffects of attrition. Controlled experimental
designs can make a steong crse for treatment efficacy when clients are wetl-cho-
sen, practitioners are welltrained, and the instruments employed are reliable and
validh Results can alse be sufficlently robust to justify the claim of superlority of
one treatment over the altcrnatlve treatment or control group, pacticulacly if sev-
¢ral similar studies replicate these findings,

These approaches are not without limilatlons, however, Drawing conclu-
sions about the relationship between the interventions and changes ln clients’
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prol_:lcms can still be difficuit due to a number of theeats to validity (Kazdin,
19942). There may be variations and inconsistencles in the way the interventions
were provided; disproportionate or excessive attedtton, aspects of the interven-
tion that are unaccounted for in the design; unintentional cues that the partici-
pants In the experimental group were Betting the “better” lntervention; low sia-
tstical power; and use of Instruments tha have poor reliability, validity, or
sensltivity to change. Perhaps one of the most difficult problems’is in generaliz-
Ing the results of controlied tralls 10 real practice situations, Despite the limita-
tions, however, replicated contralled trails provide the strongest basts for estab-
lishing intervention efficacy, and provide the foundation for intervention
planning in BBPSW,

NATURALISTIC PROGRAM EVALUATION

Althouph controlled designs provide valuable guidelines for chioice of Interven.
tion, they are razely used as a meéthod of routine evaluation In human service
agencles, due to thelr exactlng requirements, One strategy for evaluating
whetlier evidence-based practices arc dmplemented effectively accommodates
the demands of day-to-day agency practice. This approach is naturalistic evalya-
tion (also known as passive-obscrvational designs; Kazdin, 1998; Hargreaves ct
© al., 1998, Rossi & Freeman, 1993), '
Naturalistic evaluadon strategles can accommodate the classle organiza-
tlonil modef that integrates agency structure, service processes, and chicat out-
- comes, (Dpnabedlan, 1980; Satzet, Nixon, Schur, Kacver, & Blckman, 1997, Strue-
turauy, programs should be well- designed, with a cleas organizational mission
and goais that support the administration, training, implementation, supervi-
sion, and evaluation of cvidence-based interventions. Naturallstie designs
employ assessment and cvaluation methods that can be readily integrated into
normal clinical and administrative fonctons of hunian service agencies. As the
term wtaduralistic implies, no cxtraordinary means (such as random assignment,
or control groups) are usest to manipulate the treatment conditions; Agencles
function as usual in terms of genenl service delivery, but great emphasis is
paced upon developing quality programming based on careful reviews of the
relevant practice outcome fiterature; training staff in best practices; and inte-
grating the use of brief, reliable, and valld measures into assessment and evaly-
atlon procedures to capture pretest, postiest, and (in sampled cases) follow-up
data over time. These data collectively link client characteristics, elements of the
Intesvention, outcomes, and (with increasing emphasis) service costs in one co-
hefent modetl (Salzer ct al,, 1997, Newman, Howard, Windle, & Hohmann, 1994;
O’Hare et al,, 1998; [yons, 1. S. Howard, O'Mahoney, & Lish, 1997; G. R. Smlth, Fis-
chet, Nordquist, Mosley, & Ledbetter, 1997, Meaningful and useful reports can
then be dt;slgned to enhance admninistrative decision making and respond to ac-
countability expectations of Insurers, funding agencies, and quality-assurance
organizations.
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Although the ideal scenarlo for developing such systems would be 1o start
from scratch, evidence-based practices and evaluation procedures can be imple.
mented at any tlme, often In fluid and contentions service environments. Achiey-
ing 4 reasonable measure of both practicality and scientific valldity Is a constant
balancing act when conducting program evaluation. The intervals for data col-
lection during the interyention and at some follow-up period will vary based on
the treatment environment. For outpatient mental health programs that provide
brlef interventions of generally less than eight visits, data may be collected at
basellne, termination, and (with sampled cltents) at three-month follow-up as In-
dicated in the paradigm O1 X 02 .,.03).For a program that serves people with
severe mental liiness, the deslgn would Bkely require repeated measures over
longer periods during which different components of Intervention ate offered:
01 X1 X2 02 03 X3 04 and s0 on. In additlon to Basic untvariate data reports
(l.e., basefine and outcome data periodically. reporied for groups of clients),”
more sophisticated statistical technlques should be provided by expett conisul-
tants 1o exanvne the relationships among scveral types of variables, Including
client characteristics, ntervention type, frequency of vislts, service cost, and
clent outcomes, ' .

