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Council on Social Work Education’s Educational Policy 
and Accreditation Standards by Chapter

The Council on Social Work Education’s Educational Policy and Accreditation Standards requires 
all social work students to develop nine competencies and recommends teaching and assessing 31 
related component behaviors, listed as Educational Policy (EP) Competencies 1–9 below. Multicolor 
icons and end-of-chapter “Competency Notes” connect these important standards to classwork in 

the chapters identified below.

Competencies and Practice Behaviors

The Nine Competencies and 31 Component Behaviors (EPAS, 2015):

Competency 1—Demonstrate Ethical and Professional Behavior: 1, 5, 13, 14

a.	 Make ethical decisions by applying the standards of the NASW Code of Ethics, 
relevant laws and regulations, models for ethical decision making, ethical conduct 
of research, and additional codes of ethics as appropriate to context. 

1, 6, 7, 8, 9, 10, 11, 12

b.	 Use reflection and self-regulation to manage personal values and maintain 
professionalism in practice situations. 

1, 5, 6

c.	 Demonstrate professional demeanor in behavior; appearance; and oral, written, 
and electronic communication. 

1, 6, 9, 12

d.	 Use technology ethically and appropriately to facilitate practice outcomes.

e.	 Use supervision and consultation to guide professional judgment and behavior.

Competency 2—Engage Diversity and Difference in Practice: 1, 3, 4, 5, 7, 8, 9, 10, 11, 12, 13, 14

a.	 Apply and communicate understanding of the importance of diversity and difference 
in shaping life experiences in practice at the micro, mezzo, and macro levels. 

4, 5, 6, 7, 8, 14

b.	 Present themselves as learners, and engage clients and constituencies as experts 
of their own experiences. 

5, 6, 11

c.	 Apply self-awareness and self-regulation to manage the influence of personal 
biases and values in working with diverse clients and constituencies. 

1, 2, 5, 6, 7

Competency 3—Advance Human Rights and Social, Economic,  
and Environmental Justice:

a.	 Apply their understanding of social, economic, and environmental justice to 
advocate for human rights at the individual and system levels.

 1, 3, 4, 8, 11, 13

b.	 Engage in practices that advance social, economic, and environmental justice. 4, 5, 10, 11, 13

Competency 4—Engage in Practice-Informed Research and Research-Informed Practice

a.	 Use practice experience and theory to inform scientific inquiry and research. 1, 10

b.	 Apply critical thinking to engage in analysis of quantitative and qualitative 
research methods and research findings.

c.	 Use and translate research evidence to inform and improve practice, policy, 
and service delivery. 

1, 6, 10, 12, 14

Competency 5—Engage in Policy Practice: 11

a.	 Identify social policy at the local, state, and federal levels that impacts well-being, 
service delivery, and access to social services. 

2, 4, 5, 7, 8, 9, 10, 11, 12, 13, 14

b.	 Assess how social welfare and economic policies impact the delivery of and access 
to social services. 

4, 7, 10, 11

c.	 Apply critical thinking to analyze, formulate, and advocate for policies that 
advance human rights and social, economic, and environmental justice.
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Preface

The twenty-first century has been a time of extraordinary social and economic 
changes. Hillary Clinton was the first female nominated by a major politi-
cal party to run for president. She lost to the Republican candidate Donald 
Trump, who was elected as the 45th president. The first African American pres-
ident served two terms in office. America experienced the steepest economic 
recession since the Great Depression in the 1930s gripped the nation for  
18 months. Major health care legislation was passed, after decades of political 
debate and arguments, legislation that is now being challenged by the Repub-
licans in Congress. More Americans struggle against poverty; an opioid epi-
demic has swept the nation; and many face oppression and violence. Millions 
live without adequate wages, health care, food, or education. The threat of 
international and domestic terrorism still lingers and challenges us to make 
our lives safer without turning to hate, bigotry, or repression. Social workers 
are called on to address these challenges.

Why We Wrote This Book
As social work educators, we are charged with preparing a new generation of 
practitioners trained to help individuals, families, and communities develop and 
expand the strengths they need to address their problems. Today’s social workers 
face these challenges during a time of budget constraints and vocal distrust of 
government and public social welfare efforts. The task of introducing students to 
our changing and demanding world often begins in social work classes.

Introductory social work courses attract a variety of students. Most are drawn 
to the profession because they want to help people. An Introduction to the Profes-
sion of Social Work: Becoming a Change Agent provides a foundation of knowledge 
about social work practice that prepares students for future social work classes 
and more advanced study. This book also introduces students to the process of 
becoming change agents. Although wanting to help people is critical for any-
one working in human services, there is much more to becoming a professional 
social worker. The book provides students with information about the breadth 
of social work practice and what it means to be a social worker, helping them 
determine whether social work is a good fit for them. Therefore, the book is de-
signed to encourage knowledge building and self-exploration, both of which are 
essential to developing good social work practice.

Content of the Chapters
An Introduction to the Profession of Social Work: Becoming a Change Agent, like many 
other textbooks, informs students about what it means to be a professional so-
cial worker. Unlike some other books, it also instills interest and enthusiasm in 
students about pursuing a social work career and encourages students to take an 
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� PREFACE    xvii

active role in changing social conditions for the better. The chapters include de-
tailed, first-person stories by social work practitioners, who describe daily work 
in their areas of expertise and highlight cases that illustrate their work. The sto-
ries show the many sides of social work practice. The chapters also include “More 
about . . .” and “Point of View” boxes with additional details and differing points 
of view on topics of interest. Each chapter includes a box featuring an ethics di-
lemma, an exercise in how to become a change agent, and a concluding section 
on how to put into practice the concepts presented.

Pedagogically, the book includes several aids to learning and teaching. 
Besides the boxed material, the book features challenging but uplifting case 
examples. Some of them remind us why we do this type of work; others end 
less positively and make us wonder how to make a difference. The stories give 
students a very real picture of social work practice and help them better un-
derstand what it is like to be a social worker. Each chapter is followed by a 
conclusion and a list of key terms. Each term is set in bold type in the chapter 
and is also defined in the glossary at the end of the textbook

New to This Edition
The authors added five to six student learning objectives at the beginning of 
each chapter. In addition, similar to the way CSWE core competencies are in-
tegrated throughout the text, symbols are used to connect the learning objec-
tives with specific parts of the text.

The new edition includes content on the broad-ranging changes in 
health care, human rights, education, immigration, and other policy ar-
eas that have been put in motion since the 2016 election that will likely 
affect social work practice. In Chapter 4, “Human Rights and Social and 
Economic Justice,” content on current human rights challenges have been 
added, including a discussion of the record numbers of refugees seeking 
asylum in the United States and elsewhere, the increasing numbers of hate 
crimes throughout the United States, and the expanding and contracting 
rights based on gender identity.

Chapter 5, “Dimensions of Diversity,” offers an updated examination of 
the shifting demographic patterns in the United States and the likely impact 
they will have on social work related policy and practice and a new section on 
“Threats to Religious Tolerance” that became a growing concern in 2017.

In Chapter 6, “Generalist Social Work Practice,” there is an added focus on 
mindfulness-based theories and interventions, including mindfulness-based 
cognitive therapy and mindfulness-based stress reduction.

Chapter 9, “Health Care Services,” includes all the latest information 
about the Patient Protection and Affordable Care Act, more commonly known 
as the Affordable Care Act (ACA) or Obamacare. Students will be able to com-
pare Obamacare to the latest Republican-sponsored health care plans, includ-
ing the repeal of Obamacare, that have thus far not passed in Congress.

Chapter 10, “Mental Health Services,” now includes an expanded focus 
on the recovery model that is widely used in public mental health nationwide. 
And in Chapter 12, “Substance Abuse,” the authors have included all the latest 
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xviii    PREFACE

information about the opioid epidemic, including new case examples. Every 
day in the United States 100 men and women die from opioid overdoses.

Chapter 14, “Crisis, Trauma, and Disasters,” now includes a trauma- 
informed practice perspective. The chapter is designed to help students un-
derstand that clients may be survivors of trauma and therefore social workers 
need to create a safe environment for clients to explore their trauma.

Pedagogical Features
In addition to the learning objectives at the beginning of each chapter, the book 
functions well as a textbook and workbook. Brief questions are interspersed 
throughout the chapters to encourage students to engage more deeply with the 
material. At the end of each chapter are questions that can be used for full-class 
or small-group discussions or on examinations. The questions are based on the 
material presented in the chapter; they encourage students to obtain additional 
information and explore their thoughts about important issues. The chapters 
end with exercises that are designed as group or individual assignments. Many 
are experiential and emphasize self-exploration as well as a review of the mate-
rial presented in the chapter. There is also a set of ancillary materials, includ-
ing exercises linked to the EPAS core competencies, an instructor’s test bank, and 
practice questions for students. At the end of the course, each student will have 
a compendium of exercises that help put into practice the material presented in 
the book and reflect the new CSWE core competencies.

We have deliberately included more exercises than can be done in the avail-
able time in order to provide choice and flexibility. Instructors and students can 
choose which exercises to complete, or individuals or groups can work on different 
exercises and report back to the class on their findings. The exercises can be used 
to stimulate discussions or can be semester-long assignments. The discussion ques-
tions, change agent activities, exercises, and stories challenge students to explore 
the concepts introduced in the text and relate them to their own interests.

This book was developed from our combined years of practice experience 
and teaching of introductory social work courses. We are appreciative of all 
the assistance we received from colleagues, especially those who helped write 
some of the chapters, and from the professional social workers who shared 
their experiences. We are also grateful to our students who, over the years, 
have let us know what does and does not work in the classroom. In particular, 
we thank the students who reviewed chapters and provided valuable insights 
from the perspective of the target audience.

An introductory textbook cannot thoroughly cover all the topics impor-
tant to all social workers. Therefore, the responsibility for the content and de-
sign of this book rests solely with the authors. We hope that students and 
instructors alike will find An Introduction to the Profession of Social Work: Becom-
ing a Change Agent useful, informative, and engaging.

Elizabeth Segal 
Karen Gerdes
Sue Steiner
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LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Describe and define the profession of social work.

2.	 Identify the key concepts and theories underlying the profession.

3.	 Distinguish between different terms used and how those terms reflect meaning.

4.	 Appraise the importance of values and ethics.

5.	 Identify professional social work roles and career paths.

6.	 Assess their own personality in relation to the characteristics that are expected of social 
workers and how they might fit in various social work careers.

1 What Is Social Work?
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2    CHAPTER 1

Jane is a 32-year-old single mother with a 5-year-old son and an 8-year-old daughter. 
She has supported her family by working 30 hours a week at a small local grocery 
store. Her job performance was excellent, but because of a decline in business, she was 
laid off. Now she needs to find a way to support her family. Her low-income neighbor-
hood has very few businesses, and most of her neighbors subsist on small amounts of 
earned income and public social service programs.

Jane contacts her local family service agency for advice and direction. “My neigh-
bor said I should come here. I just lost my job, and I have two young kids to support. 
My rent is due next week, and I don’t know what to do. Can you help me?”

If Jane came to you, what would you do?
This book will help you identify the resources available to Jane. You will learn 

about the skills that the professional social workers at the family social service agency 
will draw on to help Jane and her family. Social work is not only about Jane and her 
lost job. It is also about neighborhoods and communities. It is about the childhood ex-
periences that have contributed to Jane’s identity and concerns. It is about government 
and public policies. This book is a guide to understanding how social workers fit into 
all these different areas.

Once you have learned about the resources and skills needed by a professional 
social worker, you will be better prepared to decide whether a career in social work 
would suit you. You will be ready to choose your next step in pursuing a career in this 
ever-changing and diverse field.

This chapter provides an overview of the field of social work. It defines concepts 
and terms that are the basis of understanding what social workers do. The structures 
in which services are provided and how social work is a part of social change efforts are 
also presented. Throughout the chapter and the book, you will explore what it means 
to be a social worker and whether a career in social work is right for you.

These notations reflect the link that the material in the book has to the profession-
al accreditation standards of our national organization, the Council on Social Work 
Education. You will read more about this organization later in this chapter and how 
being accredited reflects the national scope of social work education.

Social Work as a Profession    LO 1 

The purpose of the social work profession is to promote human and 
community well-being. Guided by a person and environment framework, 
a global perspective, respect for human diversity, and knowledge based 
on scientific inquiry, social work’s purpose is actualized through its quest 
for social and economic justice, the prevention of conditions that limit 
human rights, the elimination of poverty, and the enhancement of the 
quality of life for all persons, locally and globally (CSWE, 2015, p. 5).

Many professions participate in promoting and improving human and com-
munity well-being. For example, police officers protect people and improve 
safety; lawyers contribute to protecting people’s civil rights; and doctors 
strive to save lives and keep people healthy. People who are not profession-
als also help others. Neighbors watch each other’s children or prepare meals 
when someone is sick. Volunteers visit the elderly or serve as big sisters or big 
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� What Is Social Work?    3

brothers. All these efforts are concerned with improving social functioning. 
How is the profession of social work unique?

The unique contribution of social work practice is the duality of the profes-
sion’s person and environment mandate: social workers must help society work 
better for people and help people function better within society. Helping individ-
uals fit better into their environments, is typically referred to as micro practice, and 
changing the environment so that it works better for individuals is called macro 
practice. In other words, social workers make a commitment through professional 
training to help people and to improve society, and to give special attention to the 
interactions between people and between people and their surroundings. In some 
social work literature you might see the term mezzo practice, which refers to work 
with families and small groups. Sometimes it is used to refer to practicing in be-
tween micro and macro, and sometimes you will not see it identified, and practice 
with families and small groups is subsumed under micro practice.

A psychologist or counselor would likely focus only on Jane’s anxiety and 
depression as a result of losing her job. Although a social worker can also help 
Jane deal with anxiety and depression (micro practice), the assistance would not 
stop there. The social worker would also connect Jane with local, state, and fed-
eral resources, including Temporary Assistance for Needy Families (TANF), food 
assistance, job training, and educational programs (again, micro practice). Con-
necting clients with needed resources is one of the most important things a social 
worker can do. For this reason, it is critical for social workers to learn about all the 
resources available in every community where they work or serve. In addition, if 
Jane were unable to get access to a needed resource, such as quality day care, or if 
the resource were unavailable in the community, her social worker would advo-
cate for providing the resource and might help create it by campaigning for new 
social policies and programs (macro practice). Instead of working only from their 
offices and waiting for clients to come to them, social workers are out in the field 
trying to change societal structures so that fewer people like Jane will need help.

In addition, social workers “understand how diversity and difference charac-
terize and shape human experience and are critical to the formation of identity” 
(CSWE, 2015, p. 7). As a result, we recognize how a culture’s educational, eco-
nomic, and political structures may oppress, marginalize, and alienate some peo-
ple while at the same time creating or enhancing privilege and power for others. 
Social workers’ keen understanding of societal forms and mechanisms of oppres-
sion has resulted in a strong commitment to human rights, social and economic 
justice, and the elimination of poverty. Although other professions may ascribe 
to similar ideals and values, there is no other profession that is as engaged and 
dedicated to ending injustice, discrimination, and poverty as social work.

Who Are Social Workers?

Professional social workers hold social work degrees from accredited under-
graduate or graduate programs. Baccalaureate social work (BSW) and gradu-
ate social work (MSW) programs are accredited by the Council on Social Work 
Education (CSWE) on the basis of whether they meet the criteria discussed later. 
Students in CSWE-accredited programs learn the knowledge, values, ethics, 
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4    CHAPTER 1

and a variety of intervention techniques or skills to work with individuals, 
families, small groups, communities, and organizations in order to solve 
problems and create change.

Upon graduation from an accredited social work program, social workers 
must comply with state licensing or certification requirements. Most states dis-
tinguish among three levels of social work: (1) BSW, (2) MSW, and (3) MSW 
with two years’ postgraduate clinical practice. Applicants must pass the exam-
ination appropriate to their level of practice. For clinical licensure, they must 
also complete at least two years of post-MSW practice experience under the 
supervision of a licensed clinical social worker.

MSW- and BSW-level social workers engage in micro practice or direct 
services to individuals, families, and small groups. They also participate in 
macro practice by conducting research into social problems and their solu-
tions; engage in policy analysis and legislative advocacy; administer pro-
grams; and organize people to fight for social change. To effectively address 
problems, social workers must help individuals and families function better 
and at the same time work to change societal conditions that limit individ-
ual and family functioning. For example, a woman like Jane who has recently 
lost her job can benefit from job training and help with interviewing skills 
so that she can more easily get a new job. She and others like her can also be 
helped by social advocacy efforts to develop new jobs in low-income areas 
and by legislative efforts to provide health coverage for the unemployed and 
working poor.

In addition to BSW and MSW degrees, there are also two types of doc-
toral-level social work degrees. Students interested in pursuing a doctorate in 
social work can either get a doctor of social work (DSW) degree or a doctor 
of philosophy (PhD) degree, depending on the school they attend. Although 
the DSW was the original social work doctoral degree, the PhD has become 
more common over the years. The course work is generally the same in DSW 
and PhD programs, though there are recent efforts to make the DSW more of 
an advanced clinical practice degree and the PhD more of a research-focused 
degree. Social workers holding doctoral degrees generally work as social work 
educators, researchers, administrators, or policy analysts.

The desire to help others and change social conditions does not earn a 
person professional status as a social worker. The desire must be combined 
with the knowledge, values, and skills delivered in one of the 250 graduate 
and 511 undergraduate programs accredited by the Council (CSWE, 2017). 
Even though other human service practitioners are sometimes referred to as 
social workers, if they have not completed an accredited social work program 
and met licensure or certification requirements, they are not professional so-
cial workers.

Few careers rival social work for the diversity and wealth of opportunities 
offered to practitioners. Social workers operate in a variety of urban and ru-
ral settings, including public and private mental health centers, community 
centers, courts, prisons, schools, public welfare offices, the military, hospitals, 
nursing homes, businesses, and child welfare offices. They address drug and al-
cohol abuse, mental and physical illness, poverty, violence, lack of community 
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� What Is Social Work?    5

power, family conflicts, workplace tensions, discrimination, oppression, and 
inadequate housing, among other problems (see Box 1.1).

There are currently over 650,000 social workers employed in the United 
States (Bureau of Labor Statistics, 2017). Forty-seven percent of social work-
ers are employed as child, family, or school social workers, and 43 percent 
are working in the areas of health or mental health. Employment opportuni-
ties for social workers are expected to grow faster than the average profession, 
through 2024. Social workers who specialize in services related to health care 
and substance abuse are projected to have the easiest time finding a job due to 
growing need in these areas.

The professional organization formed to support and advocate for social 
work professionals is the National Association of Social Workers (NASW). The av-
erage NASW member holds a master’s degree in social work, has practiced so-
cial work for 16 years, and earns on average $45,000 annually (NASW, 2017a). 
Hospital social workers tend to have the highest median salary ($56,650); 
child, family, and school social workers have a median salary of $42,350; and 
practitioners in state-funded or public social work positions earn on average 
$46,940 (Bureau of Labor Statistics, 2017).

What people think they know about social work is often a 
myth.

Myth  Most social workers work for the government.

Fact
■■ Fewer than 3 percent of all professional social workers 

work for the federal government.

■■ About a third of all professional social workers are 
employed by federal, state, and local governments 
combined.

Myth  For therapy you need a psychologist or psychiatrist.

Fact
■■ Professional social workers are the nation’s most nu-

merous providers of mental health and therapy services. 
Professional social workers are often the only mental 
health care providers serving residents of many poor, 
rural counties.

■■ Social work is designated as one of the four core  
mental health professions under federal legislation  
that established the National Institute of Mental  
Health.

Myth  Most social workers are employed in public wel-
fare or child welfare.

Fact
■■ About one-quarter of all child welfare cases are handled 

by professional social workers.

■■ About 1 percent of NASW members work in public assistance.

■■ Professional social workers practice in many settings: 
family services agencies, mental health centers, schools, 
hospitals, corporations, courts, police departments, pris-
ons, public and private agencies, and private practice.

■■ More than 200 professional social workers hold elective 
office, including one US senator and six representatives 
during the 115th Congress.

Myth  Social service employees, caseworkers, and vol-
unteers are social workers.

Fact
■■ A social worker is a trained professional who has a 

bachelor’s, master’s, or doctoral degree in social work.

■■ All states license or otherwise regulate social work 
practice.

■■ A social service employee, caseworker, or volunteer 
community worker is not a social worker unless she or 
he has a social work degree.

Source: Information drawn from naswdc.org website.

Box 1.1 More About...Social Work
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6    CHAPTER 1

Social Work Education

The social work profession’s unique integration of knowledge from a number 
of disciplines with the profession’s own skills, values, ethics, and knowledge 
can be seen in the content of social work education. Accredited BSW programs 
include relevant material from biology and other social sciences. Most require 
students to take economics, political science, human biology, philosophy, psy-
chology, and sociology courses. This material is combined with social work–
specific courses in human behavior and the social environment, research, 
practice, and social policy.

In addition, students in accredited BSW programs complete a minimum 
of 400 hours of field practicum, and MSW students complete a minimum 
of 900 hours. In the field practicum course, students are assigned to a social 
service–related agency or organization under the supervision of a social work 
practitioner. Field practicum organizations include child welfare agencies, 
schools, hospitals, mental health agencies, senior centers, homeless and bat-
tered women’s shelters, and juvenile and adult probation programs, among 
others (see Box 1.2).

Many two-year colleges offer social or human service programs in which 
students can earn preprofessional degrees. These programs provide important 
foundation knowledge and skills that can lay the groundwork for a BSW de-
gree. Students with degrees from two-year programs can work in most areas 
of social services. The positions are typically entry level, and they provide ex-
cellent work experience should the preprofessional choose to pursue a BSW 
degree. Many students who complete two-year degrees transfer into accredited 
BSW programs (see Boxes 1.2 and 1.3).

The criteria for social work education are outlined by 
the Council of Social Work Education in its “Educational 
Policy and Accreditation Standards.” All schools that 
wish to be accredited must follow the guidelines. Every 
eight years, programs conduct self-studies and submit 
a comprehensive written portfolio to the CSWE accred-
itation board. As part of the accreditation process, a 
team of social work educators reviews the school and 

provides a report to the accreditation board. The report 
and self-study documents are then reviewed, and a 
determination is made whether to grant accredited 
status. This process ensures uniform standards for 
training social workers. No matter where you choose to 
study, as long as it is in a CSWE-accredited program, 
your curriculum will reflect the standards and values of 
the profession.

Box 1.2 More About...Social Work Education Criteria

What are the differences between a BSW and an MSW 
degree? What is the difference in emphasis between the 
two degrees? How might the different training affect the 

type of job a BSW graduate might do compared with an 
MSW graduate?

Box 1.3 What Do You Think?
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� What Is Social Work?    7

Central Concepts and Theories    LO 2  

Part of what defines a profession is a shared vision, typically referred to as a 
mission. The primary mission of social work, according to the membership of 
NASW, is

to enhance human well-being and help meet the basic human needs of 
all people, with particular attention to the needs and empowerment of 
people who are vulnerable, oppressed, and living in poverty. A historic 
and defining feature of social work is the profession’s focus on individual 
well-being in a social context and the well-being of society. Fundamental 
to social work is attention to the environmental forces that create, con-
tribute to, and address problems in living. (NASW, 2017b, p. 1)

Person in Environment Concept

Several aspects of the mission make the profession unique. One is the focus, 
as stated above, on the “needs and empowerment of people who are vulner-
able, oppressed, and living in poverty.” The profession has a clear commit-
ment to working with members of society who are often left behind or left 
out. A second unique characteristic is the fact that individuals’ problems are 
addressed in combination with the social context. Social workers realize that 
they must pay attention to the environment in which people live, and they 
work to change the environment so that it functions more effectively for indi-
viduals, families, and communities. This dual view is known as the person-in- 
environment perspective (Karls & Wandrei, 1994).

The person-in-environment perspective is what sets social work apart from 
other helping professions. The environment is not just the physical place where 
people live and their relationships with those who are nearest. It is broader and 
includes the culture and beliefs that are part of people’s lives, the impact they 
experience as a result of public policies, and the effects of prejudice and oppres-
sion that are part of the larger environment of our society (Langer & Lietz, 
2015). If we consider Jane and her family from the person-in-environment per-
spective, we need to ask about relationships between Jane and her extended 
family, what living in their neighborhood was like before she lost her job, what 
activities the children have been involved in, and what those activities mean to 
them. Perhaps Jane and her children belong to a church, a synagogue, or a 
mosque that might be a place of support and resources that Jane did not think 
of and which her social worker can suggest she consider. Does she have social 
connections from her job at the grocery? Or does her former boss have connec-
tions with other businesses that might need someone, and he could recommend 
Jane? Are there barriers to opportunities like education so that Jane has not been 
able to gain skills that would prepare her for better-paying employment? When 
people face a crisis, it is difficult to consider the entire picture, their place in the 
larger environment. Social workers are trained to take that perspective. In Jane’s 
case, maybe finding a program that will train her for a higher-paying job would 
be a long-term plan that could change Jane’s situation.

EP 7b, 8b
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8    CHAPTER 1

The importance of understanding problems and directing change efforts at 
both the individual and environmental levels is central to good social work prac-
tice. Which approach social workers use depends on where they see problems 
originating. If all change efforts are directed at individuals, social workers see the 
causes of people’s problems as being inside themselves. If they focus only on the 
environment, they believe that the problems begin outside the individual.

Although it is true that some problems lie exclusively within individuals and 
others are purely environmental, most problems have multiple causes. Some 
causes are individual, whereas others are societal or structural in nature. If social 
workers do not address both individual and environmental causes, they will not be 
able to solve problems effectively. For example, to help someone who is depressed, 
a counselor might immediately engage in therapy and refer the client to a medical 
doctor who can prescribe antidepressant drugs. Although these are certainly viable 
approaches, the person-in-environment concept dictates also considering whether 
something in the person’s environment is contributing to or even causing the de-
pression. If the person lives in poverty, for example, the everyday struggle to sur-
vive might result in depression. Therefore, interventions aimed at reducing poverty 
would also be appropriate ways to alleviate the individual’s depression.

Theoretical Basis for Social Work Practice

Social work practice is based on a number of theories developed in a variety of 
fields. For example, social workers rely on biological, sociological, anthropo-
logical, and psychological knowledge and theories to help them understand 
human development. A theory is “an organized set of ideas that seek to explain 
a particular phenomenon,” which can help social workers understand complex 
situations (Langer & Lietz, 2015, p. 8). A theory attempts to explain why some-
thing is the way it is. Theories can explain social relationships; for example, 
some theories explain why people develop biases against members of other 
groups. Theories can also make predictions about the likely outcomes of peo-
ple’s efforts. For example, many types of therapies are based on the theory that 
people’s understanding of what happened to them during childhood leads to 
improved functioning as adults. A theory must be testable, meaning that re-
search can be conducted to see whether it is accurate. For social work, theories 
help us practice effectively and understand our profession (Payne, 2014).

Theories help us understand human behavior, which is particularly import-
ant for social workers, who must apply knowledge of human behavior and the 
social environment across the life span. Theories alone do not create change, 
but social workers apply various theories in practice settings to create desired 
change. Social workers use conceptual frameworks to help determine which the-
ories to apply. A conceptual framework combines theories, beliefs, and assump-
tions to help us understand how people interact in their social systems and how 
those systems help or block health and well-being. A conceptual framework 
gives social workers a basis from which to view situations with clients and pro-
vides guidance for the assessment, intervention, and evaluation process.

Most of the theories used by social workers today developed from a cen-
tral theoretical framework, the general systems theory developed by biologist 

EP 4c
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� What Is Social Work?    9

Ludwig von Bertalanffy (1971). Von Bertalanffy described the functioning of 
living systems, including the human body. Scientists have long realized that 
the systems within the human body are connected to each other. The failure 
of one human system often affects the functioning of other systems and of the 
body as a whole. Since its development, von Bertalanffy’s framework has been 
applied to systems in many fields, including social work.

A system is a group of separate but interrelated units, or elements, that 
form an identifiable whole. Each of the parts in a system interacts with other 
parts in some way, and the various parts are dependent on each other to create 
the larger whole. The various parts of a system affect and are affected by one 
another. Social workers are most interested in social systems—the interactions 
and interdependence among people that together make up society. Interacting 
groups can be as varied as a family, residents of a group home, employees in a 
business, and residents in a neighborhood.

Jane’s family is the point of focus for the social worker’s micro interven-
tions. Figure 1.1, Jane’s System, illustrates that Jane’s family system contains the 

Social Environment
Public Social Service System

TANF

Unemployment
Insurance Medicaid

Family
Service
Agency

Local
School

Jane’s
Neighbors

Jane’s
Former

Workplace

Social Environment
Jane’s Neighborhood

Focal System
Jane’s Family

Jane

Jane’s
Daughter

Jane’s
Son

Figure 1.1  Jane’s System.
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10    CHAPTER 1

subsystems of Jane, her son, and her daughter. The family is itself a subsystem 
within the neighborhood system or social environment. The focal system inter-
acts with and is affected by all the subsystems in the social environment of the 
neighborhood, including the families of Jane’s neighbors, the local school, and 
the family service agency. The neighborhood is a subsystem within an even larger 
social environment, the public social service system. If Jane is participating in 
such social service programs as TANF, Supplemental Nutrition Assistance Program 
(SNAP), and Medicaid, those national programs are part of her social system.

The focal system is determined by the social worker’s point of focus. If the 
social worker’s macro intervention is focused on encouraging the passage of 
legislation that will make it easier for women like Jane to get unemployment 
insurance, then the unemployment insurance program is the focal system. If 
the social worker is developing an after-school program that could benefit 
Jane’s children, the school is the focal system.

Changes in the focal system or in a related subsystem or social environ-
ment will affect the systems and subsystems with which it interacts. For exam-
ple, if Jane completes a job-training program at the local family service agency 
and secures new employment, her children will be affected by her new job 
and the additional income. The children’s school will be affected by any pos-
itive or negative changes in the children. Likewise, any change in the school 
system will affect the children, which in turn will affect their mother.

Because of the fluidity and mutuality of the relationships between systems 
and subsystems, systems theory explains a person’s behavior in terms of circu-
lar or mutual causality. In other words, Jane influences her environment, and 
Jane’s environment influences her. Closely related to mutual causality is the 
concept of wholeness: “Every part of a system is so related to its fellow parts 
that a change in one part will cause a change in all of them and in the total 
system” (Watzlawick, Bavelas, & Jackson, 1967, p. 123).

All systems have boundaries, which make it possible to distinguish the 
parts that belong in the system from those that do not belong. The boundaries 
of some systems are very clear; for example, the physical boundary of a human 
being—the skin—clearly separates that person from other people. Boundaries 
of social systems are often less clear. For example, the boundaries of Jane’s 
family might depend on the situation. If a social worker were working with 
Jane’s daughter, who was struggling in school, the relevant system members 
might include only Jane and her son.

Yet if Jane’s family were trying to care for an aging grandparent, relevant system 
members might include Jane’s parents, siblings, aunts, uncles, and cousins as well.

Using a systems perspective means looking at people in relation to all 
the systems in their environment that affect them. For example, a 77-year-old 
woman asks a social worker in a senior center for help. She lives alone, and 
she is concerned about her physical abilities and financial situation. The sys-
tems perspective dictates first gaining an understanding of all the elements 
that make up the woman’s social system. A social worker would assess her 
physical and mental health, her financial situation, her support system, and 
her living situation. He or she would also explore the larger systems in the 
woman’s life: the area in which she lives, the social services with which she 
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� What Is Social Work?    11

may interact, and whether she is connected to a religious institution. Without 
examining the entire system, areas for effective intervention might be missed.

The ecological systems framework builds on general systems theory and in-
tegrates the person-in-environment perspective. It goes beyond looking at the 
systems that make up a client’s sphere to focus on the intersection of client 
systems and the larger environmental context. The ecological framework rests 
on the life model, which views people and their environments as reacting to 
and changing in response to each other (Germain & Gitterman, 1980). This 
view requires an understanding of the nature of interactions and transactions 
between people and their surroundings. The focus is on the interface, which is 
what happens between people and the environment.

For example, as a result of Jane’s job loss and her residence in a neighbor-
hood with few employment opportunities, her life is out of balance, and the 
environment is not supportive of her needs. The ecological life model em-
phasizes examining the fit (or lack of fit) between Jane and her environment. 
The intervention goals become trying to help Jane adapt to this situation and 
changing the environment to be more supportive. One of the concerns about 
this approach is that adaptation of the individual is much more manageable, 
so environmental change is often ignored. However, adherence to the full eco-
logical perspective includes addressing both the fit of the client to the environ-
ment, and the extent of support from the environment.

The strengths perspective is a third framework used to guide social work 
practice. This perspective dictates building on clients’ strengths to create posi-
tive change. It is the opposite of frameworks that encourage social workers to 
approach clients from a deficit or problem base. “Social work, like so many 
other helping professions, has constructed much of its theory and practice 
around the supposition that clients become clients because they have deficits, 
problems, pathologies, and diseases; that they are, in some critical way, flawed 
or weak” (Saleebey, 1992, p. 3). The problem-based orientation of social work 
is not surprising given that social workers help solve so many problems. But 
although problems cannot be ignored, the strengths perspective asserts that a 
problem-based approach is not the most effective way to help clients change 
and grow. Focusing primarily on problems can reinforce the negative views 
that clients may have of themselves and their communities.

The strengths perspective suggests that all individuals, groups, and commu-
nities have strengths that often go unnoticed and unappreciated by the individ-
uals, groups, and communities themselves, as well as by the outside world. The 
strengths perspective means recognizing the strengths that are inherent in indi-
viduals, groups, and communities, and using these strengths as building blocks 
for change. Saleebey urges social workers to make this shift in focus:

A strengths perspective assumes that when people’s positive capacities are 
supported, they are more likely to act on their strengths. Thus, a belief in 
people’s inherent capacity for growth and well-being requires an intense 
attention to people’s own resources: their talents, experiences, and aspira-
tions. Through this active attention, the probability for positive growth is 
significantly enhanced. (1992, p. 25)
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12    CHAPTER 1

When social workers first go into a neighborhood to begin bringing the res-
idents together to work for change—a process called community organizing—
they often begin by noting all the things that are wrong. They might note 
run-down houses, gangs, abandoned cars, and a lack of needed services. Ap-
proaching the area with a strengths perspective, social workers might instead 
start by creating an asset map of the area, pointing out all of its strengths. They 
might note two active neighborhood associations, a well-attended community 
center, several religious institutions, and residents who themselves have innu-
merable strengths. Although the problems cannot be ignored, they do not have 
to be the first and only thing to receive social work attention.

Individuals, even those experiencing significant stress and challenges, 
have strengths. Those strengths may be internal abilities that have gotten them 
through difficult times before or external resources such as family, friends,  
and other social networks. As previously discussed, when people are in crisis, 
they often forget that they have abilities to overcome problems. Social work’s 
focus on people’s strengths helps them to reframe their situation and draw 
on their own abilities to successfully make changes. Langer and Lietz (2015) 
identify strengths factors that can be drawn upon. These include resilience 
developed from prior experience overcoming adversity; having hope that there 
can be positive outcomes; drawing on culture and one’s cultural identity that 
gives a person a sense of belonging to a larger group; and using those relation-
ships that involve collaboration, the sharing of making decisions. As social 
workers, we can support people to think about their strengths even in difficult 
situations. See Box 1.4.

Focusing on client strengths is one way to achieve the guiding principle of 
client empowerment. Academics, politicians, and other people use the term em-
powerment to describe very different things. In relation to social work practice, 
it means helping clients gain power over their lives (Lee, 2001). Mondros and 
Wilson describe empowerment as “a psychological state—a sense of compe-
tence, control, and entitlement—that allows one to pursue concrete activities 
aimed at becoming powerful” (1994, p. 5). To be empowered, people must 
believe that they are capable of doing things for themselves, gaining increased 
control over their lives, and influencing events and situations that affect their 
lives. Many people served by social workers often feel relatively powerless. 
They have little control over their own lives and even less over outside events 
that affect them. Approaching social work practice from an empowerment per-
spective means finding ways to help clients take control by making their own 
decisions and determining the best course of action for themselves.

Identify a friend or family member who is struggling 
with a problem. What strengths might help this 
person overcome the problem? What strengths are 
inherent in his or her personality? Does this per-

son have family or friends to turn to for support or 
assistance? How has this person dealt with adversity 
in the past? Can he or she draw on those past efforts 
to help now?

Box 1.4 What Do You Think? 
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� What Is Social Work?    13

The diversity perspective is a theoretical framework that emphasizes the 
incredible diversity of social workers and their clients. Social workers and the 
people with whom they work come from a wide range of ethnic, racial, cul-
tural, and religious backgrounds; are of different ages, genders, sexual orien-
tations, and classes; and have different physical and mental abilities. Social 
workers must understand cultural differences to work effectively with diverse 
client populations. This means understanding themselves and their biases, as 
well as knowing a great deal about those with whom they are working. It also 
means understanding the dynamics of oppression and discrimination. Social 
work with diverse populations requires practitioners to be sensitive to differ-
ences between people and to develop interventions that are appropriate for 
specific client groups. The topics of oppression, discrimination, and work with 
diverse populations are discussed throughout the book and are covered in de-
tail in Chapters 4 and 5.

To guide effective social work practice with diverse populations, NASW 
developed the Standards and Indicators for Cultural Competence in Social Work 
Practice (NASW, 2015). Cultural competence refers to the behaviors, knowl-
edge, skills, and attitudes that allow social workers to respond effectively 
across cultures. The 10 standards aim to provide clear guidelines about what is 
necessary to achieve cultural competence. They include practicing in accor-
dance with social work values and ethics, development of self-awareness about 
issues of diversity, development of cross-cultural knowledge and skills, a focus 
on empowerment and advocacy, and the encouragement of cross-cultural 
leadership. Box 1.5 outlines the 10 standards.EP 2c

Standard 1—Ethics and Values
Social workers function in accordance with the values, 
ethics, and standards of the profession, recognizing the 
importance of self-awareness, cultural humility and under-
standing that culture is central to our practice.

Standard 2—Self-Awareness
Social workers need to understand their own cultural iden-
tities and those of others, as well as their own privilege 
and power and how that impacts their work.

Standard 3—Cross-Cultural Knowledge
Social workers should have and continue to develop spe-
cialized knowledge and understanding about the history, 
traditions, values, family systems, and artistic expressions 
of major client groups that they serve.

Standard 4—Cross-Cultural Skills
Social workers use a broad range of skills and techniques 
that reflect understanding of and respect for the impor-
tance of culture throughout social work practice.

Standard 5—Service Delivery
Social workers develop knowledge about and skills in the 
use of services available in the community and broader 
society and should be able to make culturally appropriate 
referrals for their diverse client groups.

Standard 6—Empowerment and Advocacy
Social workers develop awareness of the impact of social 
systems, policies, and programs on diverse client popu-
lations, advocating for and with client groups whenever 
appropriate in ways that empower and advocate for 
marginalized and oppressed groups.

Box 1.5 More About...NASW Standards and Indicators 
for Cultural Competence in Social Work Practice   

(continued )
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14    CHAPTER 1

Box 1.5 (continued)  

The Power of Language    LO 3  

Language is extremely powerful. Words reveal values, attitudes, and beliefs about 
other people. They can harm and degrade, or they can demonstrate respect and sup-
port. Because language not only expresses people’s thoughts but also shapes them, it 
is important to make careful word choices. Using certain terms can offend others and 
therefore hinder open communication. Using the wrong term can send a message 
that the speaker is not intending to send. Fear of using the wrong words and offending 
others can keep people from developing relationships with members of other groups. 
An open discussion of language can help build bridges between groups.

Debate over language has been a central component of a number of civil 
rights struggles in the United States. Activists in the women’s movement worked 
to teach people about the importance of saying woman rather than girl or babe. 
African American civil rights activists pointed out that adult males are men, not 
boys. Referring to adult females as girls and to adult African American men as boys 
communicates attitudes and values that members of these groups are inferior to 
and less important than adult women or adult white men. The appropriate use 
or misuse of words by social workers can convey powerful attitudes and values.

A variety of words refer to the diverse groups that make up US society, and 
it is often challenging to decide which to use. Some of the challenge comes 
from not knowing enough about the group. Lack of agreement between out-
siders and members of the group about which term is best increases the dif-
ficulty. Also, terminology changes over time. Following is an explanation of 
why the authors of this book have chosen to use certain terms.

People who are members of oppressed groups are often referred to as 
minorities. One problem with this term is that not all oppressed populations 
make up less than half the population. In particular, women make up more 

Standard 7—Diverse Workforce
Social workers advocate for recruitment, admissions and 
hiring, and retention efforts in social work programs and 
agencies that ensure diversity within the profession.

Standard 8—Professional Education
Social workers advocate for, develop, and participate in 
educational and training programs that help advance 
cultural competence within the profession.

Standard 9—Language and  
Communication
Social workers provide or advocate for effective com-
munication with clients of all cultural groups, which 

may include the provision of information, referrals, and 
services in language appropriate to the client or client 
groups.

Standard 10—Leadership to Advance 
Cultural Competence
Social workers are change agents who can demonstrate 
skills for effective work with multicultural groups and 
serve as leaders in advancing cultural competency across 
institutions and communities.

(For a full explanation and application of the Standards, 
see NASW, 2015).
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than 50 percent of the population. Additionally, the word minority often im-
plies “less than,” which can reinforce the misconception that members of op-
pressed populations are somehow inferior to other groups. Other terms that 
can be used to refer to ways that people fit into the societal structure include 
oppressed and oppressor groups and dominant and subordinate or nondominant 
groups. Members of dominant groups have control over many societal re-
sources and a strong influence on societal norms. The words oppressed, domi-
nant, subordinate, and nondominant are used throughout this book.

The term minority is also used to describe the many populations whose 
skin color is not “white.” When referring to these groups collectively, we prefer 
to use people of color and whenever possible to refer to the specific population. 
For example, instead of using minority to mean African American, we prefer to 
be clear and use African American. We do not use the term nonwhite because 
it is Eurocentric; that is, it places the dominant population at the center and 
defines people of color on the basis of how they differ.

