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Preface

Evidence-based practice (EBP) is a major shaping influence in clinical social work
practice, in relation to economic policies, and in professional education. The defini-
tion of EBP remains contested; professionals still fail to distinguish EBP as a prac-
tice decision-making process from a list of treatments that have some type of
research support (which are correctly called empirically supported treatments). All
mental health practitioners should understand what EBP is, what it is not, and how
it shapes both client options and their own practice experiences. This book explores
EBP in depth and in detail. Our focus includes case exemplars that show how the
EBP decision-making process is done in practice.

There are many recent books about evidence-based practice in social work and
in other mental health professions. In reviewing these books, it appeared to us that
most of the books on EBP have been written by researchers, bringing a particular
point of view and expertise to the technicalities of EBP. These books are important
to social workers and other mental health professionals because EBP involves a lot
of technical details about research design, methods, and interpretation that are not
always covered in other social work texts. On the other hand, the lack of a more
direct practice and clinical viewpoint seemed to leave out a lot of the day-to-day
realities clinical social workers confront in learning and using EBP in practice.
Recent books also lacked much in the way of a broad and critical perspective on
EBP as a social movement shaping policy, agency practice, and views of what
constitutes “good” research. As we explored other books as resources for our stu-
dents and for our own practice, we missed both a larger or meta-perspective on
EBP and a lack of attention to doing it in clinical practice. This book seeks to
illustrate through several cases how important clinical knowledge and expertise are
in doing EBP well. We seek to introduce the core ideas and practice of EBP and
then illustrate them by applying the concepts and processes to real-world cases.
We also take a critical look at how EBP has been implemented in practice, educa-
tion, and policy.

Eight years after we wrote the first edition of this book, EBP continues to be a
major influence on clinical practice. Some areas of the book, particularly the
research evidence used in our case examples, needed to be updated and made



vi Preface

current. This we did carefully. We also added new case examples based on trauma
and on opioid dependence as frequent contemporary concerns leading to undertak-
ing clinical services. The core ideas of EBP appear unchanged, but the evidence it
rests upon has evolved. Yet, the definition and uses of EBP remain unclear to many
and are used by educators and researchers in ways that undermine clarity about
what EBP is in practice. Further, the limited inclusion of populations of color, of
LGBTQ+ persons, and of co-occurring disorders sadly limit the relevance of
research results for many of today’s clients. EBP has many merits but also some
serious limitations. One key and continuing limitation is the lack of extensive high-
quality research results on many client concerns and for many types of treatments.

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

This book is intended for clinical social workers and other mental health profes-
sionals in practice. It will also be suitable for advanced level masters students and
doctoral students. Many introductory level books on EBP emphasize procedures
without much perspective or much detail. We seek to offer greater perspective,
depth, and detail. This includes detailed examination of content from Cochrane
Collaboration systematic reviews of practice research. Furthermore, we view many
of the technical chapters of the book as reviews of research content, not initial intro-
ductions to the content. That said, we have tried to make the technical chapters clear
but with enough detail for them to be useful to clinical social workers doing
practice.

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

In Chap. 1, this book will detail EBP as a practice decision-making process, but
it will also critically examine EBP in its real-world context. We will provide a brief
history of EBP and evidence-based medicine (EBM) from which it developed. We
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employ the contemporary model of EBP that includes four components: (1) the
current clinical circumstances of the client, (2) the best relevant research evidence,
(3) the client’s values and preferences, and (4) the clinical expertise of the profes-
sional clinician. Research is just one part of the EBP practice decision-making
process. Client views, preferences, and values along with clinical expertise are
equally valued in this model, though, in many discussions of EBP, they are omitted
or minimized. We aim for balance among the four components of EBP.

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

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

In Chap. 4, we explore assessment in EBP. As experienced clinical social work-
ers, we find it odd that the EBP practice decision-making model does not include
standards for assessment. We appreciate that the EBP practice decision-making
model is intended to be generic and widely applicable, but we also believe a thor-
ough and wide-ranging assessment is the only appropriate basis for treatment and
service planning. Social workers use many different models of assessment, five of
which we explore in some depth. Our goal is to help social workers better identify
how the use of each model, including the American Psychiatric Association’s
assessment and diagnostic model, may exclude or de-emphasize issues of concern
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to clinical social workers. We also know that the realities of most managed care
practice require very brief or single-session assessment, often with a very narrow
focus on symptoms and risks. Such brief assessment procedures may not provide
sufficient information to guide the best use of the EBP practice decision-making
process. Limited assessment procedures may also omit aspects of social diversity
and attention to both the positive and limiting influences of the client’s social envi-
ronment. To fail to attend to these issues is inconsistent with social work’s core
professional values (National Association of Social Workers, 2017).

Chapters 5, 6, 7, 8, 9, and 10 detail the EBP practice decision-making process.
Chapter 5 addresses how to locate “the best available research evidence” in print
and online sources. It also begins the complex process of evaluating the quality of
research and the relevance of the available research to your client’s needs and cir-
cumstances. Chapters 6, 7, and 8 provide detailed information on how to appraise
research reports. Chapter 6 reviews research designs and the terminology used to
describe them in EBM and EBP. This terminology frequently differs from the termi-
nology used in social work research textbooks. Chapter 7 examines methodological
issues including social diversity, sampling, tests and measures, and statistical analy-
ses. Chapter 8 explores systematic reviews, the most highly regarded form of evi-
dence in the EBM and EBP models, and also examines meta-analysis, the statistical
technique used to compare mathematically the results of multiple studies on the
same topic. Neither systematic reviews nor meta-analysis are covered in most social
work research textbooks. Both are crucial to the EBM and EBP process. In addition,
unfamiliar terms are explained and included in the book’s glossary.

Chapters 9 and 10 address how to bring EBP research knowledge back to the
client in plain language for consideration. Ultimately, the client makes the final
decision about what treatment is best for them. EBP helps provide information and
context to make a fully informed decision. We find many EBM and EBP textbooks
do not place enough attention on these crucial steps in treatment or service plan-
ning. Contemporary EBP models require clinicians to discuss available treatment or
service options actively and collaboratively with the client before a treatment plan
is finalized. This is part of obtaining fully informed consent for treatment.
Contemporary EBP models also empower clients to reject options that do not fit
their values and preferences—even if these options are the “best” alternatives based
on research evidence. Formally documenting that the steps of EBP have been fol-
lowed and evaluations of practice are also examined.

The second part of this book, Chaps. 11, 12, 13, 14, 15, 16, 17, and 18, centers
on the application of the EBP practice decision-making process through eight
detailed case vignettes. The cases include various diagnoses, various ages and
needs, various racial backgrounds, and different practice settings and illustrate vary-
ing successes in finding and implementing evidence-based treatments or services.
We seek to illustrate the challenges of assessment and of identifying a single prior-
ity question to begin the EBP process. We also seek to illustrate how to engage cli-
ents in the EBP practice decision-making process and also examine how practice
proceeds when research evidence is lacking or if research supported services are
unavailable.
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The third part of this book, Chaps. 19, 20, and 21, examines EBP in clinical
social work education and supervision, pointing out some continuing issues. EBP
has already had some impact on the content of social work education. It may also
impact social work accreditation standards, though it is not yet specifically men-
tioned in the current Council on Social Work Education (2015) accreditation stan-
dards. Doing EBP will require new skills from clinical social workers and access to
new resources such as electronic databases and may require new aspects in supervi-
sion. Chapter 19 explores issues in clinical social work education related to
EBP. Chapter 20 examines issues related to clinical social work practice that are
either intended or unintended consequences of the implementation of EBP and will
also examine several issues of interest to clinical social workers that are not directly
or adequately addressed by EBP research and procedures. Chapter 21 offers a set of
conclusions and some recommendations for clinical social work practice, advocacy,
and education.

We also offer an extensive glossary. Many terms in the glossary have extended
descriptions in order to make them more useful to clinical social work practitioners.
Finally, we offer two appendices. Appendix A is a model outline of a social work
biopsychosocial assessment framework. With it, we seek to illustrate the complexity
and scope of a thorough social work assessment. Appendix B is a bullet point sum-
mary of the strengths and limitations of EBP. We hope a succinct summary will be
useful for review and reflection on the complexity of EBP.

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

Northampton, MA, USA James W. Drisko
Washington, DC, USA Melissa D. Grady
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“This volume is a superb and user-friendly resource for clinical social workers
interested in incorporating the EBP approach into their practice. It provides the
intellectual and practical tools that practitioners need to use EBP wisely as well as
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programs that deliver clinical services, MSW programs that include specializations
in clinical or direct practice should consider adopting this volume as a required text
to equip their graduates for practice in the current context of accountable care.”
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optimal interventions from available treatment alternatives. If asked to select the
single best book for students or practitioners interested in evidence-based practice,
this is certainly the book I would recommend.”
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What Is Evidence-Based Practice and How
It Influences Clinical Practice
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Chapter 1
Introduction and Overview

Evidence-based practice [EBP] is a major influence on medical and mental health
practice, research, and policy. In less than 25 years, it has become a central part of
clinical training, research, and practice in all the mental health professions. Some
authors have called it a “paradigm shift” in practice (Edmond, Megivern, Williams,
Richman, & Howard, 2006; Pollio, 2015). EBP is also quite prominent in the social
work professional literature. Several new journals have been started to share knowl-
edge about EBP, including one in social work focused exclusively on evidence-
based social work practice. The Council on Social Work Education, which accredits
all BSW and MSW programs in the United States, has required education on
“research-informed practice and practice-informed research” in both its 2008 and
2015 Educational Policy and Accreditation Standards.

Despite this growing influence and expansion of EBP, there is continuing con-
fusion across professions about just what EBP is and how best to implement it
(Carter Mastro, Vose, Rivera & Larson, 2017; Drisko, 2017; Grady et al., 2018;
Wike et al., in press). In fact, Rubin and Parrish (2007) found a wide range of
views about the nature and practice of EBP in a national survey of social work
faculty. In national surveys of practitioners, both Grady et al. (2018) and Simmons
(2013) found that a large majority of social workers understood EBP as providing
treatments that had agency or payer approval, which is quite different than the
actual definition of EBP. Terminology, emphasis, and application in practice vary
from author to author, practitioner to practitioner, and researcher to researcher,
leaving many social workers at a loss regarding how to define and ultimately prac-
tice using the principles of EBP. EBP is a complex social movement with several
important dimensions. To begin this book, let’s start with some definitions and
some background to set the stage for a more detailed exploration of EBP in clinical
social work.

© Springer Nature Switzerland AG 2019 3
J. W. Drisko, M. D. Grady, Evidence-Based Practice in Clinical Social Work,

Essential Clinical Social Work Series,

https://doi.org/10.1007/978-3-030-15224-6_1


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-15224-6_1&domain=pdf

4 1 Introduction and Overview
What Is Evidence-Based Practice?

Greenhalgh (2010) offers one quite technical definition of evidence-based medicine
(EBM) as “the use of mathematical estimates of the risk of benefit and harm, derived
from high quality research on population samples, to inform clinical decision-
making in the diagnosis, investigation, and management of individual patients”
(p- 1). That is, a key feature of EBM and EBP is the use of research results drawn
from entire populations to guide service planning for individuals. It is the applica-
tion of large-scale research results in everyday clinical practice. This definition con-
nects EBM and EBP to its origins and emphasizes research results. But it leaves
undefined just how to make the best use of these research results in clinical practice.
This book will address both what EBP is and how it influences the work and educa-
tion of clinical social workers.

EBP has had such a profound impact on the medical and mental health profes-
sions that it is can also be viewed as a social and economic movement: an effort by
a group of people to make a social or economic change. The extent of this social
movement is so widespread that both the definition of EBP and its application can
become confusing. Shlonsky and Gibbs (2004, p. 137) correctly pointed out that
“EBP is in danger of becoming a catchphrase for anything that is done with clients
that can somehow be linked to an empirical study....” First and foremost, as used in
clinical social work circles, EBP refers to a practice decision-making process. The
goal here is to include the integration of the “best research evidence” in everyday
client services (Sackett, Strauss, Richardson, Rosenberg, Haynes, 2000, p. x).
Second, in addition to the core practice decision-making process, EBP is also used
to specify methods and objectives for research studies. In this second instance, the
goal is to set standards for the kinds of evidence considered good enough for appli-
cation in the practice decision-making process. Third, EBP is used in policy and
administratively to require the use of specific treatments by clinicians based on the
quality of the research evidence that supports their benefit to clients. In this third
instance, the administrative goal is both to reduce costs and promote quality care.
Beyond issues of just what constitutes “good enough” evidence, and how to make
the best use of research evidence in clinical practice, the client’s role in treatment
planning and issues of professional autonomy and professional standards are also
raised in EBP discussions. Understanding EBP in its many applications can be con-
fusing. To begin, let us look at how EBM and EBP originated. This will clarify the
core features of EBP and provide definitions for further exploration.

The Foundations and History of EBP

Some scholars locate the origins of evidence-based medicine (EBM) and EBP in the
very early efforts of physicians to identify the specific symptoms of medical disor-
ders. Indeed, Park argues that the work of Persian healer Avicenna (Ibn Sind)
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introduced the ideas of quantification and experimentation into medicine as early as
1025. Later, in France and England in the 1700s, physicians observed and counted
numbers of patients with specific symptoms. Compiling data across many patients,
these physicians began to reliably link clusters of symptoms with distinct medical
disorders. By using such observational research, the characteristics of certain medi-
cal disorders were empirically identified. These early European efforts allowed for
more accurate diagnosis of disorders and began what is today the science of epide-
miology. Being able to diagnose disorders accurately was a pivotal conceptual and
empirical step in providing more specific and effective treatments. Indeed, accu-
rately identifying the problem to be treated is vital to today’s EBP clinical practice
decision-making process.

What is now called EBM and EBP today is grounded in the pioneering work of
Scottish physician Archibald Cochrane. His life story clearly illustrates why having
some knowledge of what works to treat specific disorders is so important for prac-
tice. Dr. Cochrane volunteered to fight in the Spanish Civil War and later served as
a captain in the British army in Crete during World War II. He was captured and
became a prisoner of war in 1941. Cochrane became the medical officer in charge
of prisoners in Hildburghausen, Elsterhorst, and Wittenberg an der Elbe prisoner of
war camps in Germany. He provided services to large numbers of Allied prisoners
living in very difficult and traumatic conditions. Cochrane (1972, p. 5) writes of a
clinical question about tuberculosis that illustrates his interest in distinguishing
treatments that help from those that may injure:

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

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

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

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

Another event at Elsterhorst had a marked effect on me. The Germans dumped a young Soviet

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

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

Clinical expertise must always guide good clinical practice. Understanding the cli-
ent fully and accurately is not replaced or given low priority in current practice
models of EBM and EBP.

In 1972 Dr. Cochrane, who became a distinguished professor of Tuberculosis
and Chest Diseases in Wales, published an influential book that started the contem-
porary evidence-based approach in medicine. His book Effectiveness and Efficiency:
Random Reflections on Health Services argued for the use of experimentally based
research in both clinical practice and in policy making. Cochrane argued that
because health-care resources would always be limited, they should be used to pro-
vide those treatments and services which had been shown to be effective through
rigorously designed research. He promoted the use of research results to distinguish
(1) treatments that are effective, from (2) treatments that are harmful and ineffective
and from (3) treatments that are benign but ineffective. He heavily emphasized the
importance of drawing evidence from experimental studies also called randomized
controlled trials (RCTs) because these provide compelling information about the
causes of changes made by treatments. A central idea of the EBP process, namely,
the integration of the best available research knowledge to help decide what treat-
ment is likely to be the most effective, was introduced. Knowledge based on experi-
mental research or RCTs was also clearly prioritized.

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

The Overall Goals of EBP

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

Cochrane thought that EBM/EBP should lead both to improved outcomes for
individual clients and more efficient use of available monies, resources, and ser-
vices. That is, the EBP model should allow for more efficient and effective use of
health-care resources at the policy level while leading to the most effective treat-
ment options for individual clients. Gains in both improved client outcomes and in
making optimal use of health-care resources result.

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

Defining the EBM/EBP Practice Decision-Making Process

While we have emphasized the impact of Dr. Archie Cochrane in originally promot-
ing the concepts behind EBM, many authors credit other, more contemporary, phy-
sicians as the originators of EBM and EBP. Indeed, the “McMaster Group” (1981),
led by Dr. David Sackett, promoted the incorporation of research knowledge into
medical practice in the 1980s. Another member of the McMaster group, Dr. Gordon
Guyatt (Guyatt, Rennie, Meade, & Cook, 2008, p. xx), states that the first published
use of the term “evidence-based medicine” was in an article of his in 1991. The
McMaster Group promoted and systematized the process of EBM in a series of
articles published in the 1990s. These Canadian physicians advocated for the EBM
practice decision-making process that gave form to Cochrane’s pioneering ideas.
Their work made EBM an international social movement.

Sackett, Rosenberg, Muir Gray, Haynes, and Richardson (1996) offered an early
and still widely cited definition of EBM:

Evidence based medicine is the conscientious, explicit, and judicious use of current best
evidence in making decisions about the care of individual patients. The practice of evidence
based medicine means integrating individual clinical expertise with the best available exter-
nal clinical evidence from systematic research. (pp. 71-72)
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Following Cochrane, their initial emphasis was on actively including research
knowledge in the practice decision-making process. Some social workers “remain
loyal to the definition and intention of the term as conceive by its originators”
(Soydan & Palinkas, 2014, p. 1). While including research knowledge in practice,
decision-making is the defining feature of EBM and EBP, and a great strength, its
everyday application, has proved neither simple nor straightforward. Practice
requires balancing research results with the values, preferences, and situational fac-
tors impacting each unique client and the expertise of the clinician.

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

The current definition by the same group of Canadian physicians is that EBM is
“the integration of best research evidence with clinical expertise and patient values”
(Sackett et al., 2000, p. x). Here research findings are one part of a multi-part pro-
cess that also includes the client’s current clinical circumstances and the client’s
personal preferences and views, all weighed and integrated through professional
clinical expertise. No one part has priority over the others.

This contemporary definition has also been applied in social work definitions of
EBP by Rubin and Bellamy (2012), Gibbs and Gambrill (2002), the National
Association of Social Workers [NASW] (n.d.), as well as Mullen and Shlonsky (2004)
and in numerous published articles. NASW (n.d., para 5) states that “EBP is a process
in which the practitioner combines well-researched interventions with clinical experi-
ence, ethics, client preferences, and culture to guide and inform the delivery of treat-
ments and services.” Rubin and Bellamy (2012, p. 7) state that “EBP is a process for
making practice decisions in which practitioners integrate the best research evidence
available with their professional expertise and with client attributes, values, prefer-
ences and circumstances.” This more inclusive definition of the EBP practice deci-
sion-making process will be used throughout this book. Yet, as we will see, EBP may
be defined differently for purposes other than practice decision-making. These differ-
ent perspectives on EBP may not involve such balanced consideration of research
knowledge with professional expertise and client preferences.

What Makes Up the EBM/EBP Practice Decision-Making
Model?

Haynes et al. (2002) state that the contemporary EBP practice decision-making
model has four parts. These are (1) the current clinical circumstances of the client,
(2) the best relevant research evidence, (3) the client’s values and preferences, and
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Fig. 1.1 The four
components of the
evidence-based practice The Client's
model (Adapted from Clinical State and
Haynes et al. 2002) Circumstances

. Clinical Expertise '

The Best
Available
Research
Evidence

The Client's
Values and
Preferences

(4) the clinical expertise of the professional clinician. They emphasize that the pro-
fessional expertise of the clinician is the “glue” that combines and integrates all the
elements of the EBP process. Clinical expertise is the cement that holds the other
parts of the model together. Note, too, that the client has ongoing, active input into
the clinical decision-making process. (Would we really expect a client to engage in
a treatment plan they thought was irrelevant or offensive to their values?) Research
evidence is indeed one key ingredient, but it is not privileged over other factors.
Clinical practice decision-making is an active, multidimensional process. Figure 1.1
graphically illustrates the four parts of EBP and how clinical expertise is the over-
arching and integrating component of the model.

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

Clinical expertise “encompasses a number of competencies that promote positive
therapeutic outcomes” (American Psychological Association, 2006, p. 276). All
graduate-level clinical practitioners should possess these basic professional compe-
tencies. These core competencies include the ability to conduct a clinical assess-
ment, make diagnoses, systematically formulate cases, and develop treatment plans,
each with a clear rationale and justification. They also include the ability to imple-
ment treatments, to monitor progress, and to evaluate practice outcomes. Clinical
expertise has a strong interpersonal component, requiring that clinicians can form
therapeutic alliances, self-reflect, and understand the impact of individual, cultural,
and contextual differences on treatment (Huey, Tilley, Jones, & Smith, 2014). Such
contextual differences also include practical and resource limitations that influence
practice decision-making.
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Despite this clear statement, Gilgun (2005) argues that clinical expertise war-
rants better conceptualization and further study. We may know what clinical exper-
tise is, in general, but may lack knowledge of its important specific details.

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

Not only are there several definitions of EBM and EBP in print, there are also
other efforts to link research and clinical practice. As we discuss next, these efforts
are not quite the same as EBP but may share a focus on integrating research results
into practice and policy. These similar but distinct approaches, and their terminology,
often appear when clinicians apply the EBP model in practice. It is important to
distinguish EBP from other uses of research evidence to inform practice and policy.

How the EBP Practice Decision-Making Process Differs
from “Empirically Supported Treatments” and “Best
Practices”

Clinicians may read about “research supported treatments” [RSTs], “empirically
supported treatments” [ESTs], or “evidence-based interventions” [EBIs] or “best
practices.” These have some aims in common with EBP but focus on treatments
models and their supporting evidence. They are not directly about how to include
research knowledge in practice but rather they address what research support exists
in the literature regarding different treatments. Unfortunately, these terms have
varying definitions and sometimes apply a very different logic. For example,
“research supported treatments,” “empirically supported treatments,” or “evidence-
based treatments” are usually based on ideas from the Division 12 (Clinical
Psychology) of the American Psychological Association [APA]. This APA task
force argued that treatments can be rated based on the quality and extent of their
research support. Specifically, treatments supported by two or more carefully com-
pleted experiments, or ten or more single systems design studies, can be called
“empirically supported treatments [ESTs] or “research supported treatments
[RSTs].” They also required the use of a treatment manual and that persons other
than the originator of the treatment under study complete some of the outcome
research (Chambless & Hollon, 1998). When this model is applied, the treatments
that demonstrate statistically significant improvement using these research methods
may be called “RSTs” or “ESTs.” Note that Truijens, Ziihlke-van Hulzen, and
Vanheule (2019) find that use of a treatment manual did not improve outcomes over
treatments that were not manualized.
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The emphasis in RSTs is on showing that specific treatments have demonstrated
effectiveness. Note, however, that this terminology and model focus on rating spe-
cific treatments for specific populations or targeted issues, rather than on how to
make decisions for treating a specific client. RSTs are helpful at the policy planning
level or possibly as a starting point in making clinical decisions but are not based on
the EBP practice decision-making model. “Empirically based interventions” (ESIs)
usually apply a similar approach to rating programs or specific interventions.
Unfortunately, the terminology is applied inconsistently and is not based on a single
set of standards. The label “best practices” is sometimes applied to treatments or
interventions using the RST approach and criteria, but it is also used inconsistently
in the literature and lacks a single consensus definition. The terminology can be
confusing, so a clear understanding of what EBP is and, is not, can be a valuable
guide. Critical thinking is vital to doing EBP well.

EBP in Social Work

In social work, EBP arose as the single-case evaluation effort declined in promi-
nence. In the 1980s and early 1990s, many social workers advocated the use of
single subject or single system research designs to evaluate and document the out-
come of social work practice efforts and improve accountability. This movement
was called the “Empirically Based Practice” movement although its focus and
methods were quite different from today’s EBP (Okpych & Yu, 2014). The goal of
this effort was to improve clinician and agency accountability (Campbell, 1992).
Specifically, empirically based practice sought to demonstrate that social work ser-
vices were effective on a case-by-case basis (Kazi & Wilson, 1996; Sheldon, 1983).
Monitoring and evaluation should always be part of good clinical practice, yet the
single-case study approach contrasts with EBM and EBP models that focus instead
on large-scale, population-level, research results.

Although single-case practice evaluation is a useful method, the limitation of the
effort was that single-case research designs do not always show conclusively that
the treatment or program caused any benefit or harm that occurred (Kazdin, 2010,
2016). Single-subject evaluation can document whether or not a client has improved,
but a single application cannot generally demonstrate that the treatment, rather than
other factors, caused this change. Importantly for the profession, the empirically
based practice effort of the 1980s affirmed that evaluation is a key part of profes-
sional practice. It also supported the need for social workers to use several different
qualitative and quantitative evaluation methods.

As EBM gained prominence in the late 1990s, social work began to adopt the
contemporary EBP model as a more rigorous way to guide treatment decision-
making before treatment starts. Single-case evaluation is still an extremely valuable
method for monitoring and evaluating treatment impact on a specific case. In the
twenty-first century, the older empirically based practice movement, focusing solely
on single-case evaluation, was replaced in prominence by EBP, and a new emphasis
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on using large-scale, population-based research results. In practice, EBP focuses on
using research to inform the selection of assessments and/or treatments before they
are started; the single-case evaluation movement instead focused on assessing indi-
vidual client improvement. Yet some social work researchers now argue for combin-
ing EBP with single-case evaluation measures (Gibbs, 2002).

The shift toward incorporating EBP into social work practice become still more
evident when in 2001 the Council on Social Work Education [CSWE] accreditation
standards required content on “empirically based knowledge, including evidence-
based interventions” be taught and assessed in all accredited BSW and MSW pro-
grams. In both its 2008 and 2015 accreditation standards, CSWE required that
“research-informed practice” and “practice-informed research” must both be taught
in conjunction with critical thinking and clear attention to diverse client views. This
slightly different from “evidence-based practice” language was used to allow social
work programs some flexibility in how they characterize and implement content on
including research in treatment decision-making. One approach programs may use
will be to focus on EBP, but this is not the only way programs can meet this educa-
tional accreditation standard. Since an accredited degree is crucial to obtaining
licensure to practice, clinical social workers matriculating from accredited pro-
grams should be knowledgeable about the intersection of research and practice.
This foundation includes valuable knowledge, values, and skills for contemporary
clinical social work practice.

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

Wasn’t There Any Previous Evidence that Treatments
Worked?

Clinical social work practitioners have many questions about their clients and their
practice efforts. Are the assessment methods we use accurate? Do they address both
psychological and social needs? How can we individualize treatments to best meet
the needs, identities, values, and “style” of each client? What are the markers of
progress toward larger outcomes we can use to guide our efforts? Do clients make
meaningful change? Do these changes last? Do some people get worse even with
treatment? How can we better help people who drop out or never really engage?
Overall, mental health practitioners are curious people who ask many questions,
who can tolerate partial answers and ambiguity, and who use many types of evi-
dence to answer these complex questions in changing circumstances. Practitioners
want to know about a variety of complex issues.
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Over the past 25 years, calls for greater professional accountability, concerns
about rising health-care costs, and efforts to improve treatment outcomes have all
come together to force mental health professionals to better demonstrate that what
they do “works.” In 1999 the US Surgeon General David Satcher published a com-
prehensive review of mental health concerns and treatments. The report was based
on a review of “more than 3,000 research articles and other materials, including
first-person accounts from individuals who have experienced mental disorders” (US
Department of Health and Human Services, 1999). The report clearly stated that
mental health is a fundamental part of overall health and that mental health disor-
ders are “real” and significant health issues. This careful review of research sup-
ported two major findings: (1) that the “efficacy of mental health treatments is well
documented” and (2) “that a range of treatments exists for most mental disorders”
(Abstract). From these key findings, “the single, explicit recommendation of the
report is to seek help if you have a mental health problem or think you have symp-
toms of a mental disorder” (Chap. 8). The US government, after an extensive pro-
fessional review, found strong research support for the effectiveness of mental
health treatments and encouraged their use.