Because naturalistic evalvation is based on the preexperimental patadigm,
there are Inherent theeats to valldity. Nevertheless, selection and development of
key measures can strengthen the design A data-coliectlon package shonld mini-
mally include key client characteristics; brief, rellable, and valld assessment and
outcome measurers that are sensitive to detecting changes in client funciioning
and wellbelng over the course of the intervention; consumer satisfaction nica-
surers; fidelity measures (discussed below) that can capture key aspects of the
Interventions employed; and a range of other Indexes that may be useful for
other external reporting requirements. At the individual case level, the combl-
natlon of qualitative and quantltative data provides the basls for monitoring and
cvaluating intervention. Quantliative data aggregated from scales and Indexes
provide the basis for program evalvation. The combination of cllent, interven-

Hon-process, and assessment and outlcome measures provides a comprehensive
system for naturalistic program evaluation that can be seamlessly Integeated lato
the delivery of evidencebased practices (7. S. Lyons et al., 1997;Salzer et al., 1 997,
Newman ct al., 1994; Royse & Thyer, 1996; [Jolut Commisston on the Accredita-
tlon of Healthcare Organizations], 2004; Yates, 1996). : o

Although naturalistic designs reflect considerable external valdity in their
reakworld application, this approach incurs some degeee of threats to Internal
valldity even when they are well-designed and carcfully implemented. Potential
problems include the inability to conslder other explanations for client Im-
provement (c.g., alternative programming), substandard implementation of the
intervention methods, poor data-collection procedures, moderating effects of re-
peated data collecting, history and maturational affects of the clients, and clent-
selection factors (Rossi & Freeman, 1993; Hargreaves el al., 1998:).5. Iyonsetal,

1997, K. Corcoran & Vandiver, 1996).The strength of the naturalistic evaluation
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is its external valldity. The quality of practice and service delivesy is being judped
within the context of the typically messy, complex, and unpredictable environ-

ment of the human serviee agency,

FIDELITY ASSESSMENT

Simply because an agency or an individual practitioner claims to use evidence
based practices does not mean that they are implemented with a high degree of
skill. Although evaluation usually brings to mind client outconies, measurlng var-
tous aspects of the intervention s becoming Increasingly important and, in some

lnstances, is mandated by funding sources. The main putpose for measuring the

Intervention process itself Is to ensure that evidence-based Interventions are
being Implemented with fideiity, that Is, actual scrvice delivery is fuithful to the
intervention:as described in “the manual” In an agency setting, three methods
are available to achieve this end: qualitative case analysis In supervision or su-
pervised focus groups; direct obsesvation {c.g., the onesway window); and -
delity and other process measures completed by staff and/or clients as part of
routlne clinical documentation. These data can be entered Into a data base, ag-
gregated, 21id linked to client characteristics and elient outcomes to enhance the
program evaluation. ’

Qualitative process evaluation {case-study analysis) Is an invaluable tool for
examl_ning implementation up close and personal. Through supervision or focus
groups, practitioners can examine the intervention process through case dis-
cussions anq stenario bullding as a brainstorming method to discuss how to deal