Just as we use African American to refer to people of African descent, we use 
Asian American and Pacific Islander to refer to people whose heritage is from an 
Asian country or a Pacific island respectively. We refer to people whose ancestry 
is from South and Central America and other Spanish-speaking areas as Latino/a. 
Some within the Latino/a community prefer to use Hispanic, which is most often 
used by the Census Bureau and other government entities. The term Hispanic was 
coined by Europeans, and it excludes people from non-Spanish-speaking coun-
tries in Spanish-speaking regions, such as Brazil, a Portuguese-speaking nation.

The terms Native American and American Indian are commonly used to re-
fer to the Indigenous Peoples of North America. Even though these are the 
most commonly used terms, both are misleading and inaccurate. Indian blurs 
the distinction between Indigenous Peoples and people from India, and in 
fact the term is based on Christopher Columbus’s mistaken belief that he had 
arrived in India. Native American can refer to anyone who was born in North, 
Central, or South America. There is great diversity among indigenous nations 
and tribes in the United States, and tribal members use a number of terms to 
refer to themselves. We use First Nations (Yellow Bird, 1999). Since the Indig-
enous Peoples were the first populations to settle North America, the term is 
accurate. We also use Indigenous Peoples, an internationally accepted term de-
scribing the descendants of the original inhabitants of a land.

We use the word disability rather than handicap throughout the book. A 
handicap is an obstacle in someone’s path; disability refers to a way in which 
a person’s body functions differently than the norm. We attempt to use 
people-first language throughout the book when referring to people with 
disabilities—language that refers to what a person has, not what he or she is. 
Saying “disabled person” suggests that the disability is the individual’s primary 
characteristic. If we instead say “person with a disability,” we are acknowledging 
that the disability is just one aspect of the total person, not all that he or she is.

We use the term sexual orientation rather than sexual preference. Sexual preference 
suggests that people decide to be heterosexual, bisexual, or homosexual. Research has 
demonstrated that sexuality is not a choice, but is rather a deeply imbedded part of 
who a person is (see Chapter 5). We also use the words gay and lesbian rather than 
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16    CHAPTER 1

homosexual. Homosexual is a clinical term that has negative connotations. Gay and les-
bian tend to have more positive connotations. The inclusive term is lesbian, gay, bi-
sexual, transgender, abbreviated as LGBT. Sometimes you will see the abbreviation 
LGBTQ, with the Q standing for “queer” or “questioning.” Adding Q is often done by 
researchers, who favor adding queer, which often reflects the category of queer studies, 
and by youth organizations and advocates, who acknowledge that sexual orientation 
is fluid and that many people are not sure of their sexual identity and may be ques-
tioning. Abbreviations change over time. You may see variations such as LGBTQ or 
GLBT. You may see new variations. Gender expression and gender identity are terms 
that expand the concept of sexual orientation. Gender expression is how a person 
physically manifests gender identity. Gender identity reflects a person’s internal sense 
rather than the sex of one’s birth. This identity is usually expressed through behav-
iors, clothing, and names. People who identify as transgender usually have a gender 
expression that matches their gender identity but does not match the sex with which 
they were born. In this text, we follow the major advocacy groups and use the abbrevi-
ation LGBT to include all the groups mentioned in this section.

No one knows the correct term to use in every instance or how another per-
son will interpret the word. Furthermore, terms and their meanings change over 
time. It is imperative to understand the importance of terminology, particularly 
in relation to diversity. See the debate over terminology in Boxes 1.6 and 1.7.

People-First Language—Yes!
Who are “the handicapped” and “the disabled”?

Society’s myths tell us they are
■■ people who “suffer” from the “tragedy” of “birth defects”;

■■ paraplegic “heroes” “struggling” to become “normal”;

■■ “victims” of diseases “fighting” to regain their lives; and

■■ categorically, “the disabled, the retarded, the autistic, 
the blind, the deaf, the learning disabled,” and more.

Who are they really?
They are moms and dads and sons and daughters . . . 

employees and employers . . . scientists (Stephen 
Hawking) . . . friends and neighbors . . . movie stars 
(Marlee Matlin) . . . leaders and followers . . . students and 
teachers . . . . They are . . . people. They are people. They 
are people first.

■■ Are you myopic or do you wear glasses?

■■ Are you cancerous or do you have cancer?

■■ Are you freckled or do you have freckles?

■■ Are you handicapped/disabled or do you have a disability?

People-first language describes what a person has, 
not what a person is ! People-first language puts the 
person before the disability.

“Handicapped,” “disabled,” or “people with disabili-
ties”: Which description is more accurate?

Using “the handicapped” and even “the disabled” 
usually evokes negative feelings (sadness, pity, fear, and 
more) and creates a negative stereotypical perception that 
people with disabilities are all alike. All people who have 
brown hair are not alike. All people who have disabilities 
are not alike. Many people who have disabilities would 
never think of themselves as “handicapped.”

Using people-first language is a crucial issue.
If people with disabilities are to be included in all 

aspects of our communities—in the very ordinary, very 
wonderful, very typical activities most people take for 
granted—then they must talk about themselves in the 
very ordinary, very wonderful, very typical language other 
people use about themselves.

■■ Children with disabilities are children first. The only 
labels they need are their names! Parents must not talk 
about their children in the clinical terms used by med-
ical practitioners. A disability label is simply a medical 
diagnosis!

■■ Adults with disabilities are adults first. The only labels 
they need are their names! They must not talk about 
themselves the way service providers talk about them.

Box 1.6 Point of View   

(continued )
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My son Benjamin is 11 years old. He loves the Lone 
Ranger, ice cream, and playing on the computer. He has 
blond hair, blue eyes, and cerebral palsy. His disability 
is only one small part of his life. For many people with 
disabilities, their medical diagnoses define who they are!

When I introduce myself to people, I don’t tell them 
I’ll never be a prima ballerina. Like others, I focus on my 
strengths, the things I do well, not on what I can’t do. 
Don’t you do the same?

I don’t say, “My son can’t write with a pencil.” I say, 
“My son uses a computer to do his school work.” I don’t 
say, “My son doesn’t walk.” I say, “My son uses a walker 
and a wheelchair.” And Benjamin isn’t “wheelchair bound.” 
He’s free when he uses it—free to go when and where he 
wants to go!

People-first language can change how people feel 
about themselves. People-first language can change how 
society views and treats people with disabilities.

Benjamin goes ballistic when he hears “handicapped.” 
I hope when he’s grown, labels will be extinct.

People-first language is right. Just do it—now!

Source: From http://www.adiversityadvantage.com/peoplefirst 
.html and https://www.ohrd.wisc.edu/Home/Portals/0/Leadership at 
Lunch/PeopleFirstLanguage.pdf.

People-First Language—No!
I am not a “person with autism.” I am an autistic person. 
Why does this distinction matter to me?

■■ Saying “person with autism” suggests that the autism 
can be separated from the person. But this is not the 
case. I can be separated from things that are not part of 
me, and I am still the same person. I am usually a “per-
son with a purple shirt,” but I could also be a “person 
with a blue shirt” one day and a “person with a yellow 
shirt” the next day, and I would still be the same person 
because my clothing is not part of me. But autism is 
part of me. Autism is hardwired into the ways my brain 
works. I am autistic because I cannot be separated from 
how my brain works.

■■ Saying “person with autism” suggests that even if au-
tism is part of the person, it isn’t a very important part. 
Characteristics that are recognized as central to a per-
son’s identity are appropriately stated as adjectives and 

may even be used as nouns to describe people: We 
talk about “male” and “female” people, and even about 
“men” and “women” and “boys” and “girls,” not about 
“people with maleness” and “people with femaleness.” 
We describe people’s cultural and religious identifica-
tions in terms such as “Russian” or “Catholic,” not as 
“person with Russianity” or “person with Catholicism.” 
We describe important aspects of people’s social roles 
in terms such as parent or worker, not as “person with 
offspring” or “person who has a job.” We describe 
important aspects of people’s personalities in terms 
such as generous or outgoing, not as “person with 
generosity” or “person with extroversion.” Yet autism 
goes deeper than culture and learned belief systems. 
It affects how we relate to others and how we find 
our place in society. It even affects how we relate to 
our own bodies. If I did not have an autistic brain, the 
person that I am would not exist. I am autistic because 
autism is an essential feature of me as a person.

■■ Saying “person with autism” suggests that autism is 
something bad—so bad that it isn’t even consistent 
with being a person. Nobody objects to using adjectives 
to refer to characteristics of a person that are con-
sidered positive or neutral. We talk about left-handed 
people, not “people with left-handedness,” and about 
athletic or musical people, not about “people with 
athleticism” or “people with musicality.” We might call 
someone a “blue-eyed person” or a “person with blue 
eyes,” and nobody objects to either descriptor. It is only 
when someone has decided that the characteristic 
being referred to is negative that suddenly people want 
to separate it from the person. I know that autism is not 
a terrible thing and that it does not make me any less a 
person. If other people have trouble remembering that 
autism doesn’t make me any less a person, then that’s 
their problem, not mine. Let them find a way to remind 
themselves that I’m a person, without trying to define 
an essential feature of my personhood as something 
bad. I am autistic because I accept and value myself the 
way I am.

Source: Jim Sinclair, “Why I dislike ‘person first’ language,” retrieved 
from http://autismmythbusters.com/general-public/autistic-vs 
-people-with-autism/jim-sinclair-why-i-dislike-person-first-language/. 
Copyright © 1999 Jim Sinclair.

Box 1.6 (continued)  
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18    CHAPTER 1

Social Work Values and Ethics    LO 4 

Social workers understand the value base of the profession and its ethical 
standards, as well as relevant laws and regulations that may impact practice at 
the micro, mezzo, and macro levels. Social workers understand frameworks 
of ethical decision-making and how to apply principles of critical thinking to 
those frameworks in practice, research, and policy arenas. (CSWE, 2015, p. 7)

Certain shared values and ethical principles guide the profession of social work. 
If a person does not agree with these principles, she or he might not be an effective 
social worker and should consider another career. Ethics are based on values, and 
they prescribe the behavior a person should engage in to express his or her values. 
The primary values and ethics central to social work appear in the NASW Code of 
Ethics (NASW, 2017b), which is reprinted in Appendix A of this book, and in the 
Educational Policy and Accreditation Standards (EPAS) (CSWE, 2015, p. 7). The key 
social work values and corresponding ethical principles, as identified in the Code of 
Ethics and put into practice through accreditation standards, are as follows:

■■ Service: Social workers’ primary goal is to help people in need and to address social prob-
lems. Social workers’ primary value is a commitment to service. Social workers in-
tervene by using direct counseling, linking people to programs and resources, and 
advocating to change neighborhoods and communities. The purpose of service 
is to make changes that support people and contribute to improving their lives.

■■ Social justice: Social workers challenge social injustice. Social work as a profession 
is unique in its commitment to social justice—the level of fairness that ex-
ists in society. Working for social justice means striving to create a society in 
which all people, regardless of race, ethnicity, religion, gender identity, sexual 
orientation, economic status, age, or physical or mental ability, have the same 
basic rights and opportunities and can develop to their fullest potential.

■■ Dignity and worth of the person: Social workers respect the inherent dignity and 
worth of the person. Respect for each person’s uniqueness and individuality 
is another key ethical principle for social workers. Social workers support 
cultural and ethnic diversity as well as the right of each client to express 
his or her own identity. Social workers must balance the rights of the indi-
vidual with the interests of society in a socially responsible way.

■■ Importance of human relationships: Social workers recognize the central impor-
tance of human relationships. Change happens both within and between 

EP 1a

As the essays in Point of View: People-First Language 
demonstrate, there is disagreement about the best language 
to use to describe members of various populations. Dis-
agreement exists among people who are themselves mem-
bers of these populations, as well as those on the outside.

List the central points each author makes in support of 
his or her position. Where does there seem to be the great-
est disagreement? Given the disagreement among people 
in this community, how might you decide what language to 
use in working with its members?

Box 1.7 What Do You Think?  
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� What Is Social Work?    19

people. Therefore, human relationships are central to social work practice. 
Social workers are committed to working with all forms of relationships 
on the individual, family, group, organization, and community levels.

■■ Integrity: Social workers behave in a trustworthy manner. To be a social 
work professional means adhering to the standards of behavior required 
by the profession. A key standard is integrity, which requires workers 
to act honestly in all endeavors and participate responsibly in their 
surroundings.

■■ Competence: Social workers practice within their areas of competence and de-
velop and enhance their professional expertise. After being trained and work-
ing as certified professionals, all social workers must strive to further 
develop their areas of expertise and increase their understanding of peo-
ple’s strengths, problems, and needs. This is a lifelong professional pur-
suit. It ensures that the social worker’s knowledge base is current and 
meaningful, improving effectiveness in solving today’s social problems.

■■ Human rights: Every person is entitled to basic human rights such as free-
dom, safety, privacy, and adequate standard of living, health care, and ed-
ucation. Social workers recognize the global interconnections of 
oppression, understand the forms and mechanisms of oppression, advo-
cate for human rights and social and economic justice, and engage in prac-
tices that advance social and economic justice.

■■ Scientific inquiry: Social workers use practice experience to inform research, 
employ evidence-based interventions, evaluate their own practice, and use 
research findings to improve practice, policy, and social service delivery. 
Social workers use ethical approaches to research.

Together, the profession’s core values and ethical principles constitute the 
foundation on which social workers practice. All professional social workers 
are expected to adhere to them. Wanting to help people is an important ingre-
dient in good social work practice, but it must be supported by a commitment 
to social justice and individual worth, along with integrity and competence. 
This combination of values and ethics makes social work unique among the 
helping professions.

Social Workers’ Ethical Responsibilities

In light of the profession’s core values and ethical principles, what are social 
workers’ ethical responsibilities (see NASW Code of Ethics, Appendix A)? We 
do not have the space to list them all, but we have highlighted some of the 
most important ethical responsibilities for social workers:

1.	Recognize and manage personal values in a way that allows professional 
values to guide practice. For example, you may have a personal, religious 
value that homosexuality is morally wrong. As a professional social 
worker, you must not impose your religious values on clients. If you have 
a client who identifies as gay, you must treat him or her with the same dig-
nity and respect that you would any client. And if you are not able to do 
that, you should refer the client to someone who can.

EP 1

EP2, 3a

EP4a, 4c

EP1, 1a, 1c
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20    CHAPTER 1

2.	Respect and promote the right of clients to self-determination. A client’s 
right to self-determination should only be limited by actions or poten-
tial actions that may cause imminent harm to the client or others. When 
working with children, the principle of self-determination is more compli-
cated, and we discuss it in more detail in Chapter 7.

3.	Respect a client’s right to privacy and confidentiality. Only disclose confi-
dential information with permission from the client. As with self-determi-
nation, confidentiality should only be breach when a client is in imminent 
danger. In the world of electronic social media and instant messaging, it is 
particularly important to protect and limit electronic exchanges of infor-
mation with or about clients.

4.	Avoid conflicts of interest or dual relationships with clients. A dual rela-
tionship occurs when a social worker has a client with whom he or she 
has a social, financial, or other professional relationship. For example, 
your personal friends should not be your clients. You should never have 
sexual relations with a client. A social worker who is cognizant of profes-
sional roles and boundaries understands that breaching those boundar-
ies can cause harm to clients. Avoiding conflicts of interest and protecting 
confidentiality may be particularly difficult in rural areas where everyone 
knows everyone else. We discuss some of these challenges in more detail 
in Chapter 6.

5.	Use appropriate supervision and consultation with colleagues when you 
are in doubt about the appropriate course of action to take or when you 
have questions about whether a particular action or behavior is ethical 
(see Box 1.8).

In day-to-day practice, determining the right and best thing to do is not 
always easy. Consider the experience of a professional social worker related in 
Box 1.9: From the Field: Herman’s Rights or Worker Safety? This social worker 
was caught between the value of serving a client in need, Herman, and follow-
ing her agency’s safety procedures, which dictated not visiting a household in 
which the worker might be in direct danger. Herman’s loaded gun was a possi-
ble danger; yet without visits, Herman would not receive much-needed meals. 
The choices—providing needed services or protecting a worker’s safety—were 
in direct opposition. To do one meant not doing the other. This presents an 
ethical dilemma for the social worker. Social workers must learn to tolerate 
some ambiguity in resolving ethical conflicts and apply decision-making strat-
egies of ethical reasoning to arrive at principled decisions.

Early in the chapter, Jane’s situation is discussed: “I 
just lost my job; I have two young kids to support; my 
rent is due next week; and I don’t know what to do. 
Can you help me?” What if Jane asked you to loan her 
the money for her rent and told you she would pay you 

back in a couple of months? Jane is very persuasive, 
and it is clearly not her fault that she may be evicted 
if she does not pay her rent. Is it okay to loan or give 
a client money? Is it important in this situation? What 
would you do?

Box 1.8 Ethical Practice...Helping Clients  

67046_ch01_ptg01.indd   20 2/2/18   10:35 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� What Is Social Work?    21

Herman lived in a small house in a poorer 
section of the city. I say house only because 
it is the most common term for a residence, 
not because it is representative of the dwelling 
in which he resided. It reminded me of the 

shantytown pictures of the Depression era. Herman had 
lived in this place for many years and had no intention or 
desire to move anywhere else. Everyone in the area knew 
him, and although they did not necessarily come to visit, 
they kept an eye on his place. I had been contacted to do an 
intake assessment to determine eligibility for home-delivered 
meals. During the intake, I learned that Herman had lost a 
thumb during the attack on Pearl Harbor. It struck me at the 
time that a World War II veteran injured in the line of duty 
should have had a pension that supported a better lifestyle. 
Why he came to be where he was, I don’t know.

While going through the intake process, Herman showed 
me a stack of police report reference cards. There must 
have been at least 50 cards that represented each time he 
had called the police and filed a report of a break-in attempt 
or some other suspicious activity. Herman had a few small 
(as he described them) bullet holes in his plywood door 
panels. He said these were left over from previous break-in 
attempts. Herman kept a gun next to him. Although I am 
not knowledgeable about guns, I believe it was his service 
weapon. Or maybe he told me that. Anyway, Herman kept it 
handy. He appeared to have a reason to protect himself.

I authorized the meals, and a volunteer who worked for 
the senior center delivered them daily. Herman developed a 

relationship with the meal delivery aide and looked forward to 
the visits. The service was provided for several months, and 
all seemed well until a casual comment by the delivery aide 
to the director of the senior center changed Herman’s world.

The delivery aide happened to mention to the center di-
rector that Herman kept a gun next to him. The aide did not 
say that she had been threatened or that she was fearful, 
but merely that the gun was there. The director immediately 
forbade the aide from delivering any meals to the house 
unless Herman got rid of his gun, citing liability and safety 
reasons. The aide protested, but to no avail.

As the case manager, I was contacted to intervene.  
I spoke with Herman after I failed to change the mind of 
the senior center director. Herman was unwilling to give 
up or even hide his gun. He maintained, and I agree, that 
it was his right to have it. Nevertheless, the senior center 
stopped his meals. Appeals to the local Area Agency on 
Aging, which funded the meals, were denied on the basis 
of liability. I kept Herman on the caseload, trying to get 
him to go the senior center for meals. Two months later, 
Herman shot himself in the head. He died at home.

Seniors are vulnerable and isolated in our society. 
Could Herman’s death have been prevented? I believe so. 
Just a little give and take—a little less focus on legality 
and regulation, and a little more focus on what the client 
needed—would have made a difference. I mourn Herman 
to this day and keep him in the forefront of my mind as a 
reminder that the system can just as easily condemn as 
it can relieve.

Herman’s Rights or Worker Safety?  Kathleen Bailey, MSW, PhD 

Box 1.9 From the Field

Social Work Careers    LO 5  

As you have seen, social workers work in a wide variety of practice settings (see 
Box 1.10). Brief descriptions of some of the major areas of employment are 
presented here. Much of the rest of the book looks more closely at these 
settings.

Child Welfare: Working with Children and Their Families

Children are among society’s most vulnerable members. They often have 
neither voice nor choice in how the world treats them. Child welfare social 
workers help protect children and ensure their well-being through efforts to 
support and strengthen families.

EP 1b

EP 1
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22    CHAPTER 1

The most common and traditional child welfare role is in child protec-
tive services (CPS). Every state has a system designed to protect children from 
all forms of abuse and neglect. For example, Illinois has a Department of 
Children and Families Services (DCFS); Arizona puts child welfare under the 
Department of Child Safety (DCS); Texas has a Department of Family and 
Protective Services (DFPS); and in Massachusetts child protection falls under 
the Department of Children and Families (DCF). The common goal of child 
welfare workers in all such programs is to ensure that no child is subjected 
to physical or mental abuse or is harmed or neglected by caretakers or other 
adults. In addition to protection, child welfare workers are involved in secur-
ing safe living environments for children who have been abused or neglected, 
a process that often includes foster care or adoption. Chapter 7 covers child 
welfare and other contexts for practice with children and families.

People Who Are Older

Longer life expectancy is a major fact of contemporary society. Social workers 
have always worked directly with people as they age. The increasing popula-
tion of older people means that this area is expanding.

Social workers in the field of aging specialize in issues related to maturity, 
health and medicine, end of life, and family relations and support. These pro-
fessionals may work in specialized settings such as skilled-nursing facilities, 
rehabilitation centers, or senior centers or they may concentrate on older cli-
ents in hospitals or mental health facilities or at area agencies on aging offices. 
Chapter 8 presents an in-depth look at social work practice with people who 
are older.

Health Care/Medical Social Work

Social workers, like doctors and nurses, play an important role in health care 
settings. Medical social workers serve in hospitals, care facilities, hospices, and 
public health departments. In hospitals and care facilities, they may counsel 
patients and their families and are responsible for discharge planning, which 
includes ensuring that patients have needed support services when they leave 
the medical facility to return home or to go to another care facility. Medi-
cal social workers also serve as liaisons between doctors and patients, advo-
cate for patient needs, and conduct training programs for medical personnel. 
Some social workers are employed by public health agencies, where they de-
velop, implement, and evaluate prevention programs. Still others provide grief 

What are your feelings about the story of Herman? 
What might you tell the social worker? Is there 

anything that you think could have been done 
differently?

Box 1.10 What Do You Think?  
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counseling in hospice settings. Social work in health care settings is presented 
in Chapter 9.

Mental Health

Many social workers specialize in providing mental health services. In fact, 
professional social workers make up the country’s largest group of mental 
health service providers (NASW, 2017a). Although their role is similar to that 
of other professionals, such as psychologists, their particular emphasis is on 
the person in his or her environment.

Mental health social workers help people through individual, family, and 
group counseling. Although mental health interventions take place in many 
fields of practice, mental health social workers can primarily be found in com-
munity mental health agencies, hospitals, and private practice. The goal of 
mental health social workers is to help people overcome or cope with mental 
disorders, such as depression or schizophrenia, or to address emotional prob-
lems, such as grief over the death of a loved one. The ultimate goal is to help 
all such individuals lead full and productive lives. Chapter 10 presents mental 
health social work in detail.

School Social Work

Teachers ensure that children master the academic material presented in school. 
Unfortunately, many children come to school with problems that hinder their 
ability to learn effectively and socialize in healthy ways. These problems go be-
yond what a teacher has been trained to handle or has the time to address.

School social workers are employed by school systems to intervene with 
children who have emotional or social needs or both beyond the school situ-
ation. School social workers provide individual and group counseling for stu-
dents, work with families, and intervene to create healthier communities that 
better support student and family needs. They also help administrators and 
teachers find ways to foster students’ academic and social growth. Chapter 11 
deals with school social work.

Substance Abuse

Social workers encounter people who have drug and alcohol problems in 
many different settings. Substance abuse is a factor in most social work prac-
tice arenas, including child abuse and neglect, domestic violence, schools, pov-
erty, juvenile delinquency, aging, workplace, criminal justice, and the mental 
health area. Social workers provide individual, family, and group counseling 
for people struggling with drug and alcohol problems. They are involved in 
case management, conducting research into effective treatments for substance 
abuse, and shaping policies aimed at treatment and prevention of drug and 
alcohol abuse. Social workers can also be found advocating for better preven-
tion programs, jobs, and housing for people with drug and alcohol problems. 
This issue is covered in Chapter 12.
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Violence, Victims, and Criminal Justice

Social workers fill a variety of roles in both the juvenile and adult criminal 
justice systems. They are involved in juvenile and adult probation and parole. 
They work in juvenile and adult institutions (prisons and jails), group homes, 
halfway houses, and prevention programs. Some police departments hire so-
cial workers who go out on calls to help crime victims and calm tense fam-
ily situations. Social workers are also involved in victim assistance programs, 
where they provide counseling to victims and help them through the compli-
cated criminal justice system. Social work practice in criminal justice is cov-
ered in Chapter 13.

Crisis, Trauma, and Disasters

A crisis is any event that disrupts a person’s equilibrium, upsets usual cop-
ing mechanisms, and causes personal distress that interferes with the person’s 
healthy functioning. A crisis can be experienced during divorce, a death in the 
family, the aftermath of a sexual assault, or the aftermath of any natural or 
human-made disaster, a violent act, or the threat of injury, death, or serious 
physical danger. Social workers who work in the context of a crisis need a spe-
cialized knowledge and skill set. We will discuss this more in Chapter 14.

Military Social Work

The military has steadily increased the social work services they provide to vet-
erans and current soldiers and their families. There are currently more civilian 
social workers employed by the military than there are social work military of-
ficers. However, there is a serious shortage of social workers trained in military 
social work. In 2008, to help address this shortage, the University of Southern 
California’s School of Social Work received government funding to start the 
first military social work program. Other schools have followed with such spe-
cialized training. Social workers in the military provide an array of services, in-
cluding mental health, combat stress and treatment for PTSD, medical social 
work, substance abuse, and family violence. We discuss military social work in 
more detail in Chapters 6 and 14.

Public Welfare

Although relatively few professional social workers are employed in the pub-
lic welfare field today, this type of work has been associated with social work 
since its inception. Public welfare provides assistance to economically de-
prived individuals and families. Unfortunately, work in this field often focuses 
on eligibility—determining whether a person is poor enough to receive public 
assistance. However, social workers’ participation in public welfare can go be-
yond determining eligibility and involve helping low-income clients become 
economically self-sufficient through job training, education, financial plan-
ning, and linkage to community resources. The impact of poverty and the role 
of social work in addressing this problem are discussed in Chapter 3.
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Community Organization

Many communities struggle with a variety of challenges, such as crime, lack 
of affordable housing, intergroup tensions, inadequate transportation, and 
lack of jobs. Social workers help communities come together to build on 
their strengths, using the power of numbers to decrease isolation and address 
community-wide problems. They help community members understand their 
needs and develop new resources to address them.

The aim of community organizers is to promote change in the systems 
and environments that keep community members from being able to lead full 
and productive lives. Social workers can be found in community action agen-
cies, community centers, neighborhood associations, and a variety of social 
change organizations. Community organization is a mode of social practice 
and is covered in more detail in Chapter 6.

Policy Practice

Legislation passed at the local, state, and federal levels often has a major effect 
on the practice of social work. Legislation can determine how much money 
is available for social services and programs, as well as who receives benefits 
and how much they get. Elected and appointed officials can also be involved 
in determining whether and where shelters can open, whether or how severely 
someone can be punished for a crime, and many other issues that affect peo-
ple’s lives.

Social workers are involved in advocacy work aimed at influencing policy 
makers to make changes in social policy. They are employed by individual leg-
islators, nonprofit advocacy groups, and legislative bodies. Their work may in-
clude conducting research, writing legislation, or lobbying on issues of 
concern to the profession. Policy practice not only is a specialized social work 
role, but can and should also be a part of all social work positions.

Management/Administration

Although most social workers are involved in the direct provision of services, 
some are responsible for the management and administration of social ser-
vice agencies and organizations. Social work administrators are typically re-
sponsible for the efficient and effective delivery of social services. They are 
involved in personnel management (including hiring, firing, and evaluating 
employees), budgeting, fundraising, and working with boards of directors and 
community representatives. Social work administration is typically a more ad-
vanced role, employing social workers who have a number of years of practice 
experience. Working as a social service administrator is one of the specialized 
practice domains of the profession.

Rural Social Work

Most social work programs are in fairly urban areas and provide a very 
urban-centric curriculum to their students, and most graduates want to work 
in urban or suburban areas. This has created a shortage of social workers who 
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26    CHAPTER 1

are trained and willing to work in rural areas. Rural social work requires com-
fort with a broad array of practice skills. The isolation of rural areas makes it 
difficult for social workers to get the supervision they need and to have ac-
cess to continuing education opportunities. The Internet has opened up new 
possibilities for supervision and professional development, as well as offered 
accredited social work training through online programs. The greater reach of 
the Internet has the potential to address the shortage of social workers in rural 
areas. We discuss rural social work in more detail in Chapter 6 as well as in 
several other chapters throughout the book.

International Social Work

Our global society means that social well-being does not stop with the borders 
of the United States. What happens in other nations impacts people living 
in this country, indirectly and sometimes directly. Work with refugee resettle-
ment and work with immigrants are two areas that require an understanding 
of international social concerns. A small number of social workers specialize 
in international issues and their relevance to social work practice in the United 
States. In addition, the education and training of social workers now occurs in 
most countries throughout the world. Many methods of practice are shared 
across nations, with North American models being very influential. This has 
meant that social workers trained in the United States can often work effec-
tively in other countries, and vice versa.

These are the major areas of employment for social workers. They are also 
employed in numerous other settings that directly or indirectly support social 
well-being.

Is Social Work for You?    LO 6  

Social work is an exciting and rewarding career, providing practitioners with 
diverse tasks and opportunities. It is not, however, the right career for every-
one. Most social workers enter the profession at least in part because they 
want to help people, to make things better. In addition, social workers should 
be able to engage effectively with people from various communities.

Personal Characteristics Suited to Social Work Practice

In addition to broad knowledge and skills, a number of personal character-
istics make a person well suited for social work. Skills and knowledge can be 
learned, but personal characteristics are not easily taught, and changing them 
takes work. Following are some of the personal characteristics that make a 
person well suited to social work practice.

■■ Commitment to self-awareness: People who do not know themselves—who 
are unaware of their own values, assumptions, beliefs, strengths, and 
weaknesses—are unlikely to be able to help others effectively. Social work-
ers must be willing to engage in self-reflection and do the hard work 
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necessary to get to know themselves. Part of self-awareness is understand-
ing one’s own personal problems and biases, and addressing them so that 
they do not interfere in work with others.

■■ Trust in people: A central value in social work is client self-determination 
(discussed in more detail in Chapter 6). Briefly, self-determination means 
believing that people know what is best for them and that they should 
determine their own paths. To be able to give clients room to make their 
own decisions, social workers must have basic trust in other people, the 
belief that the social worker does not always know what is right, and con-
fidence that clients are in the best position to make informed decisions 
about their lives.

■■ Positive outlook: Creating positive change often requires a long and diffi-
cult struggle. Social workers must have a strong, positive mindset—a belief 
that change is possible and that things can get better.

■■ Respect for diversity: Social workers deal with many different types of peo-
ple. They must believe that diversity is positive and that it makes society 
stronger. This perspective allows them to respect differences and to adapt 
their actions to accommodate diverse populations.

■■ Creativity: Many of the problems with which social workers struggle, in-
cluding poverty, substance abuse, violence, and oppression, are large and 
complex. Effective social work practice requires finding new ways to look 
at challenges and creative approaches to problem solving.

■■ Open mind: There is rarely, if ever, only one right path to take. No one 
always has the right answer. Social workers must keep their minds open, 
be willing to listen to other points of view, and change their thinking and 
actions when appropriate.

■■ Empathy: When helping people, identifying with what they feel and learn-
ing about their life experiences are important. Being aware of other peo-
ple’s struggles makes it possible to develop empathy, the understanding 
of another person’s life as if one lived it. Viewing people’s lives from their 
perspective makes a social worker less likely to pass judgment, be biased, 
or make harsh assessments. Good social work practice requires the devel-
opment and use of empathy.

■■ Compassion: Having empathy leads to understanding the conditions of 
other people’s lives and can arouse feelings of concern or compassion and 
the desire to help alleviate pain and suffering. The desire to improve the 
well-being of individuals and society is one of the driving forces behind 
social work practice.

■■ Flexibility, willingness to receive feedback, and willingness to change: Given 
that there is no single right approach to problem solving, social workers 
must be flexible in their efforts to create change. When an intervention 
does not work well, the worker must be willing to try a different one. 
Similarly, when someone questions or challenges a social worker, that 
worker needs to hear the feedback and remain open to changing her or 
his approach.

■■ Curiosity and openness to lifelong learning: No one leaves undergraduate 
or graduate social work education knowing all that is required to be an 
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28    CHAPTER 1

effective social worker. Effective social work practice requires openness 
to new ideas and information, and commitment to continue learning 
throughout one’s career.

■■ Patience: Creating change, whether in individuals, communities, or  
organizations, takes time, often a lot of time. Social workers need to be 
able to persist over the long haul, actively working for change while be-
ing patient and understanding that true change does not usually come 
quickly.

■■ Healthy skepticism: One of the most powerful words is why. When people 
ask why, it means that they do not just accept that everything must be the 
way it is now. People who ask why are able to think critically and question 
the way things are. This is a crucial first step toward creating change.

Do you possess some or all of these characteristics? Few people, if any, 
have all these strengths or have them as thoroughly as they may like. However, 
being successful as a social worker means making a commitment to develop 
these qualities.

Social Workers as Change Agents

The Social Work Dictionary defines change agent as “a social worker or other 
helping professional or a group of helpers whose purpose is to facilitate im-
provement” (Barker, 2014, p. 62). Although this definition seems simple, the 
task can be very difficult. People typically come to social workers’ attention 
after years of set behaviors. Social problems are large scale and deeply en-
trenched. Trying to facilitate change, and do so in ways that improve people’s 
lives, is the foundation of social work practice, hence the reason social work-
ers are often called change agents and why this book focuses on that role. 
Being a change agent can be controversial. Do you help individuals change 
and perhaps adapt to their social surroundings? Or do you change social 
surroundings to adapt to people’s needs? These questions appear in numer-
ous discussions throughout this book. And sometimes social workers make 
choices about where to focus the change, and those choices are sometimes 
based on what can readily be done rather than what may be the best alter-
native. For example, you may work with a family in crisis due to the murder 
of a parent. The family may live in a neighborhood that is dangerous, and 
that dangerous environment contributed to the parent’s death. If the neigh-
borhood is dangerous to one family, it is likely to be dangerous to all the resi-
dents. So the optimal change is to improve the neighborhood. But that change 
may require a long struggle to improve living conditions, including economic 
growth and police protection, which is often beyond what you can do as a 
professional working with one family to overcome the trauma of a parent’s 
murder. So instead, you focus on helping the family to grieve and possibly 
move to a safer neighborhood.

Making a choice such as this can feel as though you are not living up to 
your role as a change agent. There is no way to resolve this tension between 
changing society and helping the individual. That is why the NASW Code of 
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Ethics stresses both social responsibility and serving those in need. Some-
times doing one shortchanges the other. This dilemma is a major part of 
being a social worker. Throughout the book, we raise ways that you can be a 
change agent and engage in systems or large-scale change as well as change 
in the lives of individuals and families. It is important to be aware of the 
options you have to become a change agent at different levels and to reflect 
on what you can do to best serve individuals, families, groups, and the larger 
community.

One of the goals of this book is to help you better understand what social 
workers do so that you can make an informed choice about pursuing a career 
as a professional social worker. The introductory course allows you to take 
a closer look at yourself to determine whether social work is the career you 
want. In addition, volunteering in a human services agency can help you see if 
social work suits you.

This chapter ends with a process to help you decide whether social work 
is for you. We hope that you continue to be self-reflective as you read the rest 
of the book. The better you know yourself, the better you will be able to de-
termine whether you want to be a social worker and the better a social worker 
you will be if you make that choice (See Boxes 1.11 and 1.12).

In August 2005, Hurricane Katrina hit New Orleans and 
the surrounding area, resulting in devastation to the city, 
particularly the low-lying areas disproportionately populated 
by low-income people. News of the natural disaster capti-
vated the nation and brought attention to the aftermath and 
the needs of the people who had lived in that area of the 
Gulf Coast. Two years later, assessments of the situation 
took two very different sides. According to the government, 
progress toward rebuilding was being made, with billions of 
federal dollars in assistance (FEMA, 2007). Media reports 
suggested that New Orleans is “barely limping along” (Brin-
kley, 2007), with many areas lying vacant and with little 
accomplished in the poorer neighborhoods (Gruenwald, 
2007). Ten years later, there is still debate about how the 
city is recovering from Hurricane Katrina (for more informa-
tion, visit the site https://www.nytimes.com/interactive/ 
2015/08/26/us/ten-years-after-katrina.html?_r=0).

Some of the difference in assessment fell in what is 
being done and for whom. Were the federal funds being 
used to rebuild or simply to keep people in temporary 
housing? Were projects being undertaken to improve flood 

control or only to build on higher ground? Were business 
areas being helped but poorer neighborhoods ignored? 
These are some of the questions asked about the progress 
after Katrina that continue through today.

Analyzing the situation: Try to learn more about the sit-
uation in New Orleans today. How do people on different 
sides of the situation explain what has happened? Is there a 
difference based on income? Based on race? Have commu-
nity relations changed since 2005?

What can social workers do? Given your analysis, what 
might social workers do to address the situation in New 
Orleans? What can be done on the individual level? The com-
munity level? The government level? Which is more important, 
helping the individuals affected by the storm, or rebuilding the 
levees and infrastructure so future flooding will be contained?

What can you do? What is one step you can take now, 
alone or working with others, to improve the living situation 
in New Orleans? Is there something you can do close to 
home to make a difference? Is there a situation with similar 
concerns that you are aware of in your community? If so, 
what can you do to help change the situation?

Box 1.11 Becoming a Change Agent
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Choosing Social Work as a Career

When choosing a career, there are many things to consider. Following are 
questions to ask yourself when deciding whether social work is right for you:

■■ What types of things make you happy? Are these consistent with the work 
you see yourself doing as a social worker?

■■ What people and events in your past have influenced your interest in so-
cial work? Consider experiences with your family and friends, interactions 
with social service professionals, and so on.

■■ Why do you want to be a social worker? How would being a social worker 
add to your satisfaction and happiness?

■■ What are your life goals? When you look into the future, what do you 
think you will need to be happy? How do these needs fit with a career in 
social work? Considering how much money social workers earn, the re-
spect and prestige they receive, the hours they work, and so on, will being 
a social worker bring you the financial security you want? Will it allow you 
the time and financial resources to do the things you want to do? Will you 
need to support a family, and if so, can you support a family as a social 
worker? Will the profession allow you to be as creative or self-expressive as 
you want to be?

Keep these questions in mind as you read the rest of this book. Let them 
serve as a guide as you explore the profession of social work.

Conclusion

The profession of social work provides a wide variety of occupational oppor-
tunities to work with diverse people. An undergraduate BSW degree prepares 
a social worker for general helping positions, and the MSW degree allows the 
worker to serve as an advanced specialist. Social workers comply with profes-
sional values and ethics that guide them in the application of skills and tech-
niques designed to improve the well-being of people and society. This book 
provides an introduction to the full array of professional social work roles and 
serves as a foundation for further study.

Key Terms
change agent (p. 28)
Council on Social Work Education 

(CSWE) (p. 3)

diversity perspective (p. 13)
ecological systems framework  

(p. 11)

Educational Policy and Accreditation 
Standards (p. 16)

empowerment (p. 12)

Can you see yourself in social work? Try to look sever-
al years into the future. What type of work do you see 
yourself doing? Can you picture an agency or organization 

you would like to be working for? Do you know what types 
of people you might be working with and what types of 
problems you might be trying to address?

Box 1.12 What Do You Think?
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Work Practice (p. 13)

strengths perspective (p. 11)

Questions for Discussion

1.	How does social work differ from the work of other professions? What 
makes social work unique?

2.	What are the differences between a BSW and an MSW degree?
3.	What is the person-in-environment perspective? If you were hired as a 

hospital social worker, how might this perspective guide your work?
4.	Choose one of the primary values and ethics outlined in the NASW Code 

of Ethics. Put it into your own words and explain how it influences social 
work practice.

5.	Numerous career options are open to social workers. How do you think 
the skills needed for these different roles differ? How are they the same?

Change Agent Exercise

Spend a few days reading your local newspaper. Make a list of problems dis-
cussed in the newspaper that affect members of your local community or the 
larger national or international community. The problems should be ones 
that negatively affect the lives of some members of the community. Of these 
problems, choose one that you care about. Write a few paragraphs offering 
ideas about how you and others in the community could.

Exercises

1.	Language
Review the section on language in the chapter. Without identifying your-
self, record your answers to these questions.

a.	 Are there terms used that you are not comfortable with? If so, list 
them.

b.	 What terms might be more comfortable for you? Why?

c.	 Form groups of four. Without identifying who wrote each answer, 
review and discuss the responses of group members about the terms 
they were comfortable or not comfortable with.

2.	Compatibility with the Social Work Profession
The following questions are designed to help you assess your compatibil-
ity with social work. There are no right or wrong answers. Consider each 
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question carefully, answer it honestly, and use your answers in deciding 
whether to be a social worker.

a.	 I am willing to look at my own behaviors and consider how I interact 
with other people.

	 1	 2	 3	 4	 5	 6
ALMOST ALWAYS					     RARELY

b.	 I trust other people.

	 1	 2	 3	 4	 5	 6
ALMOST ALWAYS					     RARELY

c.	 I believe that change for the better is possible.

	 1	 2	 3	 4	 5	 6
ALMOST ALWAYS					     RARELY

d.	 I am open to listen to the points of view of others.

	 1	 2	 3	 4	 5	 6
ALMOST ALWAYS					     RARELY

e.	 I am aware of how other people feel.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY

f.	 I am flexible and willing to change.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY

g.	 I am patient with other people.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY

Consider the answers you gave. Answer the following questions:

a.	 Did you give yourself any scores of 5 or 6?

b.	 If so, do you think those areas might present difficulties for you as a 
social worker?

c.	 What about any scores of 3 or 4?

d.	 Do you think a score of 3 or 4 indicates an area you need to  
strengthen?
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3.	Volunteer Experience Assessment
Volunteering in a social service agency can provide valuable knowledge 
and give you firsthand experience helping people. This exercise can help 
you assess whether a volunteer position is useful for you.

a.	 Is the volunteer position teaching you new skills?

Yes	 No

Why?	

b.	 Does the position bring out your best abilities?

Yes	 No

Why?	

c.	 Does the work give you a chance to try out your own ideas?