That mental health services are generally effective was not a new finding in 1999.
Since the 1930s many research studies have demonstrated that psychotherapy is
generally effective across theoretical orientations and intervention techniques
(Bergin & Garfield, 1971, 1978, 1986, 1994; Chorpita et al., 2011; Lambert, 2004;
Wampold, 2001, 2010). Of course, this does not mean that all treatments “work,” or
work for a specific client or that there are no harmful, or unethical, or culturally
insensitive interventions. Yet there is a massive body of evidence, based on multiple
research methods, that indicates psychotherapy works (American Psychological
Association, 2013; Huey et al., 2014).

In the 1970s a research technique called meta-analysis was developed to aggre-
gate and compare the experimental outcomes of different therapies for a single
disorder such as depression or anxiety. (We will explore meta-analysis in depth in
Chap. 8.) A growing number of meta-analyses demonstrate that, in general, the
effects of therapy are as good, or better, than is found for most medical procedures
(Wampold, 2001, 2010). This is especially impressive when one considers that the
outcomes of therapy and mental health services address not only specific symptoms
but also intrapersonal quality of life, personal identities, interpersonal functioning,
and engagement in community social roles and in school or job performance.
Further, psychotherapy produces enduring outcomes that are likely to continue
after the end of formal treatment (Grant, Huh, Perivoliotis, Solar, & Beck, 2012;
Lambert & Ogles, 2004). Mental health services may be costly to provide, but they
have also been found to reduce both medical and hospital costs in some cases
(Miller & Hendrie, 2008; The President’s New Freedom Commission on Mental
Health, 2003).

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

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

An Example: Is Medication Useful for Treating Depression?

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

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

Other letters expanded on these themes, with another psychiatrist (who was the
past president of a psychiatric organization) noting that depression responds to psy-
chotherapy and always warrants a thorough diagnostic assessment (Freedman,
January 11, 2010). Another letter from a prominent psychiatrist and researcher
stated that mild to moderate depressions were often not diagnosed or treated and
again noted that psychotherapy was often underutilized by general practitioners
who more commonly treated all severities of depression with medications (Price,
January 11, 2010). Yet another letter from a psychologist (and former president of a
state psychological association) noted that this exchange of views pitted “competent
researchers against clinicians” (Brush, January 11, 2010). He added that “the best
clinicians practice flexibility in approach, depending on the needs of their patients.”
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This set of exchanges among professionals shows that many points of view exist
regarding how to include research in clinical practice. Simple conclusions about
best practices must be viewed critically as partial or tentative. The ongoing issues
include: Does useful evidence exist on the topic I need to know about? Does the
research address the specific kinds of outcomes I and my client seek? Is the research
comprehensive and valid? Were the study participants like my client in terms of age,
gender, race and other social identities? Does the research point to a single best
treatment? Are other treatments available which were not fully studied but which
may be helpful to my client? How does my client understand the best treatments
reported in the literature? Are there cultural or practical factors that may make this
treatment a poor fit for this client in this situation? Are these practices ethical? Can
I deliver this treatment or are there other nearby services that can provide it? Are
there any ethical issues in working with managed care payers? EBP has many
dimensions, and, while a very helpful part of practice, it does not replace careful and
ethical practitioner decision-making.

Behind the “evidence” are differences in perspective about the quality and com-
prehensiveness of research on treatment outcomes and differences on approaches to
practice (Goodheart, Kazdin, & Sternberg, 2006; Mace, Moorey, & Roberts, 2001;
Petr, 2009; Trinder, 2000). Legitimate and long-standing differences exist on the
quality of available research and the methods by which summary conclusions are
drawn. Further, some scholars note that the “active ingredients” of many treatments
are unknown or not well specified or that some treatments do not actually qualify as
legitimate psychological interventions (Wampold, 2010). It may be that simple
summaries of treatments omit attention to vital factors that help make the treatments
“work” or not.

Still, some authors claim that using any treatment lacking a strong evidence base
is unethical, a form of malpractice (Myers & Thyer, 1997). Yet it may also be uneth-
ical or inappropriate to use treatments found effective for majority populations on
people of different cultural backgrounds or values (Zayas, Drake, & Jonson-Reid,
2011). Unique clients come with multiple needs and offer imperfect information
(Morales & Norcross, 2010). The complexity and ambiguity of real-world mental
health cases do not always allow for simple answers. Client values, preferences, and
actions vary widely. Professional expertise and critical thinking are always required
when doing EBP.

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

EBP: A Movement in Crisis?

Greenhalgh, Howick, and Maskrey (2014) point out that the EBM/EBP movement
has had several unintended consequences. First, they argue that the “evidence-
based” “quality mark” has been misappropriated and distorted by vested interests
(p- 2). That is, the economic influence of drug and medical device manufacturers
has led to the expansion of “disease” to include baldness and other limited risks as
they set the EBM/EBP research agenda. The influence of these economic powers is
also coupled with unusual or “surrogate” measures of disease in tests of treatment
outcomes that may not be the best or most realistic measures of effectiveness (p. 2).
Second, they point out that statistically significant results may not necessarily link
to noticeable clinical improvement. In large populations, small differences may
prove to be statistically significant, but client-level improvement may not necessar-
ily follow. For example, lung cancer screening is recommended for older people
who have been long-term smokers, even if they have quit for several years. Screening
is correctly advertised to reduce lung cancer deaths by 20%. But these people have
a 98% chance of living for the next 7 years without screening: 20 of 1000 will die
from lung cancer. With screening, a person has a 98.4% chance of living for the next
7 years: 16 out of 1000 unscreened individuals will die from lung cancer. (A calcu-
lator for specific risk results by age, gender, and years of smoking is found at http://
nomograms.mskcc.org/Lung/Screening.aspx.) This is indeed a 20% improvement
but a very small change in terms of the total number of people positively affected.
Here we see that statistically significant results do not always translate into mean-
ingful changes in outcomes for specific individuals.

Third, Greenhalgh et al. (2014) note that there has been a flood treatment
“guideline” based on research evidence. They argue that the volume of available
research evidence has become unmanageable. They cite Allen and Harkins’ (2005)
study of one hospital’s daily intakes, covering 18 patients with 44 diagnoses and
3679 pages of national guidelines (an estimated 122 hours of reading) relevant to
their immediate care. Doing EBM/EBP can present a crushing time burden. Fourth,
Greenhalgh et al. (2014) point out that treatment rules and guidelines “poorly map”
to the complexity of comorbid and multi-morbid client conditions. That is, guide-
lines may be very useful for a single, clearly defined, health concern but often fail
to provide guidance for the multiple, simultaneous, client concerns frequent in
clinical practice. Fifth and finally, they note that “inflexible rules and technology
driven prompts may produce care that is management driven rather than patient
centered” (p. 2). Economic interests and practice guidelines may interfere with
informed, client-based decision-making. As a result, these authors advocate “for a
return to the movement’s founding principles—to individualise evidence and share
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decisions through meaningful conversations in the context of a humanistic and
professional clinician-patient relationship” (p. 5).

In social work, still another serious limitation of the available EBP research ham-
pers practice. Contemporary outcome research on psychotherapy and social ser-
vices has not included sufficient numbers of people of color and other diverse
groups to demonstrate differential effectiveness (Hamel et al., 2016). While large-
scale studies often include minorities, there is a greater need for research results
focusing specifically on diverse populations (Lee, Fitzpatrick, & Baik, 2013;
Redwood & Gill, 2013). Further, many research summaries do not describe the
populations from which the results were drawn beyond sample sizes and sometimes
percentages of males and females. This lack of detail about social identity and social
supports potentially limits the relevance of outcome research for clinical practice
with diverse populations. This limitation has been known for many years (Miranda,
Nakamura, & Bernal, 2003) and has begun to be addressed by several professional
organizations, but clinically useful results remain very limited (Morales & Norcross,
2010). EBP is a complex social movement with many assets but also with some
serious developmental and implementation concerns.

Summary

EBP provides a model for integrating the results of population-level research into
individual practice decision-making along with client values and preferences and
clinical expertise. It seeks to improve positive outcomes and reduce harmful or inef-
fective treatments. It should help clinical social workers be more confident in their
recommendations and for clients to have greater confidence in the intervention they
are starting.

The contemporary EBP model emphasizes professional expertise as integrating
knowledge of the clients’ situation and needs with the best available research evi-
dence as well as the client’s values and preferences. The expertise of the clinician is
also integrated into this process. Research evidence is one key part of the model, but
not all there is to it. There are other efforts that seek to identify effective treatments
that are like EBP but are not identical it. One of these efforts is the empirically sup-
ported treatment or research-supported treatment model developed in psychology.
Other kinds of evaluation efforts focus on outcome evaluation for single clients
rather than populations. Differences in terminology are very important but can be
confusing.

Clinical social workers need to be knowledgeable about EBP, including under-
standing what it is and what it is not. In collaboration with their clients, they need to
thoughtfully use the EBP process to plan for effective interventions. This process
will involve including the client’s values and preferences, as well as taking into
account the client’s social environment. Social work’s person-in-environment per-
spective needs to be paired with carefully reading the literature to understand the
terminology and key ideas applied by researchers, administrators, and policy
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planners. In doing so, clinical social workers must remain careful and critical con-
sumers of articles and books on EBP, as well as on ESTs and RSTs.

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

Check for
updates

In addition to guiding practice decision-making, both evidence-based medicine
(EBM) and EBP are being used at a policy level to reshape clinical practice. Cost
containment, cost cutting, and, in many cases, profit making are shaping the policies
that orient health-care practice. The implementation of EBP is often standardized
rather than used to support decision-making by the individual client and clinician.
As Romana (2006) states, “EBM has typically been implemented through clinical
guidelines, protocols, or best practices, all which are used to standardize, not indi-
vidualize, patient care” (p. 1). Beyond shaping policies, EBM and EBP are increas-
ingly being used administratively to shape practice. Improving the quality of care
while reducing costs is the recent mantra of managed care providers. Epidemiological
research and EBM/EBP provide one valuable framework for evaluating service
quality, though various minority populations are often not adequately represented.
Further, at policy and administrative levels, the implementation of EBP may conflict
with client preferences and with professional autonomy. The methods of EBP may
even be applied to evaluation of individual professionals. To understand EBP
requires attention to the overall context in which it is embedded.

From another perspective, EBM and EBP have begun to alter research priorities
in ways that may restrict the variety of research approaches and methods used to
understand and evaluate clinical practice. A key strength of EBM/EBP is its use of
population-level research results based on experimental (or RCT) research designs.
Yet overemphasis, or exclusive focus, on such research designs may undermine
attention to other types of research and inquiry that are also important to practice
knowledge building. In this way EBM/EBP may serve to promote some types of
research knowledge while limiting others. For example, Larner (2004, abstract)
states that the emphasis on experimental research in EBP has excluded systemic
family therapy “because it is language-based, client-directed and focused on rela-
tional process rather than step-by-step operational techniques.” Relevant to clinical
social work practice, research on understanding persons in situations, on human
diversity, on identifying environmental factors that impact treatment effectiveness,
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and on the processes of clinical practice may be de-emphasized in favor of large-
scale outcome research. Social work researchers and educators who for the past
30 years have advocated for “many ways of knowing” (Hartman, 1994) may find
one method is favored, and funded, above all others. Issues of epistemology, ontol-
ogy, values, and human diversity in research may lose traction, while specific meth-
ods gain favor.

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

The Policy Level and Administrative Applications of EBP

There is no question that high-quality research evidence, drawn from large samples
and appropriately applied in practice, can save lives and improve services. In medi-
cine, efforts to apply evidence-based standards for acute coronary patient care, for
sepsis in the use of respiratory ventilators, and even for handwashing have all
reduced illness and mortality. One study found that strictly following the guidelines
for acute coronary care treatment might have reduced patient mortality by 22% after
1 year (Alexander et al., 1998). These guidelines addressed acute use of just three
medications. Applying the results of large-scale, population-based, research can
improve service outcomes in important ways. In 2002, large-scale epidemiological
research established that the harms of estrogen replacement therapy for postmeno-
pausal women were much more severe than first believed (Women’s Health
Initiative, 2002). These harms were not apparent until a large-scale research project
aggregated individual experiences. Routine treatment practices were quickly
changed in ways that saved women’s lives and reduced overall harm. Even what
appear to be small changes, such as routine handwashing, can prove to be very
important to improving aggregate outcomes and reducing risks. The importance of
such efforts may only become clear when very large groups of people are studied
and compared. How EBP is applied at the policy level shapes much of the health and
mental health delivery system.

Both the EBM and EBP movements must be understood in the larger context of
macro-level models of health-care delivery. In the United Kingdom, in Canada, and
in the United States, many initiatives drawing on the EBM and EBP models now
shape public and private health-care funding and delivery. Each of these countries
faces the very real challenge of containing health-care costs while providing ser-
vices to a large and aging population. In each of these countries, policies were
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developed to eliminate unnecessary health-care services and to improve overall out-
comes. Note that these macro-level goals are fully consistent with the purposes of
EBM set forth by Dr. Archie Cochrane. In the United States, a major part of this
effort was the expansion of managed care in the 1980s and 1990s. Further, health-
care providers were viewed as having financial incentives for providing more ser-
vices than might really be needed. A tension between the interests of health-care
organizations and profession providers became increasingly evident.

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

Reed and Eisman (2006) state that this top-down perspective was adopted enthu-
siastically by the health-care industry. “Health care professionals were portrayed as
major causes of waste, inefficiency, needless expense...” (p. 14). This argument,
combined with claims that physicians would gain financially from providing more
services, even if unnecessary, made health-care professionals a target for improved
management and administrative control. In turn, health-care organizations in the
United States and also in the United Kingdom and Canada began initiatives to trans-
fer administrative authority from clinical providers to the health plan personnel.
These initiatives were intended to standardized care practices and reduce variation
in delivered services. They also served to limit access to services and to reduce
overall demand, which achieved cost savings for funders. As Romana (2006) notes,
standardization of care rather than individualization of care was how EBP was
implemented administratively. In the United States, health-care corporations will
gain in profits by reducing service access and costs. This corporate financial incen-
tive, which produced large profits for for-profit health-care companies, is not widely
viewed as problematic.

Not only funders but governmental agencies took up this argument. A series of
efforts by the US National Institutes of Health in the 1990s began to promote the
importance of teaching health-care professionals to use research-supported treat-
ments (RSTs). Emphasizing “quality over numbers,” they also promoted the use of
administrative strategies to ensure that such RSTs were used widely and consis-
tently. Governmental support and funding promoted the expansion of administrative
control of professional practice in health care. During these years, parallel efforts in
the national health system of the United Kingdom and Canada also took place
(Trinder, 2000b). EBP has quickly become a social movement (Pope, 2003).

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

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

When clinical practice is simply seen as a product in need of repair, its complex-
ity and its many merits are minimized or ignored (Schwandt, 2005). While control-
ling health-care costs is an issue almost everyone would support, it can be undertaken
in a manner that does not divide funder, client, and practitioner. As we shall see, this
image also suggests a great deal more certainty about “what works” than may be
found in treatment outcome research, especially for diverse populations.

It is also important to note that the policy-level focus on EBP emphasizes
research results but does not address individual client needs and circumstances, nor
does it address client values and preferences. It also omits attention to the pivotal
role of clinical expertise and firsthand clinical assessment. The policy and adminis-
trative perspective on EBP appears to be based on a very different understanding of
EBP than is the practice decision-making model of the McMaster Group (1981).
Population-based research results are widely applied to critique the individualized
actions of clinical practitioners. Administrative judgment may also replace the
assessment of clinical social workers and other providers who have different train-
ing, qualification, and much greater access to the individual client.

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

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

Using Evidence in Evaluations of the Performance
of Professionals

In addition to administrators potentially using EBP to influence and direct how ser-
vices are delivered to clients, “evidence-based” arguments are being used politically
and economically to evaluate, and hire or fire, individual professionals. For exam-
ple, during the summer of 2010, the Los Angeles Times published a series of articles
regarding the performance of public school teachers in Los Angeles (Los Angeles
Times, n.d.). The series included the online, public, posting of the evaluations of
approximately 6000 teachers. The names of the teachers were also posted. These
evaluations were paid for by the public school system, and some people argued that
they were open information. However the teachers and their union officials stated
they believed the evaluations were personal information to be used privately within
the school system. Reputations were affected in a very public forum, with little
opportunity for response by individual teachers.

Another aspect of the debate centered on a “value-added analysis,” a research
model that ranked teachers’ impact on student achievement. The results of this sta-
tistical analysis were then used to decide whether or not teachers should be fired or
re-hired. In effect, teachers would retain or lose their jobs based on their evalua-
tions, which were linked to the measured achievement of their students. Some peo-
ple argued that teacher quality was crucial to student achievement. It is, of course,
difficult to argue that some teachers are more effective than are others. Still, oppo-
nents of the model argued that many other factors including student nutrition,
degree of parental support, and prior “social promotion” of students who had previ-
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ously not demonstrated grade appropriate achievement all distorted the evaluations.
They argued that to put all the responsibility for student performance on the teacher
was neither valid nor fair. Here outcome measures (the student’s annual achieve-
ment) were interpreted and used as key measures of the teacher’s competence, dedi-
cation, and effort. Notably, researchers spoke for both points of view (Dillon,
September 1, 2010).

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

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

States and some insurance providers are already establishing lists of what they
consider to be empirically supported treatments or best practices. For example, the
Minneapolis Veterans’ Administration (VA) health-care web site (2018) usefully
lists empirically supported treatments for several disorders. (Note carefully—this is
a list of what this VA defines as empirically supported treatments based on “con-
trolled” research—though they label the list as ‘“evidence-based treatments.”
Understanding terminology is important!) Practicing clinical social workers also
report that their states and private insurance payers frequently suggest “evidence-
based treatments” for specific disorders. Clinicians also state that, in some cases,
payers may refuse to authorize certain treatments for specific disorders due to what
the payers claim is the lack of a sufficient evidence base for the proposed treatment.

It is important to note that neither lists of empirically supported treatments nor
best practices are necessarily based on kinds of evidence and methods used in
EBP. How clinician effectiveness is conceptualized and measured will matter greatly
to clinical social workers, much as it does to Los Angeles public school teachers.
The administrative uses of EBP are an important driving force in its rapid adoption
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and promotion. The term “EBP” can also be used administratively and economi-
cally in ways that are still developing but that do not always fit with the formal defi-
nition of EBP as a process. Using the label does not constitute accurate or correct
use of EBP. All four parts of the EBP process—clinical situation, client’s values and
preferences, the best research knowledge, and clinical expertise—actually define
EBP, not simply a list of treatments.

Of course, it is appropriate to use evidence in the evaluation of professional per-
formance. No one would seriously argue that performance should not be tied to
evidence. The issue is what kinds of evidence are most informative and how we
understand them in context. To evaluate the quality of a teacher solely by the perfor-
mance of his or her students may overrate the impact of a teacher. It surely dimin-
ishes the impact of social contexts including adequacy of space, materials, and
equipment not to mention the child’s family supports and social circumstances.
Similarly, clinical social workers often work with clients with multiple disorders
and stressors that may directly impact the client’s ability to engage in treatment and
demonstrate “success.” The appropriate use of research evidence requires fair and
comprehensive models that fit with our best ideas about how complex systems
work. Values, critical thinking, and theories all have a place in the optimal selection
and use of research evidence (Gambrill, 2001).

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

EBP, Many Ways of Knowing, and Qualitative Research

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

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

In the late 1980s and 1990s, the “science wars” contrasted science with other
ways of knowing (see Flyvbjerg, 2001; Nelkin, 1996; Ravetz, 1979). The differ-
ences were both about epistemology, or ways of knowing, and about research meth-
ods. Postmodernist scholars pointed to social knowledge as a social construction
that is situated in a particular time and place and shaped by the economics, politicos,
and social norms of the times (Foucault, 1964; Lyotard, 1984; Rorty, 1979). They
doubted “objective’” methods could produce social “truths” (Quine, 1953). Feminist
and cultural scholars noted how the interests and voices of women were often omit-
ted or minimized in scientific scholarship (Belenky, Clinchy, Goldberger, & Tarule,
1986; Harding, 1986). Indigenous scholars noted how the very different ways of
knowing of aboriginal peoples were devalued and omitted in scientific scholarship
(Kovach, 2009, 2018; Tuhiwai Smith, 1999). Critical scholars noted how political
interests shaped research funding and the application of research results (Foucault,
1964; Habermas, 1990). Some scholars advocated that research should include
social action (Fals-Borda & Rahman, 1991). For some, the kinds of work that con-
stituted “research” expanded considerably.

Arguments affirming the value of small sample, intensive research were also
made during this time. Some scholars argued that clinically relevant and import
research often used methods quite unlike those most valued in EBP. Rustin (2001)
points out that a lot of valuable clinical and developmental research is small scale
and intensive in format, rather than large scale and extensive. He points out how
Ainsworth’s (1964, 1978) Strange Situation Test helped generate a typology of
attachment styles that later proved to hold up in many different countries and cul-
tures. Intensive study of a few mothers and children led the way to an innovative
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approach to understanding attachment and the consequences of its disruption.
Rustin further notes how Stern’s (1985) in-depth studies of babies and mothers
pointed out that babies possess many more perceptual and meaning-making capaci-
ties than had previously been identified. Rustin argues for methodological pluralism
and shows how clinical insights at the micro level can benefit many forms of
research. EBP’s focus on large-scale experimental research has value, he states, but
is not the only approach to productive clinical research.

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

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

Qualitative Research and EBP

During the 1990s many social workers advocated for greater attention to qualitative
research (Drisko, 1997; Gilgun, Daly, & Handel, 1992; Popay & Williams, 1994;
Riessman, 1994; Rodwell, 1998; Shaw, 1999; Sherman & Reid, 1994). Qualitative
research is frequently portrayed as a simple dichotomy contrasted with quantitative,
statistical research in social work textbooks. More accurately, qualitative research
consists of a wide-ranging family of related research approaches and methods.
Qualitative research has many different purposes and draws upon a range of differ-
ent epistemological or philosophical premises (Drisko, 1997, 2013). It emphasizes
discovery, context, witnessing, understanding meaning, and understanding process
and can include social action and even can aspire to liberation. Qualitative research
is widely used to develop, refine, and even to test theory. Advocates for expanding
attention to “many ways of knowing” (Hartman, 1990) promoted the use of non-
quantitative research approaches. In social work and allied fields, the number of
publications using these methods increased during the 1990s and early 2000s.
Whether, and if so, how, EBM and EBP will include “many ways of knowing” is
uncertain. Indeed, EBP hierarchies of evidence continue to locate the results of case
studies and qualitative research on the lowest levels of evidence. As attention is
directed to quantitative outcome studies, other research purposes and methods are
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actively or implicitly devalued. In this way, EBM and EBP may represent a social
movement to restrict certain kinds of research and to privilege other forms. Popay
and Williams (1998) call this the “Gingerbread Man Threat,” that qualitative
researchers will be gobbled up by their better funded and more powerful quantita-
tive colleagues. In effect, the EBP research hierarchy resolves the science wars by
omitting many kinds of research, mainly due to its dependence on population-based,
quantitative, experimental studies. In this way, EBP may be viewed as an implicit
action in a long-term academic and economic disagreement.

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

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

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

Trinder (2000a) notes that the Cochrane Collaboration had begun a Qualitative
Interest Group. She argues that it is vital that qualitative and other “non-RCT”
research be accepted and valued on their own terms, rather than fitted awkwardly
and inappropriately into an existing framework (p. 231). However, a decade later the
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role of qualitative research in EBM and EBP is still unclear (Nelson, 2008).
Greenhalgh (2010) points to standards for quality in qualitative research but does
not address how qualitative research fits with the larger EBM model. The Cochrane
Qualitative Interest Group offers conference workshops on specific methodological
topics, but the larger question of how qualitative research is valued and included in
EBM and EBP remains unanswered.

In social work, Rubin and Bellamy (2012) state that qualitative research may be
the appropriate source for answers about client’s experience with illness or social
challenges. This may prove to be one important use for qualitative research. Gilgun
(2005) further points out that better conceptualization of patient values and patient
preferences would help clarify key aspects of the EBM and EBP process. She adds
that professional expertise and the personal experiences of the professional also
deserve conceptual elaboration and further study. Petr (2008) offers a variation on
EBP that emphasizes the voices and views of clients as the basis for determining
effectiveness. His multidimensional approach to EBP expands the narrow focus on
symptoms to include other areas of interest to clinical social workers and clients.
Qualitative researchers, and many clinical investigators using qualitative research
methods, make valuable contributions to the practice knowledge base.

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

Summary

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

A Starting Point for the Clinical Social Work Practitioner

A very useful starting point for clinical social work practitioners is to learn about
EBP and to be able to use it to inform treatment planning decisions. Still, practitio-
ners must always use this information in combination with professional expertise
and critical thinking to meet the needs and interests of clients. Terminology is often
used in ways that are confusing and may not fit with the correct definition of EBP
as a process.

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

The evidence-based medicine [EBM] and evidence-based practice [EBP] move-
ments follow the overall goals of Dr. Archibald Cochrane, who sought to increase
the use of effective treatments while reducing the use of ineffective or harmful treat-
ments. In addition, EBP is usefully understood via three different perspectives in
the social work and allied professional literatures. As such, the focus of EBP discus-
sion will differ based on the perspectives of (1) clinical practitioners, (2) research-
ers, and (3) funders or program administrators. While these different audiences all
are key parts of the EBP movement, their specific purposes and uses of evidence
vary widely.

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

It is important to keep in mind that the EBP model has been applied to other
aspects of practice besides choosing treatments. It may also be used to select among
preventive interventions or to examine the etiology or origins of medical disorders.
In medicine and psychology, EBM/EBP is also applied to the selection of differential
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diagnostic tests and procedures. In medicine, it is used to examine the prognosis or
course of an illness, including survival rates over time. In administration and finance,
the EBP model is even applied to economic decision-making (Oxford Center for
Evidence-based Medicine, 2009, 2016). The EBM/EBP research approach can be
applied to decision-making in many areas of professional practice and practice
management. Our focus in this chapter will be on using EBP as a practice decision-
making process in clinical practice.

The Six Steps of EBP in Clinical Practice

The steps of the EBP practice model guide practice decision-making. These steps
must always be based upon a thorough assessment of the client and the client’s cir-
cumstances (Grady & Drisko, 2014). The assessment process allows the clinical
social worker to learn both the foreground and background needs of the client.
(Assessment will be the focus of the next chapter in this book.) Foreground needs
usually become the priorities of interventions, while background needs provide con-
text that may influence if, and how, treatment is likely to proceed. In all cases, the
intervention plan generated by the clinical social worker must be discussed collab-
oratively with the client to determine if the plan is understood by the client, is
acceptable to the client, is seen as appropriate given the client’s circumstances, and
is likely to be effective. Clinical expertise is applied to determine if the plan is fea-
sible and includes all relevant factors.

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

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

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

2. Efficiently locate relevant research knowledge.

3. Critically appraise the quality and applicability of this knowledge to the client’s
needs and circumstances.

4. Actively and collaboratively discuss the research results with the client to deter-
mine how likely effective options fit with the client’s values, preferences, and
culture.

5. Synthesizing the clinical needs and circumstances with the choices of the client
and the relevant research, develop a plan of intervention considering available
options.

6. Implement the intervention.

Note that these steps make the use of research results as a key part of practice
decision-making. This is a clear goal of EBP. Note carefully that the needs, values,
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and culture of clients are also actively included and may have precedence over
research findings. Clinicians, therefore, must constantly consider how to understand
the research findings given the unique situation of the client and how much of the
research can be applied to that particular client, given the client’s unique presenta-
tion and context in which treatment will take place.