with more challengtng and less predictable cases.This constructive sharing .of
practice experience can help staff learn to anticlpate problems that may arise
and #ddress them in a way that maintains the esseatial integeiey of an evidence
based approach. Under selected circumstances, practitioners can be observed in
vive with clients (with clients cohsent) in order to compare the practitioner'’s In-
tcrve{nion approach with the model, and to help the practitloner deat with
umanticlpated occurrences. As with program monitoring and cvaluation in gen-
cral, these activities should be undertaken in a context of mutual support to help
refine methods and learn to adape evidence-based pracuces creatlvely to com-
plex client problems, Howeves, case studies must be balanced against larger data
bascs compited from fidelity scales and other intervention-process indicators
such. #¢ type, frequency, and duration of service, One wiy to ensure reasonable
congruency between the model and actual implementation is to allow for some
deg_r‘ee of flexibility In the appHeation of evidence-based approaches, so practi-
tioners can adjust manuakized approaches to the needs of more complex cases,
The thoughtfully planned applicarion of both qualitative and quantitative meth-
ods for measuring Intervention fictelity can help ensure high-quality services.

A number of process instruments measure different dimensions of psy-
chosocial interventlons (Hil, Nutt, & Jackson, 1994; O'Hare & Collins, 1997).
Most of these focus on the interpersonal aspects of psychotherapy, an important
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but incomplete view of psychosocial Interventions. Recently, & number of
promising Initlatives have demonstrated that the implementation of practice
siills for social work practice can be measured reliably. These scales include the
Inpatient Measure of Adolescent and Child Services and Treatment (Pottick,
Hansell, & Barber, 1998), the Hospital Social Work SelfEfficacy Scale (Holden,
Cuzzl, Rutler, Rosenberg, & Chernack, 1996), the Dual Disorder Treatment Fi-
delity Scale (Mueser et al., 2003), the Practice Skills Tnventory (O'Hare & Collins,
1997; O’Hare et al., 1998; O'Hare, Tran, & Collins, 2002), the Substancé Abuse
Treatment Selt-B{ficacy Scale (Kranz, 2003; Kranz & O'Hare, in press), and a fi.
dellty measure of service delivery with people who have severe mental illness
and substance-abuse problems (Teague, Bond, & Drake, 1998). ’

Fidelity Instruments vary in the level of service delivery belng measured.
Vaclatlons Jaclnde measurement of service-program processes (such as indica:
tors that assessments were conducted, and cl?cnls relerred for treatment), the .
use of certain “packaged” intervention models (such as motlvational interview-
Ing, and behavioral family therapy), the use of practice skills, and basic adminls-
trative aspects of service dellvery.

‘The Practice Skills Inventory (PSD) is one process ineasure that could be

. adapted for use as a fidelity scale. Theoretically based on broad reviews of the

practice lterature, the PSI measnres thiee major categories of intervention skiils;
supportive skills that focus on facilitatlng a sound working relationship, coplng-
skills Interventlons that include a range of problent-solving and cognltive-behav-
loral methods shown to be essential for moderate to severe pisychosocial disor-
ders, and case management skills, which are essential for coordinating complex
cases, One study with experienced practitioners also supported the use of an
“instght facilitation” skill {O'Hare el al., 1998),a subscale that represents more in-
tefpersonal approaches to psychosocial treatment. The BSI has been shown to
have good-to-excellent Internal conslstency rellabllity for all lts subscales, and
Iras demonstrated a good factor structure with both student and experlenced so- -~
clal work practitioners (O'Hare & Collins, 1997; O’Hare, Tran, & Collins, 2002).
The PSI has a aumber of potential uses that social work students, practi-
tioners, rescarchers, and evaluators can explore. These inchude examining pat-
terns of skil application In practice; measuring the implementation of evidence-
based guldelines; examining whether skill application varles with different types
of problems or severtiy of problems presemted by clients; examiping variations
In skifl application over time within the same case; and linking processes with
outcomes. A slightly modified version of the PSI s included ln appendix C to be
used as an exploratory device by students and practitioners with individuat
cases, (It may be reproduced without permission,) The Instructions direct the
practitioner to Indicate the number of clieat contacts on which completion of
the scale is based. The number of contacts could range from one to several, de-
pending on service-delivery patterns, Respondents then report the frequency
with which they used certaln skills with a particular cllent during that perioct of
time. Respondents can describe In more detall the particutar skill used, Students
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and practitioners couid use the scale for sclfreview or In supervision to com-
pare the configuration of practice skifls they relied upon with those rccom:
mended in the Hrerature. 4¢ the propram level, evatuators comld aggregate duta
with the PS1 to determine whether the proper category of skills generally con-
form to best practices, and use the results of such a report as a basls for provid-
Ing feedback to staff. These data could prompt further supcmslon consuiiauon,
or staff development,