Yes	 No

Why?	

d.	 Is the position interesting nearly all of the time, interesting most of 
the time but with some dull stretches, or pretty dull and monotonous 
most of the time?
Monotonous	 Dull stretches	 Interesting

Why?		

e.	 Would you recommend this position to a friend?
Yes	 No

Why?	

4.	Beliefs about Diversity
Circle the number that most closely reflects your beliefs about each 
question.

a.	 I like people who are different from me.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY

b.	 I can be comfortable with all kinds of people.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY

c.	 I find meeting new people to be worthwhile.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY
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d.	 I can enjoy being with people whose values are different from mine.

	 1	 2	 3	 4	 5	 6

ALMOST ALWAYS					     RARELY

Consider the answers you gave. Answer the following questions:

a.	 Did you give yourself any scores of 5 or 6?

b.	 If so, do you think those areas might present difficulties for you as a 
social worker?

c.	 Do you think areas in which you gave yourself a score of 3 or 4 might 
need to be strengthened to be an effective social worker?

5.	Social Work Values
Some of the social work values that are of special significance when work-
ing with children and families are discussed in the section on Values and 
Ethics. Review the following case, paying special attention to the issues 
related to professional values and ethics, and answer the questions that 
follow:

You are a social worker at a local family service agency. One day, when you 
are picking up your third-grader at school, his classmate Julie tells you that 
she wants to talk to you because your son told her that you help families. Julie 
says that her father recently lost his job and has been hitting her mother a lot. 
She is worried about her mother and her baby sister, who are alone with him 
while Julie is at school. Julie says that her father has never hit the children 
but that they are often scared and upset. She asks you what she can do but 
begs you not to talk to anyone else about what is going on in her home.

a.	 What social work values are relevant in this case?

b.	 How might you help Julie?

c.	 How is this case complicated by the fact that it is not officially your 
case, but instead a situation you have come across in your personal 
life? Are you still held to social work values and ethics when you are 
not at work?

d.	 How might you take action but also protect Julie’s identity?
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LEARNING OBJECTIVES  

After reading this chapter, students will be able to:

1.	 Identify the different historical periods of social welfare in the United States.

2.	 Differentiate the impact of each historical period on social welfare in the United States.

3.	 Assess the impact of the values that are reflected in each historical period.

4.	 Identify and describe the major social welfare program types.

5.	 Distinguish between the two the historical branches of the social work profession.

6.	 Integrate values with approaches to social welfare services and policies

2� The History of the Social 
Welfare System and the 
Social Work Profession
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Any person or family can experience problems. A worker may lose a job and not have 
enough money to pay the mortgage. An aging person who lives alone may no longer 
be able to take care of things at home without assistance. When personal resources are 
inadequate or problems are too overwhelming, people turn to outside sources for help. 
That help can come from family members; friends; religious institutions; local organi-
zations; city, state, tribal, or federal governments; or a combination of these sources.

The collection of programs, resources, and services available to help people is re-
ferred to as the social welfare system. Social welfare addresses the well-being of people 
in society, and in order to enhance people’s well-being, services are often developed. 
Social welfare services are created through public laws and policies established by 
federal and state legislatures, local municipalities, and courts. These laws and public 
policies are developed in response to large-scale social needs (Segal, 2016). For exam-
ple, because some people cannot afford to buy enough food to feed their families, public 
policies have created food assistance programs such as the Supplemental Nutrition 
Assistance Program (SNAP; commonly referred to as food stamps), which is discussed 
in more detail later in this chapter and in Chapter 3.

The term welfare is often perceived in a negative way as referring to something 
given by the government to people who may need help but may also take advantage 
of the system while receiving it. In this view, welfare consists of programs that provide 
assistance to poor people; it does not involve the many other social welfare services that 
are more broadly available, such as Social Security. The negative perception of welfare 
does a disservice to all the programs and resources that help people in need.

As you read this book, you will gain greater understanding of and insight into the 
array of social welfare programs that exist in our society and the complex variety of 
values and assumptions that are part of those programs. You will then be able to form 
your own opinions about the importance of and need for each social welfare program 
and whether each organized public service is appropriately designed to enhance the 
social well-being of members of our society.

The history of the social work profession is intertwined with the history of social 
welfare policy in the United States. Social workers recognize that social welfare policy 
affects service delivery. Therefore, we actively engage in analyzing, formulating, and 
advocating for social policies and services that advance social well-being.

We can do this effectively only if we understand the history of social welfare 
and the underlying values of the current political and government structures that 
shape social welfare policy as mandated by national social work educational standards 
(CSWE, 2015). The history of social welfare policies also influenced the development 
of the profession of social work. Later in this chapter, we review the history of the pro-
fession and its relationship with the social welfare system.

Although people refer to it as a system, the provision of social services in this coun-
try is not an organized system. The social welfare network, rather than being a single, 
cohesive, monolithic unit, is made up of a variety of organizations and agencies, as 
well as different levels of government. Providers of social services can be under the di-
rect supervision and auspices of federal, state, local, or tribal governments, or be in the 
private sector and receive government support for providing needed services. Funding 
comes through the government, financed by taxes paid by individuals and businesses.

Private agencies and organizations are not directly under the supervision or  
control of a government body. Private providers can be either nonprofit or for-profit 
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organizations. That is, some companies that provide services such as mental health or 
medical care are structured to earn profits and are even listed on the stock exchange.

Although private social service agencies are not part of local, state, federal, or 
tribal governments, they often work in partnership with government agencies. The 
partnerships are typically built around contracts for services. This means that the pri-
vate agencies are reimbursed for qualified services they provide to people who meet 
government criteria for eligibility. For example, a low-income person may be treated 
for depression at a private mental health facility, but the federal government pays the 
bill because the person qualifies for public assistance benefits and the mental health 
facility is certified and approved by government agencies.

Agencies and organizations related to religious denominations also serve social 
welfare needs. Religious organizations have a long history of involvement in the 
provision of social services. Starting in the 1600s, local churches or parishes were 
often involved in the collection and distribution of resources. Since then, religious 
groups have played an integral part in the provision of US social welfare services. 
Catholic Charities, Jewish Family Services, Lutheran Social Services, and the Salva-
tion Army are but a few of the religion-affiliated organizations that provide social 
welfare services.

The delivery of social welfare services has developed incrementally over decades. 
This means that small changes have been made over time and have evolved into the 
larger social welfare system of today. However, this slow evolution has caused the 
system to become fragmented and difficult to understand. Social workers often work 
within social welfare programs or refer people to them, and therefore must try to un-
derstand the system, in spite of its complexity.

This book provides an introductory overview of the resources and services that 
are available through the social welfare system. It will take further study and years of 
social work experience to understand the system thoroughly. Because the system is con-
stantly changing in order to adapt to shifts in social needs and social problems, social 
workers must continue to learn about available services and resources.

How the Social Welfare System Helps People

The social welfare system helps support people both preventively, before there 
is a problem, and responsively, when a problem is already present. Some so-
cial welfare historians refer to these two approaches to providing services as 
institutional and residual (Wilensky & Lebeaux, 1965).

Institutional social welfare services are in place to prevent problems. They 
are proactive and provide benefits or services to people before problems arise. 
Social Security, the national program that most people pay into during their 
working years, is available to people when they age. It guarantees a monthly 
payment to help keep people out of poverty. Even if people are wealthy and 
do not need Social Security benefits, if they paid in while working, they receive 
monthly payments. Everyone who paid in during his or her working years is 
entitled to, or guaranteed, benefits. The preventive aspect of this program is 
that it provides a minimum income to keep people in retirement from falling 
below the poverty line.
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40    CHAPTER 2

Another example of an institutional resource is a tax benefit, such as the 
exemption for children on federal income tax forms. The exemption means 
that a specified amount is deducted (subtracted from a person’s taxable 
income) for each dependent child. This benefit provides all parents with a 
small break in taxes, not because there is immediate need, but because 
lawmakers recognize that raising children is costly. The tax break helps defray 
the cost of child-rearing, therefore helping to prevent poverty. As with Social 
Security, even if a family does not need financial help, they benefit from the 
exemption. One last example of an institutional social welfare service is public 
education. All youngsters from 5 to 18 years of age are guaranteed a place in a 
public school, regardless of family income or resources.

Residual services, on the other hand, come into play only after there is an 
identifiable problem. Residual services are designed to address only the identi-
fied problem. For example, if a single-parent family is too poor to pay for even 
basic needs, certain programs can provide monthly cash assistance or credit 
to purchase food or help pay rent. These programs are available only when 
all other resources are lacking and when there is a documented need. This is a 
reactive approach to helping people. (Reactive means that the response comes 
after the problem or need is identified.)

The majority of social welfare services in this country are residual. There 
is a strong preference among policy makers and most taxpayers to pay for 
services only for identifiable problems and visible needs. It is more difficult 
to convince people to commit resources to prevent things that have not yet 
happened and may never happen.

An example helps explain why this is the case. Two students in an algebra 
class are told on the first day that they can hire a tutor to help them and are 
given enough money to pay for the tutoring. Should they wait to see if they 
can understand the material on their own and save money by not hiring the 
tutor? Should they go ahead and hire the tutor, hoping that the money spent 
will improve their performance in the class? Should they wait to see whether 
they are definitely having trouble and hire the tutor if they are? Suppose one 
student hires the tutor, the other does not, and in the end they get the same 
grade. Did the first student waste the money?

These questions are difficult to answer in advance. So, too, it is difficult 
to determine what resources or programs to provide before knowing whether 
there is a problem and how severe the problem is. For example, should all 
young people receive counseling about child development and parenting 
before they have children of their own? Or should only those parents who have 
trouble parenting be required to attend training? The advantage to waiting is 
that there are typically fewer people to serve, and resources are not wasted on 
people who do not need service. However, we usually discover that a person is 
having trouble being a parent when his or her child is already hurt or neglected. 
Although the residual approach uses resources more sparingly, it can also result 
in problems that are more severe and therefore more harmful (see Box 2.1).

Preventive institutional services cover everybody, whether there is a prob-
lem or not. For example, a person who owns a car pays for car insurance. If 
the person has an accident, she or he can draw on the insurance to help cover 
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expenses. If a driver was certain that she or he would not have an accident, 
would the driver be willing to pay the insurance premiums? This is the prin-
ciple of institutional services. All people contribute, whether they eventually 
need the services or not. Of course, not all social problems can be anticipated. 
Our social welfare system will continue to reflect a mix of residual and institu-
tional responses to need.

The History of US Social Welfare    LO 1, 2, 3  

Today’s social welfare system reflects four centuries of responses to social need. 
Several major historical events and trends have influenced the development of 
social welfare policy and systems since the earliest European colonists arrived 
in this country. Historical events have shaped how we respond to social prob-
lems today, making our understanding of these events of critical importance. 
US social welfare history can be divided into nine key periods, outlined in 
Table 2.1.

Colonial Period

The earliest social welfare policy in this country came from England with the 
colonists. When early settlers experienced illness, deprivation, or death, their 

Would you rather pay more taxes to build enough housing 
so that no one will ever be homeless, or pay lower taxes, 

wait to see who becomes homeless, and then try to find 
housing for them? Why?

Box 2.1 What Do You Think?

Table 2.1 The Development of Social Welfare Policy in the United States

Time Period Key Social Welfare Response
Colonial period, 1690–1800 Elizabethan Poor Laws

Pre–Civil War period, 1801–1860 Residential institutions

Civil War and postwar period, 1861–1874 First federal intervention

Progressive Era, 1875–1925 Birth of social work profession

Great Depression and New Deal, 
1926–1940

Social insurance and public assistance

World War II and after, 1941–1959 GI Bill

Social reform period, 1960–1975 War on Poverty

Retrenchment period, 1976–2000 Cutbacks and local control

New millennium, 2001–present Terrorism, war, financial struggles, and economic 
recovery; passage of the Affordable Care Act and 
attempts to dismantle the Affordable Care Act; 
struggle with immigration policies
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new communities were immediately confronted by social needs. Colonists 
recognized the necessity of community support beyond a person’s immediate 
family.

The first social welfare policy to be widely implemented in this country 
was an English system based on the Elizabethan Poor Laws. Until the 1600s, 
the needs of the poor were the responsibility of feudal landowners in England. 
Under the feudal system, many people who needed help did not receive it. As 
England became more urban, rulers saw the need for assistance to poor peo-
ple who did not “belong” to a landowner. This new sense of public responsi-
bility for the poor resulted in the Elizabethan Poor Laws, formally adopted in 
England in 1601, which outlined the public’s responsibility for the poor. The 
primary principles of the Elizabethan Poor Laws were as follows:

■■ The poor were categorized as either worthy or unworthy to receive aid.
■■ The worthy poor included widows, orphans, the elderly, and people with 

physical disabilities.
■■ The unworthy poor included able-bodied single adults and unmarried 

women with children born out of wedlock.
■■ Aid for the poor first came from families, and only when the family abso-

lutely could not provide economic support, did public authorities step in.
■■ Legal residency in the community was necessary to be eligible for 

assistance.
■■ Assistance was temporary and only for emergencies. The ultimate goal was 

for each recipient to gain employment or marry someone who was em-
ployed (Stern & Axinn, 2018).

In terms of overall resources, colonial America was a land of abundant 
resources. Everything was considered available for the taking. The fact that In-
digenous Peoples lived here and used resources before the arrival of Europe-
ans was generally discounted. Indigenous Peoples were at best ignored and 
at worst viewed as impediments to the growth of the new nation and pushed 
from their tribal lands (Nabokov, 1991). They were not considered worthy of 
social welfare services. This early relationship of displacement set a foundation 
for relations with Indigenous Peoples that has persisted for hundreds of years.

Values Reflecting the Colonial Period  The principles espoused in the  
Elizabethan Poor Laws guide our system of public assistance to this day. The 
determination of who is deserving of assistance depends primarily on whether 
the person is capable of working. Americans still prefer to assist people they 
know or who live near them. The family is the primary source of economic 
support, and only when a family does not or cannot provide, do we encourage 
public involvement. We also wait for need to arise, and provide aid on a case-
by-case basis. The influence of the Elizabethan Poor Laws has resulted in our 
residual approach to social welfare services.

The values and beliefs that support the current approach to social welfare 
focus on the individual and rarely consider how the larger society might affect 
individual needs. This emphasis also grew out of the Elizabethan Poor Laws. 
Like the English in Elizabethan times, we tend to value individual effort and 
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achievement. When someone is poor or incapable of working, we generally 
place the blame for the situation on that individual.

The sense that this is a nation of abundant resources also persists as part 
of our value system. Most immigrants to this country left from areas that were, 
by comparison, crowded and had limited resources. The American sense of 
far-reaching lands and limitless natural resources laid the foundation for a 
sense of national wealth. It fostered the perception that a person who works 
hard can achieve anything. The converse is also held to be true: if a person 
does not have enough, it must be because he or she did not work hard and 
take advantage of the limitless opportunities and resources.

Pre–Civil War Period

After the colonial period, a distinct American identity began to develop 
among European immigrants and their descendants. The era before the Civil 
War (from about 1801 to 1860) was characterized by growing social prob-
lems. Cities were beginning to expand with an influx of European immigrants. 
Most arrived with few or no resources. Communities could not afford ade-
quate care for social needs, and they sought new ways to deal with poverty and 
social problems.

The prevailing social welfare response was the creation of residential  
institutions—often referred to as indoor relief—by local governments and pri-
vate relief groups (Leiby, 1978). These institutions included almshouses for the 
poor, asylums for people with mental health problems, and orphanages for 
children without parents or, more typically, whose parents could not afford to 
care for them. The institutions were believed to be the best way to alleviate so-
cial problems. Their purpose was to rehabilitate people by setting an example 
of the proper or healthy way of living (Rothman, 1971). The reality of institu-
tional life was vastly different. Rehabilitation efforts were rare. Instead, most 
institutions became places to warehouse the poor and the severely mentally ill.

Values Reflecting the Pre–Civil War Period  Most social welfare institutions of 
the pre–Civil War period were substandard and lacked any real rehabilitation 
or treatment. Although today’s institutions provide higher levels of care and 
therefore are different, the ideas that underlie them are relatively unchanged. 
The idea of placing people with the same problems or concerns in a single 
residence is seen as an efficient way to serve people in need because it allows 
them to share resources and develop specialized services that target specific 
needs. Some examples of current social welfare institutions are group homes, 
halfway houses, and residential treatment facilities.

The Civil War and Post–Civil War Period

By the 1860s, social and economic differences between the North and the 
South had led the United States into the Civil War. Broadly speaking, the 
southern states adhered to slavery, whereas the northern states insisted on 
abolishing it. The economy of the industrialized North—based on increasing 
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44    CHAPTER 2

numbers of urban workers, the development of railroads, and growth in man-
ufacturing—did not need slavery to prosper. The large-scale agriculture of 
the South depended on the inexpensive labor of slaves. As the North became 
more prosperous and economic growth in the South became more uncertain, 
differences between the two areas produced social unrest. The Civil War began 
in 1861 and ended four years later.

The Civil War resulted in tremendous economic and social change. The 
devastation and upheaval caused by the war contributed to a national reali-
zation that some social concerns were well beyond the reach of families and 
local communities. During the Reconstruction period after the war, the federal 
government tried to aid displaced families and make reparations for losses 
incurred in the war. As part of Reconstruction, the Freedman’s Bureau became 
the first federal social service program (Jansson, 2015). Launched in 1865, its 
goals were to provide temporary assistance to newly freed slaves, help reunite 
families, provide medical care and food rations, and make property available. 
The Civil War and this program were the first organized federal efforts to en-
sure social justice. Chapter 4 discusses the concept of social justice in more 
detail.

Values Reflecting the Civil War and Post–Civil War Period  Although the 
Freedman’s Bureau lasted only until the country had recovered from the war, 
it firmly established federal intervention on behalf of people in need. No lon-
ger were families and localities seen as the only resources against poverty and 
other social problems. Since Reconstruction, policy makers have introduced, 
and the public has supported, numerous plans and programs that rely on  
federal intervention for people’s social well-being.

The Civil War brought an official end to slavery, but racism was deeply 
embedded in American society. The dehumanizing view of Africans and  
African Americans held by many white people did not disappear. Being freed 
did not give the former slaves access to education and employment, legal 
rights, and civil rights. Although some former slaves were able to overcome 
the oppressive legacy of slavery, the vast majority continued to live and work 
on land owned by white southerners who controlled their livelihoods. The 
white majority did not welcome African American citizens, who were theoret-
ically free, into their economic and social world. The result of this segregation 
was another 100 years of subverted civil rights and further entrenchment of 
the racial disparity between African Americans and whites in this country.

The Progressive Era

The decades following the Civil War were years of rapid economic growth and 
social change. The period from about 1875 to 1925 is referred to as the Pro-
gressive Era. Characterized by economic and social transformations, this pe-
riod saw major changes in social welfare and the birth of the profession of 
social work.

The turn of the nineteenth century was a time of significant economic 
change, with particularly rapid industrialization. Mass manufacturing, the 
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expansion of railroads across the nation, and cheap labor (ensured by rising 
immigration and relocation to the North of former slaves) radically changed 
the typical American’s way of life. Fewer people earned their livelihoods di-
rectly from agriculture. Increasing numbers of workers labored in industry, 
producing such items as clothing and steel. Work in manufacturing was very 
different from work in the agricultural sector, where people were closer to the 
creation and distribution of the products of their labor. Manufacturing jobs 
were totally unregulated and very dangerous, and placed workers at the mercy 
of factory owners.

In addition, there was a huge influx of immigrants and a large-scale move-
ment toward urbanization. These changes contributed to crowded living con-
ditions, which in turn resulted in poor health and overall poverty for many 
people. The gap between the rich and the poor increased, and reformers called 
for increased social intervention.

The tremendous social, economic, and political changes of the Progressive 
Era gave rise to new ways to address societal problems, including the birth 
of the social work profession. As discussed in detail later in this chapter, the 
Progressive Era was the time when two major social welfare organized efforts, 
the Charity Organization Societies and the Settlement Movement, evolved. To-
gether these nongovernmental movements served as the foundation for the 
social work profession.

Values Reflecting the Progressive Period  The Progressive Era was the  
first time in US history when the rights of workers were at the forefront of  
debate. The beliefs that workplaces should be safe and that laborers were  
entitled to protection became accepted social values. Acceptance by  
native-born Americans of immigrants and of increasing diversity also increased.

Possibly the most significant social value that influenced social welfare 
services during this period was an awareness of the influence of environmen-
tal or structural factors on an individual’s life. For the first time, many social 
problems came to be seen as consequences of imbalances in the social and 
economic structure of the nation. It followed that socioeconomic structures 
had to be changed if people’s lives were to improve. A new pattern of social 
values and beliefs evolved, including an unprecedented awareness of the need 
for social responsibility.

During the economic upturn following World War I, the commitment 
to social responsibility waned, and the belief in individual responsibility for 
social well-being reemerged. The pendulum seemed to swing from a strong 
belief in social responsibility during economic upheaval to emphasis on indi-
vidual responsibility when the economy was strong. The same pattern persists 
today. When more people (particularly middle-class people) are affected by 
an economic downturn, they tend to believe that there are structural reasons 
for their poverty. Surely, they reason, the many hardworking people who have 
lost their jobs cannot all be at fault. On the other hand, when the economy is 
strong and jobs are plentiful, it is easier to explain the plight of poor people 
by blaming individuals. Chapter 4 discusses the way entrenched structural ob-
stacles can keep people in poverty.
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The Great Depression and the New Deal

From colonial times through the 1920s, social services were provided by pri-
vate agencies, communities, and local government, with some intervention at 
state levels. Other than the brief foray into social services following the Civil 
War, the federal government did not provide social services. The Great Depres-
sion of the 1930s changed that permanently.

The Great Depression was the most significant economic downturn in US 
history. At least one out of four workers was unemployed, and a large pro-
portion of those still working were underemployed, earning too little to sup-
port themselves and their families. Hundreds of people waited in line outside 
banks to withdraw their life savings, only to discover that the institutions were 
bankrupt and their money gone. For many people, food was scarce and pov-
erty was widespread.

Economic ups and downs have traditionally been seen as normal aspects 
of the US economy. The balance between production and consumption has 
not always been perfect. Simply stated, sometimes manufacturers produce too 
much too quickly and have a surplus of products. To attract buyers, they drop 
prices, and to ensure that they will make a profit, they lay off some workers 
and minimize other costs of production. Eventually, fewer new products are 
made, and consumers begin to compete to get them. Prices go up, profits in-
crease, and manufacturers rehire workers and increase production. If too many 
products are produced, the cycle begins again. Though an oversimplification, 
this general principle of the balance between supply and demand drives our 
economy.

During the Great Depression, the imbalance between supply and de-
mand was so great that it destroyed social well-being on an immense scale. 
The scope of problems and social need overwhelmed existing state, local, and 
private agencies and programs. One of the outcomes of this severe economic 
imbalance was the permanent involvement of the federal government in both 
the provision of social services and the regulation of the economy.

The social and economic reforms introduced in response to the Great De-
pression were called the New Deal, reflecting President Franklin D. Roosevelt’s 
pledge that he would develop a new approach to provide relief from the devas-
tation. One principle behind his program was the idea that federal economic 
relief could be used as a stopgap measure to alleviate unemployment and  
economic slowdown. Another was that major public investment was required 
to address poverty (Schwartz, 1993). Thus, the New Deal consisted of immedi-
ate relief efforts coupled with the creation of long-term programs, all supported 
by the federal government.

The goal of the New Deal programs was to first respond with immediate 
financial relief and short-term employment, and then follow up by investing 
public funds to promote long-term employment. Immediate efforts included 
the distribution of funds through the Federal Emergency Relief Administra-
tion and job placement through the Civil Works Administration, both estab-
lished in 1933. With an eye toward more organized and permanent solutions, 
these efforts were folded into the Works Progress Administration in 1935. The 
Social Security Act was enacted simultaneously (Stern & Axinn, 2018).
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The Social Security Act of 1935 provided long-term protections through a 
federal program of social insurance and public assistance. It was the first com-
prehensive federal effort to ensure economic security and address poverty. So-
cial insurance is what we refer to today as Social Security. Part of each worker’s 
earnings is paid into this system and matched by an employer contribution. 
Workers collect benefits when they leave their jobs because of retirement or 
disability. The amount a worker receives is determined primarily by work his-
tory. In contrast, public assistance provides cash to poor individuals or fami-
lies through general tax dollars and bases benefits on economic need. (Public 
assistance programs are discussed in Chapter 3.) Although Social Security pro-
grams have undergone numerous changes since 1935, they remain the back-
bone of our country’s federal social welfare efforts.

Federal policies designed to maintain economic stability were also insti-
tuted in response to the Great Depression. These include monitoring financial 
markets through the Securities and Exchange Commission (SEC) and safe-
guarding personal savings through the creation of the Federal Deposit Insur-
ance Corporation (FDIC). These innovations in government regulation of the 
marketplace have remained in place.

Values Reflecting the Great Depression and the New Deal  The Great  
Depression made many Americans reconsider how larger social and economic 
conditions contribute to people’s economic distress. The focus on structural 
reasons for poverty led to the creation of numerous social welfare programs 
designed to provide a variety of services. Although changes have been made to 
these programs and policies over the years, Americans continue to believe that 
the federal government should help correct steep imbalances in economic and 
social well-being.

For example, suppose a major employer closes a manufacturing plant be-
cause the cost of production is cheaper in another country, putting hundreds 
of laborers out of work. In the residual approach, each person would be re-
garded as an individual case. The institutional approach, on the other hand, 
considers the large-scale factors that led to the layoffs, such as a broad eco-
nomic downturn or the availability of cheaper labor abroad. This approach fo-
cuses on anticipating and dealing with such problems through public policy. 
Programs that stress community economic development or job creation are 
efforts to approach problems through structural change. Such measures were 
originally used to mitigate the devastating impact of the Great Depression. 
Many of the programs instituted during the 1930s, including Social Security 
and public assistance, remain our strongest social welfare programs today.

World War II and the Postwar Economy

Although the New Deal programs of the 1930s and 1940s created public eco-
nomic and social service support in response to the Great Depression, the 
advent of World War II forced the nation to focus its economic and social 
resources on war. The war effort sharply increased employment as people 
joined the military and went to work in war-related industries. The federal 
government became even more involved in the economy as it managed the 
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war effort. Annual federal expenditures quadrupled from the late 1930s to the 
late 1940s (Berkowitz & McQuaid, 1988).

Following the war, federal legislation had a profound effect on returning 
soldiers. The Servicemen’s Readjustment Act of 1944, known as the GI Bill, 
funded education, training, employment services, and home and business loans 
to help returning soldiers adapt to civilian life (Stern & Axinn, 2018). Although 
the program was originally viewed as a modest effort to support readjustment, 
millions of people took full advantage of its benefits. As a result, people who 
might never have been able to afford an education, employment training, or 
home ownership were supported in those activities by the federal government.

By the 1950s, the nation had turned its focus to economic and social de-
velopment. Private well-being became the primary goal of many Americans. 
Although the New Deal and efforts such as the GI Bill established the role of 
the federal government as a major provider of social welfare services, the pri-
mary emphasis of the 1950s was on individual responsibility.

Values Reflecting World War II and the Postwar Economy  The war had a  
major effect on the nation’s social framework. During the war years, so many 
men were serving overseas, and so many war-related products were needed, 
that many women entered the workforce, taking nontraditional jobs. So-
cial roles changed with military necessity. African Americans and Indigenous  
Peoples played critical roles in combat. Military personnel were exposed to  
diverse cultures abroad, as well as to the customs and mores of other soldiers 
and communities. Soldiers stationed away from home made social connec-
tions that encouraged some to relocate after the war. The vast mobilization  
created the foundation for geographic mobility that is now part of modern life.

Young men returning from overseas were seen as heroes and therefore 
worthy of national support. Thus, the GI Bill garnered lavish assistance. 
Veteran status was a reflection of honor and evidence of self-sacrificing  
service to country.

The generation that came of age during the 1950s lived in a society that 
focused on family and individual achievement. The federal government em-
phasized the importance of home life by subsidizing home ownership and 
transportation, which enabled people to move out of the cities and settle in 
newly developed suburban areas (Ehrenreich, 1985). The residential pattern 
we call suburbia was born.

The relocation of millions of families to the suburbs had several unantici-
pated consequences. One was the fragmentation of extended families. Prior to 
the 1950s, many people lived with or very near their larger extended families, so 
family members were available to provide various kinds of assistance and sup-
port. By contrast, nuclear families living in the suburbs were often far from their 
relatives. Similarly, the move to suburbia pulled people from their traditional 
and ethnic communities, reducing the community connection for many people.

The Social Reform Years

The nation’s cultural focus on the individual began to shift in the 1960s. Al-
though the federal government remained involved in helping people through 
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social welfare policies and programs developed during the New Deal and fol-
lowing the war, there were gaping holes in the support. The biggest gap was 
in medical care. Two groups in particular suffered from lack of health care: 
the elderly and the poor. Advocates had been trying for decades to get the 
federal government to help people in need pay for health care, but it was not 
until 1965 that Medicaid (health coverage for low-income people) and Medi-
care (health coverage for senior citizens) were passed into law. The addition of 
these two programs to the Social Security Act completed the country’s package 
of support under social insurance and public assistance.

The 1960s was also the decade of major legislative advances in civil rights. 
Although the Civil War had paved the way for racial equality, many individ-
uals and communities never complied with either the letter or the intent of 
the law. Two major bills—the Civil Rights Act, passed in 1964, and the Voting 
Rights Act, passed in 1965—prohibited segregation, discrimination, and mea-
sures denying people of color the right to vote. The effect of these policies is 
explored in Chapters 4 and 5.

The other major effort of the 1960s was the War on Poverty. Despite the post-
war economic prosperity of the 1950s, the wealth did not reach all Americans. 
A compelling description of poverty in the United States, Michael Harrington’s 
The Other America, was published in 1962 and helped alert policy makers  
to the fact that many people were living in desperate economic deprivation.  
The War on Poverty was a series of policies and programs under the Economic 
Opportunity Act of 1964 intended to fight poverty throughout the United States 
(Stern & Axinn, 2018). These efforts demonstrated a renewed emphasis on social 
justice and the fair distribution of resources and opportunities. The programs 
included job training, employment incentives, and community action. Other 
poverty-fighting programs included the Food Stamp Program (which in recent 
years has been amended into the SNAP) and Head Start (a preschool education 
program for low-income children).

Values Reflecting the Social Reform Years  The key value reflected in the pub-
lic policy efforts of the 1960s was social responsibility. Although individual 
well-being had been a central value in the 1950s, the pendulum was now 
swinging toward larger social structures. This perspective, most prominently 
reflected in the Civil Rights Movement, also undergirded the antiwar, feminist, 
and gay rights movements that flourished during the next decade. “Question  
authority,” a common slogan of the time, sums up the prevailing value.  
Although Americans had followed this iconoclastic perspective during vari-
ous eras in the past, it conflicted dramatically with the mainstream values of  
the previous 20 years. The result was friction between the generation that came 
to power during the 1950s and younger people who became politically active 
during the 1960s.

The Retrenchment Years

Although the goals of the 1960s War on Poverty were worthy, the program did 
not eradicate poverty, and by the 1980s there was a backlash against antipov-
erty programs. Partly as a result of frustration that so many people were still 
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impoverished after so much effort, many Americans began to reconsider their 
support for government-funded assistance projects.

Ronald Reagan was elected president in 1980 on a platform of decreasing 
the federal government’s role in social welfare and turning responsibility back 
to local entities, with the expectation that private groups would contribute so-
cial services as well. The return of control of social services from the federal 
to the local level was known as devolution. Its result was a diminished role 
for the federal government in antipoverty programs and increased variation 
among programs.

The most significant changes came during the 1990s with the movement 
for welfare reform. Welfare reform legislation passed in 1996 replaced the 
public assistance program called Aid to Families with Dependent Children 
(AFDC) with the Temporary Assistance for Needy Families (TANF) program. 
AFDC, the primary cash support program for poor women and their children, 
had been established under the Social Security Act of 1935 (these changes are 
detailed in Chapter 3).

In general, the result of welfare reform in the 1990s was to limit the total 
number of years that a family can receive public assistance, place more strin-
gent work requirements on parents, and devolve program control and design 
to states. These changes represent a strong retrenchment from federal respon-
sibility for social welfare.

Values Reflecting the Retrenchment Years  The values of the Elizabethan 
Poor Laws were evident in the social policies of the 1980s and 1990s. These 
policies reflected the belief that the family, not the public, should be primarily 
responsible for social care. External aid should be limited and should go to 
those who are most worthy, meaning those who cannot work for socially valid 
reasons.

Although earlier generations considered single women raising children 
alone to be worthy, primarily because their single parenthood was due to the 
death of a spouse, that attitude changed by the end of the twentieth century 
because recipients were generally unmarried mothers. In addition, changes in 
public policy during the 1980s and 1990s reflected the belief that state and 
local governments were better suited than the federal government to develop 
and control social services.

Social Welfare in the New Millennium: Terrorism, War, Financial 
Struggles, and Recovery

The new century opened with a defining event, the terrorist attack on the  
World Trade Center and the subsequent death of almost 3,000 Americans on 
American soil. The terrorist attacks of September 11, 2001, led to a shift from 
the devolution of government social services. Although President George W. 
Bush had campaigned on a platform of devolution and privatization of social 
services, the destruction and loss of life drew the federal government deeply 
into the provision and funding of social services. The federal response included 
aid to individuals, cities, and even the airline industry. Military personnel were 
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used to provide security and support. Airport security was transferred from the 
private sector to the federal government through the creation of the Transpor-
tation Security Administration. This response was clearly essential to recovery, 
but it was contrary to the position of moving away from the federal govern-
ment’s involvement in social welfare. The federal government became more 
central to social well-being rather than less so.

Efforts to deal with terrorism were cited as the reasons for the invasion  
of Iraq in 2003 and the prolonged US military engagement in Iraq and  
Afghanistan. Through 2013, the cost of these efforts topped $3 trillion, more 
than 6,600 US military personnel died in the two war zones, and well over 
300,000 Iraqi soldiers, militants, and innocent citizens—including women 
and children—had also lost their lives (Crawford, 2013).

Since the 2001 attack, the US economy has gone through two economic 
downturns, the recession of 2001 and the mortgage-related financial woes 
of 2007 and 2008. Economists and historians will debate the impact of the 
war for years to come, but the tremendous costs of war coupled with the eco-
nomic downturn greatly impacted social welfare services and overall societal 
well-being. The impact of the economic downturn from 2007 through 2009 
was significant. Referred to as the Great Recession, it was the largest economic 
downturn since the Great Depression. Between 2007 and 2009, income fell by 
8.3 percent, the nation’s gross domestic product declined, and unemployment 
increased from less than 5 percent to 9.3 percent, raising the cost of social ser-
vices and increasing caseloads (Moffitt, 2013).

In response to the Great Recession, the federal government was involved 
in efforts to support the housing market and stimulate the economy. The 
Troubled Assets Relief Program (TARP) was created to support companies  
and banks that were in critical financial condition. By 2013, more than  
$400 billion had been disbursed to help financial institutions, of which most 
had been repaid, leaving a total expenditure of about 21 billion (Congressio-
nal Budget Office, 2013). While slow, the economy began returning to former  
levels of economic stability. The rate of workers unemployed was over nine 
percent in 2009 and 2010, then dropped to an annual rate of 4.9 percent in 
2016 and continued to drop in 2017 (US Bureau of Labor Statistics, 2017).  
Although there have been economic improvements, the impact of the Great 
Recession was significant.

Growing inequality in income and wealth has been a concern of the 
post-recession years. Between 2009 and 2013, those already at the top  
1 percent of wealth gained almost all the economic growth (95%), whereas 
the bottom 90 percent of people actually became poorer (Oxfam Interna-
tional, 2014). In the United States, the gap between the lowest earners and 
the highest earners grew from 2007 to 2015, with the top fifth of earn-
ers taking home half the household income while the lowest fifth shared 
in less than 4 percent of the income (Proctor, Semega, & Kollar, 2016). 
Lack of economic gains for the majority, particularly those who were  
already poor before the years of economic downturn, means that social 
welfare services are even more important than in the years before the Great 
Recession.
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One area of social welfare that was a major focus in President Obama’s 
first term was health care. In 2010, the Patient Protection and Affordable Care 
Act was signed into law. It was the first successful attempt at creating health 
care coverage for all those who were uninsured. Although most provisions 
were not slated to go into effect until 2014, the program was immediately met 
with significant resistance. The controversy reflected the historical divide be-
tween those who favor government intervention to secure social welfare for 
all and those who feel that individual and private efforts are better. The im-
plementation of the Affordable Care Act was strengthened when the Supreme 
Court upheld its constitutionality in 2012. In regard to social welfare history, 
passage and implementation of the Act in 2014 represented a major shift in 
health care in the United States. However, opponents of the Affordable Care 
Act were intent on repealing the program, and with the election of Donald 
J. Trump as the 45th president of the United States, hopes were high that in 
2017 the ACA would be repealed. The proposed replacement, the American 
Health Care Act was regarded as a “repeal and replace” bill that was assessed 
to save revenue but remove millions of people from the ACA health care in-
surance program. Estimates placed the change as a loss of health insurance for 
24 million people over the first eight years, effectively erasing the gains made 
by the ACA in decreasing the numbers of people who had no health insurance 
(Congressional Budget Office, 2017).

The changes to health care were not the only efforts at shifting the role of 
the social welfare system that were initiated as a result of the change in presi-
dency between Obama and Trump. Efforts focused on tightening immigration 
laws, rolling back funding for public agencies, and overall return of social wel-
fare to states and away from the federal government. The devolution of the 
1980s was back as the preferred policy plan.

Values Influencing the New Millennium  Although we are only 20 years into 
the new century, events and policy decisions of these past 20 years will impact 
the country for decades to come. What will the effect on the social work  
profession be? Of course, the answers to these questions will take years to 
emerge. Historically, our nation has moved back and forth between periods of 
individual accountability and social responsibility (Schlesinger, 1986). The  
retrenchment years reflected a period of individual focus. If the cycle contin-
ues, the next cycle was characterized by social welfare policies and programs 
that reflect the values of social responsibility and social justice. Social welfare 
developments of the new millennium included some major social expansions, 
such as health care coverage through the Affordable Care Act. However, efforts 
to repeal that program may bring an end to that social responsibility effort. 
The early years of this century were dominated by security concerns prompted 
by 9/11 and then followed by the war in Iraq. As a result of the billions of  
dollars spent on the war and the economic downturn, expanding government 
services and addressing economic inequality moved to the center of political 
struggle. Even with slow and steady economic growth through 2017, the  
problems of the economic downturn and the long-term impact of fighting 
wars in Iraq and Afghanistan still need to be addressed. And the efforts at 
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moving social welfare back to state and local levels, although not a new trend, 
is still evolving and will likely take a different shape today than it did during 
the last strong effort at devolution 40 years ago. Major political and economic 
events influence social welfare and, in turn, social work practice. Chapter 14 
addresses the impact of the trauma experienced by soldiers fighting in Iraq, 
and Chapter 9 outlines the changes in health care delivery as a result of the 
Affordable Care Act followed by the attempts at repeal. These are just two of 
the major events of the new century that have already greatly impacted social 
welfare and social work practice. The struggle between choosing social respon-
sibility over individual responsibility for the provision of social services is 
likely to continue to dominate the political landscape (see Box 2.2).

Major Social Welfare Programs    LO 4  

Not every social problem is addressed in the same way, and therefore resources 
are distributed in different forms. Most social welfare programs use one of 
three forms of packaging and delivering assistance or benefits to those who 
need them: cash assistance, in-kind benefits, and entitlements.

Cash assistance is the provision of resources through financial transfers. 
Although most of us associate the word welfare with a check given to a needy 
person by the government, cash assistance is the correct term for the transfer 
of money from the government to a person in need. Cash assistance is typi-
cally provided after the level of financial need has been determined. On the 
basis of the level of a person or family’s need, the number of people in the 
family, and the provisions of the program, a set amount is determined, and a 
monthly check is provided. Although the intent of cash assistance is to supply 
basic needs, the recipient determines exactly how to spend the money. Most 
cash assistance is provided through federal programs, although some states 
also have such programs.

EP 5a

Historic and ongoing events can significantly impact the 
social well-being of individuals and communities. In March 
2003, the United States initiated war in Iraq. It has involved 
hundreds of thousands of US soldiers directly and many 
more thousands of families and friends. Indirectly, it has 
involved all Americans. By the end of the war, over 6,000 
soldiers had been killed and another 50,000 injured, many 
of them seriously and permanently.

Analyzing the Situation
Try to learn more about the impact of the Iraq war today. 
How do people on different sides of the situation explain 
what has happened? Has there been an impact on the 

social work profession? Has there been an increase in 
social service needs of veterans and their families?

What Can Social Workers Do?
Given your analysis, should social workers have taken a position 
about the war? Should they have gotten involved with the is-
sue? Why or why not? What are some ways to express support 
or dissent? In keeping with the NASW Code of Ethics, what 
actions should social workers have taken in regard to the war?

What Can You Do?
Is there something you could have done close to home to 
make a difference?

Box 2.2 Becoming a Change Agent  
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In-kind benefits are aid in the form of tangible items. Unlike cash, which 
can be used at the discretion of the recipient, in-kind benefits can be used 
only for specified services. For example, housing assistance can take the form 
of vouchers to be used in place of rent or of reductions in rent for special-
ized housing units. Medical assistance is usually delivered through special 
clinics or doctors billing the government directly for services provided. Food 
stamps are coupons, vouchers, or credit that can be exchanged in grocery 
stores for food.

Entitlements can be delivered as cash assistance or as in-kind benefits. In 
the case of entitlements, people are guaranteed help if they meet certain criteria. 
Once a person is eligible to receive a benefit, there is no time limit to the receipt 
of that benefit. For example, the largest and best-known entitlement program 
is Social Security. People who pay into the system during their working years 
qualify for benefits when they retire, which is now set at age 67. They are then 
entitled to receive Social Security benefits for the rest of their lives. A person 
who begins receiving benefits at 67 and lives to 92 will receive Social Security 
for 25 years—possibly more than the number of years or total amount she or 
he paid in. A more detailed discussion of Social Security appears in Chapter 8.