How Practice Evaluation Links to EBP

A few authors add a seventh step to the EBP process (Gibbs, 2002). This additional
step is to evaluate the effectiveness of the delivered intervention(s). We view moni-
toring and evaluation as an integral part of all good professional practice. We do not,
however, view it as a part of the EBP process because it draws upon a very different
research logic than does most of the EBP model. Practice evaluation is about deter-
mining the effectiveness of a treatment for one specific client, while the research
model of EBP draws on the average results of research across a large group of cli-
ents or patients. Single-case evaluation studies may be included in EBP research,
but in the published literature, this is very rare. Still, evaluating the effectiveness of
an intervention is an important part of good practice and should always be under-
taken. Yet, single-case studies are simply different in research design and purpose
than is the core focus of EBP research as applied in the practice decision-making
process. We will discuss practice evaluation further in Chap. 10.

The six steps of EBP define the EBP practice decision-making process. Each
step has a slightly different focus, but all demand specific—and different—kinds of
professional expertise. Client input from assessment serves to start and later to
refine the EBP process. Research results substantiate the likely impact of interven-
tion options. Active collaboration with the client allows expression of concerns and
interests. This helps build a therapeutic alliance and ensures that the client is an
active player in treatment planning. Integrating all these elements is the professional
expertise of the clinical social worker. To more fully explore the EBP process, it is
worth looking at each of its several steps in greater depth. Each step will also be
further examined in later chapters of this book.

Step 1: Drawing on Practice Questions, Identify Research
Information Needs in a Thorough Assessment

To begin the EBP process, the clinical social worker must identify key practice
concerns in interaction with the client. Note carefully that the EBP model is silent
on just how these practice concerns are identified (Grady & Drisko, 2014). Typically,
such concerns are identified through the intake and assessment process. What con-
stitutes a good enough client assessment, however, is not stated. It is simply assumed
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that professional practitioners will be able to make such an initial assessment.
Indeed, good assessment is the foundation of the optimal use of EBP (Goodheart,
Kazdin, & Sternberg, 2006; Grady & Drisko, 2014). The pivotal role of a good
assessment—the foundation of using EBP in practice—is left to the professional
knowledge and expertise of the clinical social worker.

The clinical social worker must carefully and thoughtfully determine what prob-
lems and needs are the priorities for a specific client in a specific set of social cir-
cumstances. The EBP model assumes that the clinical social worker can make such
assessments and has an institutional support system that allows careful and thor-
ough assessment to be completed. In contemporary practice, many agency and
funding influences may make a thorough assessment difficult to complete. Financial
and time pressures may limit assessment to a single session with no other corrobo-
rating input. Still, making a good choice about the client’s priority needs is vital to
applying the EBP model successfully. Professional expertise is very important to its
proper and successful application in practice.

One area in which clinical social workers may take a different stance than do
other mental health professionals is the importance of social context. While clinical
social workers often draw on the American Psychiatric Association’s (2013)
Diagnostic and Statistical Manual [DSM] as a resource for defining mental health
problems, we social workers also pay considerable attention to contextual factors
(Kutchins & Kirk, 1988; Turner, 2002). These may include whether basic concrete
needs for food, housing, and medical care are available, if neighborhood and social
supports for education and employment are adequate, and whether family and com-
munity supports are sufficient to encourage and sustain change. While clinical inter-
vention may not be able to alter large-scale social circumstances, it strongly shapes
the context in which personal changes occur.

Another area of particular attention for clinical social workers is human diver-
sity. Racial, cultural, and ethnic factors may shape what kinds of intervention are
acceptable to some clients. Religious beliefs and values may also shape the kinds of
interventions that are acceptable to some clients (Betancourt, 2003). Socially struc-
tured oppression through racism, sexism, ableism, homophobia, and transphobia
may influence how many actions and symptoms are understood as well as what
kinds of interventions may be most effective in addressing them. However, the
impact of socially structured oppressions is rarely assessed in psychotherapy and
social services outcome research studies.

A thorough assessment will identify a number of factors that are considered con-
cerns and challenges along with a number of factors that represent strengths and
sources of active or potential support. Immediate risks to safety or of harm to others
must be identified quickly. Assessment is a demanding process that requires profes-
sional expertise of several kinds. We will review assessments more completely in
Chap. 4.
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Information Needs May Not Always Be About Selecting
Treatments

The research information needs identified in the first step of the EBP practice
decision-making process are not only about selecting treatment options (Oxford
Centre for Evidence-based Medicine, 2009, 2016, 2018; Rubin, 2008). It may be
that further differential diagnosis is needed. If so, research information about such
differential diagnosis would be sought. In other cases, information about prognosis
might be needed, or about the likely course (progression) of a disorder. In some
cases, policy planners and administrators use the EBP process to examine the cost-
effectiveness of diagnostic procedures and treatments. The kinds of research infor-
mation that arise during assessment may be widely varied and do not all center on
treatment planning.

A Model for Framing Clinical Questions: The PICOT Model

Sackett, Richardson, Rosenberg, and Haynes (1997) developed a specific model for
framing EBM questions. It is called the PICOT, or PICO, model. To focus clini-
cians’ practice information needs, they suggest five steps. Each step is intended to
help clarify a specific piece of the client’s needs as it relates to EBM and EBP
(Richardson, Wilson, Nishikawa, & Hayward, 1995). The full model is detailed in
Table 3.1. “P” stands for patient or problem, the “who” you need to know about. The
goal is to describe the key characteristics of your client and clinical situation. “I”
stands for intervention. Based on the client and clinical satiation, what are the key
treatment and service needs? Do you wish to know about what works for a specific
diagnosis or what preventative measures might avoid development of a full-blown
problem? The goal is to be clear regarding the kinds of interventions you wish to
learn about. “C” stands for comparison. Is there more than one approach to treat-
ment? If there are multiple approaches to intervening, do you want to learn if one is
more likely to be effective than another specific alternative? “O” stands for

Table 3.1 The PICOT Model

Clinical question model

Patient, problem, or What are the characteristics of a group of clients very similar to my
population client/patient?

Intervention What intervention do I wish to learn about?

Comparison What are the main alternatives to this intervention?

Outcomes ‘What outcomes do I and the client hope for? (How exactly will

outcome be determined?)

Type What type of intervention question am I asking? (treatment?
diagnosis? prevention? etiology? prognosis?)

After Sackett et al. (1997)
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outcomes. To be clearer still, what specific kinds of outcome do you and your client
seek? Is the goal reduction in certain symptoms or perhaps remission of the disorder
as a whole? Are certain symptoms more important to achieve than other, at least at
the beginning of treatment? Are there issues on social circumstances to consider?
Finally, “T” stands for type of problem. Remember that EBM and EBP can address
diagnostic issues, choice of treatments, choice of preventive interventions, and even
the etiology and course of a disorder. What type of question do you have for which
you need research information?

To illustrate the use of the PICOT model, let us look at the case of a specific cli-
ent in brief. The client (P), Laticia, is an employed 26-year-old African-American
woman in good physical health with no history of major depression but recurrent
concerns about lack of energy and sleeping difficulties beginning in the fall. She
reports similar feelings a year ago in the fall and that the problems seemed to go
away in the spring. These symptoms are aspects of seasonal affective disorder
[SAD]. Laticia does not meet standards for major depressive disorder. Bright light
exposure has been reported to be one way to treat SAD. A useful clinical question
might be (I) is light exposure therapy be more effective than (C) medication or
melatonin (C) or (C) psychotherapy in (O) increasing energy and hours of sleep per
night? Note that there are very specific symptoms that are the client’s desired treat-
ment outcomes. This is an example of an (T) treatment question since the symptoms
are currently evident. A key goal is to identify several potentially effective treatment
alternatives to address Laticia’s needs. Assuming this summary includes all the key
information that is currently relevant, the PICOT model both clarifies and focuses
our information needs for treatment planning. Of course, it is always necessary to
do a complete assessment. What might appear as SAD symptoms could alternately
be a reaction to the anniversary of the death of a loved one or some other life event.
Understanding the problem fully and accurately is the foundation for identifying
useful treatments options.

Remember that practice information needs are not always about the selection of
treatments. In mental health, initial practice questions often center on (1) a need to
develop a more productive relationship with the client, (2) a need for a more defini-
tive diagnosis, or (3) the selection of the best treatment options. Less commonly
used, but no less appropriate, is (4) the selection of preventive interventions. Rubin
(2008) also suggests (5) understanding the etiology of a problem or (6) understand-
ing how a client experiences a difficulty may also be an initial information needs in
EBP. However, these last two information needs, while fully valid, have not been
widely addressed in the mental health EBP practice literature. Similarly, questions
about (7) the etiology and (8) the course of disorders are less commonly the focus
of mental health practice information needs. In medicine, economic and even ethi-
cal decision-making has become part of the evidence-based model (Snyder &
Gauthier, 2008). While these are important questions, it is not always clear how
each of the four parts of the EBP process (client’s needs and situation, the best avail-
able research evidence, client’s values and preferences, and clinical expertise) are
determined and implemented in these more macro-level applications of
EBP. Specifically, just who represents the “client’s interests” and a “clinician’s
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expertise” are often omitted in the macro-level applications of EBP. Yet, for micro-
level applications of EBP, the PICOT model is a useful tool to clarify a specific
client’s needs. Let’s next look further into some of these types of practice informa-
tion needs.

Enhancing the Client-Practitioner Relationship

A good deal of research and a lot of practice wisdom indicate that establishing a
relationship or alliance is important to good treatment outcome (Marsh, Angell,
Andrews, & Curry, 2012; Muran & Barber, 2010; Norcross, 2011; Zilcha-Mano
et al., 2016). Establishing a positive working relationship is also the first order of
business for all clinicians who meet new clients. Without a positive working rela-
tionship, clients may not return for a second session, making effective treatment
impossible. Yet how to develop a more productive working relationship with has
only recently become part of EBP. Castonguay and Beutler (2006), reporting the
work of four expert groups, empirically identified several factors that impact on the
quality of the client-therapist relationship. These “empirically based relationship”
factors currently take the form of broad principles. For example, the group found
that clients with greater levels of impairment or personality disorders are less likely
to benefit from treatment than other clients who are less impaired or who do not
have a personality disorder. The group also found that clinicians with secure attach-
ments, who were able to tolerate intense affect and who could be open, informed,
and tolerant about the client’s religious views, were generally more effective. While
fitting this work into the EBP framework is only at an early stage of development, it
may be possible to identify more specific approaches to intervention that guide spe-
cific interventions.

Improving Diagnostic Assessment

In medicine, identifying the necessary diagnostic procedures often is the first step of
EBM (Ebell, 2001). This emphasis on diagnostic procedures exists because specific
kinds of information may be needed to be sure the diagnosis is thorough and accu-
rate. Specific tests or procedures may be needed to ensure the correct diagnosis, and
in EBM, there is often a direct link between a diagnosis and a treatment. In mental
health practice, the link between diagnosis and treatment is often less specific and
certain. This is in part because social work clients present with multiple needs and
often fit criteria for multiple psychiatric diagnoses. There are few valid diagnostic
tools available for differential diagnosis and the affirmation of possible diagnoses
that fit social work client’s needs. Still, diagnostic and assessment tools social work-
ers might utilize in EBP include neurological testing, learning disabilities testing, or
psychological testing. At the level of risk assessment, protocols for substance
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misuse, suicide, and self-harm risk potential are very common, as are assessments
of homicide potential where indicated. Clinical social workers also routinely look
for child or elderly abuse and domestic violence. Specific assessment for fire-setters
may be required by some states as well as to complete referrals to certain services.
Using the EBP process to sharpen or improve diagnostic assessment is a fully legiti-
mate, and underused, part of EBP in mental health.

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

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

Selecting the Optimal Treatment

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

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

The cases in the later chapters of this book detail how priority practice informa-
tion is converted into one or more answerable questions. The case examples also
provide information on how professional judgment is used to prioritize and direct
assessment and treatment choices. While EBP emphasizes the use of research
knowledge to guide treatment planning, there is very little research on how mental
health practitioners make these expert choices. There are also no experimental stud-
ies of this process for ethical reasons. The use of supervision and consultation is
always encouraged.

Once practice information needs are fully defined, the next step of the EBP
practice decision-making model is to locate the best research knowledge to guide
decision-making.

Step 2: Efficiently Locate Relevant Research Knowledge

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

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

Still another important issue is “information overload” (Greenhalgh, Howick, &
Maskrey, 2014). There has been a rapid increase in the number of sources of clinical
information, such a journals and books, as well as a proliferation of technologies for
accessing these materials. Some professionals find the number of materials they
need to examine so vast that they quickly become discouraged. Searches in multiple
databases with different search methods can be challenging. Even simple searches
using Wikis and Google can reveal staggering amounts of information (i.e.,
486,000,000 “hits” for depression on Google). This information may prove to be
irrelevant, inadequate, commercial, or based on dubious sources. Finding useful,
high-quality materials can be difficult.

Print Resources

In response to the growth of EBM and EBP, a number of organizations, both profes-
sional and for profit, have begun to develop summaries of research results. Books,
such as Weisz and Kazdin’s (2017) Evidence-Based Psychotherapies for Children
and Adolescents, Carr’s (2009) What Works with Children, Adolescents, and
Adults?, Roth and Fonagy’s (2005) What Works for Whom? A Critical Review of
Psychotherapy, and Fonagy et al.’s (2015) What Works for Whom? A Critical Review
of Treatments for Children and Adolescents (2nd ed.), provide overviews of EBP
and a summary of relevant research. These books are good starting points and also
provide a background understanding for clinicians. Another useful volume is the
British Medical Journal’s (or BMJ) (2009/2010) “Clinical Evidence Handbook”
(archival editions are online at https://www.ncbi.nlm.nih.gov/pmc/journals/520/).
This work is organized like an encyclopedia, offering detailed information about
psychological and psychopharmacological treatments for several common mental
health disorders. It is a very practical resource for mental health practitioners. (More
clinical practice information sources will be detailed in Chap. 5.)

Online Resources

Online resources are mainly “foreground” resources that report summaries of
research findings on a single specific disorder or problem. They frequently assume
that the user has substantial background knowledge about clinical assessment,
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treatment models, information searches, research design, research methods, and sta-
tistics. This may be intimidating to many clinicians who attempt to read and under-
stand research methods and results. Online resources tend to be easier to access
from multiple locations than are books and print resources. They do require some
infrastructure such as computers, smartphones, and Internet connections to use. In
addition to ease of access, online resources can be easily updated frequently, unlike
print resources and books. Many paid, subscription-based, EBP resources are
updated monthly or even more often. Thus, they offer practitioners the latest
research information. Beyond subscription options, there are also many excellent
free online EBP resources.

The most rigorous online compilation of research evidence for clinical social
work practice is the Cochrane Collaboration’s Library of Systematic Reviews.
Named after Scottish physician Archie Cochrane, who is widely acknowledged as
the founder of the current EBP movement, the Cochrane Library (www.cochraneli-
brary.com/) offers thoroughly reviewed summaries of research organized by diag-
nosis. Medical and mental health issues are addressed, and clinicians can find a
concise summary or abstract of the relevant available research concerning the diag-
nosis they are searching. For social service, criminal justice, and educational pro-
grams, the Campbell Collaboration (www.campbellcollaboration.org) offers similar
high-quality research summaries. In contrast to the Cochrane Collaboration, the
Campbell Collaboration targets social problems and does not use a medical model
orientation. The Campbell Collaboration Online Library (https://campbellcollabo-
ration.org/library.html) offers a wide, but somewhat spotty, collection of detailed
reviews of research on social service interventions and programs. Both the Campbell
Collaboration and the Cochrane Collaboration apply the same high standards to
systematic reviews of research.

Online Practice Guidelines

A different starting point is offered through online practice guidelines. Clinical
practice guidelines are statements intended to improve practice including specific
practice recommendations. They are informed by systematic reviews of research
evidence that assess both the benefits and harms of different care options. Most are
medically oriented and defined by diagnosis. Well-crafted guidelines provide a
summary of research results for a specific disorder as well as a set of steps or prin-
ciples of treatment for practitioners to follow or avoid. That is, not only a summary
of the research but an interpretation of the research by expert panels is offered.
However, the standards used for establishing practice guidelines vary widely, as
does the transparency of the guidelines statements. Guidelines may not be as clear
or as rigorous as systemic review summaries from the Cochrane and Campbell
Collaborations. In contrast to the principles of EBM/EBP, expert opinion may heav-
ily shape practice guidelines in some instances.
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The American Psychiatric Association’s practice guidelines (https://psychiatry-
online.org/guidelines) provide research-supported recommendations for the assess-
ment and treatment of several common psychiatric disorders. The American
Psychological Association (https://www.apa.org/practice/guidelines/index.aspx)
also offers practice guidelines, but their purpose is more to sensitize and guide prac-
titioners than to summarize research on treatment outcomes. The American
Psychological Association’s guidelines address many issues of human diversity,
such as a guideline for working with transgender and gender nonconforming indi-
viduals, which may be vital to doing good contemporary practice. The American
Medical Association sponsors Guideline Central, a free online resource and app.
Under the specialties tab (https://www.guidelinecentral.com/summaries/), clini-
cians may find guidelines from a wide range of sources on psychiatric, psychologi-
cal, and medical issues. For example, clinicians will find guidelines for assessing
dementia and for assessing suicide risk through Guideline Central. Guideline
Central is working to improve the transparency and research base of their practice
guidelines. Guideline Central is part of an effort to replace the sudden defunding
and closing, in July 2018, of the US government’s National Guideline Clearinghouse.
The National Guideline Clearinghouse provided the most extensive collection of
practice guidelines and drew on international research sources. Mental health pro-
fessionals widely criticized its demise.

Many high-quality research summaries and practice guidelines on single practice
topics are readily available to those doing EBP. High prevalence disorders are often
the focus of such summaries and guidelines. The research knowledge made avail-
able in such summaries and guidelines can be a very valuable way to ensure practice
decisions are informed and guided by quality research. Online options make many
resources efficiently available to practitioners as well as consumers. (URLs for
additional online resources are detailed in Chap. 5.)

Both summaries of research and practice guidelines have two limitations. First,
they include only a limited range of the many DSM or International Code of
Diagnoses (ICD) defined diagnoses or potential client problems. They also address
only a single diagnosis or practice issue, where many clients have multiple, comor-
bid (or co-occurring), clinical concerns and social needs. Second, available guide-
lines may not offer clear conclusions about what treatments or specific interventions
are effective. Many summaries note that rigorous research is simply unavailable,
making it premature to draw conclusions about the effectiveness of any treatment
for the target disorder. This lack of evidence may be very frustrating to the practitio-
ner seeking to engage in the EBP practice decision-making process.

A treatment that has not been researched is not necessarily ineffective. The lack
of research exists because researchers have not studied all disorders in depth due
to lack of funding, lack of agreement on the conceptualization of the disorder or
on just what constitutes a “successful” outcome, or lack of participants for studies.
In addition, there are many practitioners who are using effective treatment
approaches, but do not have the expertise or interest in publishing their findings.
The large number of disorders and their variations included in the DSM would
make it impossible to fund and undertake large-scale experimental studies on all
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the disorders in any reasonable period of time. Still, seeking out available research
evidence can help guide intervention planning in many cases where research is
available and rigorous.

What the Literature Shows About “Light Therapy”

Drawing on the concerns of Laticia, the 26-year-old African-American woman
described above, the clinical social worker wants to answer the practice question “Is
bright light therapy as effective or more effective for treating seasonal affective
disorder symptoms than are medication, melatonin, or psychotherapy?”’. A Cochrane
Library search for the term “light therapy” yielded four systematic reviews com-
pleted between 2011 and 2015. However, the focus was on preventing occurrences
of SAD symptoms, rather than treating present SAD, though symptomatic improve-
ment was examined.

Forneris et al. (2015) studied psychological therapies for preventing SAD. Yet
their reports do include information on symptomatic improvement in adults with a
history of SAD. After reviewing 2986 publications and assessing 91 for full review,
the authors “found no controlled studies on use of psychological therapy to prevent
SAD and improve patient-centred outcomes in adults with a history of SAD”
(Abstract, main results). They conclude that “Presently, there is no methodologi-
cally sound evidence available to indicate whether psychological therapy is or is not
an effective intervention for prevention of SAD and improvement of patient-centred
outcomes among adults with a history of SAD” (Abstract, author’s conclusions).
Forneris et al. (2015) argue that it is uncertain, without experimental research, if
psychotherapy can be an effective treatment for SAD.

A second Cochrane systematic review on light therapy for preventing SAD by
Nussbaumer et al. (2015) reports that:

Bright light therapy reduced the risk of SAD incidence [occurrence] by 36%; however, the
95% confidence interval (CI) was very broad and included both possible effect sizes in
favour of bright light therapy and those in favour of no light therapy (risk ratio (RR) 0.64,
95% CI 0.30 to 1.38). Infrared light reduced the risk of SAD by 50% compared with no
light therapy, but in this case also the CI was too broad to allow precise estimations of effect
size (RR 0.50, 95% CI10.21 to 1.17). Comparison of both forms of preventive light therapy
versus each other yielded similar rates of incidence of depressive episodes in both groups
(RR 1.29, 95% CI 0.50 to 3.28). The quality of evidence for all outcomes was very low.
Reasons for downgrading evidence quality included high risk of bias of the included study,
imprecision and other limitations, such as self rating of outcomes, lack of checking of com-
pliance throughout the study duration and insufficient reporting of participant characteris-
tics. Investigators provided no information on adverse events. (Abstract, main results)

(We will thoroughly review statistics and their interpretation in Chap. 7.) Light ther-
apy may prevent SAD in adults, but it is not clear that it is an effective treatment for
existing SAD symptoms.

Looking at melatonin as another possible treatment option, another systematic
review by Kaminski-Hartenthaler et al. (2015) states that “No available
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methodologically sound evidence indicates that melatonin or agomelatine is or is not
an effective intervention for prevention of SAD and improvement of patient-centred
outcomes among adults with a history of SAD” (Abstract, author’s conclusions).

A third Cochrane systematic review by Thaler et al. (2011) studied the effective-
ness of second-generation antidepressant [SGA] medications for treating SAD. They
found three randomized controlled trials of these medications over 5- to 8-week
long treatments. The three studies include 204 participants, with an average age of
approximately 40 years, 70% of whom were female. They state that:

Results from one trial with 68 participants showed that fluoxetine was not significantly
more effective than placebo in achieving clinical response (risk ratio (RR) 1.62, 95% con-
fidence interval (CI) 0.92 to 2.83). The number of adverse effects was similar between the
two groups. We located two trials that contained a total of 136 participants for the compari-
son fluoxetine versus light therapy. Our meta-analysis of the results of the two trials showed
fluoxetine and light therapy to be approximately equal in treating seasonal depression: RR
of response 0.98 (95% CI 0.77 to 1.24), RR of remission 0.81 (95% CI 0.39 to 1.71). The
number of adverse effects was similar in both groups. (Abstract, main results)

The authors also note that adverse effects from the SGA medications were notable:
“Between 22% and 100% of participants who received a SGA suffered an adverse
effect and between 15% and 27% of participants withdrew from the studies because
of adverse effects” (Abstract, main results). Given the potential for side effects, light
therapy appears to generate similar results with lesser adverse effects, including
discontinuation of the therapy.

A Google Scholar search reveals a published meta-analysis by Golden et al.
(2005) reports that “bright light therapy” using specific lights in the morning was
significantly more effective at the p < 0.0001 criterion level than was placebo inter-
vention across eight randomized controlled trials (RCTs) including 360 people who
had SAD. The effect size for the bright light therapy was large (Cohen’s d = 0.84;
95% confidence interval 0.60 to 1.08). This indicates a large and beneficial differ-
ence in outcomes for people who received treatment versus those who did not. (We
will review these statistics and their interpretation in Chap. 7.) Four studies showed
remission [ending] of SAD symptoms was three times more likely when using
bright light therapy than by placebo alone. Another bright light therapy using a
“gradual dawn” method was also significantly more effective at the p < 0.0001 level
than was use of red lights or a “rapid dawn” intervention (Cohen’s d = 0.73; 95%
confidence interval 0.37 to 1.08). This result aggregated five studies, including 69
patients with SAD. Light therapy seems to have some experimental research sup-
port and moderate to large effect size or impact.

However, looking a bit deeper, commentary by Terman (2006) indicates several
studies on bright light therapy were mainly done by just one research team at a sin-
gle university and that the best designed study did not show a significant difference.
Similarly, the same research team completed all the gradual dawn therapy research.
The Cochrane Library systematic reviews also questioned the quality of the avail-
able research on treatments for SAD. This would suggest some caution in relying on
the research conclusions due to possible bias. Nonetheless, the research supports the
view that bright light therapy appears beneficial in reducing SAD symptoms.
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Comparison to psychotherapy alone was not found, so it appears psychotherapy
was not studied as a treatment for SAD. This may mean simply that it has not been
researched, but it does mean there is no strong empirical support for psychotherapy
as a treatment for SAD. No information on racial or ethnic variation was included
or mentioned in any of the reviews. Antidepressant mediations were reported to
produce adverse side effects for some patients (as is often the case). No harms or
side effects were reported for bright light therapy. However, no practice guidelines
for treating SAD were located.

In discussion with the client, the answer to the question “What treatments have
documented effectiveness for SAD?” appears to be that light therapy has consider-
able research support (the I and C of the PICOT model). Bright light therapy alone
has the most consistent, though limited, research support and little apparent risk.
The clinical social worker would next discuss and explore these options with the
client to determine if either bright light therapy or medication is consistent with her
personal values and preferences.

Many systematic reviews include “plain language” summaries of research
results. These are available in the abstracts of Cochrane Collaboration and Campbell
Collaboration reviews without cost to end users. (Full reviews from the Cochrane
Collaboration do have fees for US users. Vogel (2018) notes that the Cochrane
Collaboration has been challenged for using this paid review model as some board
members and others believe such reviews should be available free as a public good.)
Abstracts of systematic reviews are often available in several different languages.
They may be lengthy. Plain language summaries may be used to share research
results directly with clients, though sometimes even plain language can be confus-
ing or may include technical terms—though statistics are generally not included.
The summary as a whole provides a useful perspective on the focal concern and
details about the studies included or excluded. A Cochrane Library systematic
review by Thaler et al. (2011) on the use of antidepressants for treating SAD
includes this plain language summary:

Seasonal affective disorder (winter depression) is a type of depression that recurs in the
autumn and lasts until the spring. It is similar to regular depression except sufferers are usu-
ally very tired and have an increase in their appetite. It is more common in countries with
few daylight hours in winter. One of the mainstays of treatment for all depression, including
winter depression, are second-generation antidepressants (SGAs) such as selective sero-
tonin reuptake inhibitors (SSRIs), and serotonin and norepinephrine reuptake inhibitors
(SNRISs). It is not clear how well these drugs work for winter depression and how they
compare to each other or to other types of therapy such as light therapy.

We found three trials with a total of 204 participants that looked at one SGA (fluoxetine)
compared with placebo or light therapy. We did not find any trials on other SGAs. One trial
(68 participants) compared fluoxetine with placebo. Fluoxetine appears to work better than
placebo for winter depression, but we cannot say this with certainty due to the small numbers
involved in the trial. Approximately the same number of participants in both groups experi-
enced a side effect. We found two trials (with 136 participants in total) that compared fluox-
etine with light therapy. When we combined the results of these two trials, we found that there
was no difference between the two groups: approximately 66 people out of 100 improved in
both the fluoxetine and light therapy groups. We are unsure whether this summary result is
correct because the trials are small and have some problems with their design as well as a high
dropout rate (many participants did not finish the trials)... (plain language summary).
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This summary states that fluoxetine appears to be more effective than placebo in
treating SAD and both treatments had similar side effects. On the other hand, there
was no difference in effectiveness between fluoxetine and light therapy treatments.
Yet confidence in these results is limited as the samples were small and the research
designs used had some limitations. Such summaries might be stated by the clinician
to the client later in the EBP process.