The individual ltems of the PSI were designed to be somewhat general so
the scale could have broad application to soclal work service settings. Practi-
tioners estimate the frequency with which they used these general skills, and de-
seribe more specifically what skill they actually vsed with their client. Tn this
way, the PSl.can serve as a tool for both qualitative and quantitative analyses, For
an item on the coping: skﬂ]s subscale, for example, the practitioner could specif-
ically define the intervention skill used with that clent (in parentheses under
the specific ftemy), For 4 conduct-disordered adolescent, it might read “taught and
role-played anger management skdlls” Aithough more vaildity work is required
for the P'S1, students and practitioners are encouraged to use the scale in an cx-
ploratory way (o examine practice patterns relative to guldelines provided in ev-
idence-based practice texts and treatment mannals,

The Subsiance Abuse Treatment Self-Efficacy Scale was deslgned to measure
practitloners’ confidence in cartylng out substance-abuse intervention skills,
This scale appears In appendix D and may be used without peilssion. The
scate has thirty-two items and measures five domains of substance-abuse skills

“employed by soclal workers: assessment/ireatment planaing, Individual coun-

* seling, group counseling, case management, and ethics. The structions direct .

practitioners to rate thely level of confidence in using specific skills for working

with substance-abuslng clients, The scale can be used to cvaluate practitioners’.

tralning needs or, with minor modiflcation, as 2 fidefity toof in environments
where it is impeortant to measvfe liow consistently practitioners are uslng core
substance-abuse intervention processes and skills.To be vsed as a fidelity scate,
the instructions could be medified to have respondents measure “how confi
dently they applied each skill with a particular client*The instrument was vall-
dated through exploratory and conflrmatory factor analysls, and showed excel-
lent Internal consistency relabilities for. all subscales {.89-.96). Further field
testing across an areay of scrvice environments is nceded to strengthen its ex-
ternal validity.

THE EBPSW SERVICE PLAN

The key Hnk between individual service delivery and program evaluation s the
qualitative/quantltative service delivery plan. Most practitioners and agencles
are required to document thelr services to clients. This decumentation takes
many forms and is far from standardized. The format varies by funding source,
accreditation organizations, and state and federal regulatory agencies, Although
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dacumentation varies considerably, some bastc assumptions are suggested here,

First, documentation is requiced, necessary, and imporiant for 2 varlety of con-

iractual, fegal, risk roumagenrernt, and ethical reasons. Sccond, alivouph service
documentation is often (and sometimes justifiably) seen as a time-consuming
and expensive nuisance, documentation can be an essential part of delivering
and evaluating evidence-based practlces for a number of important rcasons:
when conceptually well-designed, service plan documeéntation ean improve the
validity and reliability of assessment; clarify the goals, objectives, and methods
used in the intervention; and detal the methods nsed for monitoring and cvalu
ation.Third, a well-conducted assessment, intervention, and evaluation planis es-
sentlal for guiding Individual scevice for cllents, and when data from Individaal
service plans are aggrepated, they can provide a sound basls for progranll-l(:\fd

evaluation.

The Assessment

As outlined in chapter 2, the assessment should include a number of basle con-
stderations: a thorough psychosoclal history and problem formudation that s In- |

, formed by contemporary human behavlor theory, assessment of the' severlly of

client problems across multiple problem domains, and a detailed functional as-
scssment of psyc}iosociai factors that affect the clent’s maln difficulties. This de-
talled MDF assessment should be supported by thoughifully chosen instruments
that can also serve as outcome measures,'These Insteuments: are lkely to be 1
combination of individual indexes specific to client problems and standardized
instrunents that provide a foundation for narvratistic evaluation.