Social welfare programs can also be categorized as public assistance pro-
grams and social insurance programs. Public assistance programs are designed 
to alleviate poverty. They are means-tested programs, meaning that people 
must be poor to qualify for benefits. In general, these programs carry a great 
deal of stigma, in part because recipients have not worked for the benefits, 
and some people feel that recipients are getting something for nothing. Ex-
amples of public assistance programs include TANF, Medicaid, SNAP, and 
public housing.

Social insurance programs aim to prevent poverty rather than alleviate it. 
Workers and employers pay into these programs, and the benefits are available 
regardless of income level. Social Security, Medicare, unemployment insur-
ance, and workers’ compensation are social insurance programs. These pro-
grams have less of a stigma attached to them than public assistance programs 
do, in large part because they are universal programs, available to all.

Private services are offered by nongovernmental groups. These agencies 
or organizations can be either nonprofit or for profit, and they can provide 
services directly or on behalf of the government. For example, a private health 
maintenance organization (HMO) may provide health care services for indi-
viduals who elect to use its services and for people who are referred from gov-
ernment programs to use its services. Services provided from referral are often 
called contracted services; the federal or state government contracts with the 
HMO to provide direct health care services to people who are eligible accord-
ing to the public policies that oversee health services. The government pays for 
those services directly to the HMO.

Table 2.2 describes and categorizes the major social welfare programs, and 
a brief description of each follows. Many of these programs are discussed in 
more detail later in the book, but this list will help you become familiar with 
the major social services available in the United States. These programs form 
the foundation for social work interventions and resources at all levels, 
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whether working with individuals, families, groups, organizations, or 
communities.

Cash Assistance Programs

Old Age Survivors Disability Insurance (OASDI) is the full name of the fed-
eral program we commonly refer to as Social Security. It was first developed 
as part of the Social Security Act of 1935. Today it is the nation’s largest social 
insurance program. It pays benefits to the people who paid in while they were 
working and currently covers most employees. OASDI provides benefits when 
a covered worker retires or becomes disabled, and it also covers the worker’s 
surviving spouse or children who are under 18. Each employee contributes a 
percentage of his or her wages (6.2% on wages up to $127,200 in 2017), and 
the employer matches that amount. The program determines benefits accord-
ing to the duration of past employment and earnings.

Also part of the 1935 Social Security Act, the unemployment insurance 
program provides temporary assistance to people who have involuntarily lost 
their jobs. Although the federal government sets the general regulations, each 
state develops and administers this social insurance program. A tax on the em-
ployer finances unemployment insurance; paying the tax entitles the employer 
to receive tax credit. Coverage varies from state to state, but generally, a person 
terminated from a job is eligible to receive a portion of former wages for a  
period of time while actively looking for new employment.

Should an employee be hurt on the job, she or he may qualify for workers’ 
compensation. This program provides supplemental wages while a person is 
unable to work. The Social Security Act initiated workers’ compensation, and 
taxes paid by employers and collected by state governments fund it. Although 
federal law mandates the program, state governments run it.

EP 8

Table 2.2 Major Social Welfare Programs

Social Insurance
Cash Assistance Programs In-Kind Benefit Programs

Old Age Survivors Disability Insurance (OASDI) Medicare

Unemployment Insurance Veterans Health Services

Workers’ Compensation

Public Assistance
Cash Assistance Programs In-Kind Benefit Programs

Temporary Assistance for Needy Families Medicaid

Supplemental Security Income (SSI) Supplemental Nutrition Assistance 
Program (SNAP)

General Assistance Public Housing

Supplemental Food Program for Women, 
Infants, and Children (WIC)

School Breakfast and Lunch
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56    CHAPTER 2

TANF was established in 1996 to replace the AFDC program. This federal 
public assistance cash support program was designed to provide monthly cash 
benefits for poor families. In order to be eligible, a family must fall below an 
income level set by each state. Primarily designed for families with incapacity, 
death, or the continued absence of a parent, the program also covers some 
two-parent families. Although the federal government provides some funding 
and general administrative guidelines, states must also contribute and in turn 
are responsible for the development and administration of the TANF program. 
Eligible families can receive benefits up to two years at a time for a maximum 
of five years. Adults must be involved in efforts to achieve employment while 
receiving benefits.

Supplemental Security Income (SSI) is an income-tested federal program 
that provides cash assistance for an elderly person or for a person with a dis-
ability whose income is below the poverty line.

Some states offer cash assistance to single able-bodied men and women 
under 65 years of age who are poor. These state public assistance programs are 
typically referred to as general assistance or general relief.

In-Kind Benefit Programs

In 1965, the Social Security Act was expanded to include federal medical in-
surance under the Medicare program. Medicare provides health coverage for 
individuals who are eligible to receive OASDI benefits. Basic coverage includes 
the costs of inpatient hospital services and related services after a patient 
leaves the hospital. Participants can choose to pay for supplementary cover-
age, which helps pay for physician services, diagnostic tests, and other spec-
ified medical care. As with OASDI, workers contribute a percentage of wages 
(1.45% on all wages), and the employer matches that amount.

Any person who completes military service is eligible to receive medical 
care through Department of Veterans Affairs’ health facilities. A veteran is eli-
gible for veterans’ health services throughout his or her lifetime.

As part of the 1965 expansion of the Social Security Act, federal medi-
cal assistance for people in poverty was created under the Medicaid program. 
The states receive federal matching funds to cover the cost of medical care for 
low-income individuals. Although Medicaid is a federal program, states have a 
significant role in developing and administering it. Medicaid is typically avail-
able to TANF and SSI recipients and covers physician, hospital, laboratory, 
home health, and skilled nursing care. Medicaid payments are made directly 
to the provider of services. Each state designs and administers its program in 
keeping with federal standards (see Box 2.3).

Given the growth in social welfare needs in this  
country, do you think that there are currently enough  

social services to help people have high-quality  
lives? Why?

Box 2.3 What Do You Think? 
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The federal SNAP (formerly known as the Food Stamp Program) helps 
low-income individuals and households purchase food. Although different 
forms of food aid have been provided by the government since the Great De-
pression, the current program was enacted in 1964 and renamed in 2008. It 
provides coupons or credit through a card redeemable for groceries at retail 
stores. The use of coupons or cards allows recipients discretion in choosing 
what food items to buy, but they may not be used to purchase alcoholic bever-
ages, tobacco, paper goods, toiletries, or ready-to-eat foods.

There are two major types of in-kind government support to help low-in-
come people with housing: public housing and Section 8 housing. Public 
housing properties are residential units in federally built complexes adminis-
tered by local authorities. Eligible poor families or elderly persons pay mini-
mal rent for such apartments. Section 8 housing involves government vouchers 
given to low-income families to supplement their rent. Privately owned apart-
ments are officially designated by local housing authorities as Section 8 res-
idences and are available to voucher recipients. Although the mandate for 
housing aid comes from federal public policy, administration is often local. In 
recent years, some localities have contracted with private agencies to oversee 
the day-to-day operations of housing properties.

The Supplemental Food Program for Women, Infants, and Children (WIC) 
is a federal program that provides nutrition and health assistance to low-income 
pregnant and new mothers, infants, and children up to the age of five years. The 
program includes vouchers that can be redeemed for nutritious foods such as 
milk and eggs and for educational programs. Children from low-income fami-
lies can receive breakfasts or lunches at participating schools through the School 
Breakfast Program (SBP) and the National School Lunch Program (NSLP).

As you expand your social work experience, you will encounter numerous 
other programs. In addition to federal, state, tribal, and local public efforts, 
there are private nonprofit and for-profit programs. There are social welfare 
services that cover numerous concerns, including assistance for victims of vio-
lence, efforts to promote literacy, programs that feed and house people who 
are homeless, programs to subsidize the cost of medications, and other efforts 
to help people and communities improve the quality of life. Social workers 
are leaders in these efforts and therefore need to understand the constellation 
of social welfare programs and their historical evolution.

The History of the Social Work Profession    LO 5  

People helping other people in need is not a new concept. For thousands of 
years, friends have helped bring in the harvest and care for farm animals or 
have watched other people’s children. But paying people a salary to help oth-
ers in need is relatively new. Although professions such as medicine date back 
thousands of years, and social welfare policies have been publicly enacted 
since the colonial period (the 1600s), the profession of social work is rela-
tively young—dating back a little over 120 years ago to the Progressive Era in 
the late 1800s.

EP 5a
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58    CHAPTER 2

During the early 1800s, most people lived in small communities, and 
farming was the primary livelihood. By the end of the century, a tremendous 
influx of immigrants contributed to the explosive growth of cities, where fac-
tories engaged in large-scale production of goods. With so many more peo-
ple living in crowded cities, far away from ancestral homelands and extended 
families, and working in factories for low wages, social need grew. Local com-
munities could no longer meet the needs of people, and poverty-related social 
problems increased. Two attempts to respond to social need that developed 
during the latter part of the 1800s were the Charity Organization Societies and 
the Settlement Movement. The profession of social work traces its history to 
the actions and principles of these two organizations.

Charity Organization Societies

The first Charity Organization Society (COS) was established in Buffalo, New 
York, in 1877 as an organized effort to eliminate poverty (Erickson, 1987). 
Its goal was to discover what caused poverty among individuals, eliminate the 
causes, and thereby rid society of poverty. In accordance with the sentiments 
of the time, scientific techniques were used to investigate social problems and 
organize helping efforts.

The focus of the COS was on the individual and reflected the belief that 
poverty was a character defect. By rehabilitating individuals, COS participants 
believed, poverty would be eliminated. These principles gave rise to the use 
of friendly visitors, at first volunteers and later paid professionals trained to 
guide people to change behaviors that contributed to poverty and to become 
productive, healthy adults. Friendly visiting was regarded as a better alterna-
tive than charity because it used scientific investigation to determine need and 
to organize the giving of relief (Brieland, 1995).

COS leadership was exemplified by Mary Richmond, who began her so-
cial work career as a friendly visitor in Baltimore in 1891 and spent years as 
an administrator in several COS agencies. Richmond was a key figure in the 
nationwide COS movement and in the early development of the profession. 
She wrote Social Diagnosis (1917), the first social work practice book to present 
professional ways to identify clients’ problems. Richmond strongly advocated 
for the development of professional curricula for training social workers. Her 
efforts contributed to the development of the first school of professional train-
ing, the New York School of Applied Philanthropy, which later became the 
Columbia University School of Social Work (see Box 2.4).

Mary E. Richmond (1861–1928) was a contemporary of 
Jane Addams and an influential leader in the US Charity 
Organization Societies. Ms. Richmond was orphaned at a 
young age and was largely self-educated. Her charity work 
was consistent with the social gospel movement of the 

time. And although she initially performed acts of charity 
as a means of self-support, she eventually turned charity 
work into a valid, organized profession. A century later, her 
legacy continues to echo in social work and welfare reform 
(Agnew, 2003).

Box 2.4 More About...Mary Richmond
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In spite of the good intentions of COS workers, changing the behavior of 
poor people was not enough to solve the social problems of the period. Ma-
jor social and economic systems were in disarray. The Settlement Movement 
evolved in response to the greater social need.

Settlement Movement

The Settlement Movement began in this country in 1887 with the opening of 
the Neighborhood Guild settlement in New York City. The second settlement, 
Hull House, was opened in Chicago in 1889. Hull House was directed by Jane 
Addams, possibly the best-known historic figure in the social work profession 
(see Box 2.5).

The Settlement Movement was based on the belief that in order to help 
poor people, workers had to live within the community and provide services 
from their dwelling or settlement. The philosophy of the movement was 
that an individual’s well-being was directly linked to external surroundings. 
Most settlement houses were located in poor neighborhoods, and much of 
the workers’ efforts involved helping immigrants adjust to life in the United 
States. The ultimate goal was to shrink the gap between people who were poor 
and people of the wealthier classes.

Therefore, to help individuals, settlement workers focused on chang-
ing the environment by advocating for better neighborhood services, public 
health programs, and employment conditions.

Jane Addams was born in 1860 to a middle-class family in 
Illinois. Her early life was one of economic and social comfort. 
Her father was a well-respected businessman who had served 
in the Illinois House and was a good friend of Abraham Lincoln. 
Jane was greatly influenced by her father, and he helped 
shape her political views. College educated and well-traveled, 
Jane was deeply struck by the social experiment of Toynbee 
Hall in London, a residence where university students could 
learn firsthand about the plight of poor people and work in 
the neighborhood to improve conditions. Jane realized the 
potential for this kind of work and brought the idea to Chicago, 
where she founded the Hull House settlement in 1889.

Jane Addams lived at Hull House for over 30 years. 
During those years, she fought tirelessly for social change 
and created numerous social programs to benefit the 
residents of the surrounding neighborhood. In its first year, 
50,000 people came to the house, then occupied by two 
residents. Within 10 years, there were 25 resident workers 
and a large volunteer network. The services and programs 
developed at Jane Addams’s Hull House included the first 
organized kindergarten, an employment bureau, adult  

education classes, a library, social clubs, and the first public 
playground. Legislative advocacy was also an integral part 
of her efforts, and she was instrumental in the passage of 
legislation that limited child labor, created the first juvenile 
court in the nation, and expanded public education.

Until World War I, Jane Addams was immensely  
popular, with tremendous national recognition for her work 
and her prolific writings about her experiences at Hull 
House. Her firm belief in the destructiveness of war led 
her to assert herself as a pacifist and oppose the nation’s 
involvement in World War I. This position cost her much 
public support, and her views became less central to 
American values. By the 1930s, with the economic  
upheaval of the Great Depression, Jane Addams’s  
message for world peace and social reform returned to 
national favor. In 1931, she won the Nobel Peace Prize. 
She spent her last years writing and continuing to work  
for social change. She died in 1935.

Source: Segal, E. A. (1995). Jane Addams. In Magill, F. N. (ed.), Great 
lives from history: American women (pp. 21–25). Pasadena, CA: 
Salem Press.

Box 2.5 More About...Jane Addams
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In spite of the shared goal of improving people’s lives, the Settlement 
Movement and Charity Organization Societies had serious disagreements 
about how to work with people and communities.

The settlers defined problems environmentally and engaged in social  
melioration. The charity workers, for the most part, defined problems as  
personal deficiencies and emphasized the need for moral uplift to achieve 
social betterment. . . . The conflict continued and left the new profession 
with a legacy of struggle between those who seek to change people and those 
who seek to change environment. (Germain & Hartman, 1980, p. 329)

COS’s friendly visitors were trained to focus on individuals and families 
as well as on organized ways to coordinate the provision of social services and 
to determine individual need. Early training of settlement workers included 
a focus on individuals as active participants in their surroundings, on work 
with groups and communities, and with an emphasis on social reform and 
political action, and acknowledgment of the strengths of different immigrant 
groups. Part of the philosophical difference between the two movements was 
how best to empower people. COS workers did not view empowerment as 
a critical concern of personal change, whereas Settlement workers strove to 
empower people and communities to demand social change. This struggle 
has continued to color social work. Today’s social work combines elements 
of both the Charity Organization Societies and the Settlement Movement.

Social work’s founding year was 1898, when formal training of social 
workers was initiated. The New York School of Philanthropy (which is now 
the Columbia University School of Social Work in New York City) opened 
that year at the urging of Mary Richmond—the leading voice of the Charity  
Organization Societies—and others involved in efforts to establish charity  
work as a profession (Popple, 1995). Within 20 years, there were almost  
20 schools of social work in the United States (Brieland, 1995).

Outside criticism of the developing profession came early. In 1915, Dr. 
Abraham Flexner, a leading authority on graduate professional education who 
represented the General Education Board, addressed the question “Is social 
work a profession?” in a paper with the same title, delivered to the National 
Conference on Social Welfare. His conclusion was that social work was not a 
profession because it lacked a unique methodology: “Lacking its own ‘tech-
nique which is communicable by an educational process,’ social work was no 
profession” (Trattner, 1999, p. 257). Flexner’s criticism propelled the profes-
sion to define its role, trying to determine what makes social work unique and 
developing formal intervention strategies.

Mary Richmond’s Social Diagnosis served as a guide for the beginning 
caseworker; it outlined ways to diagnose and assess need, and greatly influ-
enced the new profession. Mary Richmond’s work codified the emphasis on 
casework in the tradition of focusing on the individual (Popple, 1995).

Porter R. Lee, the president of the National Conference of Social Work, 
outlined the struggle in a slightly different way. In his 1929 presidential 
address, Lee depicted the conflict between cause and function as inherent 
in professional social work. Lee felt that the social worker of his day was 
“meeting more exacting demands for performance, assuming a more specific 
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type of responsibility, meeting with fair success more intricate and elusive 
problems” (Lee, 1929, p. 12). Because of these growing demands, the pro-
fessional social worker needed to embrace a more functional role by focus-
ing on organization, techniques, efficiency, standards, and accountability. 
The challenge, as Lee saw it, was to find a way to balance cause (the belief 
in ideology) and function (the administration of that belief). In the end, 
Lee thought, although those with a cause might sway the beliefs of people, 
it should be the professional social worker’s role “to administer a routine 
functional responsibility in the spirit of the servant in a cause” (p. 20).

Bertha Capen Reynolds, who in recent years has been embraced as the inspi-
ration for a progressive social work movement, embodies the personal cost of the 
struggle for social work’s professional identity. Trained in the psychoanalytic tradi-
tion with emphasis on the individual, she questioned the effectiveness of that form 
of practice. As a result of her criticism of mainstream social work practice during 
the 1930s, she was removed from her professional position at Smith College 
School of Social Work in 1938 (Freedberg, 1986). Reynolds’s beliefs demonstrated 
the “fundamental conflict in the definition of social work: the professional indi-
vidualized approach to human beings in trouble comes up against the intractable 
fact of a social service that ultimately is dependent upon the resources of the larger 
community” (Freedberg, 1986, p. 105). Reynolds’s push for social action kept her 
at odds with the then mainstream professional shift toward individual casework.

In 1951, the National Council on Social Work Education launched a proj-
ect to define what social work was. The task was difficult. “Any attempt to 
define the scope and functions of social work must grapple with many formi-
dable obstacles, the most insurmountable of which is the absence of criteria 
that can be used to identify a professional social worker” (cited in Brieland, 
1977, p. 342). The task force summarized the state of the profession as un-
definable and not yet professional: “There is not yet enough of an analysis of 
social work practice to identify the major functions of positions that should 
be classified as professional” (cited in Brieland, 1977, p. 342).

The debate about purpose has continued. In the 1980s, Frumkin and 
O’Connor (1985), social work academics, viewed social work as “adrift” and 
“failing to maintain a core identity.” They contended that the profession had 
abandoned working with both clients and the environment, and in place of 
that dual focus, social work leaders had “called for the establishment of a psy-
chologically oriented view of social work practice stressing intrapsychic and 
interpersonal dynamics and intervention strategies aimed principally at influ-
encing changes in individual behavior, family or group dynamics” (p. 14).

During the 1990s, the social work educators Specht and Courtney (1994) 
argued that social work was not simply struggling to find its identity, but that 
the profession had also abandoned its mission. This was strong criticism. They 
maintained that the historical mission of social work—to deal with social 
problems—had been overtaken by a move to embrace psychotherapy and fo-
cus totally on individual change.

The concern of psychotherapy is with helping people to deal with feelings, 
perceptions, and emotions that prevent them from performing their normal 
life tasks because of impairment or insufficient development of emotional 
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and cognitive functions that are intimately related to the self. Social Workers 
help people make use of and develop community and social resources  
to build connections with others and reduce alienation and isolation;  
psychotherapists help people to alter, reconstruct, and improve the self. 
(Specht & Courtney, 1994, p. 26)

Specht and Courtney held that “the popular psychotherapies have diverted 
social work from its original mission and vision of the perfectibility of society” 
(p. 27). They claimed that there is no place for psychotherapy in social work, 
that “it is not possible to integrate the practice of individual psychotherapy with 
the practice of communally based systems of social care” (p. 170). Their conclu-
sion was that psychotherapy “is an unsuitable mode of intervention for social 
work” (p. 172).

The argument continued. In a national study of career intentions of graduate 
social work students, it was found that a majority of the students planned to en-
ter private practice but that the educational programs do not teach skills needed 
for private practice careers (Green, Baskind, Mustian, Reed, & Taylor, 2007). The 
authors call for a remediation of the disconnect between graduate education’s 
commitment to teach about agency-based practice with a broader social mission 
and students’ desires to pursue individual work through private practice.

The historical struggle to identify the uniqueness and importance of the 
social work profession is not new. Ehrenreich (1985) argued that the his-
toric tension between individual and societal change is based in values and 
assumptions.

On the one hand, there are those theories that emphasize the problems 
of the individual and see casework as the solution. On the other hand, 
there are the theories that emphasize the problems of society and see 
social reform as the solution. These theories are more readily understood 
as the ideologies and battle cries of particular groups within and outside 
the profession, struggling for power in the profession, than as exclusively 
true, well-validated (or even capable of being validated) theories of human 
behavior. (Ehrenreich, 1985, p. 227)

The development of professional social work has been marked by debate 
about the purpose and values of the field. Ehrenreich’s view is that human 
behavior is governed by both individual and social contributions, and he sug-
gests that the profession should look at both. This combined emphasis on 
micro and macro interventions is the foundation of this book.

Values, Social Welfare, and Social Work    LO 6  

As mentioned earlier, many values and beliefs helped shape organized re-
sponses to social need. Some of society’s values conflict with professional so-
cial work values and beliefs, making the development of new policies, 
programs, and practice by social workers a complicated challenge. Each of us 
has our own set of values and beliefs that may or may not fit with those of the 
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social work profession. It is important to recognize and manage those values 
and beliefs and use professional values to guide our practice. The following 
sections highlight key values that often conflict and require ethical decision 
making to ensure the use of best social work practices.

Are Recipients Worthy or Unworthy?

Deciding whether people are worthy or unworthy of assistance dates back to 
the Elizabethan Poor Laws. The Poor Laws outlined the specific groups worthy 
of support: widows, orphans, the elderly, and people with physical disabili-
ties. The criterion that determined this designation was whether a needy per-
son’s circumstances were the result of controllable events or of circumstances 
beyond that person’s control. Becoming a widow, an orphan, or an elderly 
person was not a consequence of a personal decision. People who were per-
ceived to have made bad choices that resulted in their need for assistance were 
considered unworthy. Therefore, an able-bodied adult without a job was per-
ceived to have done or not done something that resulted in lack of employ-
ment. For example, Jane’s unemployment could be viewed as a consequence 
of her lack of preparation for the job market or her single parenthood, making 
her, according to this point of view, unworthy of assistance.

The debate is still raging today. The issue of providing public assistance to 
poor single mothers is a perennial topic. Determining an individual’s worthi-
ness ignores social conditions, such as lack of employment opportunities for 
young women or high divorce rates, which contribute to people’s circumstances. 
This view also ignores the fact that, regardless of the reason for a young moth-
er’s poverty, her children are not responsible for their mother’s decisions, but 
they are nonetheless growing up poor and disadvantaged. Many scholars have 
demonstrated that our narrow definition of what constitutes personal choice ig-
nores many social and economic conditions that affect people’s lives and penal-
ize children (Abramovitz, 1996; Edin & Lein, 1997; Miller, 1992; Sidel, 1986).

Religious Values or Separation of Church and State

Social welfare and the social work profession itself are laced with values that 
stem from religious beliefs and organizations. Charity Organization Societies 
drew many of their early principles and workers from the organized Christian 
religions of the 1800s. Today, some programs, such as the Salvation Army’s 
valuable work with people who are homeless, directly involve religious de-
nominations in the services provided.

Shortly after he became president in 2001, George W. Bush called for the 
allocation of public money to fund faith-based organizations to deliver so-
cial services. Under law, these organizations were not eligible to receive public 
funds because their mission and purpose were entirely based in religion. Faith-
based organizations differ from private organizations affiliated with religions 
that are nondenominational in service delivery, such as Catholic Charities.

Many people believe that funding religious organizations is a direct vio-
lation of the constitutional separation of religion and the state. Critics worry 
that an organization that takes a strong religious position will not be able to 
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64    CHAPTER 2

put that aside when helping people in need and that public funds should not 
be used to preach a religious position.

Some of the people who represent faith-based organizations are opposed 
to receiving government support. They argue that government funding would 
mean that the government could dictate rules and regulations attached to that 
funding. If religious organizations were controlled by governmental dictates, 
this would potentially violate the Constitution’s protection of religion from 
government interference. Therefore, although religious organizations have his-
torically played a role in the provision of social services, whether that role will 
expand in future years as part of the faith-based initiative remains to be seen.

Spirituality, the search for meaning beyond the individual self, is some-
times separate from organized religion. People who value spirituality consider 
responsibility for the well-being of others to be central to their beliefs. This 
perspective parallels social work’s values of social justice and collective respon-
sibility. Therefore, the values of the social work profession, although separate 
from organized religion, do have connections to the spiritual and religious 
belief systems of our society. Consider the dilemma presented in Box 2.6.

Should We Change the Person or the System?

The economic upheavals that have occurred throughout American history 
have fueled the debate about whether professional social service providers 
should focus efforts on changing people or changing their surroundings. To-
day the profession holds that both are necessary. However, doing both, partic-
ularly system change, can be overwhelming. For example, trying to bring more 
and better-paying jobs to Jane’s neighborhood (as discussed in Chapter 1) is 
a major structural effort, whereas helping Jane finish her education may seem 
easier. Both approaches are important, and focusing on one effort without the 
other will leave the problem unsolved. Until social workers can effect change 
at both the micro and macro levels, Jane and others like her will continue to 
live with unmet needs.

Impartial Professional or Advocate

One of the professional roles of social work is to advocate for clients. For ex-
ample, a social worker might need to advocate for counseling services for a 
child in a school. However, social work practitioners are required to be im-
partial, not to impose their own values on clients. Instead, they should help 
clients (or in the child’s case, the family) become empowered to advocate for 
themselves. Social workers must strike a balance between knowing when to 

Consider your personal beliefs about abortion. Are your 
beliefs related to your religious beliefs? Have your expe-
riences as part of an organized religion affected how you 
view the issue of abortion? Can you separate your personal 

values and religious beliefs from the public, secular laws 
that currently make abortion a legal right for women? How 
does a social worker reconcile her or his religious beliefs 
that may conflict with public laws?

Box 2.6 Ethical Practice...Abortion
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speak up and advocate on behalf of clients and when it is best to let them step 
forward and find their own voices.

Helping People We Know or Helping Strangers

Almost every day, television and newspaper stories report on people in need. 
Often, numerous strangers respond to such stories by donating time, money, 
and other resources. Yet getting support for social programs can be difficult.

Typically, people are more likely to help those they know rather than those 
they do not know. Social programs seem to be bureaucratic and impersonal, 
and the general public does not know who receives what from which service. 
But when they read about a family with a seriously ill child, for example, they 
feel as though they know the people involved. The familiarity and personal 
connection make them more inclined to help. Websites like GoFundMe and 
YouCaring, popular examples of crowdfunding websites, are platforms for 
putting a personal story out for others to read about and contribute resources 
to help. Using these platforms is a modern way of tapping the sense of helping 
people we know by personalizing other peoples’ needs.

Like so many approaches to social welfare, this tendency dates back to the 
Elizabethan Poor Laws. Colonial settlers refused to help those who were not 
from their community, whom they saw as strangers not deserving of support. 
This deeply rooted value, coupled with the American focus on individual re-
sponsibility, makes promoting public social welfare programs difficult.

Crisis or Ongoing Need

Americans have a strong history of responding to crisis, of taking a residual 
approach. US social welfare policy is less likely to take on problems that  
require long-term solutions. As a result, advocates often try to define a cause 
as a crisis rather than as an ongoing problem.

For example, not until 1987 did the federal government take an organized 
approach to fighting AIDS, even though the disease had been identified years 
before. Only after AIDS reached a critical point and could be called the AIDS 
crisis was there a government response. Today, although AIDS continues to be 
a social problem, people do not view it as a crisis in need of immediate atten-
tion, and the organized social movement response has diminished.

The conflict between crisis and ongoing need deeply affects social welfare 
policies and services (see Box 2.7). Although the crisis response is vital, it is 
important to serve those who have long-term needs and try to solve social 
problems to which there are no easy, quick answers.

After the terrorist attacks on the World Trade Center in New 
York City and the Pentagon on September 11, 2001, there 
was an outpouring of donations from all over the United States. 

Why was the response so quick and so strong? How did this 
response differ from the way people respond to a person who 
is homeless and asking for help on a street corner?

Box 2.7 What Do You Think?
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Conclusion

Conflicting values create tension for the professional social worker, and have 
done so throughout the history of the profession. However, each ideological 
approach has an appropriate place at one time or another. Any one approach 
is not necessarily better or more correct than another. What is important is to 
be aware that social work practice is deeply affected by the values and beliefs 
of members of society, of clients, of social workers, and of the profession as a 
whole. One overriding value is the commitment to social and economic jus-
tice. Your responsibility is to learn and understand the historical implications 
of these values and reflect on how you and your clients are affected by these 
values and your own beliefs as you maintain the commitment to social and 
economic justice.

Key Terms
cash assistance (p. 53)
Charity Organization Society  

(COS) (p. 58)
Civil Rights Act (p. 49)
devolution (p. 50)
Elizabethan Poor Laws (p. 42)

entitlements (p. 54)
in-kind benefits (p. 54)
institutional (p. 39)
public assistance programs (p. 54)
residual (p. 40)
Settlement Movement (p. 59)

social insurance programs (p. 54)
Social Security Act of 1935 (p. 47)
social welfare system (p. 38)
Voting Rights Act (p. 49)
War on Poverty (p. 49)

Questions for Discussion

1.	Explain the institutional and residual approaches to social welfare. How 
are these approaches different? Which approach best provides for peo-
ple’s well-being? Do different problems lend themselves to different 
approaches?

2.	Choose a period of history discussed in the chapter. What events were sig-
nificant in shaping the social welfare policies and programs of that time? 
What values were reflected?

3.	Do you think that the distinction between worthy and unworthy is still a 
part of our social welfare programs and policies? If so, in what ways?

4.	Why was the Progressive Era important to the development of the social 
work profession?

5.	What are the different forms of social welfare services? In what situations 
would you recommend one form or another, and why?

6.	Identify a value of social welfare in this country, and explain how it relates 
to social work practice.

7.	How do Charity Organization Societies differ from the Settlement Move-
ment? Choose one of the practice settings described in the chapter.  
What activities might you engage in that reflect COS principles?  
What activities might you engage in that reflect the principles of the  
Settlement Movement?
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Change Agent Exercise

Take the problem you wrote about in Chapter 1 (or if you did not do the exer-
cise in Chapter 1, choose a problem that you care about that negatively affects 
members of your community) and try to find some historic facts about efforts 
to solve the problem in your community or elsewhere. Have any laws been 
passed that address the problem? (For example, the Americans with Disabil-
ities Act was passed to address the problem of discrimination against people 
with disabilities.) Have any groups been organized to address the problem? 
(For example, Mothers Against Drunk Driving was formed to address the 
problem of people driving under the influence of alcohol.) Are there any 
public or private social welfare programs that offer services, goods, or cash to 
people who are experiencing the problem? (For example, food banks provide 
emergency food to address the problem of hunger.)

Exercises

1.	Social History Interview
Interview someone over the age of 65. Provide a description of your 
interview and the answers to the following questions:

a.	 Does he or she use social services today?

b.	 Does he or she think social services have changed over the past  
50 years?

c.	 If so, in what ways?

2.	Compare
Compare the Settlement Movement and the Charity Organization 
Societies. What forms of intervention were used by social workers involved 
in each setting? How are those interventions used by social workers today?

3.	Social Work and Psychotherapy
What are some of the competing values and beliefs about the type of 
interventions and practices social workers should use? Consider the debate 
about whether social workers should perform psychotherapy. List three 
reasons why psychotherapy should be used by social workers and three 
reasons why it should not. Which set of reasons seems more convincing 
to you? Why?

Get into groups with your classmates and share your reasons. Try to 
reach a consensus about whether social workers should use psychotherapy 
as a practice option.

4.	Social Work Values
In groups of four, choose a set of competing values presented in the chapter.  
Divide into pairs, and have each pair choose one value within the set.  
Identify and list how beliefs associated with this value shape social work 
practice. Compare your lists and try to reach a consensus on which value 
would best serve social work practice.
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68    CHAPTER 2

5.	Media and Popular Values
Choose a book or movie that you feel reflects mainstream American  
values. List the values that you notice in the book or movie. Discuss how 
the book or movie communicates those values. Are they consistent with 
social work values? Why?

The book or movie is:

I chose it because:

		 Values:

Discussion:

References

Abramovitz, M. (1996). Regulating the lives of women: Social welfare policy from colonial 
times to the present, rev. ed. Boston, MA: South End Press.
Agnew, E. (2003). From charity to social work: Mary E Richmond and the creation of an 
American profession. Champaign, IL: University of Illinois Press.
Berkowitz, E., & McQuaid, K. (1988). Creating the welfare state, 2nd ed. New York: 
Praeger.
Brieland, D. (1977). Historical overview. Social Work, 22, 341–346.
Brieland, D. (1995). Social work practice: History and evolution. In Encyclopedia of 
social work (Vol. 3, pp. 2247–2258). Silver Spring, MD: National Association of Social 
Workers.
Congressional Budget Office. (2013). Report on the Troubled Asset Relief Program—May 
2013. Washington, DC: Author.
Congressional Budget Office. (2017). Cost estimate of the American Health Care Act. 
Washington, DC: Author.
Council on Social Work Education (CSWE). (2015). Educational and accreditation  
standards. Washington, DC: Author.
Crawford, N. C. (2013). U.S. costs of war through 2013. Retrieved from http://costsofwar 
.org/sites/default/files/articles/20/attachments/UScostsofwarsum_March2013.pdf
Edin, K., & Lein, L. (1997). Making ends meet: How single mothers survive welfare and 
low-wage work. New York: Russell Sage Foundation.
Ehrenreich, J. H. (1985). The altruistic imagination: A history of social work and social  
policy in the United States. Ithaca, NY: Cornell University Press.
Erickson, A. G. (1987). Family services. In Encyclopedia of Social Work (Vol. 1, 18th ed., 
pp. 589–593). Silver Springs, MD: National Association of Social Work.
Freedberg, S. (1986). Religion, profession, and politics: Bertha Capen Reynolds’  
challenge to social work. Smith College Studies in Social Work, 56, 95–110.
Frumkin, M., & O’Connor, G. (1985). Where has the profession gone? Social work’s 
search for identity. Urban and Social Change Review, 18(1), 13–18.
Germaine, C. B., & Hartman, A. (1980). People and ideas in the history of social work 
practice. Social Casework, 61(June), 323–331.
Green, R. G., Baskind, F. R., Mustian, B. E., Reed, L. N., & Taylor, H. R. (2007). Profes-
sional education and private practice: Is there a disconnect? Social Work, 52, 151–159.
Harrington, M. (1962). The other America: Poverty in the United States. New York: 
McMillan.

67046_ch02_ptg01.indd   68 1/26/18   10:42 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� The History of the Social Welfare System and the Social Work Profession    69

Jansson, B. S. (2015). The reluctant welfare state (8th ed.). Belmont, CA: Brooks/Cole 
Cengage Learning.
Lee, P. R. (1929). Social work: Cause and function presidential address. Washington, DC: 
National Conference on Social Welfare.
Leiby, J. (1978). A history of social welfare and social work in the United States. New York: 
Columbia University Press.
Miller, D. C. (1992). Women and social welfare: A feminist analysis. New York: Praeger.
Moffitt, R. A. (2013). The Great Recession and the social safety net. Annals of the  
American Academy of Political and Social Science, 650, 143–166.
Nabokov, P. (Ed.). (1991). Native American testimony. New York: Penguin.
Oxfam International. (2014). Working for the few: Political capture and economic  
inequality. Oxfam Briefing Paper, 178.
Popple, P. R. (1995). Social work profession: History. In Encyclopedia of social work  
(Vol. 3, pp. 2282–2292). Silver Spring, MD: National Association of Social Workers.
Proctor, B. D., Semega, J. L., & Kollar, M. A. (2016). Income and poverty in the United 
States: 2015. Current Population Reports, P60-256. Washington, DC: US Census 
Bureau.
Richmond, Mary E. (1917). Social Diagnosis. New York: Russell Sage Foundation.
Rothman, D. J. (1971). The discovery of the asylum: Social order and disorder in the new 
republic. Boston, MA: Little, Brown.
Schlesinger, A. M., Jr. (1986). The cycles of American history. Boston, MA: Houghton Mifflin.
Schwartz, J. A. (1993). The New Dealers: Power politics in the age of Roosevelt. New York: 
Random House.
Segal, E. A. (1995). Jane Addams. In Magill, F. N. (ed.), Great lives from history: American 
women (pp. 21–25). Pasadena, CA: Salem Press.
Segal, E. A. (2016). Social welfare policy and social programs: A values perspective (4th ed.). 
Belmont, CA: Brooks/Cole Cengage Learning.
Sidel, R. (1986). Women and children last: The plight of poor women in affluent America. 
New York: Penguin Books.
Specht, H., & Courtney, M. E. (1994). Unfaithful angels: How social work has abandoned 
its mission. New York: Free Press.
Stern, M., & Axinn, J. (2018). Social welfare: A history of the American response to need 
(9th ed.). Boston, MA: Pearson Education, Inc.
Trattner, W. I. (1999). From poor law to welfare state: A history of social welfare in America 
(6th ed.). New York: Free Press.
US Bureau of Labor Statistics. (2017). Household data historical A-1. Retrieved from 
https://www.bls.gov/web/empsit/cpseea01.pdf.
Wilensky, H. I., & Lebeaux, C. N. (1965). Industrial society and social welfare. New York: 
Free Press.

67046_ch02_ptg01.indd   69 1/26/18   10:42 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



67046_ch02_ptg01.indd   70 1/26/18   10:42 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



�   71

E.
 A

. S
eg

al

LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Define poverty and critique various conceptualizations.

2.	 Examine the causes of poverty and assess the validity of those causes.

3.	 Assess the social and economic costs of poverty.

4.	 Compare and contrast the roles of social workers who work with people in poverty

5.	 Identify and describe the major social welfare programs designed to address poverty.

6.	 Examine social work advocacy as a way to address poverty.

3 Poverty and Economic  
Disparity
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The United States is the most technologically and economically advanced nation in 
the world. Almost every home has indoor plumbing and at least one television; most 
have telephones, including multiple cell phones; and many have computers. If you 
are a typical American, you sleep in a warm bed under a secure roof and awaken to 
an ample breakfast. You have a job or are going to school, and you travel there on 
well-constructed roads or public transportation. A nearby airport has regularly sched-
uled service to hundreds of cities, and interstate highways link all parts of the nation. 
If you run short of cash, automatic bank machines are everywhere. So are modern 
grocery stores that stock an enormous variety of foods. You have the skills to use these 
conveniences because you had access to a free education in a public school.

Economic resources make these conveniences accessible. In this country, you are 
surrounded by many technological advances, but you must have enough money to take 
advantage of them. If you do not, automatic banking is meaningless; indoor plumbing 
may not work properly; there is no cell phone; you cannot get to the grocery store be-
cause you cannot afford a car; and air travel is far too expensive.

This chapter covers the extent and effect of poverty in the United States as well as 
the social welfare programs designed to respond to economic deprivation. It presents 
the roles of social workers in serving people who are poor and the ways social workers 
can advocate for improved economic conditions and supports.

Defining Poverty    LO 1 

Who is poor in the United States? If you are a student struggling to get by 
while attending college on student loans and part-time employment, are you 
poor? If you have a 40-hour-a-week job that pays minimum wage, are you 
poor? If you live in the least expensive house in an expensive neighborhood, 
are you poorer than your neighbors? If you visit a shelter for people who are 
homeless, are you rich in comparison to the people there?

Defining poverty is complicated. Personal and social values play a major 
part in deciding who is poor. What may feel like impoverishment to one per-
son may be adequate for someone else. Setting a definite dollar amount for 
poverty may seem logical and straightforward, but it too involves values and 
opinions that vary among people. Generally, there are two ways to view pov-
erty: an absolute approach and a relative approach.

Absolute poverty uses a dollar value that is firmly set; anyone who earns less 
than that amount is officially categorized as poor. For example, suppose that the 
poverty line is set at the absolute level of $35,000. Walter and his wife, Barbara, 
together earn $35,450. Kathy and her husband, Gregoire, earn $34,600. By the 
absolute poverty standard, Walter and Barbara are not in poverty, while Kathy and 
Gregoire are. Does the additional $850 make Walter and Barbara significantly bet-
ter off than Kathy and Gregoire? With a definite cutoff, there is a clear definition 
of who is and who is not poor, regardless of needs or personal circumstances.

Relative poverty uses comparisons to determine who is poor and who is 
not. For example, the median value of a home in 2013 was $160,000 (US 
Bureau of the Census, 2015). Using a relative standard, any family that owns 
a house worth less than $160,000 is below the midpoint and therefore could 
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be considered relatively poor. A relative scale begins with agreement about the 
level of economic resources the average person should have and then uses that 
standard to determine who has enough and who does not (see Box 3.1).

An absolute line, once it is set, is easier to use than a changeable relative 
comparison. It is difficult to get people to agree about what things are ne-
cessities and what things are extras. A person who has little income while he 
or she is attending college may be poor temporarily, but education and the 
attainment of a college degree may provide a wealth of future opportunities. 
A television may seem like a luxury, but for a poor elderly person who has no 
family or transportation, the entertainment and information on television can 
be essential to well-being.

The Official Definition of Poverty

The definition of poverty used by federal and state governments is an absolute 
measure. It is important because it is often used to determine eligibility for 
social service programs. The measure is referred to as the poverty threshold or 
the poverty line.

Many assumptions went into developing the poverty threshold. The Social 
Security Administration (SSA), which at the time was responsible for oversee-
ing social service programs designed to address the problem of poverty, set the 
line in 1963. The SSA tried to determine the minimum amount of income a 
family would need in order to maintain itself. Although there was an attempt 
to be objective and scientific, the SSA director responsible for the definition 
stated that “the standard itself is admittedly arbitrary, but not unreasonable. It 
is based essentially on the amount of income remaining after allowance for an 
adequate diet at minimum cost” (Orshansky, 1965, p. 4).