It is worth noting that this literature search took a well-trained clinician about 3
hours to complete. This included preliminary searches to identify relevant articles
and reviews, locate copies of the full text articles, and review their content. As we
will examine later in this book, doing the EBP process takes expertise and time.
Institutional supports and access to research materials are necessary to practice EBP.

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

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

Scholars and practitioners with backgrounds in quantitative, epidemiological
research originally organized and promoted the EBM and EBP movements. Dr.
Cochrane studied populations with pulmonary diseases from a strong quantitative
perspective. Dr. Sackett, Rosenberg, Muir Gray, Haynes, and Richardson (1996)
also promote determination of “quality” from a quantitative, statistical perspective.
The EBM and EBP literatures clearly place the greatest value on research evidence
derived from quantitative, experimental research designs. As discussed in Chap. 2,
this type of research design has strong interval validity allowing cause-effect rela-
tionships to be established. In reports of RCTs, overall, less attention is directed to
the conceptualization of problems and measures, or to comorbid disorders and
social circumstances, than to research design and statistical analysis.

The Hierarchy of Research Evidence in EBM/EBP

Researchers using the standard EBP model, drawing on EBM, generally endorse a
specific hierarchy of quality in research evidence. This hierarchy of “evidence cat-
egories” is meant to help clinicians and researchers quickly appraise the quality of



Step 3: Critically Appraise the Quality and Applicability of Found Knowledge... 55

research knowledge. The recently updated hierarchy of research evidence devel-
oped by the Oxford University Centre for Evidence-based Medicine (2009, 2018) is
presented in Table 3.2. An almost identical hierarchy is offered by the GRADE
(undated) organization. The Oxford evidence hierarchy has several clear elements.
Evidence obtained from comparisons across an untreated control group and a treated
group is prioritized. Such comparisons help identify if a given treatment or interven-
tion produces better results than no treatment at all. Since some mental health con-
ditions appear to improve over time without treatment, these research designs help
demonstrate that the treatment yields better results than does time alone. Further, by
prioritizing random assignment of clients to the treated or untreated group, bias
across the groups is limited. Random assignment minimizes any systematic bias in
the assignment of clients to treated or untreated groups and is another asset of care-
fully done experimental research (RCTs).

Of course, even experimental research may have limitations. The lack of ade-
quate criteria for including or excluding people in the sample selection process,
overly narrow inclusion criteria, small sample size, missing data, and lack the

Table 3.2 The hierarchy of EBM/EBP evidence (for treatment outcomes)

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

Level 1b: Evidence obtained from a single experimental study (RCT) with a narrow confidence
interval (showing high precision of results that are better than no treatment)

Level 2a: Evidence from a systematic review of several quasi-experimental or “cohort” studies
(with no control groups or retrospective control groups) showing homogeneity of results

Level 2b: Evidence obtained from a single-cohort study or low-quality experimental study

Level 2c: Evidence obtained from “outcomes research” or observational studies of treatment
results based on a retrospective or “after the fact” matching of clients, lacking random
assignment

Level 3a: Evidence obtained from a systematic review of “case-control” studies (not
experiments) showing homogeneity of results

Level 3b: Evidence obtained from a single of “case-control” study (not experiments) showing
homogeneity of results

Level 4: Evidence obtained from a “case series” of observations made on clients with no control
group or random assignment and poor-quality case-control or cohort studies (results of multiple
single subject design studies would be level 4 in this model)

Level 5: Expert opinion, “bench research,” or first principles

The results of multiple studies of any type are considered as higher-quality evidence than are the
results of any single study of the same type. Note that it is assumed that the measures used to
determine effectiveness are fully adequate (valid), reliable, and comprehensive. The populations
studied are also assumed to be adequate in numbers and in relevant social characteristics. Further,
it is assumed that treatments or interventions are fully specified and that, in experiments, no other
factors influence treatment outcomes. Where reviewers have concerns about the quality of a study
of a given type, the next lower grade may be assigned. That is, an RCT of questionable quality may
be rated as a “2” given concerns about its rigor

This table is adapted from the Oxford Centre for Evidence-based Medicine’s Levels of Evidence
(2009)

The authors also point out that levels do not provide you with a definitive judgment nor do they
automatically create a recommendation for treatment (Oxford CEBM, 2018)
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“statistical power” necessary to detect differences may be limitations of experimen-
tal research. These limitations can undermine the ability of an experiment to detect
differences in outcome or to allow generalization of results to larger client popula-
tions. (We will explore these issues of determining research quality in greater depth
in Chaps. 6, 7, and 8.)

Note that the EBM/EBP hierarchy of research designs is intended to help practi-
tioners quickly identify some key differences that impact on the quality of results. If
no systematic review of experimental research (also called an RCT or randomized
controlled trail) or single experimental study is located, it is appropriate to look at the
best available evidence based on other research designs. These lower levels of evi-
dence are also determined by the specific research methods used. Comparisons that
do not use random assignment of participants comparing treated versus “control”
conditions but do include a control or comparison group constitute level 2 and lower-
rated studies. Researchers often call these “quasi-experimental” or, in the medical
literature, “observational” research designs. Comparisons that do not use random
assignment, and lack a comparison group, are level 2 (or lower)-rated studies.

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

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

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

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

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

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

While levels of evidence are an efficient way to determine the likely quality of
research designs, other aspects of research are also important to judging its quality.
For example, who is included in the study sample, and who may be excluded or not
specified, may also matter in clinical decision-making. (These issues are explored in
Chap. 7.) Many research summaries fail to detail important aspects of human
diversity beyond age and gender. Critical thinking about research quality, and appli-
cability to a specific client, is vital to doing EBP well.

Practice Guidelines: Research Support for Specific Techniques

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

As an example, in the Michigan Quality Improvement Consortium’s (2010)
practice guidelines for major depression in adults, one major practice standard is to
“initiate antidepressant medication following manufacturer’s recommended dose.”
This practice standard is given an “A” grade. An “A” grade means that this recom-
mendation is based upon evidence derived from RCTs or level 1 research designs.
The next recommendation “referral to, and coordination with, behavioral health
specialist when [there is an] identified or suspected risk of suicide, or a complex
social situation” is given a “D” grade. A “D” grade indicates the recommendation
lacks research support and is based solely on expert opinion or level 5 practice wis-
dom. Of course, if primary care physicians had concerns about suicide risk, it is
plausible that they might follow and manage this concern on their own or make such
a referral. The grade alone is not a sufficient basis for making a clinical practice
recommendation as there may be other factors to consider, such as whether the sub-

Table 3.3 Recommendation grades (for recommendations in practice guidelines)

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

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

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

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

Consistent research results over multiple studies of any type (experiment, quasi-experiment, obser-
vation, case study series) are viewed as more persuasive than is a single study of the same type.
Where reviewers have concerns about the quality of a study of a given type, the next lower grade
may be assigned. That is, an RCT of questionable quality may be graded as a “B” given concerns
about its rigor. A “D” grade is assigned where no formal research has been completed on the issue.
Adapted from the US Department of Health and Human Services’ Agency for Healthcare Research
and Quality National Guidelines Clearance Center. Retrieved from http://guidelines.gov/content.
aspx?id=15647&search=major+depression (Not all grading rubrics use the same standards)
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jects who were included are similar to the specific client. The grade does, however,
indicate whether or not, and to what extent, each standard is supported by research
evidence. As always, expert professional expertise is required to determine the best
course of treatment for any particular client and circumstances.

It is quite likely that there are no experimental studies comparing the outcomes
for patients with major depression and suicide risk as treated by primary care physi-
cians alone versus primary care physicians and behavioral health specialists jointly.
This is why the “D” grade is applied. It is important to bear in mind that the recom-
mendation does not mean physicians should not make such referrals, only that there
is no strong research evidence that it leads to better outcomes for such clients. Yet,
ethical and legal guidelines regarding the safety of clients are paramount in such a
clinical situation, whether there is research to support such action or not. Professional
expertise and critical thinking are vital in all clinical practice.

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

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

Some scholars state that experiments may show effectiveness only in the “labo-
ratory” (meaning tightly controlled circumstances, not use of a real lab) (Glasgow,
Lichtenstein, & Marcus, 2003; Hunsley, Elliott, & Therrien, 2013; Signal, Higgins,
& Waljee, 2014). They draw a distinction between “efficacy studies” based on labo-
ratory conditions and “effectiveness studies” that are based in real-world clinical
conditions. Effectiveness studies include people with comorbid conditions and var-
ied circumstances, which reduce their internal validity (i.e., the ability to demon-
strate that the treatment causes the change). The strength of effectiveness studies is
that they can show a treatment produces change in real-world conditions. In this
way effectiveness studies have a practical advantage over the more tightly con-
trolled efficacy studies. However, interpreting their results, and to whom the results
best apply, can be unclear.

It is always important to examine if the samples on which research is completed
are similar to your specific client. Studies focusing on adults may have not auto-
matic relevance to studies of children (though they sometimes do). Studies of adults
may also yield different results than a study of elders (though not always). In addi-
tion, elders tend to be disproportionately omitted from clinical trials in medicine
(Zulman et al., 2011). Most efficacy studies address just one diagnosis, such as
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major depression, and carefully exclude people with comorbid conditions. Such
studies do show that a treatment is effective for a specific disorder (or not) but may
not show effectiveness for persons with this disorder and other comorbid disorders.
Comorbid social circumstances, despite being somewhat assessed under the now
deleted axes IV and V of the DSM-IV-TR (American Psychiatric Association,
2000), may also impact upon a client’s ability to undertake and complete a specific
treatment or program. Research results may be generally or broadly applicable, but
other factors may influence the outcome for any single client.

Another concern about the applicability of research results centers on ethnic
(Sue & Zane, 2005; Zayas, Drake, & Jonson-Reid, 2011), gender (Levant &
Silverstein, 2005), gay and lesbian bisexual and transgendered individuals (Brown,
2005), and disabilities (Olkin & Taliferro, 2005). Many otherwise well-planned
studies do not fully specify the composition of their sample beyond addressing the
disorder under study. It is often very hard to assess from publications if people from
diverse backgrounds and with varied belief systems were included in the available
research. If the client you serve is a recent immigrant from a different culture, it may
remain unclear if the research results fit the belief systems and responses of such
clients. Other diverse populations may simply be rendered invisible due to lack of
clear details about study samples.

It may also be unclear if the measures used to assess the mental health disorder
are designed to reveal disorders in non-majority populations. Most measures of
mental health disorders are “normed” or rated in comparison to middle class white
populations. They may not adequately capture symptoms and behaviors that may be
expressed somewhat differently in populations of color (Benuto, 2013; Benuto &
Leany, 2015; Benuto, Thaler, & Leany, 2014; Drisko, Corbin, & Begay, 2019;
Jones, 1996; Williams, Yu, & Jackson, 1997). These measures may not even include
items related to disabilities or other sources of social difference. The mental health
clinician must decide if the available research fits the ethnicity, social characteris-
tics, and belief systems of each unique client. One important step in making this
decision is to talk directly with the client about what the research shows.

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



Step 4: Actively and Collaboratively Discuss the Research Results with the Client... 61

Step 4: Actively and Collaboratively Discuss the Research
Results with the Client to Determine How Likely Effective
Options Fit with the Client’s Values, Preferences, and Culture

Once the best available research is identified and appraised for quality and relevance
to the client, the fourth step in EBP is to collaboratively discuss the research results
with the client. This step obligates the practitioner to synthesize and summarize the
research results succinctly and clearly in plain language. This step also helps the
clinical social worker clarify what is known about the treatment options. This act of
synthesis requires many forms of clinical expertise and solid professional
judgment.

Drisko (2017) argues that there are several reasons why a collaborative discus-
sion and not simply “telling” the client about treatment options is important. One
key reason is based on professional ethics and values. Direct discussion allows the
client to learn about, compare, and evaluate the various treatment options. Gambrill
(2001) argues that this is an ethical imperative for social workers. Indeed, the US
National Association of Social Workers Code of Ethics (2017) states that:

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

Fully informing clients is important to supporting their self-determination and
cooperative decision-making. In today’s practice world, clients have often done
their own searches of treatment options or may have learned a great deal through
discussion with others who have the same concern. Of course, these views may be
very well informed or may simply be horror stories from others who have had bad
treatment experiences. Active, collaborative discussion allows the client to share
their views and interests and allows the practitioner to help clarify any misunder-
standings. Collaborative discussion enhances client understanding of their situation
and options in the context of learning about what the best available research shows.
It is also very helpful to developing a clear treatment contract.

Drisko’s (2017) second reason for collaborative discussion is to allow for a cul-
turally competent treatment planning process. To overcome disparities in health
care, culturally competent care has been proposed to address these concerns in
practice (Smedley, Stith, & Nelson, 2002). Romana (2006) defines culturally com-
petent practice as “the delivery of health services that acknowledges and under-
stands cultural diversity in the clinical setting and respects individuals’ health
beliefs, values, and behaviors” (p. 1). This is inherently an individualized and inter-
active process. Cultural competence requires that clinicians have knowledge of
diverse social groups but also that they actively learn about the personal views and
meanings made by each client. It involves practicing cultural humility, personal
authenticity and openness, and curiosity about each individual patient (Huey, Tilley,
Jones, & Smith, 2014; Ortega & Coulborn Faller, 2011; Romana, 2006; Tervalon &
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Murray-Garcia, 1998). Interactive collaborative discussion about the meaning of
various treatment options also diminishes power dynamics in health care. It may
help empower clients as well. There is preliminary evidence that cultural humility
and co-learning do impact outcomes. Beach et al. (2005, p. 256), in their systematic
review of 34 relevant studies, report that there is “excellent evidence that cultural
competence training improves the knowledge of health professionals... good evi-
dence that it improves patient satisfaction...and limited evidence it improves adher-
ence and outcome.” Such discussions also allow for addressing multiple forms of
human diversity (e.g., age, sexual orientation, different abilities, gender variance)
and how they shape a client’s comfort with research-supported treatment options.

Drisko’s (2017) third reason to include active collaboration is that it can enhance
the working or therapeutic relationship between the practitioner and client(s).
Indeed, psychotherapy research has demonstrated that “if a client is not attuned to
the approach being offered and shows resistance to the treatment, persistently and
insistently offering the same approach is not therapeutically helpful and probably is
harmful” (Wampold, 2010, p. 54). To collaboratively explore treatment options
builds client motivation and enhances the therapeutic alliance between client and
clinician.

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

Clients may sometimes refuse treatment options that have good research support.
Clients may find research-supported options to be contrary to their cultural expecta-
tions and belief systems, or they may identify practical concerns like transportation
and missing work. In such cases, alternatives should be offered when available. In
no instance should clients be forced to participate in treatments that they find unac-
ceptable. The EBP process provides a forum for increasing client participation in
treatment planning. This participation can increase motivation and help solidify the
treatment alliance. To pressure clients into undertaking treatments they find unac-
ceptable may undermine important elements that promote improvement. Such pres-
suring also contradicts the National Association of Social Worker’s Code of Ethics
(2017), undermining client dignity and self-determination.

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

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

Step 5: Synthesizing Client Needs and Views with Relevant
Research and Professional Expertise, Develop a Plan
of Intervention

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

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

Step 6: Implement the Intervention

The final step of the EBP process is to start the intervention. Documentation of ses-
sion content and any evidence of intended changes should be included in the client’s
written record. Such documentation helps demonstrate that the intended interven-
tion was properly and fully delivered. It also provides a running record of the cli-
ent’s participation and progress or regression. Again, any concerns the client’s notes
about the treatment should also be documented in the client’s record. Monitoring
and evaluation of practice are, of course, vital parts of all good clinical work.

How Practice Evaluation is Different from EBP

As we pointed out earlier, some authors include the formal evaluation of the inter-
vention as a step of the EBP process (Gibbs, 2002). We take a different view. We
think that evaluation of an intervention is an important and necessary part of any
professional intervention. Ongoing evaluation of change, in addition to evaluation
of improvement from the beginning to the end of treatment, is an integral part of a
good clinical practice. However, evaluation of a single case is based on a very dif-
ferent research model than is the EBP. Single-subject or single-system research
designs target changes in a specific client system treated by a specific clinician in a
specific manner. They are very useful for demonstrating and documenting change.
The EBP model, however, is usually based on large numbers of clients with very
carefully defined problems who are randomly assigned to treatment or control or
comparison groups. Evidence derived from unique single cases is not highly valued
in most EBP research models. Nor is it highly valued in the systematic reviews of
treatment outcomes that identify level 1 and level 2 treatments. For this reason, we
encourage evaluation of each client’s progress as a regular part of good professional
treatment, but do not include it as a part of the EBP model per se. (We will explore
this issue further in Chap. 10.)

Summary

These six steps make up the EBP practice decision-making model. In many respects
the EBP model adds to professional practice the clear obligation to review and
incorporate the best research evidence as part of the treatment planning process. The
EBP model also adds to professional practice the clear obligation to engage the
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client in active collaboration about the merits and limitations of a proposed treat-
ment plan. Helping the client make a fully informed choice about treatment is a
clear part of the EBP process. This last requirement is very fitting in today’s increas-
ingly diverse world. Note that several different forms of professional expertise are
required to undertake the EBP model. At no point does evidence alone dictate a
course of treatment. At no point is the client excluded from treatment planning
model. In our view, EBP is not a simply “top-down” or expert practice model.

The EBP model can be used with any form of treatment, though currently much
more research information is available to support cognitive-behavioral models than
is available for most other treatments. Unfortunately, many treatment models have
not yet been researched in a manner that fits with the EBP model. It is important to
bear in mind that these treatment models have simply not been appropriately tested:
lack of evidence does not mean that they are automatically ineffective.

The next chapter of this book explores the assessment models used in clinical social
work practice. A good and thorough assessment is the foundation for applying the
steps of the EBP practice decision-making model. The EBP model does not directly
address assessment. Yet assessment starts and shapes EBP in practice and in research.
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Chapter 4
Step 1 of Evidence-Based Practice:
Assessment in Clinical Social Work

and Identifying Practice Information
Needs

To know where to start using the EBP practice decision-making model, you must
first know what you are looking for. As discussed in the previous chapter, the assess-
ment conducted by the clinician is the starting point and foundation of the EBP
process. Although the utilization of research findings is one key part of EBP, the
lynchpin of EBP rests with client’s needs and situation, synthesized into the practice
question the clinician will seek to answer. The development of the searchable ques-
tion is based on the assessment the practitioner conducts with the client(s). As such,
an accurate assessment of the needs, situation, strengths, limitations, context, diag-
nosis, and much more is necessary to begin the steps of the EBP practice model
outlined in the previous chapter. Listening, careful observation, and discussion with
the client are always the starting point for good clinical social work.

Given the critical role of assessment in EBP, this chapter will be devoted to
exploring how to conduct a thorough assessment through which a searchable ques-
tion can be developed to commence the EBP process. However, as noted in the
previous chapter, there is very little empirical research evidence on what makes a
strong assessment. There is much more research regarding the psychometric proper-
ties of standardized assessment measures for specific problems than there is regard-
ing psychosocial assessment done interpersonally. Therefore, this chapter is based
on the authors’ own experiences with clinical practice, training, and teaching social
work students and practitioners. This chapter offers perspectives on assessment but
is not intended as a “how to” primer. We assume readers are familiar with several
assessment models and related theories and have some exposure to completing clin-
ical assessments.
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Defining Assessment

While most social workers have an image of what an assessment is in practice, the
image or definition of an assessment varies a great deal depending on the role the
social worker has with the client and with the agency, the skill set of the practitioner,
and listening to the needs of the client. What actually takes place during the “assess-
ment phase” of an intervention can vary as much as an intervention. It can be very
standardized and follow a set procedure if the setting in which the assessment takes
place promotes a stringent protocol. Some forms of EBM research specifically
address how to make a diagnosis or an assessment, though this appears to be an
infrequent focus in EBP mental health practice (Baik et al., 2010). Such diagnostic
questions often center on the quality of tests and procedures that are part of the
overall assessment process. During the initial phases of working with a client, an
assessment can involve making a diagnosis, conducting a triage process where a
client is assessed quickly and referred to a specific service, creating a working
hypothesis or formulation that evolves into a treatment plan, and/or writing a formal
document containing all of the above information and more. In general, the scope of
the assessment and the focus of any written documentation associated with the pro-
cess will vary depending on three critical factors: “the role of the social worker, the
setting in which he or she works, and the needs presented by the client” (Hepworth,
Rooney, Strom-Gottfried, & Larsen, 2010, p. 181). Therefore, clinical social work-
ers must be clear about each of these aspects of their work when conducting an
assessment to ensure that ultimately the needs of the client are met within the con-
text of the setting and role that the social work has with the client.

Although the “assessment phase” is often associated with the beginning of treat-
ment, in reality, good clinical practice involves an ongoing assessment throughout
whatever length of time the clinician is involved with the client. As such, “assess-
ment is a fluid and dynamic process that involves receiving, analyzing, and synthe-
sizing new information as it emerges during the entire course of a given case”
(Hepworth et al., 2010, p. 181). Assessment should be an ongoing process for social
workers as they work with their clients. However, the aim of this chapter is to aid
clinical social workers in how to conduct assessments in order to begin the EBP
process. To this end, the discussion of assessments from this point forward will
focus on the initial stages of work with clients to help guide practitioners toward
identifying relevant practice questions as they embark on the EBP process.

Components of an Assessment

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

There are several methods and guidelines to which social workers can turn to
several methods and guidelines to help organize the assessment process. We will
limit our discussion to five assessment methods used by clinical social workers.
These are (1) the Person-in-Environment Classification System, (2) the risk and
resiliency model, (3) family systems models, (4) psychodynamic models, and (5)
the descriptive diagnostic model based on the American Psychiatric Association’s
(2013b) widely used Diagnostic and Statistical Manual (DSM-5). We will intro-
duce each model briefly and describe how each model may be used in the EBP
practice decision-making process. We view many behavioral and cognitive behav-
ioral models as defining specific target problems, rather than as wide-ranging
assessment models. Such behaviorally focused models have great value and preci-
sion but must follow a more comprehensive assessment of client and situation as a
whole. At the end of this discussion, a case example will be used to illustrate how
the assessment method chosen influences what clinical questions are asked to begin
the EBP process. A synthetic social work biopsychosocial assessment outline is
included later in this book as Appendix A.

The Person-in-Environment Classification System [PIE]

Social work has one unique assessment model, the Person-in-Environment
Classification System, or the PIE (Karls & Wandrei, 2008). Developed by social
workers, the PIE incorporates the person-in-environment perspective into the
assessment process. The PIE model includes four domains or factors: Factor I is
social role functioning and coping; Factor II is the influence of the social environ-
ment including institutions and access to resources; Factor III is mental health; and
Factor IV is physical health and medical issues (see Table 4.1).

Using the PIE classification system, social workers develop a holistic view of the
individual and determine where within the client’s system intervention needs to take
place. Several domains of functioning and environment can be the focus of interven-
tion, separately or in combination. If mental health problems are primary, then the
initial focus of the treatment plan may target that domain. If social functioning
problems are viewed as primary, however, the social worker may focus more on an
occupational issue that is creating the stress or difficulties reported by the client.
Resource issues might lead to a concrete, environmental intervention. Similarly,
environmental or policy-related problems might lead to a focus on advocacy or
concrete, resource-finding interventions. The decision about where and how to
intervene is based on a wide-ranging assessment of multiple domains or aspects of
the client’s situation. The clinician must use professional judgment to determine
which domain requires what level of attention.
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Table 4.1 Factors of the Karls and Wandrei PIE assessment model

Factor I: Social functioning problems

A. Social role in which each problem is identified

1. Family (parent, spouse, child, sibling, significant other)

2. Other interpersonal role (lover, friend, neighbor)

3. Occupational (worker/paid, worker/home, worker/volunteer, student)

B. Type of problem in social role

1. Power 5. Loss

2. Ambivalence 6. Isolation

3. Responsibility 7. Victimization

4. Dependency 8. Mixed 9. Other
C. Severity of problem

1. No problem 4. High severity

2. Low severity 5. Very high severity
3. Moderate severity 6. Catastrophic

D. Duration of problem

1. More than 5 years 4.2 to 4 weeks
2.1to 5 years 5.2 weeks or less

3. 6 months to 1 year

E. Ability of the client to cope with problem(s)

1. Outstanding 4. Somewhat inadequate
2. Above average 5. Inadequate
3. Adequate 6. No coping skills

Factor II: Environmental problems

A. Social system where problem is identified

1. Economic/basic needs 4. Health/safety/social services
2. Education/training 5. Voluntary association
3. Judicial/legal 6. Affectional support

B. Specific type of problem within each social system
C. Severity of problem

D. Duration of problem

Factor III: Mental health problems

A. Clinical syndromes (Axis I of DSM IV)

B. Personality and developmental disorders (Axis II of DSM IV)
Factor IV: Physical health problems

A. Disease diagnosed by a physician (Axis III of DSM)

B. Other health problem reported by client or by others

Adapted from Corcoran and Walsh (2006, p. 29), Karls and Wandrei (2008)
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There do not appear to be empirical research studies providing evidence for use
of the PIE assessment model. There has been conceptual and value-based support
for the scope and utility of the PIE model within social work, but it has not been
widely used—in full—in many clinical social work practice settings. Still, many
parts of the PIE model are used in practice and have support from expert opinion
within social work (Kondrat, 2013; Simmons, 2012).

The domain that the clinical social worker views as most critical to the cause and
resolution of the presenting problem will lead to the questions necessary to begin
the EBP assessment. For example, after preliminary assessment, it might appear
that the source of a client’s depressive symptoms is driven primarily by the level of
isolation and lack of power within the context of the family system (Factor I: Social
Functioning Problems) rather than a mental health problem (Factor III: Mental
Health Problem). In turn, the question to begin the EBP process might then be
“What are effective family therapy interventions that are aligned with the family
context and cultural background of my client?” However, if the clinician thought
that based on the client’s family history of depression and the severity of the depres-
sive symptoms that there was a potential biological or genetic component to the
depression, the clinician’s question might focus more on searching for interventions
related to Factor III. As the social worker would not be the one to prescribe medica-
tion, the question for this clinician might shift from finding effective interventions
for a biologically based depression to understanding when to make a referral to a
medical professional. Therefore, the searchable question might be “What clients are
appropriate for a medication consultation/referral?”” Again, the social worker must
be clear as to what role is taken on with the client and what the needs of the client
are. The clinician’s assessment using the PIE will determine where to focus the
search for likely effective treatments.

The PIE model is very comprehensive but is very rarely used in practice or as a
required assessment for funding services (Kondrat, 2013). A PIE assessment is very
time intensive. Further, the time required to complete a PIE assessment may not be
acceptable to clients in some practice settings. The PIE model has not been used
often for service outcome research. It has also not been updated to address changes
to approaches to mental health diagnosis, such as the DSM-5. The main strength of
the PIE model is its comprehensiveness and its clear fit with social work’s defining
person-in-environment perspective. It allows social workers to identify and address
social, environmental, mental health, and physical health problems separately or in
complex combinations. The comprehensive PIE assessment provides a solid basis
for a wide range of potential interventions. It can point to multiple potential loca-
tions for intervention. Note that other forms of mental health and physical health
assessment are components of a PIE assessment, so multiple assessment models
may be used within the PIE assessment framework.
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The Risk and Resilience Framework

Another framework that social workers use in assessment is the risk and resilience
framework. This framework considers “the balance of risk and protective factors
that interact to determine an individual’s propensity toward resilience, or the ability
to function adaptively despite stressful life events” (Corcoran & Walsh, 20006, p. 4).
Risks are the stressors or hazards either within the individual or in the environment
that increase the likelihood of a problem occurring (Corcoran & Walsh, 2006).
Protective factors may provide a buffer against risk factors and act as a counterbal-
ance to the risk factors facing an individual (Fraser, Richman, & Galinsky, 1999).
An assessment using the risk and resilience framework evaluates the risk and pro-
tective factors surrounding an individual, and treatment planning is based on both
factors. The model may be used with children and families, as well as with adults,
including active duty service personnel (Fraser, 2004). The social worker must
decide to focus on the reduction of risk factors, such as poverty or access to medical
care, or alternately to focus on creating or strengthening of protective factors, or to
do both simultaneously. As such, the assessment process involves identifying what
risk and/or protective factors need to be targeted to reduce the problem as presented
by the client.