The Intesrvention Plan ,

Once the assessment data have been collected, practitioners and clients need to -
collaboratively define problems and goals, This process Inciudes, fivst, develop-
ing a definftion of the client’s problem(s) based on the MDP assessment. Al
though the assessment may provide a somewhat complex undersianding of the
factors lavolved in the client’s problems, the final problem dcﬂnitlon shoutd be
relatively straight-forward,

Second, practitioner and client should decfde on reasonable inter uenﬂan
goals, that 15, achievable resolution of problems or acqulsition of ceriain coping
abilities, Goals can be stated somewhat generaily, although they should represent
a reasonable and chinically significant improvement in the client’s condition and
ability to cope.

Third, practitioners should reference evidence-based practices, discuss
them with the client, and discuss how they can collaboralively and flexibly im-
plement the intervention to accommeodate the client’s needs and circumstances.
Interventions should be defined by the formal titie of the approach, the details
of actual implementation should be spelled out.
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- Fourth, practitioner and ¢Hent must define inttervention obfectives, that is,
short-tesm and hietarchically ranked stepping stones that lead toward the it
mate treatment goal. Objeciives are o gritigal Hnchpln between the praciitioner’s
intervention skills and the client's efforts at problem-solving and strengthening
coplng skills, Objectives are likely to unfold and change as the client improves,
as new problems arise, or Jf a new a pproach is taken, Treatment plans should be
updated as objectives are achieved. o

Objectives may be defined as “Incremental steps toward a treatment goal,”
but they may also overlhp with the Interventions for one simple reason: an In-
tervention Is not something that is done to the clivnt. The objectives are often

the main vehicle by which the client Implements the intcrventlon. 8o, for exant-

ple, the practitioner might provide psychoeducation and a belef lntervention to
cncourage a client to tey out an Alcoholics Anonymous meeting (the objective)
in the coming week. A travmatized young wonitn who has become agoraphobic
may benefit from an intervention that includes support, psychoeducation, anxi-
ety-management skills, and practice to gradually confront the anxiety. The ob.
Jective may be for her to walk down the street a Quarter mile to mail a letter or
pick up a few grocerles every day for the next two weeks, For a child struggling
with shyneéss and depression, the intervention. may emphasize couples therapy
to reduce marltal conflicts that affect the child’s emotional wellbelng. The

objective may he for the couiple to encotirage the child to attend a birthday party .

unaccompanied by the parents.

The Interventions are the skills and techniques the practitioner brings to
“the table. The objectives are intermediate goals for the client to aéhievc,and they
- should be thoughtfully chosen in collaboration with clients in a way that helps
them progress toward thelr treatment goals. lntermittent and meaningful suc-

cesses increase clients’ selfefficacy and their chances of coplag successfully -

with thelr difficulties. Achleving meaninglul objectives is empowering for clients
and helps them enbance thejr adaptive strengths, :

The Evaluation Plan

The evalwation plan should be briefly described in the service plan, It includes
the standardized measuces and idiographic indexes that were used In the ag-

sessment. It should also Include a bricf description of data collection (who will *

collect the data, at what Intervals, under what circumstances). The evaluation
plan serves two pusposes: it is a foundation for individual qualltative and quan-
titative evaluation, and if broad Spectrunt measures are also used, the data are ag-
glegated as part of program evaluation,

Linking weil-chosen, clear problem definltons with intervention goals,
choosing the Interventlon, constructing key objectives, and hnplementing clini-
cally useful cvaluation tools require constderable skill. When done well, the ser-
vice plan can reduce complex informatton regarding the client's problems and
recommended Interventions to a relatively simple plan focused on problem-soly-
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Ing and mproving a client’s ability to cope. The ¢lient service plan serves many
useful purposes: it Is & necessary bureaucratic tool used for meeting contractual
amd regolatory obligations, it is a biueprint for ciinical intervention (hat should
reflect expertise in clinical assessment and intervention (often in collaboration
with both the client and other helping professionals), and it stipulates the as-
sessment and evaluation tools to be employed. The complete service plan should
thoughtlully reflect all ihree components of BBPSW: assessment, intervention,

and evaluation.