Today, the poverty threshold is set by the US Census Bureau and is used 
for statistical purposes. For administrative purposes, particularly to deter-
mine eligibility for income support programs, the Department of Health and  
Human Services sets poverty guidelines based on the Census Bureau thresh-
olds (US Department of Health and Human Services, 2017). The guidelines 
do not reflect differences in the cost of living from state to state in the contigu-
ous United States.

In 1963, the threshold for a family of four was set at $3,100. It has been 
adjusted for inflation over the years. In 2017, the poverty guideline was 
$24,600 for a family of four (see Table 3.1). Because every year it is only ad-
justed for inflation, this amount has the same purchasing power as $3,100 did 
in 1963 (Institute for Research on Poverty, 1998).

The poverty threshold is controversial. Some people argue that the thresh-
old takes only income into account and does not include benefits such as 

Are there possessions that you consider necessities but 
that other people may view as nonessential? Why might 

they think that? What would you say to help them under-
stand how important these items are to you?

Box 3.1 What Do You Think?
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74    CHAPTER 3

medical care or food vouchers; by leaving out these benefits, those living in 
poverty may be overestimated. Others argue that the threshold is too low be-
cause it is based on a minimum amount needed for survival, not a balanced 
way of life. For example, the threshold reflects the cost of feeding people a 
minimal emergency diet over a short period of time, not a diet for growth 
and development over prolonged periods. It does not take the cost of feeding 
growing children into account. It assumes that ingredients are purchased in 
bulk quantities, that people know how to use basic supplies to cook balanced 
meals, and that adults have time to do all the food preparation from scratch. 
Regardless of these differences of opinion, the absolute standard is the only 
official measure of poverty that has been consistently used to determine the 
extent of poverty and to establish guidelines for program eligibility.

Who Is Poor in America?

According to the Bureau of the Census, using the poverty threshold, 42 mil-
lion people, or almost 14 percent of the population, were in poverty in 2015 
(Proctor, Semega, & Kollar, 2016). Table 3.2 shows some key statistics about 
the people officially counted as poor in this country. According to the data, 
more than one out of every seven people is officially counted as living in pov-
erty. People living in poverty are more likely to be children and to reside in 

Table 3.1 The 2017 Poverty Guidelines

Size of Family
48 Contiguous 
States & DC Alaska Hawaii

1 $12,060 $15,060 $13,860

2 $16,240 $20,290 $18,670

3 $20,420 $25,520 $23,480

4 $24,600 $30,750 $28,290

For each additional 
person, add

$4,180 $5,230 $4,810

Source: US Department of Health and Human Services. (2017, January 31). Annual update of 
the HHS poverty guidelines. Federal Register, 82(19), 8831–8832.

Table 3.2 2015 Poverty Statistics

Number (millions) Percentage
Persons below poverty threshold 43.1 13.5

Children under 18 below poverty threshold 14.5 19.7

Married-couple families below poverty threshold 3.2 5.4

Single female-headed households below poverty threshold 4.4 28.2

Single male-headed households below poverty threshold 0.9 14.9

Source: Proctor, Semega, & Kollar (2016).
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families with only one adult, who is a woman. These demographics are cited 
as evidence for two social trends: the juvenilization of poverty and the femini-
zation of poverty.

The term juvenilization of poverty describes the tendency for children to 
be disproportionately represented in the ranks of those who are poor (Segal, 
1991; Wilson, 1985). Even when poverty rates have been high, the poverty 
rates for children have been higher. Table 3.3 compares the average percent-
age of children under 18 in poverty with the average percentage of all people.  
A smaller percentage of people were in poverty during the 1970s, and the  
proportion increased during the 1980s and 1990s. Over these four decades, 
the rate of poverty for children has consistently been higher than the rate of 
poverty for the overall population. One major social concern is that one child 
in five spends time living in poverty. As explored in this chapter, poverty is 
related to numerous social conditions that are detrimental to people’s health 
and development. This is particularly true for the children who are dispropor-
tionately represented among those who are poor.

The feminization of poverty refers to the fact that poverty is more likely 
to happen to women than to men (Pearce, 1978). On average, women earn 
less than men; in 2015, the median income of women who worked full-
time throughout the year was 80 percent of the income of men (Proctor  
et al., 2016). Therefore, there is a greater likelihood that women who are  
raising children alone will be poor. Because raising children requires  
additional resources, a household with children is likely to be poorer than a 
household without any children. Because young children typically have young 
parents whose incomes are lower than those of people whose careers are es-
tablished, young families are also at greater risk of living in poverty.

The Causes of Poverty    LO 2 

Addressing the problem of poverty would be easier if there were consensus 
about the causes of poverty. There appears to be no single cause, but rather, 
numerous perspectives. Some theories focus on the individual, and others 
look at structural reasons for poverty. Many of the theories are controversial 
and contradictory.

EP 2

Table 3.3 Average Percentages of Persons in Poverty

Decade Children All Persons
1960s 20.84% 17.47%

1970s 15.69% 11.81%

1980s 20.46% 13.84%

1990s 20.62% 13.75%

2000s 17.6% 12.5%

2010s 21.1% 14.7%

Sources: Dalaker & Naifeh (1998); Proctor, Semega, & Kollar (2016).
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For example, one long-standing belief called the culture of poverty con-
tends that people learn to be poor from growing up in impoverished areas. 
Although the environment is certainly powerful, this theory does not explain 
how some people who grow up poor become economically self-sufficient. An-
other theory cites the functionality of poverty, indicating that poverty plays 
an important role in the economic structure and that there is little incentive 
to rid the nation of it. According to this theory, maintaining a pool of peo-
ple who are poor means that workers are always available for less desirable 
and lower-paying but necessary jobs. This theory maintains that poverty keeps 
wages from increasing too much too fast. Most views are also laden with val-
ues about worthiness and deservedness.

Values and Blaming the Victim

Discussions of poverty in the United States have focused on the individual 
who is poor and on social values (see Chapter 2). People who are poor are 
viewed as being responsible for their poverty. For example, since colonial 
times the determination of whether a woman who is poor is deserving of help 
has depended on whether she has embraced the family ethic by marrying and 
how willing she is to work if able (Abramovitz, 1996). Poverty, particularly 
for unmarried women with children, carries a major social stigma: the poor 
person is not participating in society in the right way. The responsibility for 
poverty is placed on the individual, and society does not have to change eco-
nomic conditions.

In the early 1970s, William Ryan first used the term blaming the victim to 
describe the assignment of responsibility to the person who is poor.

The generic process of blaming the victim is applied to almost every 
American problem. The miserable health care of the poor is explained 
away on the grounds that the victim has poor motivation and lacks 
health information. The problems of slum housing are traced to the char-
acteristics of tenants who are labeled as “Southern rural immigrants” not 
yet “acculturated” to life in the big city. The “multiproblem” poor, it is 
claimed, suffer the psychological effects of impoverishment, the “culture 
of poverty,” and the deviant value system of the lower classes; conse-
quently, though unwittingly, they cause their own troubles. From such a 
viewpoint, the obvious fact that poverty is primarily an absence of money 
is easily overlooked or set aside. (Ryan, 1976, pp. 5–6)

Ryan argues that this is how Americans accept a society that rewards some 
people with good jobs, safe homes, and two-parent families while others do 
not receive benefits. If poverty is the fault of each poor person, then others do 
not need to examine the way income is earned or consider whether all peo-
ple have the opportunity to acquire wealth. All efforts at fighting poverty are 
aimed at the individual rather than at changing the economic structure. The 
system’s role never gets addressed, and systemic inequality continues genera-
tion after generation.

67046_ch03_ptg01.indd   76 1/26/18   10:44 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� Poverty and Economic Disparity     77

In addition, social stigma and blame enter deeply into the personal being 
of people who are poor. Poor people internalize this blame from a very young 
age, and this factor can be a challenge for social workers who try to help peo-
ple move out of poverty (Ryan, 1976). The challenge is how to address inter-
nalized blame (see Boxes 3.2 and 3.3).

Do you think more can be done to help people living in poverty? What should we do on the national level? The community 
level? The individual level?

Box 3.3 What Do You Think?

Navigating a social service delivery system can be dis-
heartening for any individual or family in need of outside 
assistance. For families living in poverty, it can sometimes 
be nearly impossible. I initially learned this in a social work 
class, but I experienced it firsthand as a social work case 
manager at an elementary school.

The school is located in an extremely impoverished com-
munity that has little hope of economic revitalization. There are 
no industries or big employers in the area, and jobs are few. 
Most residents commute to jobs in the service industry, such 
as cleaning or landscaping. The community is on “the wrong 
side of the tracks,” and outsiders see high crime rates and 
gang activity. Yet the kindergartners through fifth-graders come 
to school, eat breakfast, play on the playground, and spend the 
day learning until the last bell rings, and they return home.

My responsibilities include keeping the clothing bank 
stocked with donated school uniforms, coats, undergar-
ments, and even baby clothes for younger siblings. I help 
the school nurse follow up with home visits to students 
when there is an extended illness. Many of the families have 
no phone; we cannot call. Children lack adequate dental 
care, so I solicit dentists for help. There are no backpacks 
for students to carry papers and notebooks home; I work 
with a department store manager to apply for programs that 
donate these. I intervene when children are sent to the prin-
cipal’s office for misbehaving. I spend time with the parents. 
I do a little of everything and never have a boring day.

Parents are frequently overwhelmed and afraid to apply 
for any type of assistance—food stamps, financial assis-
tance, housing, and so on. The forms are cumbersome and 

confusing. The assistance offices are frequently stigmatiz-
ing. Many of the parents work; they are too proud to “take 
welfare.” They do their best to make ends meet.

Many parents have come to the United States illegally, seek-
ing work. They fear deportation. The children rarely speak of this 
unless I have passed rigorous tests of trust. Usually, I find out 
after spending time in their homes. These families do not meet 
eligibility requirements for many of the state’s social service 
programs, and few apply when eligible. I spend time reassuring 
families about accepting help and “jumping through the hoops.”

At Thanksgiving, canned food and turkeys are collected 
to be distributed throughout the neighborhood. I take giant 
boxes of food to homes that have no running water, refrig-
erators, freezers, or even can openers. Children talk to me 
through locked doors and tell me that their parents are at 
work and that I can’t come in. I leave notes. I return at a 
better time. I listen to stories when the moms, dads, grand-
mas, or aunties have the time and energy to visit with me. 
Usually we find a neighbor who will store the ridiculously 
big turkeys. We laugh about this. Most of the parents know 
that I am no miracle worker and have no magic wand. Yet 
most seem to get the message that I care. We discuss how 
to improve social services and get rid of the “red tape.” We 
talk about what their children will be when they grow up.

Each time I am amazed at their tenacity, kindhearted 
humor, wisdom, and strength. I receive a monthly pay-
check, but I am also paid in crooked milk mustache smiles 
of children, crayon portraits, awkward hugs from exhausted 
teachers, and kind notes from parents who know I did my 
best because I care about their children.

The Faces of Poverty  Georgia Ackerman, MSW

Box 3.2 From the Field

67046_ch03_ptg01.indd   77 1/26/18   10:44 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



78    CHAPTER 3

A woman whose husband left her with two children to raise points out 
the fallacy of blaming the victim:

I would like to be able to go to school to earn enough to provide for my-
self and my children. Things have just been crazy. I don’t sit around eat-
ing bonbons, but I don’t know how I would be able to think long enough 
to get a homework paper done. Unless someone helps, I don’t know how 
I can manage this. I don’t own any clothes; I’ve got three or four shirts, 
another pair of jeans and sneakers, and that is it. There is not enough 
money to get myself more clothes. There is not even enough to go to the 
Salvation Army and get things! So how am I supposed to go to work and 
look like someone even wants to hire me? People think we are too stupid 
or we really enjoy this life that we find ourselves in. Maybe they should 
put themselves in our position and realize that if we could, we would be 
somewhere else, believe me! (Walker, 1996, p. 27)

Employment and Income Levels

Staying out of poverty requires adequate employment and income. Simply 
having a job does not guarantee immunity from poverty. The way income is 
distributed across the population affects poverty.

Jobs  Work is a key component of participation in society. Americans expect 
adults to work and to financially support themselves and their dependents. Em-
ployment is not only a means of support for many people; it also defines who 
they are. For example, a medical doctor may view his or her work as a commit-
ment to heal people, treat their illnesses, and respond to their physical health 
needs. For people in poverty, the attempt to achieve adequate employment is 
therefore a struggle for both an adequate income and an identity in society.

For many people, employment is not available or adequate. In spring of 
2017, 4.7 percent of adults were officially counted as unemployed, meaning 
that they were physically able to work but could not find employment (US 
Department of Labor, 2017). That translates to millions of people, many of 
whom care for families.

Even when more people are employed, economic well-being does not 
necessarily improve. For example, child poverty endured during the long 
economic boom of the 1990s. Between 1993 and 1996, the proportion 
of poor young children who lived with unemployed parents increased by  
16 percent (National Center for Children in Poverty, 1998, p. 3). In 1996, after 
years of economic growth, almost half of all young children lived either at or 
near the poverty level. Worker productivity grew by 80 percent between 1973 and 
2011, yet wages for the average worker increased by less than 10 percent (Mishel, 
Bivens, Gould, & Shierholz, 2012). Although worker productivity overall in-
creased, incomes of those working at the low end of the workforce did not. These 
statistics demonstrate that overall economic growth does not lift all people out of 
poverty, particularly families with small children.

One reason that economic well-being does not always increase when 
more people are employed is that many people are underemployed or  

67046_ch03_ptg01.indd   78 1/26/18   10:44 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� Poverty and Economic Disparity     79

working poor—their jobs do not pay enough to meet basic living expenses.  
The federal government sets a minimum wage, the lowest amount an employer 
can legally pay an employee. Although a handful of jobs are exempt, the vast 
majority are covered by the minimum wage legislation. In 2017, the national 
minimum wage was $7.25 per hour. If someone worked 40 hours a week for 
52 weeks a year at minimum wage, her or his total annual income would be 
$15,080 before taxes or Social Security withholding, which is $20 above the 
poverty threshold for a single person. When taking inflation into account, the 
minimum wage was actually 20 percent lower in 2009 than it was in 1968 
(Economic Policy Institute, 2010), the year it was last increased. Its buying 
power has further declined over the years. Increasing the minimum wage is 
controversial because employers want to pay the smallest amount possible in 
order to maximize profits. Efforts to raise the minimum wage, although un-
successful at the federal level, have been successful on state and local levels. 
Across the nation, there have been local initiatives and policy changes that 
have raised the minimum wage. For example, many states have indexed their 
minimum wage to account for inflation, so the rate is higher than the $7.25 
per hour federal rate. States and localities can raise the rate to whatever they 
want; the federal law only sets the minimum.

Income Distribution  Income is not evenly distributed across households, 
and over the past several decades the differences between those at the top and 
those at the bottom have increased. As Table 3.4 shows, people in the top fifth 
of the income scale account for half of all household income, whereas those 
in the bottom fifth earn less than 4 percent. The disparity between those at 
the top and those at the bottom has been hovering at the highest difference 
since the Great Depression of the 1930s. Table 3.4 outlines the distribution of 
household income over the past 45 years.

The difference between the top and the bottom is even more evident when 
income is examined more closely. Table 3.5 lists the average dollar income by 
groups, with the amounts held constant to account for inflation. In 1980, the 
top fifth of households earned more than 10 times more income on average 
than did the bottom fifth. By 2012, that had grown to almost 16 times more. 
Over the past 30 years, the real dollars earned by people in the highest fifth in-
creased by 47 percent, compared with a less than 1 percent increase for those 
in the bottom fifth.

Table 3.4 Percent Distribution of Household Aggregate Income

2015 2010 2000 1990 1980 1970
Highest 20% 49.8 50.3 49.6 46.6 43.7 43.3

Fourth 20% 22.9 23.4 23.0 24.0 24.9 24.5

Third 20% 14.8 14.6 14.8 15.9 16.9 17.4

Second 20% 9.0 8.5 8.9 9.6 10.3 10.8

Lowest 20% 3.4 3.3 3.6 3.9 4.3 4.1

Source: US Bureau of the Census (2001); Proctor, Semega, & Kollar (2016).
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The difference in income is even more extreme between those at the very 
top and those at the bottom. Over the past 30 years, the real dollars earned 
by the highest 1 percent of earners increased by almost 200 percent. In terms 
of wealth, or the total assets one may hold, the gap is even more significant. 
The top 1 percent of households hold more than 40 percent of all wealth. For 
all households, the top 10 percent hold 75 percent of all wealth, and the bot-
tom 90 percent hold the rest, 25 percent of all wealth (Stone, Trisi, Sherman, 
& Horton, 2016). Since the 1980s, income growth has benefited top earners. 
This is contrary to policy changes in the 1980s that were based on the trickle- 
down theory. Proponents of this theory contended that tax cuts given to  
those at the top would make more money flow down to those at the bottom. 
However, government assistance for those at the bottom was decreased when 
tax cuts were provided for those at the top. The result has been a greater gap 
between the top and the bottom, furthering economic disparity.

Race

One of the most significant factors that affect income and wealth in the United 
States is race. The median income—the midpoint of all earners—was $62,950 
for white households, $36,898 for African American households, and $39,005 
for Latino families in 2015 (Proctor et al., 2016). Therefore, families of color 
earned less than two-thirds of what white families earned. All types of white 
households had much higher income than the same types of African American  
and Latino families. Employment rates of people of color have also been 
lower than those of the white population. For example, in 2017, when the 
unemployment rate was 4.1 percent for whites, it was 8.1 percent for African 
Americans and 5.6 percent for Latinos (US Department of Labor, 2017).

Several factors are likely contributors to the link between poverty and race. 
As will be discussed in Chapter 4, prejudice and discrimination can limit a 
person’s opportunities. For example, slavery completely kept African Ameri-
cans out of the mainstream economic structure for hundreds of years. Indige-
nous Peoples were also excluded from full participation. Table 3.6 illustrates 
the relationship between poverty and race. As stated earlier in text, the me-
dian household income for whites is higher than for African Americans and 
Latino households. Finding ways to change the negative relationship between 
income and race presents another challenge to professional social workers.

Table 3.5 Mean Household Income by Quintile

Mean Household Income (Income held in constant 2015 dollars)
2015 2010 2000 1990 1980

Highest 20% 202,366 184,146 195,803 153,315 127,382

Fourth 20% 92.031 85,748 90,357 79,002 71,443

Third 20% 56,832 53,450 58,125 52,399 48,493

Second 20% 32,631 31,017 34,904 31,723 29,387

Lowest 20% 12,457 11,952 13,979 12,608 11,808

Source: Proctor, Semega, & Kollar (2016).
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The Costs of Poverty    LO 3  

Poverty has a personal cost. Growing up in poverty can hinder children’s edu-
cational achievement and sense of self. Impoverished areas tend to have more 
crime than more affluent areas. For adults, poverty contributes to depression, 
anger, and low self-esteem. Ameliorating these costs continues to be a social 
welfare concern.

Homelessness and Housing

Homelessness is not a new problem. However, in part because of an economic 
downturn in the early 1980s, the number of people—especially the number 
of children and families—who are homeless increased dramatically. For exam-
ple, in New York City, there was a 500 percent increase in the population of 
homeless families between the early 1980s and the early 1990s (Institute for 
Children and Poverty, 1998a). With the Great Recession of 2008–2009, eco-
nomic stress was particularly hard on families. Estimates of how many people 
are homeless are difficult to assess. At one point, 3.5 million people were esti-
mated to be homeless over the course of each year (National Coalition for the 
Homeless, 2009). Today, national numbers are assessed only once a year. The 
US Department of Housing and Urban Development (2016) conducts a once-
a-year “point-in-time” count, which involves simultaneous counts across the 
country on one night each year in January. The total count of people identified 
as homeless in January 2016 on the counting night was about 550,000, more 
than one-third of whom were children.

Homelessness is not only a problem in large urban centers. People with-
out permanent residences are found in rural and suburban communities as 
well. The condition of being homeless is not easily overcome. For example, in 
a national study of homeless families, at least 40 percent returned to shelters 
two or more times (Institute for Children and Poverty, 1998b). Many people 
who leave the shelters cannot secure permanent residences.

One contributor to homelessness is the lack of affordable housing. In 
many cities over the past 30 years, cheaper single rooms and small apartments 
have disappeared, and new, costly developments have taken their place. For 
example, just west of Chicago’s downtown, entire blocks of buildings in which 
low-income people rented rooms have been torn down and replaced with ex-
pensive high-rises. Those who favor this kind of urban renewal contend that it 

Table 3.6 Poverty by Race, 2015

White African American Latino
All people below poverty 9.1% 24.1% 21.4%

Families below poverty 6.7% 22.2% 20.4%

Female-headed families below poverty 22.8% 35.7% 37.1%

Source: Proctor, Semega, & Kollar (2016).

67046_ch03_ptg01.indd   81 1/26/18   10:44 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



82    CHAPTER 3

enhances the city, but housing advocates point out that it has resulted in fewer 
affordable residential units where poor people can live, and has contributed 
to increases in homelessness.

The increase in homelessness during the 1980s gave rise to public aware-
ness about the problem and prompted passage of the Stewart B. McKinney 
Homeless Assistance Act, which was designed to provide resources and ser-
vices to address the problem of homelessness. However, programs have not 
kept pace with the increase in homelessness. Requests for emergency food as-
sistance have increased annually, with over 40 percent of cities reporting an 
increase from 2015 to 2016, with the majority of those requests coming from 
families (US Conference of Mayors, 2016).

Homelessness is an extreme consequence of poverty, and people who are 
homeless require additional services and sensitivity. Employment and ade-
quate income are critical needs of all people in poverty, but people who are 
homeless face additional barriers. For example, a homeless individual cannot 
provide an address and a phone number at which a prospective employer can 
reach him or her. He or she does not have clothes to wear to an interview and 
to work, or a place to store such clothing if it is available.

Providing social services for young people who are homeless is a special 
challenge. Typically, young people leave troubled homes or are thrown out be-
cause families cannot handle their behavior. Although youth homelessness is 
a problem of poverty, it is even more a problem of unmet social support and 
mental health needs.

CASE EXAMPLE
Joyce, who is 16, constantly stayed out of school, often lost control of her 
temper, and did not get along with her mother. Sexually abused as a child by 
her now-absent father, Joyce is angry and suspicious of adults. Tired of fight-
ing with her mother, she left home to stay with some other young people 
in an abandoned apartment near a college campus. Joyce panhandled for 
money, but could not collect much. She does not want to sell herself for sex 
but feels that doing so might be better than returning to her mother’s home.

CASE EXAMPLE
Noel has a learning disability and attention deficit disorder and was beaten 
and placed in foster care when he was a child. His parents threw him out 
when he was 18, and he lived on the streets for several months. He was able 
to join a residential program that helped him find a good job and a safe 
place to live. His experience has left him deeply wounded, and he tries  
to understand what he did to deserve being left on his own without any  
resources (Wilson, 1998).

EP 6b
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Outreach workers for agencies that provide homeless youth with food, 
clothing, shelter, and other services find that they are fearful and hesitant to 
trust. “The minute they wake up out here, someone wants something from 
them. They want them to do a drug run or they want them for sex. It’s hard 
for [the youth] to believe we don’t want anything from them” (Bland, 1998,  
p. A8). Social intervention, which is difficult with homeless adults, is even 
more difficult with youth.

Personal Costs

Most social workers come face to face with the problem of poverty on the 
personal level. Whether poverty is the cause of personal problems or personal 
deficiencies lead to poverty, there is a relationship between the two. Interven-
ing to alleviate these problems is one of the challenges of social work practice.

Poverty is related to inadequate health, substandard housing, low educa-
tional achievement, drug use, and dangerous living situations. For young peo-
ple, it leaves deep scars and often a great deal of self-blame. After interviewing 
low-income children, Weinger (2000) concluded that the uncertainty, worry, 
and stress of living with minimal resources “suggest that anxiety and depres-
sion are likely outcomes of poverty” (p. 115). The deficits from growing up in 
poverty follow children throughout their lives (Krase, 2014).

Living in poverty requires coping skills and adaptation to a negative life 
experience. Some individuals cope by engaging in violence, crime, and drug 
use and by rejecting the systems that they cannot gain access to, such as the 
economic system (Ambert, 1998). Schools in poor neighborhoods have infe-
rior resources and overcrowded classrooms, and criminal activity makes the 
neighborhoods dangerous. The consequences of living in poverty are shorter 
life spans, inferior education, poor health, hunger, and lack of opportunity. 
Social participation and building social relationships is negatively impacted 
by growing up in poverty (Ridge, 2011). Research on long-term effects of pov-
erty suggests that raising the incomes of poor families improves the cognitive 
development of children and seems to improve their participation in the la-
bor market as adults (Duncan & Brooks-Gunn, 1997). In addition to raising 
family incomes, early childhood education raises the likelihood of long-term 
educational and employment success for poor children (Annie E. Casey Foun-
dation, 2014). These outcomes are compelling reasons for improving the lives 
of people who live in poverty.

The Roles of Social Workers    LO 4  

Social workers pursue social change, particularly with and on behalf of vulner-
able and oppressed individuals and groups of people. Social workers’ social 
change efforts are focused primarily on issues of poverty, unemployment, dis-
crimination, and other forms of social injustice.

Part of social workers’ professional commitment is to work to eliminate 
economic inequality and poverty. Few professional social workers are found EP 2, 3a
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in public assistance offices, but most social work settings serve low-income 
individuals and families. To tackle the problem of poverty, social workers need 
sufficient knowledge of existing social welfare programs and of how to link 
people to those services. They have to understand the psychosocial conditions 
related to poverty and develop individual interventions to alleviate them.  
Finally, social workers need to advocate for social and economic change to 
create a more economically just society. Box 3.4 poses the dilemma of ad-
dressing personal needs versus structural change.

According to the US Department of Agriculture, in 2015, 
12.7 percent of US households experienced food insecurity 
at some time during the year. This means that about  
15.8 million US households did not have access to enough 
food to lead active and healthy lives (US Department of 
Agriculture, 2016). As a nation, we often address hunger 
by providing food for people in need. People line up at 
food banks and soup kitchens, some once in a while and 
others nearly all the time, to get help to overcome hunger. 
The need for food assistance is constant, and it gets worse 
during difficult economic times. Food banks find them-
selves running out of food before they run out of demand 
for it. Mark Winne (2007) spent many years in the food 
bank industry in Connecticut. His experiences made him 
begin to question whether giving out food is a good meth-
od to deal with hunger. He grew concerned that it creates 
a codependency where clients come to depend on food 
handouts, rather than developing other ways to get food, 
and where workers want to continue to give food. Giving 
food makes people feel that they are doing good, and they 
have little incentive to question or change the ever-growing 
food-giving industry. Winne asks the question, “What would 
happen if the collective energy that went into soliciting 
and distributing food were put into ending hunger and 
poverty instead?” (p. 25). Hunger is a worldwide problem. 
Estimates are that 800 million people suffer from chronic 
malnutrition, and those numbers are likely to rise (The 
Hunger Project, 2017). At the time of this writing, dramatic 
increases in the cost of food are threatening the lives of 
millions of people around the world. Therefore, how we 
address hunger is a worldwide question. The US govern-
ment and many other governments and private groups 
provide food to hungry people worldwide. But some in the 
international relief field question the continued provision 
of food rather than helping communities become more 

self-sufficient. Some groups are trying broader approaches 
to eradicating hunger. You will be asked to find out about 
one of them in the next section.

Analyzing the Situation
■■ Do some research to find out more about the causes of 

hunger in the United States. Is there a shortage of food, 
or are there other causes?

■■ Looking at the causes of poverty, how do you think these 
relate to the causes you found for hunger?

■■ Try to find out how much money is spent every year to 
provide emergency food for people nationally and in your 
state. How many volunteer hours go into providing emer-
gency food?

■■ Go to the website for the Hunger Project (www.thp.org). 
Watch one of their videos and read about their approach 
to eradicating hunger. Does this approach fit with social 
work values and ethics? If so, how specifically? Is it an 
approach that you think would work well in the United 
States?

What Can Social Workers Do?
Given your analysis, what might social workers do to ad-
dress the causes of hunger? Are there better ways that the 
money and volunteer hours could be utilized to reduce or 
end hunger in the United States? What interventions could 
you suggest at the individual level? The community level? 
The policy level (e.g., changes in local, state, or federal 
legislation)?

What Can You Do?
What one step might you take now, alone or working with 
others, to reduce hunger? What are the barriers that might 
keep you from taking this step? What could you do to 
reduce those barriers?

Box 3.4 Becoming a Change Agent  
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Social Welfare Programs    LO 5  

As discussed in Chapter 2, assistance to people who live in poverty has ebbed 
and flowed since colonial times, depending on changing social and economic 
conditions. The strongest national efforts to assist the poor have come in so-
cial welfare programs targeted to serve them. Individual intervention has been 
focused on treating the related psychosocial conditions. On the local level, 
grassroots advocacy efforts have been effective. All these approaches involve 
social workers.

The two major types of public assistance are in-kind benefits and cash 
assistance programs (see Chapter 2). Programs that provide in-kind benefits 
give people commodities or coupons that they can exchange for commodities. 
Examples of in-kind services are treatment at public health care clinics, hous-
ing subsidies, and food stamps. Cash assistance programs provide monthly 
payments that recipients use as needed. The two major national cash assis-
tance programs are Supplemental Security Income and Temporary Assistance 
for Needy Families.

Supplemental Security Income  The Supplemental Security Income (SSI) pro-
gram provides cash assistance for people who are poor and are 65 or older, 
or blind or disabled. The program was originally created as part of the Social 
Security Act in 1935 and was actually three separate programs—one each for 
older people, people who were blind, and people who were disabled—admin-
istered as federal–state partnerships. Cash assistance for the three groups was 
consolidated into the current SSI program in 1972. The legislation also cre-
ated uniform federal eligibility requirements and benefit levels. The SSI pro-
gram is funded by general tax revenues.

SSI uses the Department of Health and Human Services poverty guidelines 
(discussed at the beginning of this chapter) to determine whether a person 
over age 65 is in poverty and is eligible for cash assistance. Benefit amounts 
are adjusted on the basis of other income the person receives. The definition 
of disability used by the program mirrors that used for the Social Security Dis-
ability Insurance program and covers people of any age with disabilities who 
are below poverty guidelines but are not eligible to receive benefits under the 
social insurance part of the Social Security program (usually due to insuffi-
cient work history to qualify for benefits under the Social Security program). 
The maximum benefit for a person without any other income was $733 per 
month in 2015. Annually, more than 8 million people received federal pay-
ments through the SSI program, with an average monthly payment of $517 
(Social Security Administration, 2016).

Temporary Assistance for Needy Families  The Temporary Assistance for Needy 
Families (TANF) program evolved out of 1996 policy changes to the Aid to Fam-
ilies with Dependent Children (AFDC) program. AFDC, which started as part 
of the 1935 Social Security Act, provided guaranteed cash assistance to any 
family that was poor for as long as the family qualified. Under TANF, on the 
other hand, poor families with children still qualify, but the entire family is 
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eligible to receive benefits for no more than 24 consecutive months and a life-
time total of five years. All adult participants must spend 20 hours per week 
in a job or job-related activity. Under AFDC, a mother with a child under age 
3—in some states, under age 6—could stay home to care for the child. That 
choice is no longer available.

Although AFDC was federally mandated, it was state run, so there was 
program variability across states. The movement of programs from the federal 
level to the state level is referred to as devolution of services. TANF incorporated 
more state flexibility than was allowed under AFDC. As a result of this devo-
lution, there is even greater variability among TANF programs across different 
states, creating a variety of TANF regulations, eligibility criteria, and benefits.

The Personal Responsibility and Work Opportunity Reconciliation Act  
(PRWORA, P.L. 104–193), which created TANF in 1996, also made a major ad-
ministrative change in funding. Prior to TANF, the federal government matched 
the amount that states spent (using a formula that took state populations and 
extent of need into account). Because there were no time limits on AFDC, all 
eligible people were served, and there was no cap on federal matching funds. 
TANF is funded through an annual federal block grant, a set amount of money. If 
a state runs out of funds, no more benefits will be paid until the next year’s fund-
ing becomes available. States may choose to use their own funds to continue the 
program, but they receive no additional federal support during the year.

Over the years, TANF families have changed, with half of the TANF house-
holds receiving benefits only for children and nothing for any adults. About  
50 percent of the TANF families with adults consist of one female adult and 
one child, and about one-third have two children. Most children, over 70 percent, 
are under the age of 9. One-third of recipients are white, another one third are 
African American, and 28 percent are of Hispanic origin (which means they 
can be identified as black or white) (US Department of Health and Human 
Services, 2013). On average, families received $378 a month, which provides 
an annual income of $4,536 (US Department of Health and Human Services, 
2016). However, there is tremendous variation across states. Most TANF fam-
ilies receive food stamps, and almost all are eligible for medical assistance  
under Medicaid. Over one-third of TANF adult recipients participated in 20 or 
more hours a week of work activities (US Department of Health and Human 
Services, 2016). In spite of work efforts, these families remained poor and eli-
gible for TANF.

Early analysis of the effect of PRWORA and TANF suggested progress and 
also raised concerns. The number of people receiving cash assistance dropped 
significantly between 1993 and 2010, from 14.1 million to 4.4 million (US 
Department of Health and Human Services, 2007; Administration for Children 
and Families, 2011). The caseload rate declined steadily until the recession of 
2007. The number of people rose from 3.8 million in 2008 to 4 million in 
2009 to 4.4 million in 2010, remained steady at 4.4 million through 2012, 
then started to drop again to 4.1 million by 2014 (US Department of Health 
and Human Services, 2016). Because the initial decline came during economic 
growth, it may have been that the decrease in caseloads was a result of the 
booming economy. Another possibility is that the tighter eligibility criteria 
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enacted under welfare reform allowed fewer families to qualify, in spite of very 
low incomes. One concern is that the number of families with no adult re-
cipient increased. The proportion of families in which only the children re-
ceived benefits increased from 15 percent in 1992 to 50 percent by 2014 (US 
Department of Health and Human Services, 2007, 2016). Today, 75 percent of 
TANF recipients are children (US Department of Health and Human Services, 
2016). This dramatic rise in the proportion of children suggests that families 
completed the 24-month period, with the result that adults were ineligible to 
receive benefits, or that parents were being sanctioned and removed for failure 
to comply with the new work requirements while the children received some 
benefits. TANF today is primarily a cash assistance program for the poorest 
families with young children, but only for limited periods of time.

The impact of TANF after 20 years has been mixed. As cited earlier, the 
caseload numbers have declined. Advocates of the 1996 welfare reform regard 
this as a positive outcome and proof that the changes instituted were success-
ful. However, more detailed research reveals some disturbing data. There has 
been a large drop in the portion of families eligible for TANF who are being 
served. Prior to the creation of TANF, 84 percent of the families poor enough 
to qualify participated in the federal cash assistance program. Within the first 
decade, that portion had dropped to 48 percent. This meant that “the caseload 
decline during the first decade of welfare reform reflects a decline in the ex-
tent to which TANF programs serve families that are poor enough to qualify, 
rather than to a reduction in the number of families who are poor enough to 
qualify for aid” (Center on Budget and Policy Priorities, 2006, p. 2). The next  
10 years saw a continued decline. The portion of families eligible for TANF due 
to low income who were actually served dropped to 32 percent by 2012. Un-
fortunately, the biggest decline in support was for children in poverty. TANF 
reached fewer and fewer poor children, covering about 60 percent of children 
in poverty in 1996 compared to only 20 percent in 2013 (US Department of 
Health and Human Services, 2016).

What may be happening is that stricter program criteria are leading to 
reduced caseloads, and state budget deficits are taking a toll on finance for 
social welfare programs, while poverty increased or stayed the same. This is 
particularly critical for the children who constitute the majority of TANF re-
cipients. Even before the recession, there were concerns about the stringent 
cutbacks imposed by TANF. Fewer poor families are finding assistance through 
the TANF program, and yet they are qualified because they are still poor. Over-
all, the number of children served by TANF represents about 20 percent of 
all children in poverty. That means that the vast majority of poor children in 
the United States are not served by the primary program designed to support 
them and their families. The early warnings about the consequences of shrink-
ing public assistance for poor families still holds true:

Overall, there is reason to be concerned about families living in poverty.  
Despite the large caseload reduction, the national poverty rate has fallen 
rather little. Many who have left welfare for work remain poor and 
continue to depend on Food Stamps, Medicaid, and other government 
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assistance; some have left welfare and remain poor, but do not receive 
the Food Stamp or Medicaid benefits to which they remain entitled. The 
extent of economic hardship remains high, because, given their human 
capital and personal characteristics, many former, as well as current, 
welfare recipients have limited earning prospects in a labor market that 
increasingly demands higher skills. Thus, despite promising early results 
with respect to declining caseloads and increasing work effort, much un-
certainty exists about the long-run prospects for escaping poverty of both 
[welfare] stayers and leavers. (Danziger, 2000)

Results of studies following people who left TANF for employment are not 
encouraging. In Wisconsin, “the majority of households who have left wel-
fare have earnings well below the poverty line several years afterward, even 
in a state that has an extremely strong economy and that has invested heavily 
in health and child care” (Hotz, Mullin, & Scholz, 2002, p. 54). Most recipi-
ents of TANF who left the program and were able to find jobs did see some 
improvement in their incomes, but it tended to be limited, with significant 
periods of joblessness (Center on Budget and Policy Priorities, 2006). Now, 
with such short time limits of coverage, it is likely that families poor enough 
to qualify for assistance have very little change in their earning abilities when 
the time limit is reached and they are terminated from the program.

When TANF can be successful in helping poor people make the transition 
to work and economic independence, usually for reasons that are temporary 
economic disruptions, the program is an excellent resource for social workers. 
When TANF takes on a punitive role or fails when the economy weakens and 
more poor people are in need of cash assistance, social workers then need to 
identify the program’s weaknesses, speak out for change, and work to amelio-
rate the devastating impact of poverty on people.

Supplemental Nutrition Assistance Program  Original government food 
support programs, dating back to the 1930s, provided commodities to peo-
ple who were poor. They originated as an agricultural support effort in which 
the government purchased food that growers could not sell and gave the food 
to people in need. Today’s Supplemental Nutrition Assistance Program (SNAP) 
(changed in 2008 from the Food Stamp Program) is still run by the Depart-
ment of Agriculture.

Over time, the program’s emphasis shifted from supporting growers to 
supporting low-income people. The Food Stamp Act of 1964, passed as part 
of the War on Poverty, and amended in 2008 by the Food Conservation and 
Energy Act, provides monthly benefits through an electronic debit card that 
can be used for food at commercial grocery stores. Eligibility is set by the fed-
eral government and is standard across the nation. This makes eligibility uni-
form, as opposed to the tremendous state variability for TANF. The program 
is funded through general tax revenues. In 2017, a little more than 43 mil-
lion people participated monthly, and the average monthly value of coupons 
was about $125 per person (US Department of Agriculture, 2017). Although 
SNAP participation greatly increased following the Great Recession, jumping  
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80 percent from 2007 to 2013, since then the number of recipients has 
dropped by about 12 percent, likely reflecting the improving economy. The 
assessment of TANF and poverty over the years may be reflected in SNAP par-
ticipation. Although numbers of people served by TANF decreased, poverty 
and economic need did not, and thus we saw increased participation in SNAP.

Psychosocial Interventions

Living in poverty is stressful. There is constant worry about paying for rent, 
food, and transportation, and whether the money will last the month. Parents 
try to provide for children who need new shoes or want a toy or a chance to see 
a movie. They must balance the cost of child care with their need for paid em-
ployment. People who are poor often blame themselves for the condition and 
feel incompetent and incapable. Fear accompanies poverty—fear of living in a 
dangerous neighborhood and fear of what will happen next. People in poverty 
typically feel out of control, that none of the things they have tried have helped 
change their economic conditions. Poverty leads to negative mental health 
and contributes to depression and low self-worth (Link & Phelan, 1995; World 
Health Organization, 2007), and is particularly harmful for children, adversely 
impacting their physical and mental development (Krase, 2014).

Several intervention techniques can be applied when working with peo-
ple who are in poverty. Focusing on people’s strengths and abilities can be a 
positive way to approach those who are in need (Saleebey, 2006). According 
to Segal and Stromwall (2000), a number of intervention methods at the indi-
vidual, group, and community levels that are based on the strengths perspec-
tive are helpful when working with people in poverty.

Individual-level work should involve solution-focused interventions that 
emphasize what can be done rather than analyze problems. The goal is to help 
clients identify actions they have used in the past that have been helpful and to 
develop new ways to deal with problems. By focusing on prior successes, peo-
ple feel better about themselves and begin to feel empowered to make changes.

Social workers can also help people improve their employability. For some 
people that means finding resources to support employment, such as child 
care, transportation, or affordable clothing. It may mean helping other people 
complete high school or college or get work training. Group-level interventions 
include encouraging people to participate in mutual aid, self-help groups, or 
community activities. Involvement in groups helps people feel connected and 
decreases their feelings of isolation as they struggle to make ends meet. Groups 
can help people stop blaming themselves and instead begin to see the larger 
context of poverty in US society. Another intervention is to focus on people’s 
natural helping networks—family, friends, or religious groups. Social workers 
can help people find support and become natural supporters themselves.

Although intervention with individuals and in groups can help alleviate 
negative personal and family conditions related to poverty, it does not change 
the structural factors that contribute to income inequality. Social workers must 
also address these larger-scale structural factors. For example, even during 
a time of significant economic growth and low unemployment, poverty 
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increased among people who were employed. The Conference Board (2000), 
a coalition of major business executives, concluded that since the mid-1970s 
long-term economic growth has not improved the economic well-being of 
full-time workers. Contrary to expectations, the poverty of full-time workers 
was higher at the end of the twentieth century than it was during the recession 
that preceded the economic boom of the 1990s. From the end of World War II  
through the 1970s, incomes of all families grew at a similar rate. However, 
since the 1980s, income growth has been proportionately much greater for 
those at the highest levels, at rates four times that of lower earners (Stone  
et al., 2016). Therefore, individual intervention without structural change is not  
sufficient in dealing with poverty. Community-level interventions that stress 
advocacy and political change enhance personal interventions and can achieve 
social change.

Advocacy    LO 6  

Political advocacy calls for knowledge of the public policy process, how legis-
lators create policy, and where in that process intervention can take place. So-
cial workers are trained to listen, identify needs, and help people to find ways 
to meet those needs. These same skills can be used to analyze policy and ad-
vocate for change to improve economic conditions. Sometimes, social workers 
find themselves struggling to deal with the individual concerns of poverty and 
the structural determinants, as presented in the case described in Box 3.5.