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

The risk and resiliency model potentially covers a wide range of social and envi-
ronmental factors influencing the client’s situation. It attends to both strengths and
challenges. It can point to multiple potential locations of intervention. In addition,
the model does not include a traditional medical model diagnosis, so it provides a
framework for working with clients who have concerns about the medical model
based on their beliefs or cultural concerns. Although the model may be time inten-
sive, preliminary determination of a focus on risk reduction or resiliency
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enhancement can help focus the assessment. This may reduce the time it takes to
complete. Further, since the risk and resiliency model does not include a traditional
medical/psychiatric diagnosis, it may fit well with some social work agencies and
organizations but alternately may limit funding options in other work settings.

There is considerable research support that the number of serious risks, also
called adverse childhood experiences (ACEs), experienced by an individual early in
life can have profound impact on child development (Masten, 2018) and on life suc-
cess as an adult (Graeber, Helitzer, La Noue, & Fawcett, 2013). On the other hand,
there is little empirical research support for the benefits of using a risk and resilience
assessment process. The risk and resilience approach is intended to support client
strengths, which has practical and values merit. It fits well with social work values
and purposes yet much more research on the assessment process is needed.

Family Systems Models

Family systems theory is an umbrella term for several different specific family ther-
apy models used by social workers, such as Family Emotional Systems Theory
(Bowen, 1978), Structural Family Theory (Minuchin, 1974), Strategic Family
Therapy (Haley, 1971), and Narrative Therapy (White & Epston, 1990). While each
of these models other than narrative therapy has a distinctive focus and techniques,
they follow generally similar principles derived from systems theory (Hepworth
et al., 2010; Walsh, 2010). Systems theory is central to social work as a profession,
as it challenged the idea held in science that complex, interactive phenomena could
be simplified to a linear cause and effect equation (Walsh, 2010). Rather, systems
theory argued that there is an interactive, circular pattern of causation, “in which all
elements of a system simultaneously are influenced by, and influence, each other”
(Walsh, 2010, p. 92). Systems are assessed holistically.

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

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

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

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

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

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

Family systems models are widely used in mental health and in a variety of set-
tings in which social workers practice. Unlike individually orient theories, family
systems approaches do not focus on an “identified client.” Instead systems theories
bring several components of the family system into the assessment and treatment
process, considering the family as a unit rather than as a set of individuals. Changing
repetitive patterns of interaction is a key target of attention. Family systems models
may require an additional medical model diagnosis for funding purposes, though
such a diagnosis is not always vital to family systems treatment planning. These
approaches may attend to both risk factors and sources resiliency, but not all do so
systematically. Family systems approaches may fit well with racial/ethnic groups
who are more communal than individualistic in orientation.

Family systems models address the family as a unit and examine patterns of inter-
action among the family members. Such repetitive patterns, such as enmeshment,
disengagement, multigenerational connections, or triangles, are the focus of thera-
peutic change. Nonetheless, Patterson, Williams, Edwards, Chamow, and Graugh-
Grounds (2018, p. 44) note that family therapy begins with a general assessment of
presenting problems and prior efforts at solving them, assessment of potential for
harm to self and other, substance misuse, biological problems, followed by a general
psychological assessment. The authors note this may take several sessions to com-
plete. “Social assessment” includes specific attention to the family system and may
differ in focus based on the clinician’s chosen family theory. Family structure, mul-
tigenerational issues, life cycle issues, and family functioning should be assessed in
detail. The couple, parental, and sib subsystems should be assessed. Becvar and
Becvar (2018) state that “assessment of a family is somewhat problematic from the
systems perspective...[as] the definition of what is dysfunctional depends on criteria
from outside the context of the system” (p. 83). Specific empirical research support
for family assessment models is not provided; yet these recommendations appear to
have considerable expert opinion for support (Lebow & Gurman, 1995; Sexton &
Lebow, 2015). Family systems models fit well with social work values and purposes,
but more research on the content of family systems assessment is needed.
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Psychodynamic Models

Psychodynamic models of assessment and treatment draw on several related but
distinctive theories, as do the family systems models. All psychodynamic models
assume that some psychological processes may be unconscious or unavailable to the
purposeful awareness to the individual. Psychodynamic models also assume multi-
ple determination; understanding human motives requires attention to many sources
rather than just a single source. All these models also emphasize the importance of
emotion (affect), the importance of repetitive patterns and themes, and the impor-
tance of the relationship between the client and the clinician as vital parts of assess-
ment and treatment.

Early psychodynamic models focused on conflicts among drives, subjective pro-
cesses, and the internal structures that constitute personality (Gabbard, 2010). Later
psychodynamic models shifted focus to assessing psychic structures and capacities.
These include the ego functions and defenses that individuals bring to bear to man-
age internal experiences as well as to interact with others (Freud, 1923; Goldstein,
1995); and object relations or how interpersonal interactions become internalized
into expectations of others and repetitive patterns of interaction (Berzoff, Flanagan,
& Hertz, 2016; Goldstein, 2001; Mahler, Pine, & Bergman, 2000; Winnicott, 1992).
Still more recent models such as self-psychology focus on how people interactively
make use of others to make up for internal deficits (Kohut, 2009; Palombo, 1985)
and to intersubjective models that examine meaning-making as a function of inter-
action (Atwood & Stolorow, 2014; Benjamin, 1988; Stern, 1985). As with family
systems models, each variant may be optimally revealing and informative for spe-
cific client difficulties.

Psychodynamic assessment focuses on determining the capacities of the indi-
vidual to tolerate anxiety and manage it in socially effective ways, to self-regulate
affect and cognition, to understand and to interact with others, to flexibly support
others, and to noncoercively depend on others. Such an assessment includes compo-
nents of identifying historical and enduring patterns of interactions with significant
others and their meanings, along with description of interaction with currently sig-
nificant people in the client’s life, including the interactions with the clinician. The
focus is both historical and current, with an emphasis on psychological factors.
Medical conditions and other organic issues have long been viewed as potentially
significant influences on psychological and social function within psychodynamic
models (Gabbard, 2010). Many social work authors point out that contemporary
psychodynamic assessment models and theories consider the social environment as
a shaping influence on personal capacities (Berzoff et al., 2016).

There are several models of psychodynamic assessment, from the child-oriented
Hampstead Index (Sandler, 1962) to the Blanck’s developmental psychological
profiles (Blanck & Blanck, 1979, 1994). There is also a Psychodynamic Diagnostic
Manual (PDM-2) (Lingiardi & McWilliams, 2017). The PDM-2 organizes different
personality structures and mental health challenges into a classification system con-
sistent with psychodynamic theories. Generally, assessment involves a wide-ranging
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examination of internal conflicts, ego functions, object relations, and/or disorders of
the self as expressed through internal experiences and in interactions with others.
Attention to these features, or lines of development, separately and in combination,
will point broadly to ego supportive or ego-modifying treatments (Goldstein, 1995).
The specific form and content of the client’s dilemma will lead to additional assess-
ment of areas of strength and challenge. Psychodynamic assessment may point to
questions of differential diagnosis but most often yields answerable clinical ques-
tions centering on “What kind of treatments are most effective for people with a
longstanding character problem?” or “What kinds of treatments are most effective
with mixed disorders?”

Psychodynamic assessment is sometimes called deficit oriented, though psycho-
dynamic practitioners instead view it as appraising capacities that represent both the
client’s relative strengths and relative limitations (Berzoff et al., 2016; Goldstein,
1995). Areas of strength must be known as they become assets useful for coming to
understand and address areas of limitation. Psychodynamic assessment can be lengthy
and may not be completed in single or a few sessions. Critics argue it is too heavily
weighted to the individual and pays too little attention to contextual factors. Its
strengths are focus on internalized conflicts, on self-regulation, and on how the indi-
vidual makes meaning in life, including the meaning of emotions and relationships.

There appears to be little empirical research examining assessment in psychody-
namic psychotherapy. Petit and Midgley (2008) did a phenomenological study of
assessment in psychodynamic child therapy. They report that “there was a certain
shared understanding of the psychoanalytic approach to assessment, although with
significant differences in regard to process, technique (e.g. use of interpretation, the
role of countertransference) and the reporting of assessments. Petit and Midgley
also suggest tensions between the role of the assessor as an “expert” and as a “thera-
pist” (Abstract). While there is a large and growing body of quantitative, experimen-
tal outcome research on psychodynamic therapies for several disorders (Abbass,
Hancock, Henderson, & Kisely, 2006; Drisko & Simmons, 2012; Leichsenring,
2010), these appear to assume effective assessment has been completed and that
both a therapeutic alliance and an agreed-upon treatment plan have been developed.
There is considerable psychodynamic research addressing the importance of the
client-therapist relationship, or therapeutic alliance, as a vital part of effective treat-
ment (Imel & Wampold, 2008). More research specific to the role and impact of
assessment in psychodynamic psychotherapy is needed.

American Psychiatric Association Guidelines: The Medical
Model

The American Psychiatric Association’s (APA) Guidelines for the Psychiatric
Evaluation of Adults (2016) offers another approach with which most clinical social
workers are familiar (see Table 4.2). The format proposed by the APA is widely
used in many medical and more traditional psychiatric settings. It is also the under-
lying format for parts of the PIE assessment model and of some psychodynamic
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Table 4.2 Components of the American Psychiatric Association’s (2016) Practice Guidelines for
the Psychiatric Evaluation of Adults

L. History of the present illness

The reason that the patient is presenting for evaluation

I1. Psychiatric history

Any past or current diagnoses, psychotic ideas, aggressive ideas or acts, suicidal ideas and plans,
or self-injury without suicidal intent ideas and plans; history of psychiatric services and
treatments as well as responses to these services

II1. Substance use history

Use of substances, including tobacco, alcohol, or other substances; current or recent changes in
use of alcohol/substances; all medications currently or recently taken

IV. Medical history

Allergies and drug sensitivities, all medications currently or recently taken including
nonprescription supplements, past treatments including surgeries and alternative or herbal
treatments, past or current neurological disorders or symptoms, physical trauma including head
trauma, and sexual/reproductive history

V. Review of systems (psychiatric and cardiovascular, neurological, endocrine, etc.)

VI. Family history

For patients with current suicidal ideation, history of suicidal behaviors in biological relatives;
for patients with current aggrieve ideas, history of violent behaviors in biological relatives

VILI. Personal and social history

Presence of psychosocial stressors including financial, housing, legal, work or occupational,
lack of social support, exposure to violence; review of trauma history; exposure to violence and/
or aggression in childhood or combat; legal consequences of past aggressive behaviors, cultural
factors related to the patient’s environment; need for interpreter services

VIII. Examination, including a mental status examination

General appearance and nutritional state; coordination and gait; involuntary movements or
unusual motor tone; speech fluency and articulation; problems of sight and hearing; mood,
thought processes and content, perception, and cognition; hopelessness. Current suicidal
ideation and plans; if present including assessment of the patient’s intended course of action,
access to firearms (and other means of self-harm), motivations of suicide, reasons for living, and
quality and strength of the therapeutic alliance. Current aggressive or psychotic ideas; if present
including assessment of specific individuals or groups to whom the homicidal or aggressive
ideas have been directed in the past or present, impulsivity and anger management issues, and
access to firearms (or other stated means of harming others)

IX. Impression and plan

Documentation of the patient’s estimated suicide risk, including factors influencing risk;
documentation of the rationale for treatment selection, including discussion of the specific
factors that influenced the treatment choice; asking the patient about treatment-related
preferences. An explanation to the patient of the following: the differential diagnosis, risks of
untreated illness, treatment options, and benefits and risks of treatment. Collaboration between
the clinician and the patient about decisions pertinent to treatment

assessment models. This medically oriented model seeks to define disorders center-
ing on individuals through a diagnostic assessment process. Diagnosis may involve
interviews as well as lab or psychological tests. Diagnoses are then used for inter-
vention planning as well as for payment purposes. The APA evaluation guidelines
are available online for free for personal use on the APA’s Web site https://psychia-
tryonline.org/doi/pdf/10.1176/appi.books.9780890426760
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Consistent with the objectives of EBM and EBP, the APA’s (2016) Guidelines for
the first time include a review of the available research evidence supporting these
recommendations for assessment. It is surprisingly limited. For Guideline I, review
of psychiatric symptoms and history, they state that “there is no supporting research
evidence that specifically addresses the clinical question above” (p. 46). However,
there is strong expert opinion in favor of these recommendations (pp. 47—48). For
Guideline II, substance use assessment, several cross-sectional studies (without ran-
domization or a control/comparison group) were found but with moderate to high
risk for bias. There was consistent support for the use of standardized assessment
measures that directly assess substance use, including information from collaterals.

For Guideline III, suicide risk, very few studies were found that examined the
benefits of assessing suicide risk. One prospective, 4—6 long year observational
study of 4800 veterans in VA services found that “because of the low sensitivity and
specificity of the instruments, and the low base rate of suicide itself, predicting
which persons would later commit suicide would not be feasible” (p. 58). Still,
expert opinion strongly (89.6-99.7% of over 600 experts) supports careful suicide
risk assessment despite the lack of research evidence to support these recommenda-
tions. There are, of course, legal and ethical reasons to support such suicide risk
assessments.

For Guideline IV on aggressive behaviors, two experimental (or RCT) studies in
European inpatient wards found that structured risk assessment early in treatment
“may contribute to reduced violence and coercion in acute psychiatric wards”
(p. 66). Here again, over two-thirds of more than 600 experts endorsed careful
assessment of risk for aggressive behaviors as part of psychiatric assessment.
Studies of varying methodological quality were found for the other APA Guidelines,
showing there is need for more study of the various components of assessment.

The APA’s (2016) Guidelines additionally offer specific guidance addressing
assessment of substance use, suicide risk, and risk for aggressive behaviors. There
are also specific APA guidelines for the assessment of cultural factors, medical
health, quantitative assessment, involvement of the patient in treatment decision-
making and documenting the psychiatric evaluation. Each guideline includes a
statement of the research supporting the guideline content.

While this format appears to be quite comprehensive, it was developed by medi-
cal professionals and consequently has both strengths and limitations for social
workers. The first limitation is that social workers cannot and should not perform
physical examinations. As such, social workers who use this guide will need to
include information obtained by a qualified medical professional. A second limita-
tion is that these guidelines do not include a section on the strengths of the indi-
vidual, either internal or external strengths. Social work is a strengths-based
profession, meaning that we believe it is essential to identify, utilize, and empower
our clients’ strengths. The above guidelines do not include a section where the
assessment of strengths can be specifically identified.

An additional limitation of the medical model is the lack of emphasis on the
social or cultural context. APA Guideline VII does state that a sociocultural history
should be obtained, though its focus remains on the individual. There is some
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emphasis placed in the expanded description on assessing the values, beliefs, and
cultural influences of the individual. However, there is no consideration of the larger
contextual issues that influence the presentation of the individual during an assess-
ment, such as discrimination or homophobia. Social workers who use this guideline
should therefore be conscious of this limitation and include the contextual issues
into their assessment, along with the strengths of the client.

As a supplement, the APA (2013a) offers the Cultural Formulation Interview for
use with persons who are not acculturated to Western cultures. There are both inter-
view and interviewee forms of this assessment protocol. It is designed to identify
the client’s concerns in their own words and from their own point of view. Sections
of the interview address cultural identification of the problem; cultural perceptions
of the causes, contexts, and supports; specific stressors and supports; the role of
cultural identity in the client’s life; factors in self-coping and past support seeking;
and cultural factors in current support seeking.

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

In thinking about the client with depressive symptoms, a searchable question
might be “What are effective treatments for depression?” If the client is from
another culture, or multicultural, the clinician might want to determine that she or
he is not making assumptions about how depression manifests among individuals
from this background. Therefore, the EBP question might be, “What does depres-
sion look like among Chinese-Americans?” in an effort to make sure that the clini-
cian has an accurate diagnosis. Although the APA’s focus on a diagnosis may
ultimately seem simpler in terms of finding a searchable question, the clinician
must still think through what it is that she or he wants to know about this client with
attention to this client’s situation and cultural context. The clinician must also con-
sider the professional roles she or he plays with this client, in order to develop a
relevant EBP question. Zayas, Drake, and Jonson-Reid (2011) point out that the
diagnostic model may miss culturally specific disorders or inappropriately force
them into pre-existing Western disorders. Clinicians must be careful to talk with
their clients to be sure they have fully and correctly understood the client’s needs in
the appropriate contexts.
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Assessment of Mental Health Disorders

The APA guidelines, as well as the PIE and psychodynamic models, include as part
of assessment the development of a mental health diagnosis. This phase helps nar-
row the clinical social worker’s focus and may help develop an intervention plan.
However, a focus on pathology or illness is historically associated with the medical
profession and the medical model (Corcoran & Walsh, 2016). Some social workers
see a long-standing tension between social work’s person-in-environment perspec-
tive and the medical focus on diagnosis (Corcoran & Walsh, 2016). The primary
definition used to define a mental health disorder comes from the APA (2000),
which states that a mental disorder is a:

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

Regardless of the cause of the disorder, “it must currently be considered a manifes-
tation of behavioral, psychological, or biological dysfunction in the individual” (p.
xxxi). Given this definition, social causes or other factors outside of the individual
are not to be considered mental health disorders, locating all of the pathology within
the individual.

This medical, psychiatric model with its focus on the source of the pathology
within the individual is often times at odds with the social work. Therefore, for
some social workers, using the Diagnostic and Statistical Manual (DSM-5; APA,
2013b) to diagnose clients with a disorder appears counter to social work values.
Yet, the insurance industry, on which many social workers rely for their paychecks,
largely bases its reimbursement system on a “billable diagnosis.” This requires clin-
ical social workers to diagnose clients as “ill” with a mental disorder, in order to
obtain insurance reimbursement for their services. As a result, social workers must
often diagnose their clients, even if it is at odds with their professional values in
order to support themselves and obtain services for their clients.

In addition, as discussed in Chaps. 1 and 3, much of the research that is con-
ducted on effective interventions is tied to an individual diagnosis. Therefore, for
clinical social workers who are starting the EBP process, it is helpful to have a
diagnostic label to use in searching the research. Many outcome studies are tied to
specific diagnostic categories.

While social workers may feel a great deal of tension between the values of the
medical model and their social work values, learning to accurately diagnose using
the DSM is an essential skill that all clinical social workers must know (Probst,
2011). This is required by state licensure laws, by the realities of making a living
given the current reimbursement and making use of many sources of EBP research
knowledge. It is beyond the scope of this book to provide clinicians with all of the
tools necessary to learn how to make an accurate diagnosis or to discuss the other
various debates surrounding diagnosing individuals. For a thorough review of the
debates surrounding the use of the DSM and social work, readers are referred to
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Corcoran and Walsh (2016) and the work of Kirk and Kutchins (1992). Therefore,
we will limit the discussion to the essential components of the DSM, some general
guidelines, and provide the readers with a list of resources that will provide a more
extensive review of the process of making a diagnosis.

The Diagnostic and Statistical Manual of Mental Disorders

The Diagnostic and Statistical Manual of Mental Disorders (APA, 2013b) is now in
its fifth edition and is referred to as the DSM-5. It is the primary tool used in the
United States to classify and diagnose individuals with a mental health disorder
(Andreason & Black, 2006; Corcoran & Walsh, 2016; Grey & Zide, 2008). The
DSM classifies different psychiatric disorders based on symptom profiles. For
example, the category of anxiety disorders includes different disorders that are
related to feelings of anxiety, such as generalized anxiety disorder or a specific pho-
bia. For each diagnostic category, the APA offers in the DSM a variety of different
facts about each disorder, such as prevalence rates, a list of disorders that often co-
occur or are referred to as comorbid, prognosis statistics, and other related facts,
such as typical age of onset.

Social workers and other mental health professionals determine what symptoms
the client is experiencing and how those correspond to one of the diagnostic catego-
ries listed within the DSM. Frequently, clients present with symptoms that could fall
into more than one diagnostic category. Practitioners must then determine whether
the client has more than one diagnosis or if some of the symptoms are just a differ-
ent manifestation of the main psychiatric disorder. In some circumstances where
information is incomplete or unclear, tentative diagnoses on any axis may also be
listed as rule outs (R/O). Rule outs draw attention to areas lacking clarity and help
clinicians bear in mind that other factors may also influence the client’s situation.
These other circumstances may also be important factors in treatment planning. The
EBP model, however, assumes a complete and clear diagnosis and does not allow
(in most cases) for comorbid or unclear assessments. This may make it difficult to
apply the EBP practice decision-making method when some potentially important
information is unknown or unclear. Again, the clinician’s professional expertise
must be applied in completing an assessment and in making judgments about what
disorder or problem is the priority concern.

Guidelines and Cautions Regarding Assessment and Diagnosis

As stated previously, it is beyond the scope of this book to train clinical social work-
ers to diagnose using the DSM-5 or any other assessment system. Our aim has only
been to provide an overview of the essential components of each assessment system
and the (limited) empirical research that supports them. We strongly encourage recent
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graduate and clinicians still in training to obtain formalized instruction in conducting
mental health assessment and in making diagnoses. (Some resources for assessment
and diagnosis are presented in Table 4.3.) Such trainings are generally offered as part
of the educational process in schools of social work, as well as reinforced as part of
clinical internships and continuing education. Individuals who did not receive such
training are encouraged to obtain clinical supervision along with other formal train-
ing programs to ensure that they have been well educated in the language, process,
and ethical challenges associated with diagnosing. A mental health diagnosis label
can have significant ramifications for individuals, including denial of benefits or dis-
crimination. Therefore, it is essential that social workers understand and take seri-
ously the process of diagnosing before taking on this role with a client.

Diagnostic Tests and Measures

Another issue to consider regarding assessment and diagnosis is the use of standard-
ized instruments. Many diagnostic tests and measures are widely used for research
purposes. These tests and measures may also be very helpful in making differential
diagnoses of disorders. On face value, standardized instruments are an efficient way
to streamline the diagnosis process and can “represent useful and expedient meth-
ods of quantifying data and behaviors” (Hepworth et al., 2010, p. 211). They are
designed to allow the client to answer a set number of questions regarding a list of
symptoms. Based on how the client answers each question or item, the client will
receive a score placing them in a diagnostic category or range within a diagnostic
category. Such tests and measures may either be specific to a single disorder or more

Table 4.3 Some resources for social work assessment and diagnosis

American Psychiatric Association. (2013b). Diagnostic and statistical manual (DSM-5).
Washington, D.C.: Author.

American Psychiatric Association. (2013a). Cultural formulation interview. Retrieved from
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/APA_DSMS5_Cultural-
Formulation-Interview.pdf

Black, D., & Andreason, N. (2014). Introductory textbook of psychiatry (6th ed.). Washington,
D.C.: American Psychiatric Association.

Berzoft, J., Flanagan, L., & Hertz, P. (2016). Inside out and outside in: Psychodynamic clinical
theory and psychopathology in contemporary multicultural contexts (4th ed.). Northvale, NJ:
Jason Aronson.

Corcoran, J., & Walsh, J. (2016). Clinical assessment and diagnosis in social work practice (3rd
ed.). New York: Oxford University Press.

Grady, M.D., & Dombo, E.A. (2016). Moving beyond assessment: A practical guide for
beginning helping professionals. New York: Oxford University Press.

Grey, S. (2016). Psychopathology: A competency-based assessment model for social workers
(4th ed.). Belmont, CA: Thompson/Brooks Cole.

Karls, J., & Wandrei, K. (Eds.). (2008). Person-in-Environment system: The PIE classification
system for social functioning problems (2nd ed.). Washington, D.C.: NASW Press.
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comprehensive, including information about several disorders as separate
subscales.

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

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

There are a number of useful resources social workers can reference regarding
the use of standardized measures, such as Corcoran and Fischer’s (2014) Measures
Jor Clinical Practice and Research: A Sourcebook (5th ed.) published by Oxford
University Press. Measures for populations of color are less easily obtained.
Additional resources for standardized assessment measures, including several of
populations of color, are offered in Chap. 7.

A Social Work Assessment Format

An example of a traditional, wide-ranging, social work assessment outline can be
found in Appendix A (Drisko & DuBois, 2018). We believe that this outline includes
many of the content areas included in the assessment models described above. It is
an attempt to incorporate a social work perspective in its attention to environmental
and social factors, as well as intrapsychic factors and family dynamics. As with all
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guidelines, it is meant to be a tool to help organize the material gathered in an
assessment and provide a structure to the assessment process. However, the role of
the social worker, the theoretical orientation of the clinician, the purpose of the
assessment, as well as other factors will influence which factors are most salient for
the worker to focus on during the assessment process. Additional content not
included in an assessment outline may be needed for treatment planning with each
unique client.

Issues in Step 1 of EBP: Drawing on Practice Questions,
Identify Research Information Needs in a Thorough
Assessment

Within this chapter we have provided some guiding principles around assessment
and some examples of formats used to complete a clinical social work assessment.
We have also described how these formats can lead to the searchable question used
to begin the EBP practice decision-making process. Formulating a practice question
through careful assessment leads to identification of your research information
needs. This is the Step 1 in the formal EBP practice decision-making process. We
have emphasized the importance of thorough assessment. Now we will turn to using
the results of the assessment to start the EBP process. In other words, now that you
have gathered the necessary information, how do you create a good question using
this information?

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

Recalling an earlier quote in the chapter, Hepworth et al. (2010) remind us that
the scope and purpose of an assessment are dependent on “the role of the social
worker, the setting in which he or she works, and the needs presented by the client”
(p. 181). One way to begin the EBP process is to try to identify the priorities within
each of these factors and work collaboratively with your client to develop the ques-
tion. None of these tasks takes priority over any other. Each factor acts interactively,
each playing an essential role in creating a solid base for an assessment.

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

A key part of assessment is learning the client’s needs and preferences. As dis-
cussed in Chaps. 1 and 3, understanding the needs and wishes of the client is para-
mount to EBP. A clinician must be able to leave an assessment with a clear picture
of what it is that the client needs and wishes. What are the expectations that the
client has for this meeting and their interactions with the agency? What are the
hopes the client has for what you will do or say at the end of the assessment pro-
cess? What are the priorities that the client has for their care? Do they want to
address their housing conditions first or address their depressive symptoms first? Do
they want to work with someone individually or as a family unit? Do they want to
receive services from a clinician who is of a specific ethnicity, gender expression, or
sexual orientation? Understanding the answers to these questions will help the prac-
titioner begin to understand how to place the needs of the client in the context of the
other areas of the assessment.