Emphasizing strengths can be effective on the community level. Identi-
fying and building on a community’s assets can be a positive way to address 
poverty (Kretzmann & McKnight, 1993). For example, a social worker can 
get to know the people living in a neighborhood and meet the community’s 
informal leaders. These informal leaders meet with public officials about the 
community’s needs. Communities may have resources to offer employers, 
such as many available young workers. Programs that offer property tax ben-
efits can encourage businesses to locate in the area. Poor communities can 
advocate for businesses to relocate. Such advocacy is most effective when 
the community organizes from within and natural leaders come forward. 

While working for child protective services, 
you get a call from a neighbor of the Johnson 
family. She tells you that the three Johnson 
children, ages 15, 13, and 9, come home 
after school to an empty house and have 

no adult supervision until Mrs. Johnson gets home from 
work, at about 8:00 at night. When you meet the family, 
you learn that the oldest child makes dinner for the others 
and keeps an eye on them. Mrs. Johnson tells you that 

her husband left a year ago and that she was on public 
assistance until several months ago, when she found this 
job. She stresses that she wants to be a role model for her 
children and support the family by working. After months 
of looking, this job was the only one she could find that 
would support the children. The children seem to accept 
the situation and be healthy. Would you report this as a 
case of neglect?

Box 3.5 Ethical Practice...Self-Sufficiency or Neglect?  

EP 7c
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Identifying the community’s strengths can be part of the social worker’s 
community-level intervention.

Conclusion

Poverty is firmly entrenched in the economic system. Even after the longest 
economic expansion in modern history, millions of adults and children live 
with incomes well below the poverty line. Current social programs provide a 
modicum of assistance, just enough to cover the most essential needs. Society 
is reluctant to do more.

Without changes in the social and economic structures, there are not 
enough opportunities for everyone. If lack of education inhibits a person’s 
ability to earn a good income, it is necessary to find ways to improve that 
person’s access to education or ability to learn. If working full-time still leaves 
a person in poverty or without health care, wages and benefit coverage need 
to be increased. If a person is willing to work full-time, employment poli-
cies should reward that effort with enough earnings so that he or she can live 
above the poverty threshold. Creating such opportunities is a major challenge 
for society and for social workers.

Key Terms
absolute poverty (p. 72)
culture of poverty (p. 76)
devolution of services (p. 86)
feminization of poverty (p. 75)
juvenilization of poverty (p. 75)
poverty guidelines (p. 73)

poverty threshold (p. 73)
relative poverty (p. 72)
Supplemental Nutrition Assistance 

Program (SNAP) (p. 88)
Supplemental Security  
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Temporary Assistance for Needy 
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Questions for Discussion

1.	Discuss the differences between a relative and an absolute definition of 
poverty. What are the advantages and disadvantages of each?

2.	Discuss how the US poverty threshold was originally determined. Does 
this method seem reasonable? Does the 2017 poverty threshold of $30,750 
for a family of four seem reasonable? Why?

3.	What is meant by the juvenilization of poverty? The feminization of pov-
erty? Why is it important to understand these concepts?

4.	Discuss the distribution of income across households in the United States. 
Is income evenly distributed? What are some of the consequences of the 
current income distribution?

5.	Describe the basic social welfare programs that are in place to assist the 
poor. Describe the primary differences between AFDC and TANF. Were the 
changes made in 1996 desirable? Why or why not?

6.	What role should social workers play in relation to poverty?
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Change Agent Exercise

People who are homeless often have difficulty finding a place to stay during the 
daytime, as most shelters are open only at night. They also have limited resources 
for making arrangements for job searches and interviews (e.g., no money for 
transportation or no telephone). What are the rules about homelessness in your 
community? Can homeless people sit outside? Can they stay in public places such 
as libraries or post offices or government offices? Where can they use bathrooms 
during the day? What do they do when the weather is poor? Find out about the 
rules and regulations regarding loitering and homelessness in your community. 
Do these laws seem fair and reasonable? If not, what can you do to improve the 
situation? Try to brainstorm actions that you and your classmates can take to im-
prove the day-to-day conditions for people who are homeless in your community.

Exercises

1.	What Is Poverty?
Working alone, take 10 minutes to identify the basic essentials a person 
needs to live in our society. Then pair up with a classmate and compare 
lists. Take 10 minutes to develop a shared list. Now share it with another 
pair. Can the four of you agree on the basic essentials required for a mini-
mum standard of living? Is this discussion difficult? Why or why not?

2.	Social Welfare Programs
Identify and explain three social welfare programs designed to address 
poverty.

Answer the following questions for each program:
Who is eligible for the program?
What is provided by the program?
What is the goal of the program?
Do you think the program is adequate? Why or why not?

3.	Employment Opportunities
Apply for or get information about an entry-level job in your commu-
nity. Ask the prospective employer about wages and benefits, particularly 
health insurance coverage.

What is the salary, and which benefits are provided for a one-year pe-
riod? Is this enough to support a family?
What health coverage is provided for the employee? For family members?
What are the job requirements? Who would fit those requirements, and 
who would not?
Is this job a viable alternative to public assistance? Why or why not?
Do you think that gender or race might play a part in this employment 
opportunity?
Who is the manager? Who are the entry-level employees? Do they dif-
fer? If so, how?
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4.	Site Visit
Find a local public assistance office. Enter the office alone and sit in the 
waiting room for an hour.

What did you observe?

How was the room arranged?

How did people interact?

What was the gender, racial, and age composition of the people waiting 
and of the people working in the office?

How did this waiting room compare to other waiting rooms you have 
been in, such as doctor’s offices, financial aid centers, or other places of 
business or service?

5.	Personal Budget
Fill out the following budget form:
Minimum Personal Monthly Budget
Family size�
Rent or Mortgage�
Utilities�

Electricity�
Gas�
Water�
Other�
Total Utilities�

Food�
Transportation�
Health Care/Health Insurance�
Clothing�
Furniture/House wares�
Pet Care�
Other	 �
Entertainment (movies, restaurants, travel, CDs, books, etc.)�
TOTAL MONTHLY BUDGET�

How does your total monthly budget compare with the federal poverty 
level?

How does it compare with the levels of eligibility for and the benefits 
from current public assistance programs?

How do your minimum needs compare with those of people living in 
poverty?
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LEARNING OBJECTIVES  

After reading this chapter, students will be able to:

1.	 Explain what social justice is.

2.	 Distinguish between prejudice, discrimination, and oppression.

3.	 Apply the explanations of social injustice to various situations.

4.	 Discuss the models of intergroup relations.

5.	 Summarize the approaches to overcoming social injustice.

6.	 Describe social workers’ roles in fighting social injustice.

4� Human Rights and Social 
and Economic Justice
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On August 29, 2005, a category 5 hurricane named Katrina made landfall on the 
Gulf Coast of the United States. In New Orleans, where much of the devastation 
occurred, images of people trapped on rooftops calling for help, wading through chest-
deep water, or crammed into a sports stadium, struggling to survive without adequate 
food and water, shared a common characteristic: almost all of those in New Orleans, 
hit hardest by Katrina, were poor and African American. Although natural disas-
ters can happen anywhere and affect all types of people, the aftermath of Hurricane 
Katrina made many Americans question issues of social justice. Many questioned 
whether those in power would have reacted more quickly to provide desperately needed 
assistance if those hardest hit were white or wealthier. People experiencing this trage-
dy, and those watching around the country and around the world, were reminded of 
the United States’ struggle with injustice in the forms of racism and classism. Many 
called for measures to increase social justice.

Calls for increased social justice have grown louder in the years since Hurricane 
Katrina, spurred on by a number of events. The killing of unarmed African American 
men by police officers was one cause of the growing focus on justice. These shootings, 
and concerns about widespread bias throughout the criminal justice system, prompted 
the founding of the Black Lives Matter movement. The movement began on social 
media in 2013 after the acquittal of George Zimmerman for the killing of Trayvon 
Martin. Black Lives Matter held its first in-person protest following the killing of un-
armed Michael Brown in Ferguson, Missouri, in 2014. Since that time, Black Lives 
Matter has organized thousands of protests around the country to respond to numerous 
injustices in the criminal justice system (Day, 2015).

Social justice was also a theme during and after the 2016 presidential election. 
Statements by candidate Donald Trump insulted and degraded women; survivors of 
sexual assault; people with disabilities; Muslims; and members of the Latino, African 
American, and American Indian communities. Rhetoric used during the Trump cam-
paign emboldened white supremacist groups and, according to the Washington Post, 
“made it safe to hate again” (Milbank, 2016, p. 11). Since the new administration 
took office, there has been an increased concern by many around the country about the 
deterioration of civil rights and social justice.

On June 17, 2015, Dylan Roof During walked in on a prayer service at the Eman-
ual African Methodist Episcopal Church in Charleston, South Carolina. He opened 
fire and killed nine African American church members. Roof, a white supremacist, 
later admitted to the crime, saying he had hoped to ignite a race war. In March 2017, 
a Sikh man was shot in his driveway in Kent, Washington. His assailant told him to 
“go back to your own country.” Two weeks earlier, a man confronted two immigrants 
from India about their visa status in a bar in Kansas. He then pulled out a gun and 
shot them both, killing one. According to witnesses, the shooter shouted, “Get out of 
my country!” In just the first two months of 2017, at least seven transgender women of 
color were killed in various communities around the United States. Also in the first few 
months of 2017, there was a wave of bomb threats against Jewish community centers 
and vandalism at Jewish cemeteries and synagogues.

These examples of criminal behavior all share a commonality: they are hate crimes. 
Hate crimes occur when people are victimized because of their race, ethnicity, religion, 
sexual orientation, ability, or gender or gender identity. According to the FBI, 5,818 
hate crimes were recorded in 2015 (Federal Bureau of Investigation [FBI], 2016).  
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Although hate crimes have occurred throughout American history, there is concern 
that there has been a surge in both hate crimes and hate groups in 2016 and early 
2017. The Southern Poverty Law Center (SPLC) tracks hate crimes and hate and 
other extremist groups. They reported that hate groups in the United States grew from 
819 in 2015 to 917 in 2016 (SPLC, 2017; Potok, 2017). These groups exist in all 
50 states, and their number may underestimate organized hate in the United States 
because many extremists are operating primarily online. They note a particular rise in 
anti-Muslim hate groups.

Hate crimes are not the only injustices that plague our society. In addition to the 
5,850 hate crimes recorded in 2015 (FBI, 2016), poverty, employment and housing 
discrimination, infant mortality, and racial inequality are sadly familiar features of 
American life. The wealth in the United States is clearly not shared, and inequality 
has been rising in recent decades. Between 1993 and 2012, the income of the bot-
tom 99 percent grew 6.8 percent while that of the top 1 percent grew 86.1 percent 
(Stewart, 2013). In 2016, the richest 10 percent of Americans held 76 percent of the 
wealth in the country (Sahadi, 2016). The top 1 percent own about 18 percent of the 
country’s wealth (Lam, 2016). More than 15 million children (21% of all children) 
live in poverty in the United States, and almost half of American children live near 
the poverty line (Columbia University, 2016). In addition, children of color are much 
more likely to live in or near poverty.

Although some progress has been made after years of working for social change, 
people are still mistreated because of their membership in various groups. For simply 
being who they are, many people are refused jobs, housing, and access to public accom-
modations, and they experience fear and violence. There is a tremendous gap between 
the rich and the poor, and far too many children go to bed hungry. Whereas other 
chapters address many of these issues in more detail, we raise them in this chapter 
because they are all related to social justice.

What Is Social Justice?

Envision a society in which all members feel physically, emotionally, and psy-
chologically safe; resources are distributed equitably; jobs are available for all 
who want them; all people have the same basic rights and opportunities; and 
all are able to develop to their fullest potential. This describes a society with 
true social justice.

Most of the issues social workers confront are directly or indirectly re-
lated to injustice. If we hope to solve the problems that affect the lives of so 
many in society, we need to understand not only the concept of social justice 
but also the causes of injustice. Justice means fairness, and social justice refers  
to the level of fairness that exists in human relationships. Injustice has been 
described as

coercively established and maintained inequalities, discrimination, and 
dehumanizing, development-inhibiting conditions of living (e.g., slavery, 
serfdom, and exploitative wage labor; unemployment, poverty, starvation,  
and homelessness; inadequate health care and education), imposed by 
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dominant social groups, classes, and peoples upon dominated and exploited 
groups, classes, and people. (Gil, 1998, p. 10)

This definition states that inequalities and conditions that limit people’s 
abilities to develop are established and maintained coercively. In other words, 
many limitations, such as poverty, unemployment, and inadequate education, 
are placed on people by conditions that exist outside of themselves. For exam-
ple, although some people choose not to work, many others are forced into 
unemployment by a lack of jobs, inadequate transportation, and a lack of af-
fordable child care.

 LO 1  According to Gil’s definition, the conditions that limit people’s 
chances are imposed by dominant social groups and classes. This suggests that 
certain groups in society have more power than other groups and that they 
can dictate the conditions under which the others must live. It also means that 
certain groups in society have less power and are dominated and exploited 
by those with more power. In American society, people with money who are 
predominantly male, white, Protestant, heterosexual, able-bodied, young to 
middle-aged adults tend to make up the dominant groups with power. We 
explore the privilege of these dominant groups in this chapter as we discuss 
social justice in American society.

Social justice and civil rights are important because many of the issues 
that confront the majority of social work clients, including poverty, unem-
ployment, homelessness, hunger, inadequate health care, and unequal and in-
adequate education, exist due to injustices in the social, political, and 
economic systems. Because injustice is established coercively by others, we 
must look beyond the individual for causes and solutions.

Social Work’s Mandate for Social Justice

To effectively address problems of the magnitude described earlier in text, it 
is essential for social workers to be involved in fighting for social justice. The 
Preamble to the National Association of Social Workers Code of Ethics (National 
Association of Social Workers [NASW], 2008), which was introduced in Chap-
ter 1, requires social workers to address issues of social justice.

Social workers promote social justice and social change with and on be-
half of clients. “Clients” is used inclusively to refer to individuals, fami-
lies, groups, organizations, and communities. Social workers are sensitive 
to cultural and ethnic diversity and strive to end discrimination, oppres-
sion, poverty, and other forms of social injustice. (p. 1)

Social justice is one of the six core values listed in the Preamble, with the 
attached ethical principle that “social workers challenge social injustice.” The 
passage continues:

Social workers pursue social change, particularly with and on behalf 
of vulnerable and oppressed individuals and groups of people. Social 
workers’ social change efforts are focused primarily on issues of poverty, 
unemployment, discrimination, and other forms of social injustice. These 

EP 2
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activities seek to promote sensitivity to and knowledge about oppression 
and cultural and ethnic diversity. Social workers strive to ensure access to 
needed information, services, and resources; equality of opportunity; and 
meaningful participation in decision making for all people. (p. 3)

The Council on Social Work Education’s Educational Policy and Accredita-
tion Standards (2015) shape and monitor the curriculum of social work pro-
grams. The standards outline the importance of social justice to social workers:

The purpose of the social work profession is to promote human and 
community well-being. Guided by a person-in-environment framework, 
a global perspective, respect for human diversity, and knowledge based 
on scientific inquiry, the purpose of social work is actualized through its 
quest for social and economic justice, the prevention of conditions that 
limit human rights, the elimination of poverty, and the enhancement of 
the quality of life for all persons, locally and globally. (p. 5)

It is not enough for social workers to work with individuals to help 
them live with and adapt to injustice or to lessen the effects of injustice on 
individuals. Social workers must also work to change the unjust and oppres-
sive conditions in society that limit people’s ability to live self-determined, 
satisfying lives.

Barriers to Social Justice

To achieve a more just and equal society, it is necessary to first understand the 
barriers that stand in the way of social justice. Many barriers are related to the 
way people treat each other and the way societal institutions treat groups of 
people. These barriers include prejudice, discrimination, and oppression.

Prejudice is an attitude. It involves judging or disliking groups and indi-
viduals based on myths and misconceptions. People can be prejudiced with-
out acting on their feelings. For example, a prejudiced person might be afraid 
of members of a certain group and not want them to move in next door. But 
he or she would not do anything to prevent members of this group from buy-
ing the house.

Discrimination is an action. Discriminating against people involves treat-
ing them differently, usually by denying them something, based on their 
membership in a group. Examples of discrimination abound. People of color 
might be pulled out of line and searched more often while going through air-
port security. A qualified woman may be turned down for a job because she 
is over 50 years old. In some stores, all African American customers may be 
followed by a security guard, whereas white clients are not routinely watched.

Oppression is systematic and pervasive mistreatment of people based on 
their membership in a certain group. Oppression can include differential 
treatment that is built into institutions and systems as well as instances of 
violence. It restricts people’s opportunities, life chances, beliefs in what they 
can be, and self-determination (Bell, 1997). The situation of a poor, young  
African American boy is an example of oppression. He lives in a neighborhood 
characterized by violence and decay. He goes to a school that has inadequate 

EP 2,  
EP 3a
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funding, where he receives a poor education and thus has less chance than a 
wealthier white child to go to college and get a job that pays well. He is often 
harassed by police solely on the basis of his skin color and is at increased  
risk of being injured or killed by police. This young man’s mistreatment is  
systematic and pervasive. He is experiencing oppression.

A single individual can be prejudiced or discriminate against others, but 
for oppression to occur, the mistreatment must be institutionalized or built 
into the social system in some way. Oppression does not require overt discrim-
ination. Instead, a lack of attention to creating societal structures that meet the 
needs of diverse populations can result in oppressive situations. For example, 
when a woman who uses a wheelchair wants to apply for a job, she discov-
ers a steep stairway at the entrance to the business. She finally finds a freight  
elevator at the back of the building, but the buttons are too high for her  
to reach. Even after someone else pushes the button, she can’t make her way 
into the office because the doorway is too narrow to accommodate her wheel-
chair. Exhausted, demoralized, and not feeling welcome, she leaves without 
applying for the job (see Box 4.1).

 LO 2  The example in Box 4.1 demonstrates institutional discrimination, 
which occurs when discrimination is built into the norms and institutions in 
society and is enforced by those in power. Institutional discrimination exists 

There is a strong relationship between oppression and 
violence. Dominant groups often use violence or the threat 
of violence to retain their supremacy. For example, they can 
call out the police and military when members of oppressed 
groups threaten them. They can also use violence directly 
to keep nondominant groups “in their place.” Lynching, gay 
bashing, vandalizing synagogues, burning black churches, 
and rape have all been used to remind members of op-
pressed groups of their status.

Members of oppressed groups sometimes respond to 
unjust treatment with violence. For example, in 2016, upris-
ings took place in Ferguson, Missouri; St. Paul, Minnesota; 
Charlotte, North Carolina; and other cities, among members 
of the African American community following a number 
of police shootings of African Americans. Gay men and 
lesbians rioted in 1969 after a police raid on a gay bar in 
New York City. When people can no longer tolerate injustice, 
they strike out at the world around them. Often their actions 
do more harm to themselves than to the oppressor, such as 
when rioters burn their own neighborhoods. It is important 
to remember that reactions to injustice and oppression 
are often more emotional than rational. People who have 
reached the breaking point are “inflamed and enraged,” 

and “mad, angry, and bitter” (Bies & Tripp, 1996, p. 254). 
The intensity of the emotion pushes them to act, sometimes 
without thinking about the consequences.

When most people think of violence, individual violence 
against people or property—such as murder, rape, and 
gang violence—comes to mind. This is only a small part of 
the violence that takes place in society (Van Soest & Bryant, 
1993). Violence that is not as easy to see or identify includes 
institutional violence, which takes place, for example, when 
a large number of low-wage workers are fired while top 
management and stockholders are reaping the benefits 
of record profits. It also includes cultural violence, such as 
the many ways that dominant groups deny and destroy the 
cultures of oppressed groups. Poverty, hunger, homelessness, 
racism, sexism, heterosexism, classism, ableism, ageism, and 
anti-Semitism are all forms of violence.

Many people believe that members of oppressed groups 
start the cycle of violence. However, members of oppressed 
groups are responding to cultural and institutional violence 
with individual violence. Although violence may not be the 
best response to violence, it is an understandable response. 
To stop the violence in society, institutional and cultural 
violence, as well as individual violence, must be addressed.

Box 4.1 More About...Oppression and Violence  
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in the educational, health, political, social, legal, and economic systems. In 
fact, few areas of Americans’ economic and social lives are free of institutional 
discrimination. It so thoroughly permeates societal institutions that people of-
ten do not recognize that it is there. Instead, Americans frequently accept the 
many forms of institutional discrimination as just the way things are.

For example, it is well known that public schools serving predominantly 
low-income children and children of color have far fewer resources than 
schools serving wealthier and white children and thus provide a lower standard 
of education. Many people do not see that the institutional discrimination 
built into the system of public school funding limits many children’s chances 
to succeed. They fail to recognize the inequity involved in funding schools 
from property tax receipts, which provide more money in rich neighborhoods 
than in poor neighborhoods. People also do not see individual teachers and 
administrators acting in a discriminatory way. Thus, they blame the problem 
of undereducated children on the children and their families rather than on 
the unjust system of funding public schools. Box 4.2 lists additional examples 
of the pervasiveness of institutional discrimination in American society.

Oppression has been based on differences in race, sex, sexual orientation, 
economic status, physical or mental ability, age, and religion. Individuals may 
experience multiple forms of oppression. For example, an Asian American 
woman may be excluded or harmed on the basis of both her race and her sex. 
This makes oppression a multifaceted and complex social condition.

Racism is the systematic mistreatment of people based on race. Racism is 
institutionalized and perpetrated by members of groups who have power or 
control over society and its institutions. Groups experiencing racism in the 

Do you think that the following are examples of institutional 
discrimination? Why?

■■ Children from affluent families attend schools with 
better facilities, equipment, and books; and better-paid, 
better-trained teachers than do children from poorer 
families.

■■ White people, heterosexuals, and the able-bodied see 
themselves portrayed frequently and in a positive light 
on television, in magazines, and in the movies.

■■ Schoolchildren learn more about the achievements of 
white male historic figures than about the contributions 
of women and people of color.

■■ Private businesses are allowed to deny services to lesbians 
and gay men based on their religious beliefs.

■■ In many cities, African Americans are randomly pulled 
over by police and questioned and searched without 
cause. This practice is known as racial profiling.

■■ Banks employ redlining, which is the refusal to make 
loans to people in areas with high concentrations of 
certain racial groups.

■■ Healthy people are forced to retire at age 65.

■■ A qualified woman is not hired to do a demanding job 
because the employer thinks she might want to have 
children, which is perceived to limit her ability to give her 
full attention to her work.

■■ Latinos are rounded up by local police who are looking 
for illegal immigrants.

■■ Insurance companies refuse to sell health insurance to 
anyone living in a certain zip code because many gay 
men live in the area, and the risk of HIV infection is  
perceived to be high.

Can you think of other examples of institutional  
discrimination?

Box 4.2 What Do You Think?
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United States include African Americans, Indigenous Peoples, Latinos, and 
Asian Americans. There is a long history of racism in the United States. Some 
examples are the genocide and forced relocation of Indigenous Peoples; the 
enslavement of Africans; the practice of importing workers from other coun-
tries for difficult, dangerous, and low-paying jobs, including Africans in the 
1700s, Chinese in the 1850s, and Mexican farm workers today; the expulsion 
of Mexican American citizens during the Great Depression; the internment  
of Japanese Americans during World War II; and the unequal treatment of  
African Americans, which was legal until the mid-1960s.

As a result of pervasive racism, many people of color experience extreme 
poverty, infant mortality, unemployment, and violence, and their level of ed-
ucational attainment is lower than that of members of the dominant popu-
lation. Racism is frequently based on a belief in the inherent superiority of 
one race over another. This belief in superiority is so ingrained in society that 
racism is perpetuated by a generally accepted, unconscious attitude that pre-
sumes a white cultural norm. Incidents of racial discrimination, such as that 
explained in Box 4.3, can deeply impact individuals and communities.

Black lives matter, blue lives matter, or all lives matter.
In July 2015, motorist Sandra Bland was pulled over 

in Waller County, Texas, for failing to use her turn signal. 
The Texas State Trooper who pulled her over asked her 
to put out her cigarette. Bland questioned why that was 
necessary, and she was told to get out of her car. When 
Bland did not comply, the trooper tried to pull her out of 
her car. He pointed a Taser at her, and when she got out 
of the car, in the Dashcam video you can hear Ms. Bland 
saying that the trooper threw her to the ground. She was 
arrested for being “combative and uncooperative.” Three 
days after her arrest, Bland was found hanging in her 
cell. The authorities said it was suicide, but Bland’s family 
and friends stated that Ms. Bland would never kill herself. 
The Bland family filed a wrongful death lawsuit and won 
$1.9 million. Sandra Bland was African American, and her 
arrest and treatment in jail have become part of the larger 
conversation about racism in the criminal justice system. 
People ask if Bland had been white, would she have been 
arrested at all. This is one of many questionable deaths of 
people of color within the criminal justice system that has 
sparked the growth of the Black Lives Matter movement 
discussed earlier in the chapter. People contrast numerous 
cases of white people with weapons, not being arrested or 
shot, with numerous cases of armed and unarmed people 
of color being arrested or shot and killed.

Analyzing the Situation
■■ Try to gather more information about the Bland case  

by conducting an Internet search. How do people on 
different sides of the case explain what happened?

■■ Research the issue of race and unequal treatment in  
the criminal justice system. What other things have  
happened that make people assert that racism is built 
into the system.

■■ Some people assert that the name “Black Lives Matter” 
and the Black Lives Matter movement are racist because 
all lives should matter. Others argue that this is an es-
sential movement that social workers and others should 
support. Research both sides of this debate. What do 
you think about it?

■■ Does the treatment of people of color in the justice 
system seem equal or fair to you? If not, can you think 
of explanations other than racism that might explain the 
different treatment?

■■ Looking at the Explanations of Social Injustice in this 
chapter, which do you think might best explain what is 
happening in the criminal justice system in the United 
States?

What Can Social Workers Do?
Given your analysis, what might social workers do to 
address situations like the Bland case and prevent them 

Box 4.3 Becoming a Change Agent  

(continued )
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Sexism is oppression that grows out of the belief that men are superior to 
women. Inequality has long been supported by belief in “natural” and inher-
ent differences between the sexes. Women, considered the weaker sex, have 
been seen as unable to fulfill certain roles and have been expected to serve as 
the primary caregivers for children and other family members.

Two social conditions—the gender gap and the feminization of poverty—
have resulted from sexism. The gender gap is the difference between men’s and 
women’s earnings. In 2016, for example, among year-round, full-time workers, 
a woman earned 80 cents for every dollar earned by a man (American Associ-
ation of University Women, 2017). The gap in pay between men and women 
is even greater for women of color and for mothers. The term feminization of 
poverty refers to the fact that many more women than men live in poverty, as 
discussed in Chapter 3. Women are also more likely to be the targets of other 
forms of injustice, including domestic violence, rape, and sexual harassment.

Homophobia is a fear of homosexuality, or a fear of lesbians and gay men. 
Heterosexism is the institutionalized bias directed at gay men, lesbians, bisex-
uals, and people who are transgendered. As with other types of oppression, 
heterosexism is seen in such acts as discrimination in housing and employ-
ment, which means that gay people are denied access solely on the basis of 
their sexual orientation. Homophobia is also seen in acts of violence in the 
form of gay bashing. Examples of institutionalized antigay bias include the 
exclusion of lesbians and gay men from the military and the refusal of most 
states to let lesbians and gay men marry and openly adopt children. As a re-
sult of homophobia, heterosexuals frequently view all aspects of gay peoples’ 
lives in relation to their sexuality. Today lesbians and gay men make up one of 
the few oppressed groups that still lack federal civil rights protection against 
discrimination.

Classism describes the institutional and cultural attitudes and behaviors 
that stigmatize the poor and place a higher value on wealthier people. The 
economic system creates and supports excessive inequality and does not meet 
the basic human needs of poorer people. Classist attitudes hold that the poor 
are less capable and less industrious than those who have more resources and 
that they are responsible for their own poverty. Americans rarely discuss class, 
and the term is often misunderstood. Class refers to more than just income; it 
also includes social status and power. People perceived to be lower class are 
treated differently, not only because of how much money they have but also 
because of how they talk, what they wear, where they live, and the type and 
extent of education they have attained.

from happening again in the future? What interventions 
could you suggest at the individual level? The community 
level? The institutional level, such as the police or courts? 
The policy level, for example changes in local, state, or 
federal legislation?

What Can You Do?
What one step might you take now, alone or working with 
others, to reduce racism or another type of oppression? 
What are the barriers that might keep you from taking this 
step? What could you do to reduce those barriers?

Box 4.3 (continued)  
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Ableism is the oppression of people with disabilities. Like other oppres-
sion, it is systematic, pervasive, and institutionalized. Ableism is based on the 
presumption that perfect physical and mental health is the normal state. How-
ever, few people are in perfect physical condition their entire lives, so nearly 
everyone is a person with a disability at some time in his or her life. According 
to the Centers for Disease Control and Prevention (CDC), about 22 percent of 
American adults (or about 53 million people) are estimated to have some type 
of disability (Courtney-Long et al., 2015). This number is expected to increase 
as the percentage of the elderly population continues to increase. Some disabil-
ities are visible—probably the most obvious being use of a wheelchair—but 
most are invisible. A person with an invisible disability may encounter other 
people’s impatience when he or she does not behave in the expected way.

Ageism is the belief in the superiority of youth over age and the systematic 
oppression of people because they are older. Discrimination based on age can 
happen to people of different ages in different situations. Ageism can cause ex-
treme economic hardship. Older people are often driven out of jobs by forced 
retirement or find it hard to get jobs because employers do not want to hire 
them. Older people are also often denied choices about how to live their lives 
as a result of the assumption that to be old is to be frail and incapable of 
making decisions. Americans’ quest for youth takes its toll on the elderly, and 
jokes, greeting cards, and the mass media constantly remind them that there’s 
nothing worse than getting old.

Religious persecution is the systematic mistreatment of people based on 
their religion. It takes a number of forms in the United States and around the 
world. Anti-Semitism, or the systematic discrimination against or oppression 
of Jews, is one form of oppression based on religious belief. In many Christian 
countries, Jewish people have often been seen as “the other.” They have been 
excluded from many areas of life and frequently have been targets of hate  
and violence. The Holocaust, the planned annihilation of Jewish people by 
Adolf Hitler and his Nazi movement in Germany during the 1930s and 1940s, 
demonstrated the horror of systematic oppression based on religion. Under 
the official policies of Nazi Germany, 6 million Jews were killed.

Other religious groups, including Muslims, Sikhs, and Hindus, have also 
experienced discrimination and oppression based on their religion and cul-
ture. Members of these and other religious groups are often assumed to be 
Christian and are expected to celebrate Christian holidays. They must take 
days off from work or school in order to celebrate their own holidays. Some 
face harassment if they dress, celebrate, and worship in ways that are foreign 
to members of the mainstream population. Acts of terrorism carried out by  
Muslim fringe groups have spurred anti-Islamic sentiments and actions in re-
cent years, increasing the incidence and impact of hate crimes. Anti-Muslim 
rhetoric in the 2016 presidential campaign, as well as anti-Muslim immigra-
tion bans proposed early in the Trump administration, have vilified Muslims 
as enemies and likely placed them at increased risk of harassment and violence.

Cis normativity or cisgender privilege refers to systemic advantages  
people who identify with their birth gender experience. People who do not  
identify with their birth gender can be oppressed based on gender identity. 
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Gender identity refers to people’s perception of themselves as male, female, nei-
ther, or sometimes both. It can be confused with sex, gender, and sexual identity 
or orientation. Sex is whether a person is male or female biologically. Gender re-
fers to societal expectations about how boys and girls, men and women, should 
think and behave. Sexual identity or orientation is whether a person identifies 
as lesbian, gay, bisexual, or heterosexual. People who feel comfortable with the 
gender they were assigned at birth are referred to as cisgender. People who feel 
that their gender identity does not match their biological sex may identify as 
transgender. The term transgender has a number of definitions. The commonal-
ity between most of them is that people who are transgender do not conform 
to society’s standards of how men and women are supposed to act. Transgender 
people often experience discrimination; harassment; and increasingly, violence.

Privilege is another important concept to understand when thinking 
about oppression. People who are members of mainstream or dominant 
groups have certain privileges built into their lives (Adams, Bell, & Griffin, 
1997). Whether they consciously take advantage of the privileges or not, they 
still benefit from them. For example, men have the privilege of being able 
to walk alone at night without fear of sexual assault. White people have the 
privilege of seeing themselves reflected positively in the media on an ongoing 
basis. Heterosexuals have the privilege of being able to marry in all 50 states 
and countries around the world. Able-bodied people have the privilege of easy 
access to public buildings, public transportation, work sites, and more. Having 
privilege means that, in general, members of dominant groups have an easier 
time economically and socially in American society (see Box 4.4).

I was summoned to serve on a jury and was picked as a 
prospective juror for the trial of a young black man facing 
two charges, one of which was sexual battery. I am still 
stunned by what happened in that courtroom.

Before the bailiff led the panel of prospective jurors  
into the room, she organized us into three lines. The first 
group of 12 people sat in the jury box. A second group 
was seated in the first row of the audience part of the 
courtroom. I was in the third group, which sat behind 
them. There were 25 or 26 of us altogether.

After we were all seated, I looked around the room and 
noticed that, with the exception of the defendant, everyone 
was white. That included all of us on the jury panel, the 
judge, the prosecution team, the defense attorney, the 
bailiff, and the court reporter. A few other people were in 
the room from time to time, and they too were white.

After the judge asked the 12 people in the jury box to 
tell a little about themselves, she turned the process over 

to the prosecution and then to the defense. Not once did 
the prosecution raise any concerns about the fact that the 
defendant was a black man who would be facing an all-
white jury. The defense attorney did raise race as an issue 
with some members of the jury pool, asking them about 
their ability to make a fair and impartial decision based 
on the merits of the case. Both prosecution and defense, 
without going into much detail, made it clear that the case 
would likely hinge on the testimony of a single accuser, a 
white woman.

As the afternoon wore on, some members of the jury 
pool were excused by peremptory challenges. Eventually, 
12 white jurors were seated. Two alternates would be cho-
sen as well. Because I was next in line, I was told to sit in 
one of the two remaining chairs in the jury box. The judge 
asked me the same questions she had asked the others 
and told me to say a little about myself. I did so, and then 
I told the judge that I could not in good conscience sit on 

Doing My Civic Duty  Keith M. Kilty, PhD

Box 4.4 From the Field

(continued )
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Another way to look at privilege is that it helps maintain oppression. Peo-
ple who are members of dominant groups gain from the existence of oppres-
sion. Dominant group members benefit from having advantages over other 
groups; thus, they have less of an incentive to dismantle oppressive systems. 
Because members of the dominant society have been the ones in power, their 
views, beliefs, and concerns have shaped the development of the institutions 
that exist in American society. They developed the health care, mental health, 
and education systems with the needs of their dominant society as the driv-
ing force. For example, treatments offered in the mainstream US health care 
system have generally been ones that are preferred by people of European de-
scent. People from other cultures find it hard to access treatments they would 
prefer in mainstream health centers. Modes of healing that are not sanctioned 
by the mainstream are also rarely covered by insurance. If we don’t honestly 
discuss and address privilege, it will be difficult to dismantle oppression.

an all-white jury trying a black man accused of the sexual 
assault of a white woman.

As a professor of social work who teaches courses on 
minority issues, I am familiar with racial matters in the United 
States. I understand the significance of race as a social force, 
what racism is, how it is manifested as an institutional force, 
and how it differs from prejudice. In response to questions 
from the prosecutor and especially from the defense attorney, 
I tried to explain what these issues and concepts mean and 
how they could factor into the jury’s decision.

The judge didn’t seem to be paying much attention 
to my answers. Even though I insisted that I could be fair 
and impartial in making a decision based on the facts that 
would be presented, the prosecution clearly did not want 
me on the jury and issued a peremptory challenge. The 
judge excused me.

I walked out of that courtroom in a state of shock and 
disbelief and anger. How was it possible on September 6, 
2001, in a courtroom in the United States, that a black man 
charged with sexual assault on a white woman would have 
to face a jury of 12 white people? For decades, allegations 
of rape of white women were used to justify lynching black 
men throughout this country, including here in the North.

It was a clear instance of institutional racism. I’m sure 
that most of the people in that courtroom believe that they 
are not prejudiced, but institutional racism and discrim-
ination can occur without people being prejudiced. They 
can occur without people intending for them to occur or 
even being conscious that they are occurring. When racist 

consequences are part of institutional laws, customs, 
or practices, the institution is racist. It does not matter 
whether the individuals who carry out those practices have 
racist intentions.

How could the judge allow this to happen in her 
courtroom? She did not say a single word that showed 
concern about whether the defendant could receive a fair 
and impartial hearing. How could the prosecution not raise 
a concern? Don’t they care whether justice was served? 
Why didn’t others speak up, including some of the other 
members of the jury panel?

The defendant might have been guilty. I don’t know, 
and I’ll never know. But he could not receive a fair and 
impartial hearing in that courtroom. Even if he were acquit-
ted, there would always be a cloud over the verdict. If he 
were convicted, many people would believe that the jury 
was influenced by racial beliefs about black men and sex. 
The defendant would not be tried by a jury of his peers— 
a jury that would reflect this community.

What worries me most is whether this kind of thing 
occurs often. Hardly anyone in the courtroom seemed to 
care, which suggests that the situation is not unusual.  
I would like to think that American society has changed. 
But I see no difference between what happened in that 
courtroom in September and the Jim Crow segregation  
I saw as a child in the 1950s and 1960s. I grew up in the 
North, where racism was perhaps more subtle than in the 
South, but I grew up in a racist society. What I saw in that 
courtroom tells me that not much has changed.

Box 4.4 (continued)
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Explanations of Social Injustice

The mere fact that we are a diverse society does not explain the existence of 
prejudice, discrimination, oppression, and other types of social injustice. A 
number of theories strive to explain why these conditions exist.

Biological Determinism

Since the settlement of North America by Europeans, innate biological char-
acteristics have been used to explain and justify the mistreatment of various 
groups of people. The argument was made that slavery was acceptable be-
cause Africans were inherently less capable, less intelligent, and less human 
than white people. Indigenous Peoples were seen as savages who deserved 
to be forced off their land, robbed of their culture, and killed. Women 
have been kept out of jobs and paid less money on the basis of the belief 
that they are biologically inferior to men. Supporters of the belief that so-
cial and economic status is biologically determined stress that individuals 
and groups do well economically and socially because of innate biological 
characteristics.

Although the belief in biological determinism is no longer widespread, it 
has not completely disappeared. In 1994, a bestseller entitled The Bell Curve: 
Intelligence and Class Structure in American Life (Hernstein & Murray, 1994) 
rekindled the debate about the biological inferiority of certain groups. The 
authors asserted that economic inequality is due to the genetic inferiority of 
some groups, which dooms them to failure. Blaming all inequality on genet-
ics, the book dismissed generations of social and environmental inequalities 
between groups, such as inadequate nutrition, prenatal care, health care, and 
access to education.

The research on which The Bell Curve was based has been widely criticized. 
A number of authors identified the flaws in the research and demonstrated 
that economic and social success depend more on social circumstances than 
on innate intelligence (Fischer et al., 1996; Gould, 1994; Knapp, Kronick, 
Marks, & Vosburgh, 1996). The belief that success is predetermined by innate 
intelligence is incompatible with the social work values that people are shaped 
by their environment and are capable of change.

The Socialization Process

A common explanation for prejudice and discrimination is that people learn 
through observation. When children see their parents, teachers, friends, and 
the media treat people differently, they begin to see biased attitudes and be-
haviors as normal. For example, when a child’s parents socialize only with 
other members of their own racial group, the child accepts this as the norm. 
Similarly, when children see stereotypical representations of members of vari-
ous groups on television and in the movies, they begin to accept these stereo-
types as reality. This process of learning through observation and repetition is 
referred to as socialization.

EP 7b
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Psychological Perspectives

Several psychological reasons are cited as bases for social injustice. Prejudice 
and discrimination are often explained by fear of difference. People are afraid 
of what they do not know and do not understand. Thus, people who lack con-
tact with others who are different from them will be afraid of the others, and 
that will translate into differential treatment.

Scapegoating provides another explanation for prejudice and discrimina-
tion. When some people experience problems and become frustrated and an-
gry, they look for someone else to blame. Members of oppressed populations 
are often easy to scapegoat because they lack the power to effectively defend 
themselves. By putting the blame on others who are already on the margins, 
there is no need to examine social conditions or other reasons that may con-
tribute to individual and community problems.

Another psychological explanation of prejudice and discrimination is pro-
jection. A person may have traits that she or he does not like or cannot accept. 
By projecting these unwanted traits onto other people and blaming them for 
having the characteristics, some individuals feel that they can distance them-
selves from the traits. An example is people who are fanatically homophobic 
out of a fear of homosexual feelings in themselves.

Sociological Perspectives

Scarce resources and self-interest can also help explain discrimination and 
oppression. Conflict theorists state that because there are limited resources, 
there will be intergroup competition for these resources. This competition can 
create hostility (Levine & Campbell, 1972). When there is not enough of a 
resource to go around and people feel that their security is threatened, they of-
ten look for someone to blame. People begin to believe that the only way they 
can get ahead is at someone else’s expense.

Often, economic insecurity fuels bias against oppressed groups. In a tight 
job market, people who are unemployed or underemployed may blame mem-
bers of other groups for taking their jobs. For example, native-born Americans 
have often feared that immigrants were taking away American jobs. Fear, anxi-
ety, and fighting can erupt between groups in such cases. As groups fight with 
one another, they are not looking for the real causes of economic problems.

A functionalist perspective suggests that discrimination and oppression 
serve a variety of purposes in society. Even though they have a negative effect 
on oppressed people, prejudice and discrimination can build cohesiveness 
and solidarity among groups. Politically, the people in power can benefit from 
oppression because they can blame problems on various oppressed groups. 
This is a form of systematic or institutionalized scapegoating, and it keeps the 
focus of people’s anger off of those in power (Glick, 2008). Similarly, when 
oppressed groups are fighting each other, people are less likely to join together 
to fight those in power.