An important caveat to consider is that sometimes the wishes or needs identified
by the client do not align with the assessment of the social worker. For example, it
may be that the client identifies that their primary goal is to have the department of
social services out of their life, but are not interested in following the plan that the
child protective case worker has developed around safe discipline. Or a client wants
to cut back on their drinking so that they do not get another DUI conviction, but is
not interested in stopping their drinking, even though they have a serious health
condition that is directly affected by it. In these cases, the clinician must work with
the client to develop goals that are consistent with the agency and social work values
and also meet the client where they are. This process is not always an easy task. This
part of the goal-setting process takes patience and must be negotiated carefully in
the context of a relationship that may not have had time to develop a solid rapport.
It is imperative that clinicians and clients have open conversations throughout the
assessment and goal-setting phase of an intervention. There are many situations
where obtaining information from the client regarding his or her wishes is compli-
cated further by the age of the client or the capacities of the client. For example, for
clinicians who work with children, it is often a dilemma regarding whether to honor
the parents’ wishes or the child’s. Another example might be a client who is in
currently actively psychotic and does not clearly have the ability to make an
informed decision about treatment. A further complication is whether the clinician
believes the client is an accurate reporter of their situation or the facts surrounding
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why a referral for treatment was made. These situations add to the complexity of the
goal-setting process, and it is during these times when seeking out supervision may
be important for the social worker to help identify a clinically sound and ethical
course of action.

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

Case of Samir: Identifying Practice Information Needs
Through Assessment

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

Before deciding which type of assessment model you will use to assess Samir, it
is essential to first review the factors discussed previously. First, in your role as a
school social worker in this institution, it turns out that you are not able to provide
any ongoing treatment to students. The role of the social worker is to provide crisis
intervention or help the student and family find an outside provider. Outside refer-
rals are made if the student needs ongoing services of any kind that are not related
to academic services, such as therapy, medication, or ongoing supportive counsel-
ing. Further, the context of the setting is that the school is not equipped to provide
ongoing therapy services to students. You work in multiple schools and do not have
a consistent office each week where you would meet with students, even if this was
an option. As such, the setting does not afford you with a consistent, private, loca-
tion to meet with students during your time at their school. Finally, it is important to
note before the meeting that Samir did not volunteer to come to meet with you.
Although he may have agreed, he did not independently seek out services with the
school social worker. It will be important to determine what his concerns and wishes
are in regard to meeting with you in order to understand how to begin the EBP pro-
cess. This is also consistent with the EBP emphasis on honoring client values and
preferences.
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By reviewing the factors discussed previously, the assessment process is already
somewhat streamlined, as it is clearer what your role is with Samir, the limitations
of the setting, and noting his role in the referral process. Based on this information,
you determine that your role with Samir will be to first determine if crisis interven-
tion services need to be offered and if not, what ongoing services might be useful to
him in the community. Secondly, you will need to combine this information with his
wishes and needs in order to find what type of service will best align with his goals
and needs. There is also the issue of what resources are available in the
community.

In meeting with Samir, you learn from him that while he did not ask to come to
see you on his own, he was “fine” with the referral. As you were trained using the
PIE system, your assessment questions are derived primarily from that format. You
ask several questions regarding the changes noted by his teachers, the changes he
has experienced in himself, his own observations, and what he hopes to gain from
coming to see you. What you learn is that Samir has been a very strong student since
starting high school. However, his grades have begun to drop within the past 3
months, and he is starting to have panic attacks in association with big tests or
exams. These panic attacks are increasing, and he feels like he is in a “vicious cycle”
of worrying about his grades and then having a panic attack which leads to poor
work output, more worry, and more panic attacks.

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

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

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

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

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

Summary

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

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

Once assessment is completed and client-related research information needs are
determined, the second step of EBP is to efficiently locate the best available research
evidence. In this chapter, we will identify and critically examine several types of
research resources related to clinical social work practice. We will also introduce
methods for effectively searching online practice research resources.

Starting Points

After completing a thorough assessment and defining an orienting question, the
second step of the EBP process is to locate the best available research relevant to
your client’s needs and specific clinical circumstances. There are many ways to
begin locating useful research and practice information. The first choice may be
between background information versus very specific information. If you are
already familiar with a disorder, its diagnosis, and its treatments, a good starting
point is to look for specific research information. On the other hand, if the issue is
unfamiliar, or if you have reason to think your knowledge may be old or limited,
starting with background information may be a better choice. Reviewing back-
ground materials will take longer but will also prepare you for other clients with
similar needs and offers a learning opportunity.

An initial choice will be between using print or online resources. Both have assets
and liabilities. Both also have significant infrastructure costs. The professional user
often bears these costs. Books are expensive, often very specialized, and must be
updated as new editions are printed. In addition, print material may be already out-
dated by the time it is published or at the time it is needed for practice use. Computers
and Internet access also have significant costs for individuals and agencies (Drisko,
2010; Kreuger & Stretch, 2000). On the plus side, agencies and practices with elec-
tronic record systems may have much of the needed infrastructure on-site.
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The next choice will often be determined for users: between free and paid access
to research materials. If your agency or an affiliated college or university has access
to some of the many paid, password-protected research databases, you can access
many more resources and gain much greater information. Free sites often offer just
abstracts or summaries of full research studies. This means that if you need to
explore research results in great detail, you may need to search paid sites. The good
news is that a great deal of practice research is available online through free sources.
For many practice information needs, these free sources are adequate.

Print Resources

Several books offer summaries of research supporting the effectiveness of specific
therapies (see Table 5.1). They may not, however, be comprehensive enough if you
need to search for information specific to elders or to disorders that appear infre-
quently in most practice settings (such as reactive attachment disorder or

Table 5.1 Some print resources for finding mental health research results

Anthony Roth and Peter Fonagy’s (2005) What works for whom? A critical review of
psychotherapy research (2nd ed.) offers a useful, but now dated, summary of psychosocial
treatments for adults. Its strength is that it both extensively studies treatments and also

discusses treatments that are widely used but not yet well researched. Emphasizes common
DSM disorders.

David Winter, Chris Metcalfe, and Brin Felix Swain Grenyer’s (2014) Effective psychotherapies:
What else works for whom? also examines effective psychotherapies.

Richard Summers and Jacques Barber’s (2010) Psychodynamic therapy: A guide to evidence-
based practice examines research support and practice implications for doing psychodynamic
therapy.

Daniel David, Steven Jay Lynn, and Guy H. Montgomery’s (2018) Evidence-based
psychotherapy: The state of the science and practice explores psychotherapy outcome research
and identifies several research support therapies.

BMJ Clinical Evidence in Mental Health. The British Medical Journal (BMJ) offers very
detailed summaries of outcome research in both print and online versions. It is organized by
disorder and has extensive information on medications. It is updated semiannually, though
recently has evolved into a mainly online format.

John Weisz and Alan Kazdin’s (2017) Evidence-based psychotherapies for children and
adolescents explores therapies that have research support in a diagnostically oriented book.
Peter Fonagy et al.’s (2015) What works for whom? A Critical review of treatments for children
and adolescents (2nd ed.) also addresses therapies with research support for specific childhood
and adolescent disorders. Its strength is that it reports on both extensively studied treatments and
also discusses treatments that are widely used but not yet well researched.

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

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

Note carefully, print resources can become dated very quickly!
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narcissistic personality dsisorder). Note that many books in mental health are orga-
nized by diagnosis. They are likely to follow a medical model approach to problem
definition, with relatively little focus on the interpersonal and social aspects of cli-
ent’s situations. Alternative approaches to assessment, such as the Karls and
Wandrei’s (1994) Person-in-Environment System or the Psychodynamic Diagnostic
Manual (Lingiardi & McWilliams, 2017), are very rarely mentioned despite their
important and useful efforts to expand the scope of mental health practice.

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

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

Online Resources

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

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



98 5 Step 2 of Evidence-Based Practice: Locating Practice Research
Disorder- or Diagnosis-Specific Online Resources

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

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

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

e The Cochrane Library. This is a database of very high-quality systematic reviews
(syntheses of available research) on single topics. The Cochrane Library is orga-
nized by disorder and medical model in orientation. Abstracts are available with-
out cost. Cochrane reviews are widely considered to be the best sources of EBP
research knowledge. This is because the Cochrane Collaboration includes work-
ing group that sets the most rigorous and transparent standards for systematical
reviews of clinical research in medicine and psychiatry. Cochrane reviews also
tend to be conservative and may find less clear support for treatments than do
other reviewing organizations (https://www.cochranelibrary.com/).

e American Psychiatric Association’s Clinical Practice Guidelines. “APA practice
guidelines provide evidence-based recommendations for the assessment and
treatment of psychiatric disorders and are intended to assist in clinical decision
making by presenting systematically developed patient care strategies in a stan-
dardized format” (https://www.psychiatry.org/psychiatrists/practice/clinical-
practice-guidelines, para. 1). These guidelines address a wide range of clinical
issues, including eating disorders, suicidality, and delirium. They are designed to
help clinicians organize their treatment approaches. However, they are written
from a medical perspective. Therefore, they may not address wider social issues,
such as homelessness, or issues not listed in the DSM, such as poor communica-
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tion or weak parenting skills (https://www.psychiatry.org/psychiatrists/practice/
clinical-practice-guidelines).

* The United Kingdom’s National Health Service sponsors Health Information
Online (HILO). HILO is a resource for locating a wide range of mental health
resources—some originally published on other web sites. The results are numer-
ous but point users both to a mix of free publications and to sites that require
subscriptions or payment for access to original documents (www.library.nhs.uk/).

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

* Evidence-Based Mental Health is a monthly print and online journal that “sur-
veys a wide range of international medical journals applying strict criteria for the
quality and validity of research.” Relevance is determined by “practicing clini-
cians” who select studies to be included. Print subscriptions are $193 per year
and include online access. Online subscriptions are $108 per year (http://ebmh.
bmj.com/).

* BMJ Best Practices is another subscription-based resource for medically ori-
ented mental health results through the British Medical Journal group. Searches
yield results organized by age group or other relevant factors that delimit and
focus results, a helpful feature. Reports are posted to PubMed 2 years after pub-
lication but are fee based until this time (http://clinicalevidence.bmj.com).

o Effective Child Therapy is sponsored by the Society of Clinical Child and
Adolescent Psychology. The site summarizes several forms of CBT and a few
other treatments meeting American Psychological Association’s definition of
empirically supported treatments used to treat a range of childhood disorders.
Oriented as much to families/end consumers as much as to clinical practitioners,
the site is very clear and well organized (www.effectivechildtherapy.com/)

Program-Oriented Online Resources

While most medical model resources are organized diagnostically, by disorder,
resources related to treatment programs are organized more generally by concern or
problem type. That is, you can find information about programs for runaway teens
or substance abuse treatment as a social need, not in terms of medical diagnosis.
Some program-oriented reviews include information on specific psychosocial treat-
ments (such as multisystemic therapy or solution-focused therapy).
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e The Campbell Collaboration Library. This is a database of very high-quality
program reviews focusing on social welfare, education, and criminal justice. It is
organized by general topic area. Full reviews are available without cost. The
Campbell Collaboration Library is widely considered to be the best source for
research knowledge about the effectiveness of programs. The Campbell
Collaboration’s systematic reviews follow the rigorous guidelines set by the
Cochrane Collaboration. Campbell reviews tend to be conservative and thor-
ough. The database is growing but may prove to be limited for any specific social
need (https://campbellcollaboration.org/campbell-library.html).

¢ The US Substance Abuse and Mental Health Services Administration (SAMHSA)
sponsors the Evidence-Based Practices Resource Center. Organized by topic and
populations, the Resource Center aims to provide communities, clinicians, pol-
icy-makers, and others in the field with the information and tools they need to
incorporate evidence-based practices into their communities or clinical settings.
The Resource Center contains a collection of scientifically based resources for a
broad range of audiences, including “Treatment Improvement Protocols, tool-
kits, resource guides, clinical practice guidelines, and other science-based
resources” ((para 2) https://www.samhsa.gov/ebp-resource-center).

General Online Resources Addressing Clinical Practice

Several aggregators of materials related to evidence-based practice have closed over
the past 5 years. It is a difficult task to create and update such web sites and materi-
als. One online resource still offers a wide range of materials, including summaries
and articles directly related to clinical practice as well as materials on other topics.

» [Information for Practice offers a free overview of new scholarship relevant to
social work including journal articles, gray literature, infographics, and more. It
is developed and maintained by Dr. Gary Holden and others at the NYU Silver
School of Social Work and is updated frequently. The sites also provide multiple
RSS feed possibilities (http://ifp.nyu.edu/).

When using any online resources, be sure to look for the dates when they were
last updated. The research studies included in systematic reviews often span several
years. However, the systematic reviews are completed and/or updated from time to
time as new results become available. Most reviews show the date of the last update
in a very prominent location. When reviews are more than 5 years old, it is wise to
look for additional, more current information as an additional resource.

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

Bear in mind that reviewing individual research articles takes a strong back-
ground in research methods to be done successfully. (More about evaluating research
findings follows in Chaps. 6, 7, and 8.) The sheer number of choices that must be
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made to decide if the research is rigorous and relevant to your specific practice situ-
ation is demanding. The work done by professional reviewers in research compila-
tions noted above now becomes the task of the clinical social worker. The strength
of doing a review with a specific practice situation in mind is that you can weed out
research that is not relevant much more accurately. You may also learn about issues
that matter a great deal in your situation but were not so critical or widespread
enough to be mentioned in the research summaries.

Databases of Individual Research Articles

Where systematic reviews of research on a topic are not available, the next step for
clinical social workers is to look directly at individual research articles. Individual
articles may also complement and extend the knowledge available in systematic
reviews. The challenges in this task include locating the most relevant articles in the
large volume of articles found on many topics (such as anxiety or depression),
evaluating the relevance of the articles to your specific client and clinical circum-
stances, and evaluating the quality of the research articles located. The good news
is that online resources make a vast array of materials available to clinicians. A
wide range of articles are available for free (though some will require payment or
subscriptions).

e PubMed is a useful interface to MEDLINE, the vast online database of medical
research articles maintained by the US National Library of Medicine (part of the
National Institutes of Health). Many, but not all, PubMed citations include links
to full text articles for free. This is a major asset for clinicians. PubMed also
includes prominent and easy to use search features that allow users to shift from
a specific topic, say borderline personality disorder, to a higher-order topic such
as personality disorders in general (www.pubmed.govOR www.ncbi.nlm.nih.
gov/pubmed/).

There is also an extensive online help guide to searching PubMed. PubMed
Internet Help is found at https://www.ncbi.nlm.nih.gov/books/NBK3827/.

The Advantages of Combining Results for Systematic Reviews
and Individual Articles

Systematic reviews (SRs) typically include only articles about a single, specific,
disorder or need. This is to ensure strong internal validity in the research studies
they summarize. The details of other facets of people’s lives are rarely detailed in
SRs reports. Many people find this narrow approach, done purposefully to ensure
research rigor, comes at the cost of failing to identify or of excluding socially diverse
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populations and co-occurring disorders. For example, a search for “What works to
serve an Japanese-American trans individual who has a major depressive?” order
may yield only information about treating major depression. Information about who
was studied may be missing or generally summarized. Searches for all the client
characteristics may yield no results or point only to research on individuals without
information about their ethnicities or trans-status. Thus, it is unclear if the located
results are truly applicable to the client since no similar persons are known to be
included in the review as reported. In such situations—which are quite common—a
combination of searches for systematic reviews and for individual articles address-
ing the specific client characteristics may be the best search approach. That is, the
SRs may give useful information about treating depression in general, while indi-
vidual articles may add information about the needs, interests, and concerns of spe-
cific groups. Clinical expertise is required to combine the information provided by
both types of resources.

Search Strategies

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

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

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

Commonly used medical search keywords are established by the National
Library of Medicine’s Medical Subject Headings list (www.nlm.nih.gov/mesh/
MBrowser.html). This list of over 26,000 terms (as of 2017) is used to frame
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searches in MEDLINE. MEDLINE includes over 20,000,000 citations and is one of
the largest EBM/EBP article databases. The Medical Subject Headings (MeSH) list
also provides sources of alternate search terms for clinicians and researchers. MeSH
has a tree and branch format. Top-level “categories” include psychiatry and psy-
chology, chemicals and drugs, and health care. These are followed by even more
specific “descriptors,” such as “mental disorders” or “behavioral mechanisms.”
Even more precise and narrow are “qualifiers” that create specific subsets within
topics. Qualifiers include “CO” for co-occurring or associated disorders, “DI” for
diagnostic issues, and “PS” for psychology. A search using the adverse effects qual-
ifier “AE” can locate adverse effects of treatments. Searches on a top-level descrip-
tor such as depression in MEDLINE, with the qualifiers DI and PS, would target
both diagnostic issues and psychological issues. This can speed up searches and
limit the number of extraneous sources included in the search results.

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

Bear in mind, too, that reference librarians are also excellent sources of informa-
tion regarding alternate search terms. They are skilled at finding the list of keywords
and headings that are used by major professional groups and publishers to organize
their materials in print and online. Bronson and Davis (2012) also offer tips and
techniques for doing EBP evidence searches.

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

It is often useful to combine search keywords. This is most often done using
Boolean logical operators. While the name might sound difficult, Boolean operators
simply link terms to combine them in different ways. They are the foundation of
most everyday Internet searches. Let us start with a two-term search example. The
Boolean “AND” operator gets all the information which includes both search terms.
An “AND” search yields all materials that include the overlap of both terms but
excludes materials with just one of the terms. For example, a search for “depres-
sion” AND “dysthymia” will locate materials including both terms, but not either
one separately. Such results are generally large but focused. One might also search
for “depression” AND “experiment” to get materials on depression that are only
based on experimental research. By adding even more terms, a still more precise
search results. A clinical social worker might search for “depression” AND “treat-
ment outcomes” AND “experiment” to locate articles on the outcomes of
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experimental studies on treatments for depression. Such combined searches can
narrow the many materials to just those that are most likely to be clinically useful.

Another strategy uses the Boolean “OR” search operator. The “OR” operator
gets all materials including either search term or both at once. That is, such a search
includes the results for an “AND” search as well as more materials about either term
separately. A search for “depression” OR “dysthymia” would include all materials
including either term or materials covering both terms. Such results can be over-
whelming for common disorders. On the other hand, for less common disorders, the
“OR” search operator may be a fine starting point. Searching for “pica” OR “eating
non-food items” would yield a larger and wider set of results than a search for
“pica” alone.

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

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

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

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

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

The Next Step in EBP: Critically Evaluating Located
Research Knowledge

It is very important to keep in mind that many print and online sources will make
claims about “best practices” and “evidence-based treatments” using a wide variety
of standards or, at worst, little systematic evidence at all. The EBP practice model
emphasizes including research knowledge as one vital part in the development of
assessment and treatment plans. EBP equally emphasizes the client’s clinical needs
and situation, as well as the views and values of the client. Using the professional
expertise of the clinical social worker, the best available research is collaboratively
integrated into intervention planning with the client. The goal of EBP is to help
make treatment (or diagnostic or preventive) decisions that are likely to be most
effective with the least potential for ineffectiveness or harm. Clients need to partici-
pate in EBP treatment planning in order to fully meet their needs and ensure their
active involvement in treatment processes. More than one treatment (or diagnostic
test or prognosis) may be supported by strong research evidence or none at all.

One challenge for clinical practitioners is that many terms have developed
around EBP. As we have pointed out in Chap. 1, books and articles claiming “best
practices” or “empirically supported” treatments or interventions may use stan-
dards that are not the same as those promoted within the EBP movement. Keep in
mind that “best practices” have no standard definition. It may be claimed by authors
whose work has little or no solid research support. “Best practices” are also used by
funders or working groups who develop lists of services they will fund or endorse.
Further, as we noted in Chap. 1, some states have defined lists of treatments or
services they will fund that are called “best practices.” Such lists are often devel-
oped using standards quite different from those used more widely in the EBP move-
ment. “Empirically supported” or “research-supported” treatments and programs
usually have at least one outcome study, but this research may not be experimental
or of high quality. Many authors use the term “empirically supported” when only a
single study has been completed showing positive outcome, with or without a clear
research design or a clear definition of the treatment used. “Empirically supported
treatments” under the American Psychological Association model must have at
least two experimental outcome studies or ten or more single-subject design studies
to use this label.
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Once suitable research information has been found on the clinical question, the
third step in the EBP practice decision-making model is to evaluate this information
for relevance and for quality. The focus shifts from finding information to critically
evaluating it. Different kinds of professional knowledge and skill are applied in this
appraisal process. The next three chapters will explore how to appraise and evaluate
research reports and results. The first step is to identify the research design used by
each study.
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Chapter 6
Step 3 of Evidence-Based Practice: Part
1—Evaluating Research Designs

Once you have located some research that can help answer your practice question,
Step 3 in the evidence-based medicine (EBM) and evidence-based practice (EBP)
decision-making model is to appraise the quality of this research. An initial inspec-
tion of materials should help differentiate those that are generally relevant for your
purposes from those that are not. Relevance may be initially determined by examin-
ing the research question that each study addresses. Studies should have clear and
relevant research questions, fitting your practice needs. Once these “apparently rel-
evant” studies are identified, the appraisal shifts to issues of research methodology.
Even studies that appear quite relevant initially may later on prove to have important
limitations as the details of their methods are explored.

Evaluating the quality of research reports can be a complex process. It involves
several components. We will begin by reviewing research designs used in EBP. While
many of these designs should be familiar to social workers, they may be described
using different terminologies in EBM and EBP research reports (Drisko, 2011).
Chapter 7 will review several other methodological steps in appraising research
(sampling, defining the treatment or other intervention, test and measures, and sta-
tistics). These provide the basis for examining meta-analysis and systematic reviews,
two widely used methods for aggregating research results in EBM and EBP, exam-
ined in Chap. 8.

Research design is the first methodological issue a clinical social worker must
identify in appraising the quality of a research study. A research design is the orient-
ing plan that shapes and organizes a research project. Different research designs
are used for research projects with distinct goals and purposes. Sometimes this is a
researcher-determined choice, and other times practical and ethical issues force the
use of specific research designs. In EBM/EBP, research designs are one key part of
appraising study quality.

While all clinical social workers are introduced to research methods as part of
their required course work, most do not make much use of this knowledge after
graduation. Doing EBP, however, will require that clinical social workers and
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other mental health professionals make greater use of their knowledge about
evaluating research for practice.

Research designs are so important to EBM/EBP that this chapter will focus on
them exclusively. Other very important—and very closely related—aspects of
research methods will be examined in the following chapter (sampling, measures,
definitions of treatments, and analysis). Our goal is to provide a useful refresher and
reference for clinical social workers. For readers who have a basic grasp of research
designs and methods, this chapter can serve as a brief review and resource. Still,
some terminology, drawn from medicine, will no doubt be unfamiliar. For others
who need only an update, this chapter offers it. Many excellent follow-up resources
are identified in each section of the chapter.

Research Designs

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

Thyer (2011) states, quite accurately, that the EBP practice decision-making pro-
cess does not include any hierarchy of research designs. This is indeed correct. The
EBP practice decision-making process states that clinicians should use the “best
available evidence.” It does not state that only the results of research with certain
types of research designs are to be valued. That is, it is entirely appropriate to use
the results of case study research or even “practice wisdom” when no better evi-
dence is available. Yet many organizations and institutions make quite explicit that
there is a de facto hierarchy of evidence within EBP. This hierarchy is even clearly
stated in the early writing of Dr. Archie Cochrane (1972), who promoted the use of
experimental research knowledge to inform contemporary practice decision-
making. Littell (2011) notes that the Cochrane Collaboration publishes “empty
reviews” that report no research results deemed to be of sufficient design quality to
guide practice decision-making. This practice contradicts the idea of identifying the
best available evidence. In effect, the best available evidence is reduced to evidence
generated by experimental research designs. This practice creates confusion about
what constitutes the best available evidence for clinicians, policy planners, and
researchers.

Some EBP/EBM authors do not report all the best available evidence, but instead
report only the experimental evidence that they deem worthy of guiding practice.
They make this choice because only well-designed experiments allow attribution of
causal relationships to say that an intervention caused observed changes with



Types of Clinical Studies 109

minimal error. Still, this practice represents some academic and economic politics
within EBP research summaries. As discussed in Chap. 2, there are good arguments
for and against this position, but it is not entirely consistent with the stated EBM/
EBP practice decision-making model. Clinical social workers should be aware that
this difference in viewpoints about the importance of research design quality is not
always clearly stated in the EBP literature. Critical, and well-informed, thinking by
the clinician is always necessary.

Research designs differ markedly. They have different purposes, strengths, and
limitations. Some seek to explore and clarify new disorders or concerns and to illus-
trate innovative practices. Others seek to describe the characteristics of client popu-
lations. Some track changes in clients over time. Still others seek to determine if a
specific intervention caused a specific change. While we agree that the EBP practice
decision-making process states that clinicians should use “the best available evi-
dence” and not solely evidence derived from experimental results, we will present
research designs in a widely used hierarchy drawn from the Oxford University’s
Centre for Evidence-Based Medicine (2009, 2016). This hierarchy does very clearly
give greater weight to experimental, randomized controlled trial [RCT] research
results. It should be seen as representing a specific point of view, applied for specific
purposes. At the same time, such research designs do provide a strong basis for
arguing that a treatment caused any changes found, so long as the measures are
appropriate, valid, and reliable and the sample tested is of adequate size and variety.
Due to the strong interval validity offered by experimental research designs, results
based on RCTs design are often privileged in EBM/EBP reports. We will begin this
listing with the experimental research designs that allow causal attribution. We will
then progress from experiments to quasi-experiments, then move to observational or
descriptive research, and end with case studies. The organization of this section fol-
lows the format of the research evidence hierarchy created by Oxford University’s
Centre for Evidence-Based Medicine (2009, 2100; 2016, 2018).

Types of Clinical Studies

Part 1: Experimental Studies or RCTs

EBP researchers view properly conceptualized and executed experimental studies.
These are also called randomized controlled trials or RCTs. RCTs provide inter-
nally valid empirical evidence of treatment effectiveness. They are prospective in
nature as they start at the beginning of treatment and follow changes over time
(Anastas, 1999). Random assignment of participants symmetrically distributes
potential confounding variables and sources of error to each group. Probability sam-
ples further provide a suitable foundation for most statistical analytic procedures.
The key benefit of an experimental research design is that they minimize threats
to internal validity (Campbell & Stanley, 1963). This means the conclusions of
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well-done experiments allow researchers to say an intervention caused the observed
changes. This is why experiments are highly regarded in the EBM/EBP model. The
main limitations of experiments are their high cost in money, participation, effort,
and time. They may be ethically inappropriate for some studies where random
assignment is inappropriate. A final disadvantage is that volunteers willing to par-
ticipate may not reflect clinical populations well. This may lead to bias in external
validity or how well results from controlled experiments can be generalized to less
controlled practice settings (Oxford Centre for Evidence-Based Medicine, 2019).

In the European medical literature, experiments and quasi-experiments may
alternately be called analytic studies. This is to distinguish them from descriptive
studies that, as the name implies, simply describe clinical populations. Analytic
studies are those that quantify the relationship between identified variables. Such
analytic studies fit well with the PICO or PICOT treatment decision-making model
(Oxford Centre for Evidence-Based Medicine, 2019).

The Randomized Controlled Trial (RCT) or Classic Experiment

It is a quantitative, prospective, group-based study based on primary data from the
clinical environment (Solomon, Cavanaugh, & Draine, 2009). Researchers ran-
domly assign individuals who have the same disorder or problem at the start to one
of two (or more) groups. Later, the outcomes for each group are compared at the
completion of treatment. Since researchers create the two groups by random assign-
ment to generate two very similar groups, the RCT is sometimes called a parallel
group design. Usually one group is treated and the other is used as an untreated
control group. Researchers sometimes use placebo interventions with the control
group. However, researchers may alternately design experiments comparing two or
more different treatments where one has been previously demonstrated to produce
significantly better results than does an untreated control group. Pre- to post-
comparisons demonstrate the changes for each group. Comparison of post-scores
across the treated groups allows for demonstration of any greater improvement due
to the treatment. Follow-up comparisons may also be undertaken, but this is not a
requirement of an experiment.
The experiment or RCT can be summarized graphically as:

R O X O,
R O 0,

where R stands for random assignment of participants, O, stands from the pretest
assessment (most often with a standardized measure), X represents the intervention
given to just one group, and O, stands for the posttest, done after treatment, but
using the same measure. There may also be additional follow-up posttests to docu-
ment how results vary over time. These would be represented as O; O, etc. There
may be two or more groups under comparison in an RCT. Further, more than one
measure of outcome may be used in the same experiment.
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In medical studies, particularly of medications or devices, it is possible to blind
participants, clinicians, and even researchers to their experimental group assign-
ments. The goal is to reduce differences in expectancies that might lead to different
outcomes. In effect, either conscious or unconscious bias is limited to strengthen the
internal validity of the study results. A double blind RCT design keeps even group
assignments unknown to participants and to the treating clinicians. Single blind
experiments keep only the participants unaware of group assignments. Blinding is
more possible where placebo pills or devices can be used to hide the nature of the
intervention. Blinding is much more difficult in mental health and social service
research where interactions between clients and providers over time are common.

While blinding is common in EBM studies of medications and devices, it is rare
in mental health research. There is, however, research that shows that clinical prac-
titioners and researchers may act consciously or unconsciously to favor treatment
theories and models that they support (Dana & Loewenstein, 2003). This phenom-
enon is known as attribution bias, in which people invested in a particular theory or
treatment model view it more positively than do others. Attribution bias may work
consciously or unconsciously to influence study implementation and results. In turn,
itis stronger research evidence if clinicians and researchers who do outcome studies
are not the originators or promoters of the treatment under study.

The American Psychological Association standards for empirically supported
treatments (ESTs) require that persons other than the originators of a treatment do
some of the outcome studies used to designate an EST. That is, at least one study not
done by the originator of a treatment is required for the EST label. How clinician
and researcher biases are assessed in the EBM/EBP model is less clear. However,
most Cochrane and Campbell Collaboration systematic reviews do assess and eval-
uate the potential for bias when the originators of treatments are the only sources of
outcome research on their treatments (Higgins & Green, 2018; Littell, Corcoran, &
Pillai, 2008). In addition, all Cochrane and Campbell Collaboration systematic
reviews must include a statement of potential conflicts of interest by each of the
authors.

It is important to keep in mind that experiments may have serious limitations
despite their use of a “strong” research design. Sample size is one such issue. Many
clinical studies compare small groups (roughly under 20 people in a group). Studies
using small samples may lack the statistical power to identify any differences across
the groups correctly and fully. That is, for group differences to be identified, a spe-
cific sample size is required. The use of an experimental research design alone does
not mean that the results will always be valid and meaningful. (We will examine
issue beyond research design that impacts research quality later in the next two
chapters.) Still, done carefully, the experimental research design or RCT has many
merits in allowing cause-effect attribution.

The CONSORT Statement (2010) established standards for the reporting of
RCTs. CONSORT is an acronym for “CONsolidated Standards of Reporting Trials.”
The people who make up the CONSORT group are an international organization of
physicians, researchers, methodologists, and publishers. To aid in the reporting of
RCTs, CONSORT provides a free 37-item checklist for reporting or assessing the
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quality of RCTs online at http://www.consort-statement.org/. The CONSORT
Statement is available in many different languages. The CONSORT group also pro-
vides a free template for a flow chart of the RCT process and statement. These tools
can be very helpful to the consumer of experimental research since they serve as
guides for assessing the quality of RCTs. A CONSORT flow chart (also called a
Quorum chart) is often found in published reports of recent RCTs.

The Randomized Crossover Clinical Trial

It is a prospective, group-based, quantitative, experimental study based on primary
data from the clinical environment. Individuals with the same disorder, most often
of a chronic or long-term type, are randomly assigned to one of two groups, and
treatment is begun for both groups. After a designated period of treatment (suffi-
cient to show positive results), groups are assessed and a “washout” phase is begun
in which all treatments are withheld. After the washout period is completed, the
treatments for the groups are then switched so that each group receives both treat-
ments. After the second treatment is completed, a second assessment is undertaken.
Comparison of outcomes for each treatment at both end points allows for determi-
nation of treatment effectiveness on the same groups of patients/clients for both
treatments. This strengthens the internal validity of the study. A comparison of
active treatment outcomes for all patients is possible. However, if the washout
period is not sufficient, there may be carry-over effects from the initial treatment
that in turn undermines the validity of the second comparison. Used with medica-
tions, there are often lab tests that allow determination of effective washout periods.
Secondary effects, such as learning or behavior changes that occur during the initial
treatment, may not wash out. Similarly, it may not be possible to wash out learned
or internalized cognitions, skills, attitudes, or behaviors. This is a limitation of
crossover research designs in mental health and social services.

The merit of crossover designs is that each participant serves as his or her own
control which reduces variance due to individual differences among participants.
This may also allow use of smaller sample sizes while generating a large enough
sample to demonstrate differences, known as statistical power. All participants
receive both treatments, which benefits them. Random assignment provides a
solid foundation for statistical tests. Disadvantage of crossover studies includes
that all participants receive a placebo or less effective treatment at some point
which may not benefit them immediately. Further, washout periods can be lengthy
and curtail active treatment for the washout period. Finally, crossover designs can-
not be used where the effects of treatment are permanent, such as in educational
programs or surgeries.

Crossover trials may also be undertaken with single cases (rather than groups of
participants). These are called single-case crossover trials. The basic plan of the
single-case crossover trial mimics that used for groups but is used with just a single
case. The crossover trial may be represented graphically as:
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A, B A, B, A,

where A, stands for the initial assessment, B, represents the first intervention given,
the second A, represents the next assessment which is made at the end of the first
intervention after washout, and B, stands for second type of intervention or the
crossover. Finally, A; represents the assessment of the second intervention done
when it is completed. Note that a washout period is not specifically included in this
design but may be if the researchers chose to do so. Comparison of treatment out-
comes for each intervention with the initial baseline assessment allows determina-
tion of the intervention effects. More than one measure may be used in the same
crossover study.

Since random assignment is not possible with single cases, the results of single-
case crossover studies are often viewed as “weaker” than are group study results.
However, each individual, each case, serves as its own control. Since the same per-
son is studied, there is usually little reason to assume confounding variables arise
due to physiologic changes, personal history, or social circumstances.

It is possible to aggregate the results of single-case designs. This is done by
closely matching participants and replicating the single-case study over a number of
different participants and settings. This model is known as replication logic, in
which similar outcomes over many cases build confidence in the results (Anastas,
1999). It is in contrast to sampling logic used in group experimental designs in
which potentially confounding variables are assumed to be equally distributed
across the study groups through random assignment of participants. In replication
logic, repetition over many cases is assumed to include and address potentially con-
founding variables. If treatment outcomes are positive over many cases, treatment
effectiveness may be inferred. In EBM, single-case studies are not designated as
providing strong research evidence, but consistent findings from more than ten
single-case study outcomes are rated as strong evidence in the American
Psychological Association’s designation of empirically supported treatments
(ESTs).

The Randomized Controlled Laboratory Study

It is a prospective, group, quantitative, experimental study based on laboratory rather
than direct clinical data. These are called analog studies since the lab situation is a
good, but not necessarily perfect, replication of the clinical situation. Laboratory
studies are widely used in “basic” research since all other variables of influences
except the one under study can be controlled or identified. This allows testing of
single variables but is unlike the inherent variation found in real-world clinical set-
tings. Randomized controlled laboratory studies are often conducted on animals
where genetics can be controlled or held constant. Ethical issues, of course, limit
laboratory tests on humans. Applying the results of laboratory studies in clinical
practice has some limitations, as single, “pure” forms of disorders or problems are
infrequent and contextual factors can impact of treatment delivery and outcome.
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Effectiveness vs. Efficacy Studies: Experiments Done
in Different Settings

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

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

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

Part 2: Quasi-experimental and Cohort Studies—Comparisons
Without Random Participant Assignment

Random assignment of participants to treated versus control groups is a way to
strengthen internal validity and to limit bias in research results. Random assignment
ideally generates (two or more) equivalent groups for the comparison of treatment
effects versus an untreated control group. Quasi-experimental research designs lack
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random assignment but do seek to limit other threats to the interval validity of study
results. They are often used where random assignment is unethical or is not feasible
for practical reasons.

The Quasi-experimental Study or Cohort Study

In studies of clinical practice in mental health, it is sometimes unethical or impracti-
cal to randomly assign participants to treated or control groups. For example,
policy-makers may only fund a new type of therapy or a new prevention program
for a single community or with payment by only certain types of insurance. In such
situations, researchers use existing groups or available groups to examine the impact
of interventions. The groups, settings, or communities to be compared are chosen to
be as similar as possible in their key characteristics. The goal is to approximate the
equivalent groups created by random assignment. Where pre- and post-comparisons
are done on such similar groups, such a research design is called a quasi-experiment.
The key difference from a true experiment is the lack of random assignment of par-
ticipants to the treated or control groups.
The quasi-experiment can be summarized graphically as:

0, X O,
O1 02

Once again, O, stands from the pretest assessment (most often with a standardized
measure), X represents the intervention given to just one group, and O, stands for
the posttest, done after treatment, but using the same measure. More than two
groups may be included in a quasi-experimental study. There may also be additional
follow-up posttests to document how results vary over time. More than one measure
may be used in the same quasi-experiment. Note carefully that the key difference
from a true experiment is the lack of random assignment of participants.

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

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

The “All or None” Study

The Centre for Evidence-Based Medicine at Oxford University (2009, B13) includes
in its rating of evidence the “All or None” research design. This is a research design
in which, in very difficult circumstances, clinicians give an intervention to a group
of people at high risk of serious harm or death. If essentially all the people who
received the intervention improve or survive, while those who do not receive it con-
tinue to suffer or die, the inference is that the intervention caused the improvement.
This is actually an observational research design, but given the nature of the groups
compared, all or none results are viewed as strong evidence that the treatment
caused the change. However, given their very important effects, such research
results are highly valued so long as all or a large fraction of people who receive the
intervention improve. Such designs fit crisis medical issues much better than most
mental health issues, so all or none design is extremely rare in the mental health
literature. They do have a valuable role in informing practice in some situations.

Part 3: Non-interventive Research Designs and Their Purposes

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

It is a prospective, longitudinal, usually quantitative, tracking study of groups or of
individuals with a single disorder or problem (Kazdin, 2010). Researchers follow
participants over time to assess the course (progression) of symptoms. Participants
may be either untreated or treated with a specified treatment. People are not ran-
domly assigned to treated or control groups. Because participants may differ on
unknown or unidentified variables, observational studies have potential for bias due
to the impact of these other variables. That is, certain variables such as genetic influ-
ences or nutrition or positive social support may lead to different outcomes for
participants receiving the same treatment (or even no treatment). Some scholars
view observational studies as a form of descriptive clinical research that is very
helpful in preparing the way for more rigorous experimental studies.

The Longitudinal Study

It is a prospective, quantitative and/or qualitative, observational study ideally based
on primary data, tracking a group in which members have had, or will have, expo-
sure or involvement with specific variables. For example, researchers might track
the development of behavioral problems among people following a specific natural
disaster or the development of children living in communities with high levels of
street violence. In medicine, researchers might track people exposed to the SARs
virus. Longitudinal studies help identify the probability of occurrence of a given
condition or need within a population over a set time period. While such variables
are often stressors, cohort studies may also be used to track responses to positive
events, such as inoculation programs or depression screen programs.
Graphically a longitudinal study can be represented as:

X 0 0, O, O, O, O, OR
0o, 0, O, X 0O, O, O,

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

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

Case-Control Study

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

Cross-Sectional Study or Incidence Study

These are descriptive, usually quantitative, studies of the relationship between dis-
orders or problems and other factors at a single point in time. Incidence designs are
used descriptively in epidemiology. They can be useful for learning baseline infor-
mation on the incidence of disorders in specific areas. Cross-sectional studies are
very valuable in a descriptive manner to policy planning, but do not demonstrate
cause and effect relationships. They are not highly valued in the EBM/EBP research
design hierarchy. An example of a cross-sectional study would be to look at the rate
of poverty in a community during 1 month of the year. It is simply a snapshot pic-
ture of how many individuals would be classified as living in poverty during that
month of the study. Comparing the number of persons in poverty with the total
population of the community gives the incidence rate or prevalence rate for
poverty.

The Case Series

It is a descriptive, observational study of a series of cases, typically describing the
manifestations, clinical course, and prognosis of a condition. Both qualitative and
quantitative data are commonly included. Case series can be used as exploratory
research to identify the features and progression of a new or poorly understood dis-
order. They can be very useful in identifying culture-bound or context-specific
aspects of mental health problems. Case series are inherently descriptive in nature,
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but they are most often based on small and nonrandom samples. The results of case
series may not generalize to all potential patients/clients.

Despite its limitations, many scholars point out that the case series is the most
frequently found research design in the clinical literature. It may be the type of
study most like real-world practice and is a type of study practitioners can undertake
easily. In some EBM/EBP research design hierarchies, the case series are among the
least valued form of clinical evidence, as they do not demonstrate that an interven-
tion caused a specific outcome. They nonetheless offer a valuable method for mak-
ing innovative information about new disorders or problems and new treatment
methods available at an exploratory and descriptive level.

One example of this type of research design is the Nurses’ Health Study (Colditz,
Manson, & Hankinson, 1997). This is a study of female nurses who worked at
Brigham and Women’s Hospital in Boston and who completed a detailed question-
naire every second years on their lifestyle, hormones, exercise, and more.
Researchers did not intervene with these women in any way but have used the infor-
mation compiled by the study over several decades to identify trends in women’s
health. These results can then be generalized to other women or used to provide
information on health trends that could be explored further through more
intervention-based research (Colditz et al., 1997).

The Case Study (or Case Report)

It is a research design using descriptive but “anecdotal” evidence drawn from a
single case. The data may be qualitative and/or quantitative. Case studies may be the
best research design for the identification of new clinical disorders or problems.
They can be very useful forms of exploratory clinical research. They usually include
the description of a single case, highlighting the manifestations of the disorder, its
clinical course, and outcomes of intervention (if any). Because case studies draw on
the experiences of a single case, and often a single clinician, they are often labeled
“anecdotal.” This differentiates evidence collected on multiple cases from that
based on just a single case. Further, case study reports often lack the systematic pre-
post-assessment found in single-case research designs. The main (and often major)
limitation of the case study is that the characteristics of the single case may, or may
not, be similar to other cases in different people and circumstances. Another key
limitation is that reporting of symptoms, interventions, course of the problem, and
outcomes may be piecemeal. This may be because the disorder is unfamiliar or
unique in some way (making it worth publishing about), but since there are few
widely accepted standards for case studies, authors provide very different kinds and
quality of information to readers.

Case studies offer a valuable method for generating innovative information about
new disorders or problems, even new treatment methods, available on an explor-
atory or formative basis. These ideas may become the starting point for future
experimental studies.
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We note again that case studies may be “best available evidence” found in an
EBP search. If research based on other designs is not available, case study research
may be used to guide practice decision-making.

Expert Opinion or Practice Wisdom

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

Resources on Research Design in EBP

Many textbooks offer good introductions to research design issues and offer more
illustrations than we do in this chapter. Note, however, that the terminology used in
EBM/EBP studies and summaries may not be the same as is used in core social work
textbooks. Resources addressing issues in research design are found in Table 6.1.

Table 6.1 More resources on research design

Anastas, J. W. (1999). Research design for social work and the human services (2nd ed.).
New York: Columbia University Press.

Campbell, D., & Stanley, J. (1963). Experimental and quasi-experimental designs for research.
New York: Wadsworth.

Creswell, J., & Creswell, J. D. (2018). Research design: Qualitative, quantitative, and mixed
methods approaches. Thousand Oaks, CA: Sage.

Drisko, J. (2011). Researching Clinical Practice. InJ. Brandell (Ed.). Theory and practice in
clinical social work (2nd ed., pp 717-738). Thousand Oaks, CA: Sage.

Hulley, S., Cummings, S., Browner, W., Grady, D., & Newman T. (2018). Designing clinical
research (4th ed.). Philadelphia, PA: Lippincott, Williams & Wilkins.

Kazdin, A. (2010). Single-case research designs: Methods for clinical and applied settings. (2nd
ed.). New York: Oxford.

Rubin, A. (2008). Practitioner’s guide to using research for evidence-based practice. Hoboken,
NIJ: Wiley.

Soydan, H., & Palinkas, L. (2014). Evidence-based practice in social work: Development of a
new professional culture. New York: Routledge.

Yin, R. K. (2018). Case study research and applications: Design and methods. Thousand Oaks,
CA: Sage.
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Summary

This chapter has reviewed the range of research designs used in clinical research.
The different types of research designs have different purposes and different
strengths. These purposes range from exploratory, discovery-oriented purposes for
the least structured designs like case studies to allowing attribution of cause and
effect relationships for highly structured experimental designs. This chapter has also
explored the research design terminology used in EBM/EBP. Some of this terminol-
ogy draws heavily on medical research and may be unfamiliar to persons trained in
social work or social science research. Still, most key research design concepts can
be identified despite differences in terminology. The EBM/EBP research design
hierarchy places great emphasis on research designs that can document that a spe-
cific treatment caused the changes found after treatment. This is an important step in
determining the effectiveness or efficacy of a treatment. Many documents portray
experiments, or RCTs, as the best form of evidence upon which to base practice
decisions. Critical consumers of research should pay close attention to the kind of
research designs used in the studies they examine for practice application.

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

Even when experimental or RCT research designs set the framework for estab-
lishing cause and effect relationships, a number of related methodological choices
also are important to making valid knowledge claims. These include the quality of
sampling, the inclusion of diverse participants in the sample, the quality of the out-
come measures used, the definitions of the treatments, and the careful use of the
correct statistical tests. Adequate sample size and representativeness are important
to generalizing study results to other similar people and settings. Appropriately con-
ceptualized, valid, reliable, and sensitive outcome measures document any changes.
How treatments are defined and delivered will have a major impact on the merit and
worth of study results. Statistics serve as a decision-making tool to determine if the
results are unlikely to have happened by chance alone. All these methods work in
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tandem to yield valid and rigorous results. These issues will be explored in the next
two chapters on Step 3 of the EBP process, further appraising some additional
methodological issues in practice research.
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Chapter 7
Step 3 of Evidence-Based Practice: Part
2—Evaluating Research Methods

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

For clarity and simplicity, we will focus on treatment outcomes in the examples
used in this chapter. Readers are reminded the EBP methods can also be applied to
diagnostic protocols, determination of prognoses, and even to cost-effectiveness
studies. Our focus on treatment is meant to be representative, and of interest to most
clinical social workers. It does not mean that the other concerns are any less impor-
tant applications of EBP.

Sampling Issues

Just who is included in a clinical study shapes how well its results will reflect the
range of persons with a particular disorder or problem. Even an experimental research
design will be limited as a resource for treatment planning if it covers very few peo-
ple or only people with very limited demographic characteristics. There are four key
components to look for in sample selection: representativeness, diversity, size, and
randomization.
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Representativeness and Diversity

In quantitative research, a sample should be representative of the persons and setting
of interest. That is, if researchers want to study a specific genetic disorder, they
would ideally target all the people with the disorder. They might also include other
people without the genetic disorder for comparison purposes. If there were environ-
mental factors or cultural factors that might interact with the genetic disorder, such
as diet or exposure to toxins or cultural differences, groups would be sought that vary
in diet, exposure to toxins, and culture. This would represent the variety of popula-
tions impacted by the genetic disorder as best we can conceptualize them. Of course,
money, time, and access might not be available to study all subgroups at once, so
researchers might choose to study a smaller subset of this larger population. In this
case, several studies would be necessary to obtain a sample that is fully representa-
tive of the genetic disorder and the factors we think exacerbate it or minimize it.

In clinical mental health studies, there may be a wide range of factors that could
influence the effectiveness of a treatment or diagnostic test. Clinical social workers
look for a wide range of biopsychosocial-spiritual factors that help understand mul-
tifaceted human problems. These include differences in gender, race, cultural or eth-
nicity, tribal affiliation, sexual orientation, class, age, ability, religious beliefs, legal
status, genetic makeup, and geography. At times additional factors may also be
important. This makes representativeness a very challenging issue for mental health
researchers. Practical limitations also mean that fully representative samples may not
be easy to obtain. This is especially true for minority populations and for low inci-
dence disorders. Researchers, with input from clients and clinicians, must carefully
conceptualize both their study problem formulations and the nature of their sample.

Compromises are common in sample size and representativeness due to limita-
tions in time, funding, access, and client participation. For example, Wilt et al.
(2008) report that very few RCTs on treatments for prostate cancer have been com-
pleted. They found that no type of prostate cancer treatment had then been demon-
strated to be more effective than is “watchful waiting.” Side effects of the treatments
were also not well identified. One reason was that men were unwilling to participate
in the randomization process needed to compare different treatments. In this case,
useful clinical research was limited due to the active choices of men who sought,
quite understandably, to get what they believed were the best personal outcomes.
Wilt et al. (2008) also note that differences in definitions and methods made the
synthesis of findings across the available studies difficult to aggregate.

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

Sample Size

The size of a sample is also very important. A larger sample is generally more likely
to represent the population from which it was selected fully and effectively than is
a smaller sample. Larger samples are also more likely to include people with diverse
demographics. Larger samples tend to produce less sampling error in accurately
representing an entire population. Larger samples also allow for more variety in
background factors than is possible in very small samples. Further, when looking at
the sample as a whole, the influence of a few “outlier”” cases—those with extremely
high or low scores—is also reduced as the size of the sample increases. Larger
samples also generally allow for greater statistical power—the ability of a statistic
to show an effect when it is present. Small samples may lack the power to demon-
strate any effects at all. Unfortunately, there is no simple way to estimate what
constitutes a “large enough” sample without considering the research question,
design, sample, measures, and intended analysis type (Dattalo, 2008). The sample
sizes needed to demonstrate different outcomes/effects also vary. Too small a sam-
ple may be inadequate to demonstrate the effect a researcher wants to study.

Still, it is probably a quick and useful rule that studies with less than 40 partici-
pants in total are what researchers call small samples. This would allow comparison
of 20 persons in treated and control groups in an experimental research design. On
the other hand, some of these small-scale studies may have samples that are quite
adequate to document clinical effects, though they may not adequately include
socially diverse people. Where small samples are used, having equal numbers in
each group is very helpful when some statistical tests are used. Specifically having
equal sized groups in an experimental comparison reduces standard error terms in
these statistical analyses.

Types of Samples

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

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

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

Stratified sampling begins with dividing the sampling frame into groups with no
shared members. For example, groups might be distinguished by ethnicity, gender
differences, or age. These distinct groups are known in sampling as strata. Random
sampling is then undertaken within each strarum. The purpose of stratified sampling
is to insure adequate sampling of subgroups that are few in numbers and might not be
sufficiently sampled by simple random sampling methods. Some strata may be dis-
proportionately sampled in order to insure inclusion of enough cases from each sub-
group to represent the population successfully. Finally, cluster sampling is used for
very large populations. Cluster sampling uses existing subsets of a population to
define subgroups. Random sampling is then completed on these subgroups to gener-
ate a probability sample. One common example is to use geographic areas defined by
a government source to identify neighborhoods. Known, representative, neighbor-
hoods may then be selected randomly. From within each neighborhood, cases are
then selected on a random basis. Techniques to ensure probability proportionate to the
size of each subgroup can be used to insure equal chance of selection for each case.
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For further information on probability sampling, clinical social workers may turn
to most social work research texts (Anastas, 1999; Engel & Schutt, 2016; Rubin &
Babbie, 2017). However, very few social work texts offer detailed information on
sampling issues related to qualitative research (Drisko, 2003). Patton (1990) and
Kuzel (1999) both offer solid introductions to several varieties of qualitative sam-
pling and their purposes.

Probability samples are used in clinical experiments or RCTs to maximize repre-
sentativeness. They are often required for the appropriate use of many statistic tests.
Finally, probability samples allow appropriate generalization from the sample to the
larger populations from which it was drawn. Probability sampling can be a vital part
of quantitative clinical research.

Increasing Statistical Power: Sample Size and Other Influences

Sample size also influences statistical analysis. Dattalo (2008) states “a study should
only be conducted if it relies on a sample size that is large enough to provide an
adequate and prespecified probability of finding an effect if the effect exists” (p. 16).
That is, specific sample sizes are needed to generate adequate statistical power
(Kraemer & Blasey, 2016). If a sample is too small, no significant effect can be
demonstrated. If a sample is too large, undue and unnecessary burdens are placed on
participants. The costs of completing the study also increase.

Statistical power is the probability of falsely accepting a null hypothesis when
the research hypothesis is actually true (Cohen, 1988). It is defined mathematically
as 1-B8, where B (beta) is the probability of accepting the null hypothesis falsely, also
called Type II error. Overall, statistical power is a function of the researcher’s
selected statistical significance criterion level (or a level) set for a specific test, the
precision of measures, the type of research design, the magnitude of the effect under
study, and the sample size (Dattalo, 2008; Kraemer & Blasey, 2016).

In inferential statistics, a criterion or a level of 0.05 (1 chance in 20) is a com-
monly used standard for rejecting a null hypothesis. This standard is set conserva-
tively in order to avoid making an incorrect, “false positive,” decisions, also called
Type I errors. Researchers can choose to increase the criterion or a level to 0.10 in
order to be more likely to obtain a significant result. However, in doing so the chance
of false positives, known as Type I errors, is increased. Though there is no simple
standard for statistical power, a value of 0.80 is widely accepted. In effect, researchers
accept a4 to 1 trade off in making a “false negative” decision, or Type Il error, versus
a Type I error. This means researchers are more likely to falsely accept negative
results than positive (but incorrect) results. It is a careful, conservative, standard. If
the magnitude of an effect is very large, a small sample might lead to a correct deci-
sion to reject the null hypothesis. But if the magnitude of the effect is small to moder-
ate, a small sample may not be adequate to reveal it at all. Some samples are simply
too small to generate adequate statistical power. This renders the result of the statisti-
cal test invalid regardless of the research question and statistical result. Increasing the
sample size may be one easy and effective way to increase statistical power.
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There are several methods for determining statistical power and related sample
sizes (Aberson, 2010; Dattalo, 2008; Kraemer & Blasey, 2016; Murphy & Myers,
2014). These methods differ by the nature of the measures used (categorical versus
continuous) and the statistics employed. There are also several computer software
programs to calculate statistical power and to identify the specific sample sizes
needed to obtain adequate statistical power. A power calculation should be included
in all quantitative research reports.

Another way to increase statistical power is to use more structured research
designs, particularly experimental and observational designs (Cook & Campbell,
1979). Such research designs reduce the number of extraneous factors that can
influence the study results, thereby reducing unknown, systematic errors. Use of
measures with high validly and reliability can also increase statistical power. This is
because such measures reduce measurement error compared to less precise
alternatives.

Overall, ideal samples for EBM/EBP research (1) will be representative of the
population of interest, (2) will include human diversity in the final samples, (3) will
be selected using probability sampling techniques, and (4) will be large enough in
number to insure adequate statistical power. These factors are especially important
in experimental or RCT research designs. Very small sample sizes (under 20 per
group) warrant very careful review. This is because small samples may lack the
statistical power to reveal important but modest differences in outcomes between
groups. Inadequate statistical power is a greater concern when tests or measures of
uncertain validity and reliability are employed. Researchers using small samples
should state clearly how they determined that the sample has adequate power to
produce meaningful results. This should be evident in the Methods section of the
research report.

The Human Diversity Included in Study Samples

Clinicians should look carefully at the social diversity included in a study’s sample.
Researchers may not always report many details about the social demographics of
their sample beyond age and gender. Even age, racial, and ethnic differences may be
minimally detailed or omitted. Some research may unfortunately focus on popula-
tions that are not the most likely to suffer from the problem under study (Cherubini,
Del Signore, Ouslander, Semla, & Michel, 2010). This may make it unclear if the
sample used in an article was representative of a specific minority client whose care
you are planning. It would be very helpful for clinical practice use if researchers and
publishers provided greater detail about samples in research reports.