Oppression and discrimination can also aid the economy in general 
and employers more specifically. Oppressed people are often an inexpensive 
source of labor. For example, women traditionally make less money than men, 
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and employers can hire them for lower wages, thus keeping costs down. This 
means that it is in employers’ best interest to have a divided society containing 
a number of oppressed groups. However, even if oppression benefits some 
in society, it is also extremely problematic in that oppressive conditions deny 
millions of people the opportunity to be full participants in society.

Models of Intergroup Relations    LO 3  

Because American society is so diverse, Americans need to find ways to struc-
ture society to address the differences so that people can live together better. 
A number of theories suggest ways that different groups within society should 
relate to each other.

For many years, the prevailing attitude was that the various groups in so-
ciety should be blended together in a melting pot. The idea was that with ex-
posure to the mass media and a common educational system, newcomers to 
the United States would eventually lose their cultural uniqueness and become 
Americans. All Americans would share beliefs, customs, values, and a language. 
But in spite of close contact between groups and a common public educa-
tional experience, the expected melting of cultures has not occurred.

The melting pot ideal rests on the belief in a unique American culture 
distinct from other cultures. In reality, all groups were supposed to aspire to 
an Anglo-European culture. In other words, the historically dominant white, 
Anglo-Saxon Protestants would be able to retain their culture, but all other 
groups were to give up theirs and adopt the dominant culture.

The melting pot ideal was based on an inaccurate belief that the white, 
Anglo-Saxon Protestant culture, values, and norms were the best ones for all 
people. It underestimated the importance of culture as a source of strength 
and community for many people. Members of other groups were often unwill-
ing to abandon their cultures. Additionally, many of those who were part of 
the white, Anglo-Saxon Protestant mainstream were unwilling to accept other 
groups, no matter how hard they tried to assimilate.

An alternative to the melting pot is cultural pluralism. If the melting pot 
model creates a stew in which all ingredients blend into a single taste, cultural 
pluralism creates a salad in which each item remains distinct yet complements 
the whole. According to the cultural pluralism model, people retain their 
unique cultural characteristics while they mix socially and economically with 
other groups. People can live and work together, yet each group is valued for 
its unique contribution to society. In this model, people can be proud of their 
cultural heritage, retain their own language, and continue to observe their tra-
ditions. They draw on their cultural heritage to create strong communities and 
increase self-awareness and self-respect.

A third model for intergroup relations is separatism. This means that 
groups live in the same country but do things as separately as possible. To 
the degree possible, each group develops its own social and economic in-
stitutions. At various times in this country’s history, white Americans have 
called for segregating African Americans and other people of color rather than 
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allowing them access to white neighborhoods and other institutions. Such a 
separatist society means further excluding members of oppressed groups from 
mainstream systems and institutions. Separatism by dominant groups is often 
fueled by prejudice and discrimination. On the other hand, members of non-
dominant groups have at times made decisions to live as separately as possible 
from dominant culture. Their desire to separate is usually a response to being 
left out of mainstream society, of not feeling safe, and of seeing little chance of 
social and economic success if they remain within the dominant culture.

Although separatism can offer members of oppressed groups relief from 
fear of rejection, violence, and being outsiders, it can also cause problems. 
A person can belong to more than one oppressed group, and such a person 
would have to choose one group over the others. For example, a lesbian of 
color who might choose to live in a women-only community would lose con-
nection with her community of color. Separatism also makes it hard for dif-
ferent oppressed groups to find common ground on areas of mutual concern. 
This makes creating coalitions for change very difficult.

Overcoming Social Injustice    LO 4  

Social workers and others have long recognized and acknowledged the ineq-
uity and injustice that exist in American society and have worked to create a 
more socially just society. Many approaches have been tried. Although change 
can be slow and the United States has a long way to go to a truly just society, it 
has made tremendous progress in many areas. The following section examines 
the remedies and interventions that have been and are being tried to address 
many of the wrongs that continue to plague society. Chapter 5 explores social 
work direct practice in relation to diversity.

Civil Rights

Civil rights are the rights to which people are entitled because they are mem-
bers of society. These rights afford people legal protection from discrimination 
and oppression. Throughout American history, oppressed groups have been 
denied equal access to political, social, and economic institutions. For exam-
ple, for many years, only white men could vote. Employers could legally refuse 
to hire a person because he or she had a disability, was Latino, or was Jew-
ish, among other reasons. African Americans were forced to sit in the back of 
buses, attend separate schools, and use colored only drinking fountains.

The list of discriminatory practices is long, and members of all oppressed 
groups discussed in this chapter have been denied some rights. Members of 
oppressed groups have spent years organizing and fighting to gain civil rights 
protections, and the battle is still being waged. When people’s civil rights are 
protected, society becomes more socially just.

Protection from Discrimination

Over the years, a number of significant efforts have been made to legislate 
protection from discrimination in the United States. Most of these efforts have 
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come after significant pressure was brought to bear on legislators by members 
of oppressed groups and their supporters.

The Fourteenth Amendment to the Constitution, which became law after 
the Civil War in 1868, offered early civil rights protection to US citizens. Ac-
cording to this amendment, no state may “deny to any person within its ju-
risdiction the equal protection of the law.” Even after slavery was outlawed 
and the South defeated in the Civil War, it was clear that African Americans, 
particularly those in the southern states, would not be afforded civil rights and 
protection from discrimination without intervention by the federal govern-
ment. At first the effects of the Fourteenth Amendment were limited because 
the federal government was unwilling to take on the long and difficult task of 
forcing change in southern society (Segal, 2012).

The Fifteenth Amendment, enacted into law in 1870, gave all men, regard-
less of race or color, the right to vote. For almost a hundred years after its 
passage, most African American men were kept from voting by discriminatory 
practices such as poll taxes and literacy tests. Voting by women was deliber-
ately excluded from the Fifteenth Amendment. The Nineteenth Amendment, 
which guarantees women the vote, was first introduced in 1878 and, after 
years of organizing and advocacy work, became law in 1920.

One of the most important steps taken toward achievement of civil rights 
in the United States was passage of the Civil Rights Act of 1964. The Act was in 
large part a result of work by Dr. Martin Luther King Jr. and other activists in 
the civil rights movement of the 1950s and 1960s. It outlawed discrimina-
tion or segregation in public accommodations and employment on the basis 
of race, color, sex, religion, or national origin as well as unfair or differential 
treatment of people of color in voter registration (Dye, 1992). Additionally, 
the Civil Rights Act gave the federal government the right to enforce antidis-
crimination laws and punish people who broke them, and it gave individuals 
the right to sue those who discriminated. The Civil Rights Act of 1968 added 
protection against discrimination in housing.

In 1967, Congress passed the Age Discrimination in Employment Act 
(ADEA). This Act protects employees who are 40 years old or above from being 
treated differently at work on the basis of their age. The law, which applies 
to companies with 15 or more employees, is designed to eliminate the prac-
tice of terminating older employees based on stereotypes that older people are 
slower, harder to train, more out of touch with technology, and less adaptable 
to change than their younger counterparts. Since 1967, laws have been passed 
that give older people protection in other areas, including education (Age Dis-
crimination Act of 1975) and benefits (Older Workers Benefit Protection Act 
of 1990).

Several oppressed groups were not protected against discrimination in 
the civil rights legislation passed in the 1960s. These groups continued to ad-
vocate for equal legal protection. The Americans with Disabilities Act of 1990 
(ADA; US Government, 1990), the result of many years of organizing and lob-
bying by disability activists, provides comprehensive civil rights protections 
for people with disabilities. It outlaws discrimination against people with dis-
abilities in public accommodations, employment, transportation, and public 
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services. The ADA requires “reasonable accommodation” for people with dis-
abilities in workplaces and public facilities (Collins & Mathews, 2012). The 
law has given much needed civil rights protections to people with disabilities. 
It has increased accessibility in buildings and transportation, particularly in 
new construction. The law has also spurred the development and distribution 
of technologies that help people with a variety of disabilities interact more 
effectively with their environments. However, after more than 20 years since 
its passage, people with disabilities still face challenges with regard to the law. 
One of the biggest challenges is in enforcement. When the law was passed, no 
federal agency was established to investigate and enforce claims of discrimina-
tion, as was the case under the Civil Rights Act. This means that if people be-
lieve they have experienced discrimination based on disability, they must take 
individual action, such as filing a lawsuit, to have the law enforced.

Civil Rights for Lesbians, Gay Men, Bisexuals,  
and Transgender Persons

Lesbians, gay men, bisexuals, and transgender individuals (LGBT) still have 
no federal protection from discrimination, although some states and mu-
nicipalities have enacted antidiscrimination legislation on their behalf. As 
of 2016, 20 states and the District of Columbia prohibited discrimination 
on the basis of both sexual orientation and gender identity or expression 
(American Civil Liberties Union [ACLU], 2017). In most jurisdictions, how-
ever, LGBT individuals can be fired from jobs, evicted from housing, and 
refused services in public accommodations on the basis of their sexual ori-
entation. Activists around the country have fought and continue to organize 
and advocate for civil rights protection for the LGBT community. For many 
years, the LGBT community has fought battles over the right to serve openly 
in the military, the right to equal access to health and other partner benefits, 
and the right to marry. After years of effort, change has occurred in all of 
these areas.

However, forward progress on civil rights can be reversed. In 2016, the 
Obama administration announced that transgender people would be re-
cruited and could serve openly in the military. This policy came after a num-
ber of years of research that found that allowing transgender people to serve 
would not have a negative impact on unit readiness. In a message on Twitter,  
Mr. Trump reversed the Obama policy. He tweeted, “The United States gov-
ernment will not accept or allow transgender individuals to serve in any 
capacity in the U.S. military” (Bromwich, 2017). He later modified this to 
say that transgender people would not be accepted into the military, leaving 
open the question about what would happen to those already serving. As of 
the writing of this book, whether transgender people will be allowed to serve 
in the US military has yet to be resolved. This is a reminder, however, that 
civil rights are not something we can ever take for granted. Without ongoing 
organizing and effort, the rights that have been hard won can be taken away.

Service in the military for members of the LGBT community has been 
fraught with difficulty and a lack of protections based on their sexual 
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orientation. Originally banned from military service, in 1993 the policy was 
altered slightly through then-President Clinton’s directive to the military  
not to ask about sexual orientation. This policy became known as “Don’t  
Ask, Don’t Tell” and was in full force until repeal legislation was passed by 
Congress and signed into law in December 2010 (Lee, 2010).

LGBT activists have been fighting for passage of the federal Employment 
Non-Discrimination Act (ENDA), which would prohibit employers from using  
sexual orientation as the basis for employment decisions such as hiring, 
firing, promotion, and compensation. Currently, no federal law protects 
LGBT individuals from employment discrimination, although hundreds of 
companies, including 89 percent of Fortune 500 companies, have nondis-
crimination policies that cover sexual orientation. Additionally, 66 percent 
of Fortune 500 companies prohibit discrimination based on gender identity 
(Human Rights Campaign, 2015). ENDA was initially introduced in Congress  
in 1994 and was defeated in the Senate by one vote in 1996. Advocates  
continue to introduce ENDA in Congress in the hope that it will someday 
be passed and thereby ensure that civil rights are not denied on the basis of 
sexual orientation and gender identity.

Legally recognized marriage is another civil rights issue raised by LGBT 
couples and advocates. Marriage laws are state governed, but with the federal 
protection that what is sanctioned in one state is recognized by all other 
states. Historically, this law meant that a marriage license awarded in one 
state was transferable anywhere in the country. Efforts to legalize gay mar-
riage changed this policy through the 1996 Defense of Marriage Act (DOMA). 
The law did two things: it defined marriage as between one man and one 
woman, and it allowed states not to recognize as a marriage a union of a 
same-sex couple that may be considered a marriage in another state. In June 
2013, the Supreme Court ruled that Section 3 of DOMA, which defined 
marriage between one man and one woman, was unconstitutional. In June 
2015, the Supreme Court ruled that the constitution guarantees a right to 
same-sex marriage. This decision made marriage equality a reality across the 
United States.

Hate Crimes Prevention Act

As discussed in the beginning of this chapter, thousands of hate crimes— 
victimizations of people based on aspects of their identities—are committed 
each year. In 2009, after 12 years of congressional debate and unsuccessful 
attempts at enactment, the Matthew Shepard and James Byrd, Jr., Hate Crimes 
Prevention Act (HCPA; PL 111-84) was signed into law. This law empowers the 
Department of Justice to investigate and prosecute bias-motivated violence, to 
aid state and local jurisdictions with investigations and prosecutions of bias- 
motivated crimes, and to provide grants to cover the extra expenses often  
required for investigation and prosecution of hate crimes. The HCPA also  
requires the Federal Bureau of Investigation to include among the categories 
of statistics on hate crimes that it records those crimes committed based on 
gender and gender identity.
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Affirmative Action

Despite antidiscrimination legislation, discrimination still occurs in the 
United States, and wide economic and social gaps exist between groups. Affir-
mative action programs are an additional strategy to help address past ineq-
uities in employment and education based on race and sex. In the late 1960s, 
both the federal government and the courts required some employers and ed-
ucational institutions to address discrimination in employment and educa-
tion by taking affirmative action. This meant that the organizations were to 
come up with plans to diversify their workforces and student bodies and to 
establish timetables for the achievement of the plans.

Affirmative action programs aim to increase the number of women and 
people of color in jobs and schools. The idea is that groups that have more re-
sources should provide something to groups that have fewer resources. Many 
people think that affirmative action means preferential treatment and quotas. 
The original purpose of affirmative action programs was not, however, to set 
quotas. Instead, the policies were designed to require institutions

to develop plans enabling them to go beyond business as usual and 
search for qualified people in places where they did not ordinarily con-
duct their searches or their business. . . . The idea of affirmative action 
is not to force people into positions for which they are unqualified but 
to encourage institutions to develop realistic criteria for the enterprise at 
hand and then to find a reasonable diverse mix of people qualified to be 
engaged in it. (Wilkins, 1995, p. 3)

In spite of many years of antidiscrimination legislation and before the 
institution of affirmative action programs, women and people of color were 
almost completely shut out of many fields in many parts of the country. 
The implementation of affirmative action programs helped correct years of 
exclusion. For example, in 1979, women made up 4 percent of entry-level 
officers in the San Francisco Police Department; after the institution of an 
affirmative action plan, women made up 14.5 percent of the entry-level class 
in 1985. Affirmative action programs in the San Francisco Fire Department 
increased the number of African Americans in officer positions from 7 to 31, 
Latino officers from 12 to 55, and Asian American officers from 0 to 10. In 
a Louisiana aluminum plant, only people with prior craft experience were 
hired before 1974. African Americans had long been excluded from craft 
unions, which explained why only 5 of 273 skilled craft workers at the plant 
were African American. An affirmative action agreement instituted by the 
plant and the union established new training programs and required 50 per-
cent of all new trainees to be African American (White House, 1998). There 
are many other success stories.

 LO 5  Affirmative action has been increasingly challenged in recent  
decades. Critics argue that past discrimination is not reason enough to give 
preferential treatment today. They label affirmative action as reverse discrim-
ination against dominant groups, and they argue that any type of discrimi-
nation is wrong. In their view, affirmative action means hiring unqualified 
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people and lowering standards in schools and on the job; they say that it 
results in members of target groups believing that they cannot succeed on 
their own merits. However, the goal of affirmative action is to broaden the 
scope of training and access; this actually increases the pool of available 
skilled workers.

In 1996, voters in California approved a law to ban the use of affirma-
tive action by government entities. The Board of Regents of the University of 
California system voted to end the use of affirmative action in admissions to 
all of its campuses in keeping with California law. Results were seen almost 
immediately. In the year following enactment, there was a 57 percent decrease 
in the number of nondominant students admitted to University of California 
at Berkeley and a 36 percent drop at University of California at Los Angeles 
(Matosantos & Chiu, 1998).

In June 2003, the US Supreme Court handed down two rulings on affir-
mative action, one striking down an affirmative action admissions policy and 
the other allowing the use of affirmative action to increase campus diversity 
(Cohen, 2003). The debate over affirmative action continues into the present. 
In 2014, the Supreme Court ruled that voters have the right to ban affirmative 
action in college admissions (Boddie, 2016). In 2016, the Supreme Court up-
held an affirmative action program at the University of Texas (Liptak, 2016). 
Recent court cases and legislative proposals suggest that the issue of affirma-
tive action is still very much contested.

Immigration Rights

The history of immigration to the United States, which is covered in Chapter 5, 
reflects centuries of policies that have at times protected immigrants and at 
times limited their rights and services. An estimated 11.1 million people are 
unauthorized or undocumented immigrants in the United States (Krogstad, 
Passel, & Cohn, 2016). For some, the issue is very clear—if a law was broken, 
then there should be punishment and deportation. For others, there is recogni-
tion that most of us in the United States are descendants of immigrants, and 
they would like to see new policies that allow more immigrants to legally  
reside here and move toward citizenship. For social workers, regardless of a 
person’s legal status, he or she is entitled to protections for human rights and 
social and economic justice.

State and federal governments have been struggling with policies to ad-
dress the issue of illegal immigration. In 2010, Arizona passed an immigration 
law designed to identify, prosecute, and deport undocumented immigrants. 
What became known as the “Papers Please” law gives broad powers to the 
police to detain anyone they suspect of being in the country illegally. It also 
makes failure to carry immigration documents a crime. The law has been  
criticized by many who see it as open season for the police to harass and  
discriminate against the Latino community. President Obama said that the 
law threatened “to undermine basic notions of fairness that we cherish as 
Americans, as well as the trust between police and our communities that is so 

EP 3a, 3b

67046_ch04_ptg01.indd   117 1/26/18   10:46 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203
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crucial to keeping us safe” (Archibald, 2010, A1). Throughout the 2013/2014 
legislative session, the US Congress struggled to write and pass meaningful 
immigration legislation without success.

Today, there is a strong anti-immigrant sentiment in this country, partic-
ularly toward people who have overstayed their legal time in the country or 
who have entered illegally. Fears of terrorism have increased people’s fears 
of immigrants. The issue of immigration was a central platform of candidate 
Trump, as seen in his repeated calls to build a border wall and promises to 
deport millions of immigrants. Immigration continued to be a major focus 
in the early months of the Trump administration. The president signed an 
executive order within weeks of taking office that would halt the US refu-
gee program and ban immigrants from seven primarily Muslim countries. A 
number of courts blocked the order, and the administration withdrew it. A 
month later, the Trump administration issued a similar executive order ban-
ning immigrants from six mostly Muslim countries. This was also blocked by 
the courts. The Trump administration also increased efforts to deport undocu-
mented immigrants during their first months in office. The issues of immigra-
tion, immigrant rights, and refugee rights will likely be a central social justice 
concern going forward.

Refugees

Refugees and immigrants both leave their countries; however, refugees dif-
fer from immigrants in that they move due to coercion or danger in their 
lives. Conflicts and natural disasters around the world have long resulted 
in refugees leaving their homes and countries to find better, safer lives else-
where. Several crises in recent years have created a refugee crisis not seen 
since World War II. A civil war began in Syria in 2011 when the Syrian gov-
ernment reacted violently to peaceful, anti-government protests. Since that 
time, hundreds of thousands have been killed, and half the population 
has been forced out from their homes. More than 6 million Syrians have 
been displaced within the country, and more than 5 million have fled Syria 
(Weaver, 2017). Most of the refugees are in other Middle Eastern countries, 
though many have gone to Europe and a small number to the United States. 
The United States only admitted 105 Syrian refugees in 2014 and 1,682 in 
2015. President Obama called for the admission of 10,000 Syrians in 2016 
(Amos, 2016). The issue of Syrian refugees came up in the 2016 presidential 
election. Democratic candidates Clinton and O’Malley called for the United 
States to welcome up to 65,000 refugees from Syria. Republican candidates 
were divided on letting in additional refugees, though none advocated  
for letting in large numbers. Candidate Trump talked about suspending 
the Syrian refugee program and possibly deporting refugees who had been  
resettled in the United States. After the election, the Trump administration 
included Syria on the list of countries from which he banned immigrants. As 
the crisis in Syria continues to unfold and millions are at risk, the question 
continues to be raised as to the United States’ moral responsibility to offer 
refuge for those most in need.
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Social Work Roles in Fighting Social Injustice

Social workers can be involved in fighting social injustice in many ways (see 
Box 4.5 and Box 4.6). These include involvement in organizing members 
of oppressed communities to help change the balance of power between  
oppressed and oppressor groups, and legislative advocacy to develop and 
encourage the passage and implementation of legislation that protects 
the rights of all people and lessens the social and economic gaps between 
dominant and nondominant groups. Professional social workers can work 
to empower clients to take more control over their lives. This can involve 
taking the following steps:

■■ Helping clients find and meet with others in similar circumstances so that 
they can work together to solve problems

■■ Ensuring that clients know agency policies, including grievance policies, 
so that they can advocate for their rights

■■ Teaching clients when threats or disruptions might be effective in getting 
their needs met

■■ Supporting clients’ decisions about what is right for their lives

Social workers must also try to find ways to bridge gaps between oppressed 
groups that have common concerns and that could benefit by overcoming 
barriers and working together. This can be done by mediating community 
conflicts that keep members of communities from working with each other 
and by starting programs to bring together groups to explore differences and 
commonalties and learn to work together.

Social workers need to be involved in addressing all forms of oppression. 
Allowing one type of oppression to continue justifies all types of oppression.

The tendency for inequalities to intensify in societies, once they are 
initiated on a small scale, has important implications for social workers 
and others who advocate reductions rather than elimination of inequal-
ities: as long as inequalities, at any level, are considered legitimate and 
are being enforced by governments, competitive interactions focused 

EP 3b

The mandate for professional social  
workers to promote social justice and  
fight discrimination is clear. The National 
Association of Social Workers’ Code of 
Ethics states:

■■ The social worker should advocate changes in policy and 
legislation to improve social conditions and to promote 
social justice. [Section 6.04(a)]

■■ The social worker should act to prevent and eliminate 
discrimination against any person or group on the basis 
of race, color, sex, sexual orientation, gender identity or 
expression, age, religion, national origin, marital status, 
political belief, mental or physical handicap, or any  
other preference or personal characteristic, condition,  
or status. [Section 6.04(d)]

Box 4.5 More About...Social Work’s Commitment 
to Social Justice

EP 8c
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on restructuring inequalities tend to continue among individuals, social 
groups, and classes, and a genuine sense of community and solidarity is 
unlikely to evolve. (Gil, 1998, p. 26)

Social Justice and Civil Rights  
in the Twenty-First Century    LO 6  

In 2010, history was made during the presidential primaries and with the 
election of Barack Obama as president. For the first time in US history, the 
two leading candidates in the Democratic primaries were from underrepre-
sented groups, one being a woman, the other an African American. The very 
fact that both were taken seriously as presidential candidates speaks to how 
far we have come as a nation in terms of racism and sexism. However, the 
fact that both gender and race were constantly discussed during the cam-
paigns demonstrated that cultural pluralism was still a struggle in the United 
States. As discussed earlier in the chapter, the 2016 presidential campaign and 
election raised many concerns about racism, sexism, and other social justice 
issues.

Fear of terrorism in the post-9/11 era has contributed a number of chal-
lenges to improving social justice and civil rights both in the United States 
and abroad. When people are afraid, they tend to want to curb rights and 
freedoms rather than expand them. The USA Patriot Act, which was passed 
in 2001, has been criticized by many for infringing on civil liberties. Critics 
argue that it allows the government to spy on citizens without the oversight 
that had previously been required. Critics also complain that the Act and fed-
eral government actions abuse the rights of noncitizens, including allowing 
long detentions of immigrants and new deportation guidelines. The original  
Patriot Act expired on June 1, 2015. A replacement, with many of the same pro-
visions, the USA Freedom Act, was passed in June 2015. Information brought 
to light about extensive spying conducted by US intelligence agencies by for-
mer National Security Administration (NSA) contractor Edward Snowden 
has increased the debate about civil liberties and privacy. In 2013, Snowden  
released classified NSA documents to the press, revealing an extensive  
government program of international surveillance. Documents disclosed  
that the government has been tracking the cell phone locations of billions  
of Americans and others from around the world. The continued debate about 
NSA surveillance will likely be a major civil liberties issue for some time  
to come.

Part of the NASW Code of Ethics calls for social justice. 
Define social justice in your own words. What does social 
justice mean to you? Is it something you feel strongly 

about? Why do you think it is a critical part of the social 
work profession? Should it be? Why?

Box 4.6 Ethical Practice...Social Justice
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Polls suggest that many Americans are conflicted about diversity and 
cultural change in the United States. According to the Pew Research Center 
(2016), in some ways we are becoming more tolerant of diversity: 57 per-
cent of the general public believes that increasing diversity makes the United 
States a better place to live, whereas only 8 percent answered that it makes  
the United States a worse place. On the less accepting side, 57 percent of 
Americans favored the administration’s proposed ban on refugees from  
predominantly Muslim countries, and 56 percent wanted a block on visas to 
residents from predominantly Muslim countries (Rasmussen Reports, 2017). 
The struggle to protect human rights and achieve social and economic justice 
reflects these conflicting but changing views.

Conclusion

The future holds many challenges and many opportunities. Police shoot-
ings of unarmed African Americans (discussed in Box 4.3) and racism and 
sexism that surfaced during the 2016 presidential election leave many con-
cerned about the still pervasive bias in the United States. Affirmative ac-
tion and human rights internationally and in the United States are under 
attack. Government offices responsible for investigating and prosecuting 
cases of discrimination are underfunded. Immigration is an unresolved is-
sue. If policies and programs that promote equality and civil rights are not 
protected and expanded, much ground will be lost, and American society 
will be less just.

As members of a profession that is committed to social justice, social 
workers must become involved in efforts to preserve and expand equality for 
members of all oppressed groups. Instead of accepting society as it is, social 
workers need a vision of what society should be. Fighting oppression and in-
justice is central to the social work role.
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Questions for Discussion

1.	Discuss ways that you have privilege and ways that you lack privilege on 
the basis of your race, ethnicity, gender, sexual orientation, gender iden-
tity, age, physical or mental ability, or class. How has your experience with 
privilege affected your life?

2.	Which of the theories explaining prejudice, discrimination, and oppres-
sion makes the most sense to you? Describe the theory in your own words, 
and explain why you believe it is correct. Discuss whether and how the 
theory is compatible with social work values.

3.	Briefly describe the three models of intergroup relations. List pros and 
cons of each model for reducing intergroup tensions in the United States.

4.	Why might members of nondominant groups prefer to live as separately 
as possible from mainstream society? Should social workers support this 
goal? Why or why not?

5.	How should social workers respond to institutional and cultural violence 
(described in Box 4.1) in society?

Change Agent Exercise

Conduct research using the telephone book, Internet, and library to find 
out what groups or organizations in your community are working to im-
prove civil rights for one or more populations. For example, is there a local 
human rights commission? Is there a group working for the rights of the 
Latino community, women, seniors, or the LGBT community? Is there an 
organization whose aim is to fight racism? If people have a discrimination 
complaint, where would they take it? Make a list of all the groups and or-
ganizations you find. Choose one of the organizations and try to find out 
more about it by looking at its website, if there is one, or by calling the 
group to ask a few questions. What is the organization trying to accom-
plish? How does it go about improving civil rights? Ask yourself whether 
this is the work you might be interested in doing in the future.

Exercises

1.	Discrimination and Oppression in the Media
Find an article in a newspaper or news magazine that provides an example 
of discrimination and another that provides an example of oppression. 
Write a paragraph describing why you believe the articles represent cases 
of discrimination and oppression.

2.	The Debate over Affirmative Action
Should affirmative action be part of the college admissions processes? De-
velop your own answer to this question.

■■ Research arguments on both sides of the issue.
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■■ Discuss why this is a controversial issue by focusing on the following 
questions:

Is there adequate evidence to resolve the issue?
Is the evidence contradictory?
Are there definitions that are in dispute?
What are the underlying values on both sides of the argument?

■■ What is your personal interest in this issue? How does it affect your life?
■■ Brainstorm a list of arguments that support one side. List and explain 

the strongest arguments.
■■ Brainstorm a list of arguments that support the other side. List and ex-

plain the strongest arguments.
■■ After reviewing the arguments on both sides, what gaps in evidence can 

you identify? What do you still need to know in order to choose one 
side or the other? Where might you find that information?

■■ After considering everything, which side of the argument do you most 
identify with? What specifically convinces you that this is the right side?

3.	Explaining Justice
Describe what social, economic, and cultural justice mean to you. De-
scribe what a socially, economically, and culturally just society would look 
like. How would such a society differ from US society? Meet with others 
in your class to compare your answers. Is there general agreement about 
what justice is and how a just society would look?

4.	Social Justice Visit
Visit an organization that is working to increase social or economic justice. 
Describe what the organization does, and explain how its work contributes 
to the struggle for justice. How is the organization funded? Is it difficult for 
the organization to get funding for this type of work? Does funding limit 
the type of work that the organization can do? If so, how?

5.	Making Society More Just
List and describe at least five concrete ways that social conditions could 
change to make the United States a more just society.

How can social workers become involved to encourage these changes?
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LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Explain what is meant by social construction of differences.

2.	 Analyze the impact of the changing racial, age, and other demographics in American 
Society.

3.	 Discuss how the history of various racial and ethnic groups in the United States 
continues to affect their experiences and life chances.

4.	 Describe the barriers to service faced by members of nondominant groups.

5.	 Compare and contrast cultural competency and cultural humility.

6.	 Apply a social justice perspective to analyzing the issues raised in emerging issues 
related to diversity in the United States.

5 Dimensions of Diversity
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128    CHAPTER 5

Every person is a member of multiple social groups. A social group is a “group of 
people who share a range of physical, cultural, or social characteristics within one of 
the categories of social identity” (Griffin, 1997, p. 70). People have many different 
characteristics, including gender, race, ethnicity, religion, ability, sexual orientation, 
social class, age, and national origin, as well as unique experiences they have had in 
the course of their lives. Membership groups often share ideologies, values, and behav-
iors that are shaped by their cultures and experiences. Social group memberships affect 
people’s values, worldviews, attitudes, behaviors, and experiences.

An individual may identify strongly by gender, ethnic background, or religion. 
In other words, the individual is claiming a social identity. For example, a Catholic 
Latino man may be a member of a number of social groups—Catholic by religion, 
Mexican American or Chicano by ethnicity, and male by gender. He may live in a 
predominantly Latino community and be very involved in his church. Thus, he con-
siders his race or his ethnicity and religion to be the most significant characteristics of 
his day-to-day living, without giving much thought to gender. His religion and ethnic 
groups are important parts of his social identity, whereas his gender is not. People often 
pay attention to the social identities that differentiate them from most other people 
around them. For example, a white woman who had grown up poor and made her 
way into the position of chief executive officer of a large corporation might find herself 
in a situation where there are no other women or people of her socioeconomic back-
ground in management positions. She may not often notice her race as a social identity 
because she lives and works among people who are white, but gender and social class 
may be strong social identities for her.

Membership groups and social identity are important considerations when work-
ing with people. Social workers need to consider how they are influenced by their own 
social group memberships, how the people with whom they work identify themselves, 
what it means to each person to be part of a membership group, and how it feels to be 
excluded. Providing relevant and meaningful support to so many different people 
makes social work practice a challenge. What separates social workers from other 
helpers is the social workers’ mandate to consider and respect all differences among the 
people with whom they work.

This chapter explores the importance of membership groups when working with 
people. It also looks at the diversity-related competencies that social workers need in 
order to be effective professionals.

Social Construction of Differences

People tend to attribute various characteristics to groups, believing, for exam-
ple, that “all men are . . .” or “all women are . . .” These views are shared with 
others through language, stories, and interpretations. Although people see 
these images and beliefs as reality, they are actually socially constructed. Social 
construction takes place when the people who have power in a society define 
a group’s characteristics and determine the group’s value. Their perceptions of 
their own group and of other social groups are accepted by the larger society.

Americans tend to think of differences between social groups as facts of 
nature. For example, the anthropologist Jonathan Marks (1994) has discussed 

EP 2a
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the historic designation of race as a “category of nature” (p. 32), when in real-
ity “the racial categories with which we have become so familiar are the result 
of our imposing arbitrary cultural boundaries in order to partition gradual 
biological variation” (p. 34). According to scientific knowledge from mapping 
the human genetic structure, the biological differences in race are not genet-
ically discrete (Smedley & Smedley, 2005). In other words, society has con-
structed the concept of race, created a finite number of racial categories based 
on certain physical characteristics, and agreed that these socially constructed 
categories are biologically rather than culturally determined. Social construc-
tion means that people give meaning and values to the physical attribute of 
skin color. Are people substantially different because of skin color, or has a 
difference been socially created? How much “color” makes a person a member 
of a particular “race”? Although this example focuses on the social construc-
tion of race, the same is true of other characteristics that distinguish people 
from each other, including gender, sexual orientation, and class. Social con-
struction theory contends that people create differences with ideas and values 
and that the differences are not based on physiological realities.

 LO 1  In the area of “race,” as with many other socially constructed differ-
ences, the United States has a long history of determining that some “races” 
are more desirable than others. For instance, using the assumption that whites 
were superior to people of color, the US government developed many policies 
to exclude people of color. These included denying people of color the rights 
to become naturalized citizens, vote, marry whites, and own land. Employers 
who accepted this faulty assumption often paid lower wages to people of color 
or refused to hire them at all. People of color were prevented from moving 
into certain residential areas and were openly discriminated against in other 
ways. These overtly racist practices are now illegal, although some still occur.

Social construction of racial differences can impact lives in other ways. Be-
liefs in physical differences between the races can result in differences in medi-
cal care. A 2015 study compared pain treatment for African American and white 
patients (Hoffman, Trawalter, Axt, & Oliver, 2016). The study found that a large 
number of white medical students and residents had inaccurate beliefs about 
pain differences between white and African American patients. Their beliefs re-
sulted in different assessment, diagnosis, and treatment for pain.

Gender is also a social construction. That is, most of the differences at-
tributed to sex are really the result of socially defined gender roles (Sveins-
dottir, 2013). The culture has valued the characteristics attributed to males 
more than those attributed to females. For instance, auto mechanics (tradi-
tionally male) are generally paid more than child-care workers (traditionally 
female), although caring for children requires at least as many skills as repair-
ing automobiles.

The dominant culture also has constructed sexual orientation as an im-
portant difference among individuals. Heterosexuality has been designated as 
“natural” and thus superior to homosexuality, which is perceived to be “un-
natural” or deviant (Ingram, 2013).

One final example of a socially constructed difference is social class. The 
economic system has created and sustains distinctive class divisions, which are 
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130    CHAPTER 5

often viewed by people as inevitable. This social construction results in an un-
equal distribution of resources and power, with people who have more money 
and power considered to be superior to those who have less (Reay, 2007).

Social differences that today seem “normal” may change over time be-
cause they are socially constructed. For example, 100 years ago it was not so-
cially acceptable for women to wear pants or to make investments in their 
own name because those were male-only privileges, yet today both are the 
norm. Until recent years, the perception was that a gay man was effeminate, 
but “manly” men have been publicly identified as gay (the actor Rock Hudson 
is an early example; football player Michael Sam is a more recent example). 
The supposed inferiority of Africans was socially constructed by whites, and 
this social construction was used as a justification for slavery and later for 
legally maintaining racial segregation. As a result of the enormous power of 
whites’ social construction of African Americans as inferior, it took decades for 
activists to succeed in winning passage of civil rights legislation. Commonly 
held beliefs about social groups are socially constructed and tend to reflect 
the dominant way of thinking, but they may be inaccurate and are subject to 
change.

Diversity in the United States

The constellation of communities and membership groups in the United 
States is tremendous. Almost 325 million people reside in the United States 
(US Census Bureau, 2017). That number is expected to grow to roughly  
441 million by 2065 (Cohn, 2016). Table 5.1 illustrates some of the racial and 
gender diversity and its projected growth.

The United States is a nation of various racial and ethnic groups. Race is 
considered an umbrella term that generally includes multiple ethnic groups 
that share common cultural patterns or national origins. People who are de-
scendants of Spanish-speaking ancestors are often racially grouped as Latino. 
There are Latino groups that strongly identify as Chicanos, Puerto Ricans, 
Cubans, or one of dozens of other ethnic groups, each with distinct and 
unique cultural characteristics. Thus, what is perceived as one group is often 
a collection of multiple ethnic groups with different cultural patterns and 
backgrounds.

Table 5.1 Percentage Actual and Projected US Population by Race

Race* 1965 2015 Projected 2065
White 84% 63% 46%

Black 11% 12% 13%

Hispanic 3.5% 18% 24%

Asian American 0.6% 6% 24%

*Some people identify as more than one race.

Source: Cohn & Caumont (2016).
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The composition of the United States is changing and will continue to 
change, resulting in a much more ethnically and racially diverse nation. As of 
50 years ago, the US population was roughly 90 percent white. However, un-
like other ethnic or racial groups, because of aging, intermarriage, a shrinking 
proportion of the childbearing age population, immigration, and low fertility 
rates, the white population is declining. In fact, 2013 was the first year that the 
majority of babies born in the United States were babies of color (Dimock, 
2017). The white population in the United States is expected to decrease by 
roughly 6 percent from 2010 to 2050. In that same time period, the Latino 
population should increase by 102 percent. People who identify as two or 
more races should grow by 200 percent (Ingraham, 2015). The African Amer-
ican population is projected to increase by about 20 million by 2060, and the 
Asian American population is expected to more than double during that time 
period (US Census Bureau, 2012a). Projections are that the white population 
will no longer be in the majority by about 2042 (Ingraham, 2015).

Age is another characteristic that will shift over the next 50 years. As  
Table 5.2 shows, the age of the population is increasing. It is estimated that 
between 2016 and 2060, the number of people in the United States ages 65 
and older will more than double. Today’s 46 million Americans over age 65 
will become more than 98 million, their percentage of the population grow-
ing from 15 to almost 24 percent. People above the age of 85 are projected to 
almost triple, growing from 6 million to almost 20 million. If life expectancy 
continues to rise, the number of Americans above the age of 100 is expected 
to grow from about 53,000 in 2010 to more than 600,000 by 2060 (Mather,  
Jacobsen, & Pollard, 2015). The aging of the population will place new  
demands on the social welfare system.

 LO 2  Until relatively recently, sexual orientation was not regarded as a sig-
nificant part of the diversity of the nation. However, the gay rights movement 
and subsequent public discussion about sexual orientation have brought to 
light the existence of a significant portion of the population who identify 
as lesbian, gay, bisexual, or transgender (LGBT). An accurate count of the 

Table 5.2 Number and Percentage of the Population by Age in the United 
States Projected for 2015 and 2060

Number in Thousands (Percentage)
2015 2060

Below 18 years 74,518 (23.19) 89,288 (21.25)

18–24 years 30,983   (9.64) 35,239   (8.35)

25–44 years 84,327 (26.24) 106,303 (25.29)

45–64 years 83,839 (26.09) 97,404 (23.18)

65 years and older 47,695 (14.84) 92,033 (21.90)

85 years and older 6,306   (1.96) 18,187   (4.33)

100 years and older 78   (0.02) 690   (0.16)

Source: US Census Bureau (2012b).
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132    CHAPTER 5

number of LGBT people in this country does not exist. The most commonly 
held estimate, based on the famous Kinsey report on sexuality (Kinsey, Pome-
roy, & Martin, 1948; Kinsey, Pomeroy, Martin, & Gebhart, 1953), is that 1 in 
10 people is gay or lesbian (Hildago, Peterson, & Woodman, 1985). More  
recent research, based on data from four national and two state population 
surveys, holds that about 8 million adults, or 3.5 percent of the US popula-
tion, identify as lesbian, gay, or bisexual (Gates, 2011). Gallup polling data 
from 2016 found that about 4 percent of the population identifies as LGBT. 
Interestingly, these data also showed that the percentage is higher among 
younger Americans. This suggests that the percentage of LGBT Americans will 
likely continue to grow (Allen, 2017). However, as long as the threat of dis-
crimination and violence toward members of the LGBT population persists, 
it is likely that some members of the population will not disclose their sexual 
orientation to researchers. Thus, it is likely that population estimates are low.

According to the Centers For Disease Control (CDC), about one out of 
every five adults in the United States has some type of disability. This means 
that roughly 53 million people live with some type of condition that affects 
their lives (CDC, 2015). Disability can include a temporary injury that makes 
a person unable to work, a severe mental illness, and/or physical limitations 
of daily-living skills that may or may not allow a person to be employed.  
A sizable number of people with physical, developmental, or other limitations 
need to be recognized as members of distinct groups within social work prac-
tice. Advancing medical capabilities and longer life expectancies mean that 
more people will spend part of their lives with physical or cognitive disabil-
ities, creating a greater need for services for and sensitivities to people living 
with disabilities.

In addition to variation in gender, race, ethnicity, sexual orientation, and 
physical ability, Americans have numerous religious affiliations, ideological 
beliefs, political affinities, mental and developmental abilities, national ori-
gins, and social ranks. There is no one typical American, although all have a 
place in the nation’s social, economic, and political makeup. This vast diver-
sity of people presents a challenge to social work practitioners as they strive to 
provide meaningful and relevant service.

Historical Background

The diversity of the United States came about as the result of numerous forces 
and historical events. Some of the forces were positive, and some were nega-
tive; some of the events happened by design, and others were unanticipated. 
Vast numbers of people representing hundreds of cultures and identities 
found a home in the United States, creating the nation’s vast diversity.

Exploration and Colonization

Americans are proud that the United States came about through the courage 
and persistence of explorers. For example, Columbus Day honors the man 
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credited with discovering this land for Europeans. Lewis and Clark are esteemed 
for exploring the Northwest Passage. The drive to explore the vast continent 
paved the way for settlement and population growth. Settlers followed the ex-
plorers, creating communities that reflected their behaviors, beliefs, and values.

The land that is now the United States was home to many nations before 
Columbus “discovered” it. The colonization of these First Nations was sup-
ported by the federal and state governments, which passed laws that allowed, 
encouraged, or mandated forcing the Indigenous Peoples from their homes 
to provide land for white settlers. Entire nations were uprooted and moved to 
desolate lands, where they were often forced to live among other nations with-
out any recognition of the vast cultural differences among them. Oppression, 
discrimination, and prejudice based on race also involved massacres by whites 
and decimation of native cultures. Children were forced to attend boarding 
schools where they had to forsake their cultures, including their religions, 
spiritual traditions, and languages, and learn to behave according to the dom-
inant European American culture.