Another issue relates to attrition of participants as a research project continues.
While study attrition is not exactly a sampling issue, it can influence the nature of
the final study sample. Excellent sampling plans can be undermined when people
drop out of a study, creating unequal group sizes and reducing the number of partici-
pants. Readers of research reports should look for the number and characteristics of
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the original, planned sample. Next, the characteristics of the researcher’s final
obtained sample should be compared to the initial “intent to treat” sample (Gupta,
2011). An intent to treat sample includes all participants initially randomized in a
study, including those who drop out or fail to complete services. It is the most accu-
rate and complete way to do a clinical study. Further, where follow-up measures are
used, researchers should carefully document any attrition during follow-up periods.
A common concern is that dropouts and clients who cannot be found for follow-up
measures reduce the overall sample size and may alter the equivalence of groups
compared in experimental research. Dropouts may also reduce the social diversity
in a study’s sample.

In mental health research, there is one final complicating issue regarding sam-
pling. Many clients who apply for mental health services discontinue, or drop out
of, services after only a few sessions. Many do not complete even planned, short-
term treatments. The challenge for researchers is that it is unclear if clients who
drop out have actually gotten better, gotten worse, were disappointed in the ser-
vices, or left for other reasons. Knowing the reasons for dropping out could inform
the research but is generally unknown and unexamined. Researchers can end up
with unequal group sizes, smaller samples that undermine statistical power, and
limited information of the actual effects of treatment. This can reduce the validity of
experimental comparisons in mental health studies.

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

Standardized Tests and Measures of Biopsychosocial Issues

Identifying and Locating Standardized Tests and Measures

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

Standardized tests and measures are developed and refined through a series of
steps that helps define their validity and reliability. These characteristics are known
as the psychometric properties of a test or measure. There are literally thousands of
tests and measures that could be used in clinical social work practice. It is some-
times difficult just to understand the abbreviations used to refer to these tests and to
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learn their intended uses. Copyright protects most standardized tests and measures.
Copyright provides protection for the intellectual property of the test creator, as well
as some payment for their work. Researchers also keep some tests away from poten-
tial test takers to insure they cannot be studied and reviewed by test takers in order
to influence, or even to fake, test results. One consequence of copyright protection
is that the full text of test and measures may be difficult to obtain, even for practice
or teaching purposes. However, some standardized tests are available in full for
clinical and research uses (see Corcoran & Fischer, 2014; Hudson, 1982).

An extensive database of tests is available online, without cost, from the
Educational Testing Service TestLink web site at https://www.ets.org/test_link/
find_tests/. The TestLink database provides abstracts on educational tests but
includes many for mental health and counseling as well. It is a fine resource to learn
the basics about psychological tests. The limitation of the TestLink database is that
it does not provide psychometric information to help clarify the validity and reli-
ability of each test. Another database of tests and measures, the Health and
Psychosocial Instruments (HaPI) database, is available through paid subscription or
purchase only. It is found online at https://www.ebsco.com/products/research-data-
bases/health-and-psychosocial-instruments-hapi. Many large agencies, hospitals,
and social work programs have access to the HaPI database. HaPI includes links to
publications about the development psychosocial tests and measures which may
provide more detail than is available through TestLink. Still, neither database pro-
vides psychometric information on listed tests and measures. Neither database pro-
vides copies of tests. Both are still very useful for initially identifying tests and their
intended uses.

The Buros Institute’s Mental Measurements Yearbooks (Carlson, Geisinger, &
Jonson, 2017) provide much more information about specific tests and measures.
Currently in its 20th edition, these print reference books may be found in academic
libraries and even in some larger public libraries. The limitation of print copies is
that they may not include the latest versions of tests. (They are not exactly year-
books; new editions appear about every 3 years.) The strength of the Buros year-
books is that they provide details on the purposes, norming samples, range of scores,
assessments validity and reliability, as well as commentary on the test. Buros Test
Reviews Online allows purchase of reviews of individual tests and measures
included in the print yearbooks. It is found online at http://buros.org/test-reviews-
online. The test reviews online are available at http://buros.unl.edu/buros/jsp/search.
jsp. Costs for purchase of individual reviews are modest.

Identifying the Specific Properties of Tests and Measures

Once you have located an appropriate test or measure, the next step is to examine its
psychometric properties. These details are available in the Buros’ yearbooks or
online reviews, as well as in the manual available for most widely used copyrighted
measures. Researchers typically provide few details about tests and measures in


https://www.ets.org/test_link/find_tests/
https://www.ets.org/test_link/find_tests/
https://www.ebsco.com/products/research-databases/health-and-psychosocial-instruments-hapi
https://www.ebsco.com/products/research-databases/health-and-psychosocial-instruments-hapi
http://buros.org/test-reviews-online
http://buros.org/test-reviews-online
http://buros.unl.edu/buros/jsp/search.jsp
http://buros.unl.edu/buros/jsp/search.jsp

Standardized Tests and Measures of Biopsychosocial Issues 131

research reports. However, psychometric information helps readers establish the
degree of confidence they should place in specific tests and measures. It also pro-
vides information about whom the test was designed to assess. This includes
whether or not the test was normed on socially diverse samples and any age-related
limits on use of the test. Next, we will review the attributes of tests and measures.

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

Validity of Measures

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

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

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

Reliability of Measures

In addition to validity, the reliability or consistency of a measure is vital to assessing
its overall quality. Researchers and psychometricians (psychological test develop-
ers) determine the reliability of test and measures through quantitative tests. There
are several methods to assess the validity of a measure. In test-retest reliability
assessment, researchers give the same test to the same group of people at two differ-
ent times, perhaps a week apart. The results of the two administrations of the test are
then correlated with each other to provide a measure of test-retest reliability. Given
no major environmental changes, the results are expected to correlate strongly with
each other. The assumption is that the characteristics of the group will change very
little in the brief time between two test administrations and that exposure to the test
items will have limited impact on the results.

In internal consistency reliability assessment, researchers correlate the questions
or items within a measure with each other. This may be done by comparing results
from the first half of the test to results from the second half of the test, called split-
half reliability. Split-half reliability assumes items are included in the test more than
once and that both halves appropriately reflect the full content of interest. Other
models involved complex correlations of all test items to all other items. Researchers
often report internal consistency reliability using the coefficient alpha (a) statistic.
Finally, inter-rater reliability compares the results of assessments made by two or
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more researchers to assess their consistency. This might include comparison of
diagnoses or quantitative ratings made by clinicians. Researchers also use percent-
ages of agreement, correlation statistics, and the Cohen’s (1960) kappa statistic (k)
to report inter-rater reliability, based on the characteristics of the test or measure.

Reporting Validity and Reliability Assessments

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

Clinical social workers should expect brief but detailed description of the psy-
chometric properties of standardized tests used in EBP research. Tests should be
named in full and any abbreviations used should be clearly explained. At a mini-
mum, a citation to the test manual or other resources describing the tests purposes
and psychometric properties should be clearly cited for follow-up. For example,
Telch, Agras, and Linehan (2002, p. 1072) describe each standardized test they use
in a single sentence followed by a full citation for further review: “Questionnaires
used in this study include the Binge Eating Scale (Gormally, Black, Daston, &
Rardin, 1982), a measure of severity of binge eating problems....” This is a useful
start. We would argue that the validity and reliability of each test should also be
described in a bit more detail to guide the reader more fully. This is often done in a
very brief summary such as “the XXX depression scale has r = .81 concurrent valid-
ity when correlated to results of the widely-used YYY depression measure. The
mean test-retest reliability is .76 over 4 trials with different samples.” In such a sum-
mary, it is clear that the tests in use have documented validity and reliability.

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

Interpreting Reports of Clinical Standardized Tests and Measures
One obvious but tricky issue in psychotherapy outcome research is to be sure the

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

There are a wide range of tests and measures to assess client status before, dur-
ing, and after treatment. For example, Binks and colleagues (2006, pp. 5-0), in their
systematic review of psychological treatments for borderline personality disorder,
were interested in concerns such as anxiety, depression, self-reports of self-harm,
mental states, service outcomes, substance use, frequency of admission of psychiat-
ric hospitals, or incarceration. They report these outcomes in 15 categories, includ-
ing (among others) behavior, global state, mental state, substance use, economic
cost, and recidivism. They go on to detail 77 specific types of outcomes, such as no
change, no clinically important change, average changes, etc. (pp. 5-6). Such a
wide range of variables requires a number of different techniques to assess. Some of
these variables are more directly applicable to practice decision-making and imme-
diate client needs than are others.

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

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

Clinical rating scales come in two main types: measures of global function and
disorder specific measures. For example, some studies included in Binks and col-
leagues’ (2006) systematic review used the Global Assessment Scale [GAS]
(Endicott, Spitzer, Fleiss, & Cohen, 1976) of overall psychological well-being. The
GAS, completed by the clinician, rates client well-being on a 0 to 100 scale. Higher
scores are positive results. The GAS is a global measure of functioning covering
several domains of the patients’ well-being. The Brief Psychiatric Rating Scale
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[BPRS] (Overall & Gorham, 1962) was also used to assess mental state on several
dimensions or subscales. Some of these 18 subscales are somatic concerns, depres-
sion, anxiety, suspiciousness, hallucinations, and grandiosity. The BPRS is scored
from 18 to 126, with higher scores representing greater overall symptom severity.
The BPRS, as a global standardized test, assesses both the client’s stated problem
and other unspoken concerns as well. Global standardized tests can help clinicians
and researchers identify unstated comorbid disorders or sources of resilience and
challenge that shape the client’s clinical presentation.

To complement the results of global standardized tests, more narrowly focused
tests are used. Tests of specific disorders or concerns are often more comprehensive
in the dimensions they cover (have greater construct validity) and are often more
sensitive to small differences. Thus, they are useful both to pinpoint specific client
concerns and to reveal small changes that occur during treatment. The Beck
Depression Inventory-II (Beck, Steer, Ball, & Ranieri, 1996) is a disorder specific
standardized test that measures depression largely in terms of patient’s cognitive
views. Binks and colleagues (2006, p. 13) describe the BDI as measuring “supposed
manifestations of depression,” pointing up the importance of critical thinking and of
appraising content validity! The BDI rates depression severity from 0 to 63 with
higher scores indicating greater severity of depression.

The Inventory of Interpersonal Problems, Circumplex Version (Horowitz, Alden,
Wiggins, & Pincus, 2000), also known as the interpersonal circumplex, measures
interpersonal behavior and motives on two axes. One dimension assesses power,
dominance, and need for control, while the other assesses friendliness and warmth.
It is a 64-item self-report questionnaire on which each item is rated from 0 to 4 and
summed up to generate an overall score. Higher scores indicate greater difficulty in
interpersonal functioning. Many other disorder-specific rating scales are available
for common mental health problems such as anxiety, eating disorders, and thought
disorders.

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

Standardized tests also differ in sensitivity. Test sensitivity is the ability of a mea-
sure to correctly identify those with the concern (i.e., the true positive rate). Some
standardized measures are meant more as screening tools but are also used in clini-
cal research to measure outcomes. One example is the Achenbach Child Behavior
Checklist (CBCL). The CBCL is a widely used screen test and comes in different
versions for preschool (Achenbach & Rescorla, 2000) and for school-aged children
(Achenbach & Rescorla, 2001). It is based on rating specific behaviors as “not true”
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or not evident, “sometimes true,” or “always true.” As a result, important changes in
just one or two key behaviors may not be immediately evident in an overall CBCL
score. In other words, the CBCL may lack sensitivity to small changes. Its use as an
outcome measure must be carefully appraised. Optimal outcome measures have
strong sensitivity to small changes. This is especially important when they are used
to assess change in brief interventions.

All tests and measures used in clinical research should be reported in detail. The
complete names of standardized tests should always be reported, with citations for
sources. Many measures have more than one version, and multiple editions are com-
mon. At what point(s) in time the measures are completed should also be stated
clearly. As noted above, the basic psychometric properties of a measure, including
assessments of its validity and reliability and norming population, should be reported
clearly. Limitations to the use of the measures, by age range, gender, intellectual
ability, or other factors, should be clearly stated. For example, the use of adult mea-
sures with adolescents and with persons over age 65 may be invalid. Measures for
children of different age ranges are also common. For progressive disorders such as
Alzheimer’s disease, different version of measures may be available for persons
with different functional abilities. The scoring range of the measures, and whether
high scores represent positive or negative results, should always be stated.

Standardized tests are increasingly available in versions useable by persons for
whom English is not their first language. Bit by bit, versions of standardized tests
normed for different racial and ethnic groups are being developed or identified.
However, not all standardized tests have been normed on nonwhite or multicultural
populations. Resources for standardized measures suitable for populations of color
include Jones’ (1996) and Benuto and Leany (2015) on African-American popula-
tions, Benuto (2013) on Hispanic populations, and Benuto, Thaler, and Leany
(2014) on Asian populations.

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

Defining outcomes is a challenging process. Yet there are many test and measure-
ment technologies available to both researchers and clinical practitioners. Still more
complex is clearly defining and distinguishing among treatments and their “active”
ingredients.

Defining Treatments

Standardized tests are used to assess both the baseline state (before or at the start of
treatment) and later on the outcome of interventions. They are the dependent or
outcome variables in EBM/EBP research. The independent variable, or the factor
that leads to change in an experiment, also needs careful definition. The goal is to
learn if a specific treatment causes specific changes. There are many models of
biopsychosocial-spiritual interventions. Interventions also vary in modality, with
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individual, dyad, couple, family, group, and even community interventions avail-
able. Mental health and social service treatments also vary in complexity and in
specificity. Some treatments involve several components, often delivered in a spe-
cific sequence. Other treatments may be described using a curriculum-style manual,
while some are described using a set of principles but are intentionally individual-
ized in application. Defining treatments is a very difficult undertaking. However, if
the delivered treatment is not well defined, one key foundation for making cause
and effect attributions is absent.

To illustrate the challenges of defining biopsychosocial therapies, we will exam-
ine Binks and colleagues’ (2006, p. 4) definitions of psychological treatments for
people who have borderline personality disorder (BPD). These definitions are drawn
from a careful systematic review and are meant to illustrate how thoughtful research-
ers address the challenges of defining treatments. The authors report that they faced
a “huge” number of distinct treatment types making an exhaustive listing “almost
impossible” to develop (p. 4). They ended up defining six key treatment types,
including cognitive-behavioral, behavioral, psychodynamic, group, miscellaneous,
and standard care categories. They defined cognitive-behavioral treatments (CBT)
as follows:

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

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

Binks and colleagues (2006, p. 4) defined psychodynamic therapy in similar
fashion:

In order to be classified as psychodynamic, the intervention must not focus on a specific
presenting problem (such as aggression) but rather on the unconscious conflicts that repress
the individual and need to be confronted and re-evaluated in the context of the people’ [sic]
adult life. The following two components had to be documented in the therapeutic interven-
tion for the therapy to be included: a) it must explore an element of the unconscious, and b)
emphasises the importance of the patient’s relational interaction with the therapist.
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In some measure this definition appears to define psychodynamic therapy by an
absence of attention to the presenting problem, which might surprise some psycho-
dynamically informed clinical social workers. Further, sole attention to repression
seems an odd choice for treating people who have BPD as it is not a prominent
defense among persons who have personality disorders. Uncovering unconscious
conflicts could actually be contraindicated for people who have BPD in contempo-
rary psychoanalytic theory and practice; supportive interventions are instead recom-
mended (Goldstein, 1995, 2001).

The authors’ intent, it seems, is to again define the therapy by how its back-
ground theory is evident in real-world practice. Yet identifying unconscious con-
flicts and patterns interpersonal interaction might look in practice very much like
establishing links among thoughts, feelings and actions in order to change irrational
(or no longer relevant) perceptions and beliefs about the target symptom. This is the
same language used to define CBT!

Finally, group therapy is defined. Group therapy of course is actually a modality
of treatment that can be informed by several different theories, including cognitive-
behavioral and psychodynamic theories. Binks and colleagues (2006, p. 4) define
group therapy as “any intervention that extends beyond the individual and specifi-
cally uses a group format in this category (e.g. family therapy and psychoanalytic
group therapy). We would have included studies of therapeutic communities in this
category....” Here the modality of therapy defines its key features. How specific
theories are evident within the content of the group sessions is not highlighted as the
defining feature for group therapy. On the other hand, theory is the defining feature
used for CBT and psychodynamic therapies. Note that this definition would be quite
inadequate if used to replicate any particular model of group therapy in a new
setting.

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

It is interesting to note that the two therapies Binks and colleagues (2006) found
to be effective in treating BPD, a psychodynamically informed partial hospital pro-
gram and DBT, both included highly structured treatment programs with several
components such as individual and group therapy. These shared features of the two
models found to be effective were not identified in Binks and colleagues’ systematic
review. Instead their different theoretical foundations were emphasized. (No disre-
spect to Binks and colleagues is intended. We view them as going much further than
do most authors in providing and explaining treatment definitions.)

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

Treatment manuals seek to set forth the components of treatments in detail. Some
go so far as to offer a curriculum, defining the tasks and activities to be completed
in each session. One goal of the treatment manual is to improve the quality of treat-
ment definitions in order to enhance the replicability and validity of clinical mental
health research. Researchers view treatment manuals as an important way to
increase the integrity of the intervention that causes change in experimental trails.
This requires enough detail to be able to replicate the same treatment in different
locations. As LeCroy (2008, p. 3) states, “treatment manuals move us closer to treat-
ment fidelity.” Treatment fidelity means that clinicians deliver the treatment fully as
intended. It also means that different clinicians in different setting deliver the same
treatment fully and consistently. This enhances replicability. Such replicability is
useful in research to insure a treatment was fully delivered. In practice, it may also
be promoted administratively to allow less well-trained, and less costly, providers to
deliver a service. There is also no clear evidence that use of treatment manuals
improves client outcomes, and there is some evidence that they do not (Truijens,
Ziihlke-van Hulzen, & Vanheule, 2019).

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

In mental health, Sanderson and Woody (1995) define a treatment manual as
materials that provide sufficient detail to allow a trained clinician to replicate a spe-
cific treatment. They leave unclear if description of broad psychological principles
provides sufficient detail or if much greater detail is necessary. Sanderson and
Woody also point out that treatment manuals are inadequate if the clinician lacks
solid theoretical grounding or lacks supervised experience in the particular approach
they deliver. Specifically, they point out that workshop training alone, without
supervised experience, does not constitute adequate training in any therapeutic
model. This view is countered, however, by manuals that claim to provide “step-by-
step instructions for conducting individual and group sessions” (Center for
Substance Abuse Treatment, 2007, p. 2). In such manuals, detail is substituted for
professional expertise, contrary to the goals of EBM and EBP. There appear to be
very different views on both the definition and optimal use of treatment manuals.

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

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

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

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

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

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

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

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

Statistics

Statistics do not tend to be the greatest strength of many clinical social workers.
While statistics are required content in most social work programs, many students
do not often retain a good grasp of their use after graduation. There are many
statistics, each with limiting assumptions that shape their appropriate use. We
will review a number of premises for the appropriate use of statistics and point
out a few key issues in interpreting statistics in research reports. It is, however,
beyond this book to provide a thorough introduction or review of all statistics.
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Many good introductory statistics texts are available such as Weinbach and
Grinnell (2014) or Abu-Bader (2006, 2010), along with review books such as
Norman and Streiner (2003).

Chapter 6 has examined how research designs shape clinical research. In inter-
preting research results, readers should always be clear on whether the study seeks
to show differences between groups or seeks correlations among characteristics of
clients. Experimental and quasi-experiment research designs explore differences
between groups. Observational research designs often explore correlations among
the characteristics of group members. In similar fashion, statistics fall into the same
general categories: those that examine differences and those that examine correla-
tions or associations.

Where differences are being studied, it is important that the groups being com-
pared are as similar as possible. Comparing group differences is best achieved by
using an experimental research design, but readers should further be sure the demo-
graphic characteristics (ages, genders, races, religions, etc.) and levels of function-
ing of the groups being compared are similar. Researchers often report comparisons
of the characteristics of the groups in a clinical trial at or before the start of treat-
ment, called a baseline. Statistics are often used to show that there is no significant
difference between the treated and comparison group at baseline to document that
they are similar before treatment.

Levels of Measure

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

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

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

Parametric and Nonparametric Statistics: Differences
in Population Distributions

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

Once the data is collected, researchers must examine the nature of the obtained
sample’s distribution. Data collected from a population that is assumed to be nor-
mally distributed population may prove to have different characteristics. The col-
lected data ideally should have few “outliers” or very extreme high or low scores. In
studies of small samples, a few outliers can alter the results of statistical compari-
sons profoundly as they increase or decrease group mean scores. In some studies,
outliers are purposefully excluded from the final data analysis to avoid their strong
influence on the overall results. Authors should clearly state if outliers are present
and how outliers were interpreted and handled. Researchers should also review the
distribution of scores in the obtained data. Distributions may be skewed or have
many high or low scores, shifting them away from a symmetrical normal shape. The
problem with skewed distributions is that comparing skewed and non-skewed
groups may lead to results that are inaccurate. Statisticians can often transform non-
normal distributions of data into a near-normal form by doing logarithmic
transformations or other procedures. These transformations do not alter the relative
values of scores, only the shape of their distribution. If transformations of the data
distribution are undertaken, they should be clearly reported in the research report.

The Five Uses for Statistical Tests

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

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

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

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

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

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

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

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

Tests of association are often reversible, meaning there is no clear independent
variable and no clear dependent variable. For example, the association between
height and weight can be viewed from either direction. This is most common with
bivariate (two variable) questions. However, with several variables under study in
tests of association, we tend to think of independent variables as those that precede
the dependent variable in time. For example, SAT scores precede college grades
(even though they do not have much direct impact on them). Thus, we might call
SAT scores the independent variable and grades the dependent variable—though
the terminology gets awkward at times. It is also very important to keep in mind
that even a statistically significant association does not necessarily indicate that one
variable causes the other to change. Association or correlation does not imply
cause and effect.

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

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

Choosing a Statistical Test

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

There are many charts to help researchers and statisticians pick the correct statis-
tical test. The table that follows is adapted from Leeper’s (n.d.) “Choosing the
Correct Statistic.” It is provided to help clinical social workers review the require-
ments for selecting among several widely used statistical tests. Note that the appro-
priate use of these tests is constrained by several factors, including the level of
measure of each variable, the number of variables under study, and the nature of the
distribution of the collected data (see Table 7.1).

The Misuse and Misinterpretation of Statistics in Published
Reports

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

Reporting Statistics

Statistical tests should always be reported in detail. This begins with providing
enough information to allow the reader to fully determine the specific hypothesis
under study. Since statistical tests actually examine the null hypothesis of no differ-
ence between groups or no association between variables, the reader should also be
able to determine the null hypothesis under study. Null hypotheses are almost never
stated in published reports, but they can be inferred from statements of the research
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Table 7.1 Choosing a statistical test: number of independent and dependent variables, required
levels of measure, and required types of data distribution

Number of Nature of dependent

dependent Nature of independent variable(s); and data Appropriate statistical
variables variable(s) distribution test(s)

1 0 IVs (1 population) Interval; normal One-sample -test

«

Ordinal or interval; any
distribution

One-sample median

Nominal (only 2
categories); any
distribution

Binomial test

Nominal; any
distribution

Chi-square
goodness-of-fit

1 IV with 2 levels
(independent groups)

Interval; normal

2 independent sample
t-test

Ordinal or interval; any
distribution

Wilcoxon-Mann or
Whitney test

Nominal; any
distribution

Chi-square test

Nominal; any
distribution

Fisher’s exact test

1 IV with 2 or more levels
(independent groups)

Interval; normal

One-way ANOVA

«

Ordinal or interval; any
distribution

Kruskal Wallis

Nominal; any
distribution

Chi-square test

1 IV with 2 levels
(dependent/matched
groups)

Interval and normal

Paired r-test

«

Ordinal or interval

Wilcoxon signed
ranks test

Nominal; any
distribution

McNemar test

1 IV with 2 or more levels
(dependent/matched
groups)

Interval and normal

One-way repeated
measures ANOVA

«

Ordinal or interval

Friedman test

«

Nominal; any

Repeated measures

distribution logistic regression
2 or more IVs Interval and normal Factorial ANOVA
(independent groups)
“ Ordinal or interval (none)
“ Nominal; any Factorial logistic
distribution regression
1 interval IV Interval; normal Correlation

«

«

Simple linear
regression
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Number of Nature of dependent
dependent Nature of independent variable(s); and data Appropriate statistical
variables variable(s) distribution test(s)
“ Ordinal or interval; any | Nonparametric
distribution correlation r
“ Nominal; any Simple logistic
distribution regression
1 1 or more interval IVs Interval and normal Multiple regression
and/or 1 or more nominal
1Vs
“ “ Analysis of
covariance
«“ Nominal; any Multiple logistic
distribution regression
« Nominal; any Discriminant analysis
distribution
2 or more 1 IV with 2 or more levels | Interval and normal One-way MANOVA
(independent groups)
2 or more 2 or more Interval and normal Multivariate multiple
linear regression
2 sets of 2 or 0 Interval and normal Canonical correlation
more
2 or more 0 Interval and normal Factor analysis

Adapted from “Choosing the Correct Statistic”” by James Leeper of the University of Alabama
College of Community and Health Sciences. (Retrieved from http://bama.ua.edu/~jleeper/627/
choosestat.html)

hypothesis. This may take some effort in unpacking a complex table but should be
made a bit easier by descriptions in the text as well. Note that it is almost always the
case that the null hypothesis is obviously incorrect; the issue is how unlikely a result
is to occur by chance alone. Second, after stating the hypotheses, the levels of mea-
sure for all variables should be stated if not obvious. Readers should not expect to
have the level of measure for gender specified, but it should be stated for unusual
tests or measures. Third, the nature of the obtained data distribution should be
clearly stated. A normal distribution is required for many statistical tests. If a normal
distribution is not obtained, or generated by transformation, only nonparametric
statistics may be used. Fourth, the criterion level to be used to determine if results
are statistically significant should be selected before data is collected, analyzed, and
reported (Dar et al., 1994). This criterion level should be clearly stated in research
reports but is often just a footnote in a table and is often mainly represented by an
asterisk. This is an acceptable, if perhaps confusing, space-saving convention in
publications. Readers should expect that a consistent criterion level is used through-
out a study unless changes in the criterion level are explained in detail. It is inap-
propriate for researchers to change criterion levels without providing a rationale for
such changes.
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By American Psychological Association (2009) publication standards, a particu-
lar format for reporting the results of statistics is widely used. These conventions
apply to both tables and text-based reports. First, the names of the variables under
analysis should be clearly stated or evident in the table. Second, the name or symbol
for the statistic is stated. Publishers assume that journal readers will understand the
names and abbreviations for most common statistical tests. Any unusual statistical
test should be explained in some detail, and a citation for more information should
also be provided in the report. Third, the numerical value of the statistic is reported.
Fourth, the sample size or degrees of freedom for the statistic is reported. Finally,
the probability of the result is reported. It is good practice to state exact probabilities
for all statistics, rather than to simply note that some are “not significant.” For exam-
ple, the results of an analysis of variance or F test used to compare to groups might
be reported as: “A statistically significant difference on level of general anxiety was
found between the treated and control groups, F'=5.681 (1, 85), p =.001.” Here the
value of the F statistic (F'=5.681) is clear, as are the degrees of freedom (1 and 85),
and the precise probability value. Since probability levels vary with both the value
of the statistic and the degrees of freedom (or sample size), both are reported to
allow readers to verify the probability level is correct for this information.

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

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

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

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

Summary

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