Forced Relocation and Enslavement

Not only were the First Nations forcibly relocated to unwanted and barely hab-
itable land, but more than a million Africans were ripped from their homes 
and families and shipped against their will to the American continent to be 
enslaved. Before the American Revolution, an estimated 1 million people of 
African descent were enslaved, making up almost 20 percent of the population 
in the American colonies. Enslaved women, men, and children endured tre-
mendous brutality and were kept powerless by laws that shaped every facet of 
their lives. This included the loss of control over personal relationships and of 
economic freedom and the outlawing of the rights to gain access to education, 
own land, and vote and participate as citizens.

The impetus for the institution of slavery was primarily economic. Ag-
riculture, particularly the cultivation and harvesting of tobacco and cotton, 
required numerous workers who could endure severe working conditions. En-
slaving people of African descent provided a cheap source of labor. Slave laws 
were reinforced with race laws, thereby socially constructing an economic sys-
tem that benefited the white landowners who controlled most of the wealth. 
By the time slavery was repealed in 1863, many generations had passed, and 
people of African descent were far removed from their lands and cultures of 
origin.

Expansion into Mexico

Believing that the United States was destined to extend westward across the 
continent (an ideology termed manifest destiny), white settlers continued  
to take lands from Indigenous Peoples as they migrated into what are now 
the states of Texas, New Mexico, Arizona, California, Utah, and Nevada in the 
southwest. During the 1800s, these areas were part of Mexico. In 1845, the 
government declared that Texas was part of the United States, which led to 
what US history books call the Mexican–American War. At the conclusion of 
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134    CHAPTER 5

the war in 1848, the Treaty of Guadalupe Hidalgo ceded these territories to 
the United States (Day, 2009). Mexican citizens residing there were granted US 
citizenship and the right to maintain their lands and cultures, but most lost 
their lands when these provisions were not enforced.

Immigration    LO 3  

From the time Europeans first settled on the American continent until 1965, 
most voluntary immigration was from Europe. All migrating groups experi-
enced difficulties arising from leaving their homes, traveling to a new land, 
and adjusting to a new life. Some northern and western European immigrants, 
such as people from England and France, were immediately welcomed to the 
United States, whereas others, such as immigrants from Ireland and Italy, were 
not. In part this was due to economics. Native-born workers feared that poor 
Irish and Italian immigrants would work for less money and thus take away 
their jobs. These newer immigrants tended to be Catholic, whereas most prior 
immigrants from Europe were Protestant, and anti-Catholic prejudice and dis-
crimination were widespread.

Some northern and western European immigrants were also initially con-
sidered inferior by people already settled here. Most of them assimilated (were 
absorbed into the existing culture) within a few generations. Once one gener-
ation settled into their new lives, newer immigrants from the same area were 
able to move into established ethnic enclaves; they felt more comfortable there 
because others spoke their native languages and followed the same customs.

Immigrants from Asia, southern and eastern Europe, and the Pacific Is-
lands often experienced racism and exclusion based on ethnic, religious, and 
class biases. In the early 1900s, laws restricted immigration from certain na-
tions and denied citizenship to some immigrant groups. Immigration quotas, 
for example, were based on the percentage of each group that already lived in 
the United States, so that the ethnic composition of the United States would 
not be altered by immigration.

The Immigration and Nationality Act of 1965 (P.L. 89-236) was an attempt 
to replace the quota system that had dominated immigration patterns. Enact-
ment led to increased immigration from Latin America, Asia, and eastern and 
southern Europe. By 1977, about three-quarters of the people migrating to the 
United States were from Asia, Latin America, and the Caribbean. Immigration 
continues to increase, and it is anticipated that one out of three Americans will 
either be an immigrant or the child of an immigrant by 2065 (Cohn, 2015).

Refugee Status

Americans also prize their country’s reputation as a haven for persecuted 
people. Some of the earliest colonists immigrated so that they could practice 
their religion freely. Many different groups have made the United States their 
destination in order to escape religious persecution and political conflicts. 
However, it was not until the 1950s that refugees, particularly those fleeing 
communist countries, were given special treatment.
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By law, refugees are people who are fleeing persecution from countries 
that the US government considers to be oppressing certain groups of people. 
For example, as a consequence of US military intervention in Vietnam and 
other Southeast Asian countries, large numbers of immigrants were catego-
rized as refugees after 1975. Their migration to the United States was the most 
rapid in American history. Passage of the Refugee Act of 1980 (P.L. 96-212), 
which gave legal status to people fleeing dangerous conditions, such as armed 
conflict or natural disasters, provided more social services for the resettlement 
of refugees. As discussed in Chapter 4, whether the United States should con-
tinue to admit refugees, particularly those from some predominantly Muslim 
countries, has been raised by the Trump administration. This part of US his-
tory continues to be written.

Undocumented or Unauthorized Immigrants

Recent debate has also centered on the topic of people residing in the United 
States without proper authorization. The terms often used to refer to these 
estimated 11 million people are illegal immigrants or illegal aliens (Krogstad, 
2017). Language is powerful, as discussed in Chapter 1. Those who work with 
undocumented people find the term alien to be offensive, as if the lack of doc-
umentation makes a person less than human (think about the use of the term 
alien, typically used to describe a creature from another planet). Therefore, 
the use of the terms undocumented or unauthorized are preferable from a social 
work perspective that discourages labels that are pejorative or carry negative 
imagery. Living in the United States without legal documentation is a civil 
infraction and, as such, is not legally considered a criminal act, but a contrac-
tual violation. The vast majority of undocumented people come to the United 
States for economic reasons. Immigrants tend to be poor, with countries of 
origin in Latin America. These characteristics have brought race, class, and eth-
nicity issues into the immigration debate, and the ramifications of increased 
immigration have become important issues for social workers.

Implications for Social Work Practice

As discussed in Chapter 1, part of social workers’ professional mandate is to 
respect and appreciate diversity within and among those served. In the Coun-
cil on Social Work Education’s 2015 Educational Policy and Accreditation Stan-
dards, a primary purpose of social work education is to engage diversity and 
difference in practice and understand the dimensions of diversity—age, class, 
color, culture, disability, ethnicity, gender, gender identity and expression, im-
migration status, political ideology, race, religion, sex, and sexual orientation 
(p. 7). In order to accomplish that goal, social workers must develop practice 
skills that are responsive to the diversity of their clients.

Influence of History  Historic events provide an important context for under-
standing current concerns of nondominant groups. The colonization of Indig-
enous Peoples has resulted in a continued struggle to enforce their rights as 
sovereign nations (as assured by treaties), to maintain or regain their cultures, 
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136    CHAPTER 5

and to fight racism. Therefore, when working with Indigenous People, the so-
cial worker needs to understand the history of oppression and current racism 
and its effect on contemporary communities (Weaver, 1998). Similarly, Afri-
can Americans’ long endurance of oppression, racism, discrimination, and 
prejudice, as well as their current experiences of social injustice based on race, 
contribute to the outlook, experiences, opportunities, and behaviors of Afri-
can American clients and must be given attention in the practice realm. It is 
also important to recognize the enduring effects of such historic events as dis-
placement and colonization, in addition to current experiences of racism, in 
the lives of Mexican Americans.

 LO 3  Refugees may have been traumatized by their experiences in their 
homelands and stressed by the need to adapt to a new environment. Often 
refugees have also faced racism in the United States. People who work with 
refugees must understand the many micro, mezzo, and macro factors that 
affect their lives. This includes living in a new culture, a history of trauma, 
difficulty navigating systems, and a lack of social supports (Potocky-Tripodi, 
2002). Increased restrictions on undocumented people have caused growing 
fear of contact with authorities. This has increased since the 2016 presiden-
tial campaign and election. For social workers, this has meant that connect-
ing immigrants to social services and government resources has become 
much more difficult. This calls for new sensitivities about immigration and 
legal status.

Barriers to Service  Research suggests that social services, particularly mental 
health services, are underutilized by people of color for a variety of reasons. 
There are differing cultural understandings of mental illness and appropri-
ate treatment that can affect whether people seek treatment. There are also 
different levels of stigma related to mental illness in some communities, and 
mistrust of the mental health system due to past mistreatment. Cultural val-
ues can shape a person’s approach to mental health treatment. For example, 
in more collectivist cultures, seeking individual therapy may be discouraged 
(Leong & Kalebatseva, 2011).

In spite of such underutilization, the needs of people of color are at least 
as significant as the needs of the majority population. Indeed, because peo-
ple of color must deal with racism, they may experience issues not faced by 
whites. A challenge for practitioners is to bridge the gap between service pro-
viders and the people from diverse cultures who need services but are reluc-
tant to use them (see Boxes 5.1 and 5.2).

 LO 4  Religious beliefs can also be a barrier to seeking service. Interpreta-
tions of mental illness can be shaped by one’s religious beliefs. This can in-
clude a belief in treating mental illness with prayer or sufficient willpower. 
Some people may be concerned that practitioners will challenge their religious 
beliefs or that their religious practices (such as praying at a certain time) will 
not be allowed if they are in an inpatient setting (Ayvaci, 2017).

There has been long history of oppression and lack of understanding of 
historical and current realities by social work and other social service prac-
titioners. This has resulted in a lack of trust by some members of oppressed 

EP 2

EP 5a
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During my second year of graduate study in social work, 
my internship placement involved community action efforts 
in a low-income, primarily Latino neighborhood. The 
organizational effort was centered on the local elementary 
school, through its welcome center. The administration of 
the school had requested assistance in recruiting Latino 
parents as volunteers. It was unclear why the many Latino 
parents did not support the school through volunteerism.

I met with the staff community worker to discuss strate-
gies to mobilize Latino parents to participate in neighborhood 
organizing efforts and to volunteer time at the elementary 
school. The community outreach worker and I were both 
Latina women, and we both wanted to empower the Latino 
parents by unifying their voices to effect social change.

As time went on, I became more confused about why the 
parents would not attend neighborhood meetings or participate 
in PTA meetings and after-school activities. They seemed will-
ing to donate time to the welcome center in exchange for food 
boxes and school uniforms for their children. Yet it remained a 
challenge to engage them as volunteers in the school.

My efforts to participate in the neighborhood partner-
ship meetings seemed futile. I attended several meetings, 
feeling invisible. Rarely did any of the meeting participants 
make eye contact with me or give me any hint of recogni-
tion. The school vice principal did not address me by name 
or welcome me in any meaningful way. I began to wonder 
if my race had anything to do with this, as the meetings 
were attended mostly by Caucasians and business leaders. 
I even wondered if my attire of jeans and T‑shirt projected 
a negative image. I later ruled out clothing as a factor; 
professional attire elicited no more of a welcome.

I shared my experiences and frustration with the 
community worker at lunch one day. She became very quiet 
and then said that she might understand the exclusion. 
She began to talk about the time when Latino parents were 
excited about assisting the teachers and helping the children 
learn. They told the community worker that they did not feel 
welcome in the classrooms and that they felt they were in 
the way. When the community worker shared this with the 
vice principal, she was told that the Latino parents did not 
have to work in the classrooms; there were other needs on 
the campus that these parents could help with. Specifically, 
the Latino parents could pick up trash on the campus or 
clean the bathrooms.

Shock and anger led to rage. I could not speak. I felt 
like I was suffocating. We sat in silence, not knowing what 
to say. Eventually I was able to say in Spanish, “To clean 
bathrooms, I can stay at home and do that.” My lunch 
companion laughed and responded in Spanish, “That’s just 
what the parents say.”

Minutes later we were asked to meet with the vice 
principal to review the welcome center activities. As we 
entered the office, I noticed a pale blue crystal apple on 
her desk. I reintroduced myself to the vice principal and 
sat down. As the women spoke of upcoming projects,  
I reflected on the symbolism of that glass apple. My rage 
resurfaced as I fought the urge to hurt this blonde-haired, 
blue-eyed woman who was acting as my peoples’ oppres-
sor. Her face is imprinted on my mind. I can still see the 
pale blue crystal apple on the mahogany desk. That glass 
apple may have once symbolized knowledge, but it will 
forever symbolize ignorance to me.

Cultural Divide  Lilly Perez-Freerks, MSW 

Box 5.1 From the Field

How did school personnel view the “fit” of the Latino families in their school? What interventions would you recommend to 
deal with this situation?

Box 5.2 What Do You Think?

groups of the ability of the social service system to adequately meet their 
needs. One example of this can be seen with members of the transgender 
community. Transgender people have been pathologized, misdiagnosed, and 
mistreated within the system (Dickey, Karasic, & Sharon, 2017). Thus, they 
may lack trust in the system and be reluctant to come in for needed services.
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These examples point to the need to understand historical, political, and 
administrative factors that can impede social service delivery to diverse social 
groups. They demonstrate the importance of the ecological perspective in di-
versity practice.

Cultural Competency

Understanding how and why people are different is the foundation for social 
work practice with diverse populations. To be effective with different clients, 
groups, and communities, social workers must build on that foundation to 
develop skills and competencies that reflect a true understanding of diversity.

Multiculturalism

Culture is based on the behaviors and beliefs characteristic of a particular 
group. This does not mean that every single person belonging to a group has 
all the characteristics or beliefs attributed to the culture, but rather that many 
of the characteristics are shared by the members of the group. The historical 
evolution of immigration to the United States has resulted in a collection of 
diverse cultures.

Multiculturalism is regarded as the ideology that society should recognize 
and include equally all different cultures (Sue, 2006). This concept empha-
sizes that multiculturalism promotes people’s differences and counters ethno-
centrism—the belief that one’s own culture is the central way of viewing the 
world and that other cultures are inferior. Because social work practitioners 
work with many people who have various cultural backgrounds and member-
ship in numerous identity groups, they need to develop skills that help them 
navigate cultural differences. The ability to work with different cultures effec-
tively is often referred to as cultural competence.

In social work practice, cultural competence is the worker’s ability to un-
derstand individuals, families, and communities of different cultures and to 
use that understanding as a basis for intervention and practice. In order to be a 
culturally competent social worker, one must understand the effect of culture 
on the person in environment—what an individual’s culture means to him or 
her in all his or her systems.

Culturally competent practice goes beyond understanding diversity. It in-
cludes awareness of the effect of oppression and discrimination on people’s 
lives. To be culturally competent, social workers must understand the his-
tory and current realities of people from various cultural backgrounds (see  
Box 5.3). They must also understand that there are similarities and differences 
both within and among population groups. Cultural competence once referred 
primarily to racial and ethnic differences. Over the years it has evolved to in-
clude differences based on religion, sexual orientation, gender identity, and 
ability status, among other characteristics (Abrams & Moio, 2009). For exam-
ple, people coming in for services might be angry or frustrated. They may have 
experienced discrimination in the past based on social group membership. 
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It can take time for social workers to gain their trust and demonstrate that 
they are not repeating past oppressive treatment. Those coming in for services 
may also be frustrated that the only available options are based on a Western 
medical model. For some from indigenous cultures, this may not be what they 
want or need. Culturally competent practitioners understand the frustration 
and anger by seeing it through a historical and current context lens.

Ecological Framework

The ecological framework for practice provides a strong foundation for social 
workers to integrate cultural sensitivity and multiculturalism. By understand-
ing that all people are in constant interaction with all aspects of their environ-
ments, the social worker can recognize cultural and experiential differences. 
Such awareness helps the worker develop “an attitude of respect for the client’s 
experiences and lifestyle, an appreciation of the client’s right of self-determi-
nation, knowledge about the client’s group’s life, skill in helping and knowl-
edge of human behavior” (Appleby, 2001, p. 10). This understanding is gained 
in the context of the client’s unique life experiences.

The ecological framework helps social workers recognize the influence of en-
vironmental factors on people’s lives. These factors may include racism, sexism, 
classism, heterosexism, ableism, ageism, and religious oppression, all of which 
limit members of oppressed groups from reaching their full potential. Once so-
cial workers recognize the effects of oppression on their clients’ lives, they seek 
interventions that address social structures in addition to helping clients deal 
with the detrimental effects of these structures. Thus, the ecological framework, 
with its emphasis on a person’s fit in her or his environment, provides a strong 
theoretical foundation for social work practice that is culturally competent.

A number of models based on the ecological framework promote eth-
nic-sensitive practice, culturally diverse practice, multicultural practice, and di-
versity practice. These approaches all require social workers to become aware of 
their own values and cultures, learn about other groups’ cultures, and develop 
skills for working with people from different cultures (Williams, 2006). In ad-
dition to a focus on cultural differences, some practice models also emphasize 
the need to learn about environmental factors that have negative effects on the 
lives of people. Empowerment practice (Gutiérrez, DeLois, & GlenMaye, 1995; 
Simon, 1994) and ethno-conscious practice (Gutiérrez, 1992) include strate-
gies for effecting social change in addition to providing culturally competent 
social services. Both approaches should be grounded in a strengths perspective 
(see Chapter 1). Social work practitioners must identify the positive elements 
of each person’s culture and build on those strengths.

Some people think that all people are members of ethnic 
groups. Other people feel that being part of the dominant 
culture—being white, Anglo-Saxon, and Protestant—means  

that a person does not have an ethnic identity. What do you 
think about these opposing beliefs? Do you agree with each 
of them? Why or why not?

Box 5.3 What Do You Think?

EP 2,  
EP 2c

EP 2
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Empowerment Practice

Many authors assert that social work practice with oppressed populations 
should have client empowerment as a goal. When clients are empowered, 
they have control (power) over their environment, which makes it possible for 
them to improve their lives (Everett, Homestead, & Drisko, 2007). The goal of 
empowerment is to increase the abilities of individuals, families, and commu-
nities to get what they need; influence how others think, act, or believe; and 
influence how resources are distributed (Gutiérrez et al., 1995).

The strengths perspective is critical to cultural competency. The rich and 
varied backgrounds and identities of clients make it necessary to explore the 
social networks and cultural practices in which people find meaning. A social 
worker who is unfamiliar with such practices should ask the client to identify 
all the resources in his or her personal environment. These resources may in-
volve the immediate family, extended family, friends, community, religion, 
work, or other social networks. The resources, which reflect the unique culture 
of the individual, can be tapped to improve the level of the client’s 
functioning.

Achieving Cultural Competency

History and theory help teach how to be a culturally competent social worker. 
However, specific steps can be taken to enhance cultural competency. They 
include understanding oneself and understanding the differences among 
cultures.

Awareness of Self

A competent social worker must develop a strong awareness of self. This com-
ponent of effective practice is particularly critical in encounters between peo-
ple who are members of different social groups. Whether working across 
ethnic, gender, sexual orientation, religious, social class, or other differences, 
the culturally competent social worker must constantly reflect on ways in 
which her or his culture affects practice.

Selected aspects of the self that are influenced by culture and about which 
social workers must have knowledge include:

■■ The way problems are defined (e.g., is the source of the problems at-
tributed to individual thoughts or behaviors? If so, are problems viewed as 
being related to spiritual, physical, cognitive, or emotional sources? Is the 
source of problems attributed to environmental factors?)

■■ Preferred problem-solving styles (e.g., does one attempt to solve problems 
without outside assistance? Does one turn to certain family members, 
friends, religious leaders, government agencies, or professionals?)

■■ Body language
■■ Speaking style, including comfort with silence

EP 2b 

EP 1b 

EP 2c
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■■ Which characteristics are viewed as strengths and which are viewed as 
weaknesses

■■ Attitudes and beliefs about others’ values and behaviors (e.g., are values 
that differ from one’s own considered immoral or simply different?)

■■ Spirituality and the role religion play in life
■■ Relative value placed on individualism, familism, and communitarism
■■ Relative comfort with certain topics (e.g., are religious and spiritual be-

liefs private, or are they to be shared? Is it acceptable to talk about sexual 
practices?)

■■ Orientation to time (e.g., what is the relative value placed on past, present, 
and future? Does time flow, pass, or fly?)

■■ Who and what are entitled to respect, and how respect is demonstrated
■■ One’s own internalized racism, sexism, classism, and heterosexism; how 

much a person believes the negative and positive social constructs about 
his or her life (e.g., does a woman social worker accept that women are 
to be subordinate to men? Does a heterosexual social worker accept that 
heterosexuals are “normal” and “healthy,” whereas LGBT people are not?)

In addition, particularly when working cross-culturally, social workers 
need to reflect on the ways in which each of these aspects will be perceived 
by those with whom they work, and consider changing their attitudes, knowl-
edge, and behaviors in order to practice more effectively.

Understanding Cultural Differences

In addition to awareness of self, cultural competence requires awareness and 
understanding of those who are different from us. As our society becomes 
more diverse, practitioners are working with an increasing number of peo-
ple whose values and perspectives are different from those of the mainstream 
health, mental health, and social service systems. Learning about the reality 
of clients’ lives can help bridge the gap between differences. This requires the 
use of empathy when engaging with clients. Empathy is a key ingredient in 
cultural competence. Clear communication is also needed for effective prac-
tice and can be difficult across cultural differences. The more we learn about 
others, the more likely we are to be able to communicate clearly.

Part of culturally competent practice is to understand that values vary 
among individuals and that variations may be influenced by a person’s iden-
tity or membership group experience. A number of general values should 
be considered when working with diverse populations. A culturally profi-
cient social worker examines the way people view time, accomplishments, 
relationships, and human behavior, and considers how a person’s cultural 
background may influence those values (see Box 5.4). For example, a per-
son who perceives that a focus on the present is valuable may perceive that 
people who expend energy planning and saving for the future are failing to 
enjoy life. Conversely, if a person’s view of time is that future planning is 
important, she or he may regard one who focuses on today as being lazy or 
unable to delay gratification.

EP 1 

EP 8 
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It is important for a social worker to strive to understand how his or her 
own and others’ cultures influence values and to interpret people’s behavior in 
light of their culture. Culturally competent practice requires social work practi-
tioners to become knowledgeable about different groups and their cultures, to 
be self-reflective—that is, to think about their own actions, beliefs, biases, and 
values in relation to others—and to make use of their self-reflective insight in 
their practice (Weaver, 1998).

Stages of Cultural Understanding

A model developed by the Child and Adolescent Service System Program 
Technical Assistance Center views cultural competency as a continuum con-
sisting of six stages (Cross, Bazron, Dennis, & Isaacs, 1989, cited in Lecca et al.,  
1998). On this scale, the lowest level is cultural destructiveness, and the high-
est is cultural proficiency. The six stages are as follows:

1.	Cultural destructiveness: The worker holds attitudes, policies, and practices 
that destroy cultures.

2.	Cultural incapacity: The worker believes in the superiority of dominant 
groups, does not support nondominant groups, and engages in discrim-
inatory behaviors.

3.	Cultural blindness: The worker believes that there are no differences be-
tween people, that they are all the same; this tends to reflect a belief that 
the dominant culture is universal. A nonableist term for this concept is 
cultural evasiveness.

1.	 How is time perceived? There are three common 
responses: past, present, and future. Some people 
believe that the past is most important because people 
learn from history, whereas others believe the present 
moment is everything and you should not worry about 
tomorrow. Others plan for the future by sacrificing today 
for a better tomorrow.

2.	 What measures human activity? The three value-orien-
tation responses are being, being and becoming, and 
doing. Being means it is enough to just be; being and 
becoming emphasizes that our purpose is to develop 
our inner selves. Doing means to be active; by working 
hard one’s efforts will be rewarded.

3.	 Social relations focus on how human relationships 
are defined. The three responses are lineal, collateral, 
and individualistic. Lineal relationships are vertical and 
involve leaders and followers. Collateral relationships 

emphasize that people should consult with friends and 
families when problems are presented. An individual-
istic orientation promotes the importance of individual 
autonomy and the belief that people control their own 
destinies.

4.	 The people-to-nature relationship asks what is the rela-
tionship of human beings to nature. The responses can 
be subjugation to nature, harmony with nature, or mastery 
over nature. In subjugation to nature, life is dependent on 
external forces such as God, fate, or genetics. In harmony 
with nature, people and nature coexist in harmony. The 
third response, mastery of nature, is the belief that the 
human challenge is to conquer and control nature.

5.	 Is human nature good or evil? Possible answers are 
good, evil, neutral, or mixed good and evil.

Source: Lecca, Quervalu, Nunes, & Gonzales, 1998, p. 34.

Box 5.4 More About...Core Values for Working  
with Diverse Populations
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4.	Cultural precompetence: The worker begins to respect other cultures and 
demonstrates this respect through one or two actions, followed by a sense 
that he or she has done enough.

5.	Cultural competence: The worker accepts and respects differences, continu-
ously expands cultural knowledge and resources, and actively pursues en-
gagement with nondominant clients and coworkers.

6.	Cultural proficiency: The worker esteems other cultures, engages in research 
and outreach to build cultural knowledge and specializes in culturally 
competent practice (see Box 5.5).

It should be noted that becoming culturally competent and developing 
cultural understanding does not happen quickly or easily. Becoming a cultur-
ally competent social worker and citizen is an ongoing process that can take a 
lifetime and requires continual effort, learning, and self-examination.

Chapter 4 discussed ways that prejudice, discrimination, and oppression con-
tribute to social injustice. These three forms of injustice are used to marginalize 
people who are not part of the dominant culture. Supporting diversity decreases 
prejudice, discrimination, and oppression. The lowest levels on the scale—cultural 
destructiveness and cultural incapacity—are ways that people and institutions per-
petuate discrimination against and oppression of people based on their cultural 
identities. At the other end of the continuum, cultural competence and cultural 
proficiency embrace and nurture the differences between groups. By achieving cul-
tural proficiency, a social worker helps create a socially just society. This effort is 
part of the social work mandate. Thus, culturally competent social work practice 
not only follows the principles of the profession but also contributes to the eradi-
cation of prejudice, discrimination, and oppression.

Cultural Humility

In recent years, some in the field of social work have promoted the concept 
of cultural humility as a complement to cultural competence (Ortega & Faller, 
2011). Others suggest that a focus on cultural humility should replace efforts 
at cultural competence (Fisher-Borne, Montana Cain, & Martin, 2015). There 
are growing concerns that focusing on cultural competence alone can instill 
the misconception that people can be understood as a collection of traits 
identified with their social identity groups. This misconception can give social 
workers a false belief in their perceived expertise about populations of peo-
ple from whom they are culturally different. Critics of cultural competence 
are also raising concerns that cultural competence does not take the structural 
forces that affect people’s lives into account. They further note that cultural 
competence ignores the fluidity of culture and nondominant groups’ relation-
ship to dominant culture (Fisher-Borne et al., 2015).

EP 3b

Review Box 5.1 and consider which stage of cultural 
understanding describes the vice principal. How could you 

help her become more culturally competent and move 
toward cultural proficiency?

Box 5.5 What Do You Think?  

67046_ch05_ptg01.indd   143 1/26/18   11:32 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



144    CHAPTER 5

 LO 5  Cultural humility stresses that each of us is a unique individual 
and knows him- or herself best. To effectively work with others, social work-
ers must not only understand cultural differences and know themselves but 
also acknowledge that it is not possible to know all there is to know about 
anyone else. Effective practice requires an open mind and an awareness that 
the best way to learn about others is directly from them. Cultural humility 
also requires practitioners to examine power differentials between themselves 
and clients and to recognize and address structural barriers to culturally ap-
propriate services. Structural barriers that can affect the quality of care include 
inadequate insurance coverage; lack of interpreter services; limited outreach 
directed at underserved and nondominant groups; few if any service provid-
ers from the populations being served; only Western treatment options; com-
plicated agency forms and intake processes; and long wait times (Betancourt, 
Green, Carrillo, & Ananeh-Firempong, 2003) (see Box 5.6).

Emerging Issues

Most social problems disproportionately affect people of color, those who 
live in poverty, women, and other nondominant groups. For example, on av-
erage, women earn less than men; the average income of people of color is 
lower than that of whites; and members of nondominant racial and ethnic 
groups are disproportionately victimized by crime. Over the past several de-
cades, progress has been made toward greater social justice and civil rights. 
The Civil Rights Act of 1964 legally opened doors for people of color, and the 
Americans with Disabilities Act of 1990 secured rights for people with dis-
abilities. Women have greater access to employment opportunities and have 
moved closer to economic parity with men. However, numerous areas of so-
cial injustice continue to exist, and some have been be exacerbated during and 
following the 2016 election. They require social work attention. This section 
discusses some of them.

Civil Rights for LGBT People   LO 6  

As discussed in Chapter 4, LGBT people lack specific civil rights protections. 
A person who is—or is perceived to be—lesbian, gay, bisexual, or transgen-
der can be evicted from an apartment or fired from a job on the basis of 
his or her perceived sexual orientation. National legislative reforms have 
been pursued, for the most part to no avail. For example, the Employment 

You have been working as a case manager with Terry, an 
older adult, for a number of months. The two of you have 
developed a good working relationship. He is recovering 
from a stroke, and you notice that he has been making 

good progress during your weekly visits. On one of those 
visits, Terry makes several racial slurs, complaining 
about people living in his neighborhood. What should 
you do?

Box 5.6 Ethical Practice...Racism 
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Non-Discrimination Act (ENDA) has been introduced in Congress since 1994, 
but it has not yet become law.

The issue of transgender rights has been moving to the forefront of the 
LGBT struggle for civil rights. As discussed in Chapter 4, there is less legal pro-
tection based on gender identity than there is on sexual orientation, but new 
legislation is being introduced and passed each year. Although hate crimes 
against people in the LGBT community in the United States continue to rise, 
the situation is not as dire as in many parts of the world. In many Arab and 
sub-Saharan African countries, LGBT people are forced to keep their sexual 
orientation and gender identity secret, for fear of prosecution, death sentences, 
violence, and other legal and social persecution. For example, in sub-Sarahan 
Africa, where a majority of countries criminalize same-sex sexual activity, a 
variety of laws are used to penalize transgressive gender expression, including 
blackmail and extortion (IGLHRC, 2011). The fight for human rights in many 
parts of the world has only just begun. The debate regarding protection from 
discrimination and rights for LGBT people and the roles social workers can 
play are examined in Box 5.7.

As has been stated throughout this chapter, social workers 
support diversity and in general support the inclusion of 
diverse groups in various settings, such as schools. Social 
workers also advocate for the development of programs 
to make schools safe for all students. However, whether 
school is a safe place may depend on one’s social group 
membership. On February 8, 2008, 15-year-old Lawrence 
King was shot and killed by a classmate. King was openly 
gay and sometimes wore makeup or what some consid-
ered feminine clothes to school. The 15-year-old who 
shot Larry King reportedly did so because of King’s sexual 
orientation. He was charged with committing a hate crime.

Many LGBT youth or those who are perceived as 
being LGBT are subjected to violence at school. According 
to the Gay, Lesbian, Straight Education Network’s Climate 
Survey (GLSEN, 2009), more than a third of students 
reported physical harassment at school because of their 
sexual orientation, and almost a fifth reported being 
physically assaulted because of their sexual orientation. A 
school climate of harassment and violence prompted the 
opening of an LGBT high school in New York City. After 
some controversy, the Harvey Milk School opened in  
September 2003. Supporters say the school provides a safe 
place where students who were or could be harassed or 
injured at other schools can get an education. Opponents 

argue that the school is not necessary or that it promotes 
segregation and is a step backward in the effort for 
equality for LGBT people.

Analyzing the Situation
Conduct research on bullying, harassment, and violence 
against LGBT students and against the Harvey Milk 
School. What are the arguments for and against having a 
school for LGBT students? Do you believe that it provides 
a needed environment where LGBT students can safely 
get an education, or do you agree with opponents that it 
is unnecessary or even harmful? Does the creation of a 
separate school for LGBT students go against social work 
efforts at inclusion and acceptance of diverse groups? Why 
did you reach this conclusion?

What Can Social Workers Do?
What can social workers do to reduce bullying and other 
violence and help all kids feel safe at school? What can 
they do at the individual, family, small-group, community, 
institutional, and policy levels?

What Can You Do?
What one step could you take now, working either on your 
own or with others, to reduce violence and bullying against 
LGBT students in the schools?

Box 5.7 Becoming a Change Agent  
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Multiethnic or Transracial Adoptions

Multiethnic or transracial adoption, the permanent placement of children 
of one ethnicity or race with parents of a different ethnicity or race, is very 
controversial among social work practitioners. Almost all such adoptions 
have involved children from nondominant groups who have been adopted 
by dominant-culture—white—families. Supporters argue that there are not 
enough homes for all the children in need of permanent placements. To 
limit the number of adoptions because parents of the same races and eth-
nicities cannot be found is detrimental to the well-being of children in need. 
Placing children in good, safe homes, they contend, is better than keeping 
them in foster care and group residences. Those who oppose this practice 
feel strongly that permanently placing a child with parents of a different eth-
nicity or race is culturally insensitive and will cause the child to lose his or 
her cultural identity. Opponents argue that the adoption of First Nation chil-
dren by white families represents a practice used to strip the children of their 
culture and Americanize them. Due to greater cultural awareness in recent 
years, many adoptive parents try to ensure that the children learn about their 
cultures of origin.

Redress or Reparations for Past Social Injustices

In the past decade, many people have advocated making financial reparations 
to the descendants of enslaved African Americans. Supporters of reparations 
point out that this nation’s economic prosperity was largely a result of the 
labor of people who were enslaved. They note that the United States has never 
apologized for the practice of slavery nor adequately compensated African 
Americans for their exploitation. They point to the precedent set by the pay-
ment of reparations to the people of Japanese descent who were interned in 
camps during World War II.

People who oppose the payment of reparations note that it is not 
fair to expect today’s taxpayers—who did not themselves enslave African 
Americans—to pay for the practices of non–African American ancestors. Fur-
ther, they point out that no African Americans alive today were enslaved, 
which makes their situation different from that of the Japanese Americans 
who received reparations. The issue of reparations makes clear the importance 
of acknowledging and finding a way of making amends for historic injustices.

Threats to Religious Tolerance

According to The Southern Poverty Law Center (SPLC) (2017), religious in-
tolerance has been on the rise in the United States. The first anti-Muslim 
hate groups in the United States were documented after the September 11, 
2001, attacks. Their number increased from 5 in 2011 to 34 in 2015, then 
jumped to 101 during 2016. The growth of anti-Muslim groups coincided 
with increasing anti-Muslim legislative proposals and growing reports of  
anti-Muslim violence. These groups portray Muslims as alien, irrational, 
violent, and a danger to the United States. In the early months of 2017, there 
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has also been an increase in threats made against Jewish institutions and 
acts of vandalism. The United States has a long heritage of religious toler-
ance and freedom. It is still unclear how much the recent election campaign 
and the election affected the rise in religious intolerance. However, regard-
less of the cause, efforts to demonize certain religious groups threaten the 
security of many Americans.

Environmental Justice

Some people assert that companies that pollute the air and water and discard 
toxic waste materials unfairly target communities populated mainly by poor 
people and people of color. Typically, these communities lack the resources 
and political power to stop corporations from engaging in environmentally 
dangerous actions that may also be health hazards. Some residents need the 
jobs created by these companies, so they may favor policies to attract and 
retain the companies in spite of the environmental and health risks. Social 
workers need to seek ways to improve residents’ economic opportunities with-
out endangering their health.

New Research on Human Diversity and Genetic Makeup

Some of the most heinous acts of oppression have been based on the belief 
that biological differences between races and ethnic groups warrant discrim-
ination and even annihilation. The belief in the biological superiority of the 
“white race” was used to institutionalize slavery, exterminate Jewish people in 
Nazi Germany, and strip Indigenous Peoples of rights and force their reloca-
tion to reservations, among many other acts of persecution. Biological argu-
ments are still used to justify the oppression of women, LGBT people, people 
with disabilities, the poor, and others perceived to be inferior to those with 
power.

For the most part, those who believe in biological determinism point to 
differences in the way people live as proof of the accuracy of their beliefs. Crit-
ics, including the profession of social work, question using people’s lives as 
evidence because all life experiences are, at least in part, different as a conse-
quence of social interactions and constructions. That is the foundation of the 
ecological framework.

The Human Genome Project, a large-scale scientific effort to catalog the 
biological composition of human beings, may answer the question of whether 
human differences are based on biology or environment. Data from this ex-
tensive research effort indicate that people are 99.9 percent exactly the same 
genetically. In fact, “race itself has no genetic basis. No genes, either by them-
selves or in concert with others, were able to predict which race each person 
had claimed to be” (Weiss, 2001, p. 7). Although there is not a genetic basis for 
racial differences, the social conditions accompanying race matter (Smedley & 
Smedley, 2005). Employment, education, and civic involvement opportuni-
ties, as well as health care treatment, are all influenced by race and therefore 
demand social work attention.

EP 6a
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Conclusion

People are different in many ways. It is not possible to understand, know, or 
anticipate all the differences that people consider important in their lives. 
However, it is possible to develop awareness and ways to understand, accept, 
and celebrate those differences. People can and should appreciate the positive 
contributions that the full array of human diversity brings to the culture. Fur-
thermore, social workers need to work to ensure that all people, regardless of 
their differences, are treated with dignity and social justice.

Key Terms
colonization (p. 133)
cultural competence (p. 138)
cultural humility (p. 143)
ethnic groups (p. 130)
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race (p. 130)
reparations (p. 146)
social construction (p. 128)

Questions for Discussion

1.	Define social identity, social construction, and multiculturalism.
2.	Why is it critical for social workers to identify environmental factors 

that disproportionately affect people of color and other nondominant 
groups?

3.	Compare cultural destructiveness, cultural incapacity, cultural blind-
ness, cultural precompetence, cultural competence, and cultural 
proficiency.

4.	Compare and contrast the cultural competence and cultural humility ap-
proaches to working with diverse populations.

5.	In empowerment practice, at which four levels do social workers try to 
effect change?

Change Agent Exercise

To solve social problems, it is often necessary to bring diverse groups together 
to work for change. Assume that you wanted to try to encourage the state leg-
islature to pass a bill that would help solve the problem you examined in 
Chapters 1 to 3 (or another problem you choose that negatively affects people 
in your community). Brainstorm a list of groups, agencies, and organizations 
that you think could be involved in a coalition to work for the bill’s passage. 
Why do you think each group would be interested in supporting the bill? Can 
you think of any potential challenges members of these groups might have in 
working together? How might any of the challenges be addressed by a cultur-
ally competent social worker?
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Exercises

1.	Creating Metaphors
Metaphors compare two things. For example, eating a mint is like a breath 
of fresh air, and writing a research paper is like pulling teeth.

Use of metaphors allows us to view familiar things in a new way and to 
connect with things with which we may not be familiar. Creating meta-
phors challenges us to develop insights into a variety of areas of our lives. 
Completing the following metaphors can help you gain a deeper under-
standing about how you might feel about working with a variety of types 
of people and in a number of different practice settings.

Working on your own, complete each of the following metaphors. Try to 
avoid censoring your answers. Write the first thing that comes to mind.

Working with poor people would be like . . .
Working with Asian Americans would be like . . .
Working with sex offenders would be like . . .
Working with children would be like . . .
Working with African Americans would be like . . .
Working in a school would be like . . .
Working with older people would be like . . .
Working with people who are blind would be like . . .
Working with European Americans would be like . . .
Working with lesbians would be like . . .
Working with batterers would be like . . .
Working with mentally ill people would be like . . .
Working with homeless people would be like . . .
Working with Latinos would be like . . .
Working with physically ill people would be like . . .
Working with people who are dying would be like . . .
Working with people who are deaf would be like . . .
Working with people who have been victims of crimes would be like . . .
Working in a hospital would be like . . .

Reread and think about your answers. Do you think any of your meta-
phors reflect anger, fear, excitement, or other strong feelings?

How might your feelings hinder or enhance your ability to work with 
members of that group?

2.	Social Identity
Each person has a social identity. List your social identities.

Is one most important? Why?

Consider other identities that are not your own. Visit a social activity,  
public gathering, or other group activity in which the majority of 
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150    CHAPTER 5

people are from a social identity different from your own. Afterward, 
answer the following questions:

How did you feel being different?
Were there activities or comments that made you aware of being in 
the numerical minority?
Did you feel welcome? Comfortable? Out of place? Why?

3.	Diversity Issues
Select one of the following topics:

Civil rights for people who are lesbian, gay, bisexual, or transgender

Multiethnic and transracial adoptions

Reparations for the enslavement of African and African American 
people

Once you have selected your topic, research the pros and cons of the  
issue. List the opinions and arguments on both sides. Identify which 
opinions or arguments are supported by facts, and which ones are not.

MY TOPIC IS:
PROS:
CONS:
OPINIONS AND ARGUMENTS FOR:
OPINIONS AND ARGUMENTS AGAINST:

4.	Diversity Interview
Identify someone with a different ethnic or cultural background than 
your own. Interview the person on his or her own turf. Ask the following 
questions:

What constitutes a stressful situation or problem in your family?

How do individuals in your family respond to or cope with problematic 
situations?

Describe any support systems in your family (intrafamilial systems).

How would your family respond to the prospect of going into family 
therapy? What are the prevailing attitudes in your family about seeking 
help?

What family values and behaviors are influenced by your ethnic/cul-
tural heritage? How are they influenced?

Who in your family experience influenced your social identity?

Describe the traditions or rituals that your family celebrates.

Describe the accepted roles for men and women in your family.

What signs of your social identity (e.g., art, books, toys, clothing, lan-
guage, or foods) are in your home?

Describe any prejudice or discrimination you have experienced.

Have you been taught to respond to prejudice or discrimination when 
you experience it or observe it? If so, how?
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What are your family’s attitudes about education, work, family time, 
leisure, upward mobility, physical appearance, politics, expressing 
emotions, marital intimacy, and children expressing their feelings?

What social policy role has your ethnic or cultural group played in this 
country?

After you have completed the interview, answer the following questions:

What was hardest about doing the interview?

What was easiest about doing the interview?

What did you learn about yourself while doing the interview?

What did you learn about the person you were interviewing?

5.	Policy Analysis
Select one of the following topics covered in the chapter:

Colonization
Forced relocation and enslavement
Expansion into Mexico
Immigration
Refugee status

Identify a US government policy that has had an effect on the topic area 
you selected. It can be a current policy (or law) or one that has been 
changed or rejected (repealed). Analyze the policy using social work values 
and ethics. Determine whether social work values and ethics are supported 
by the policy, and explain.
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LEARNING OBJECTIVES  

After reading this chapter, students will be able to:

1.	 Explain what generalist social work practice is.

2.	 Distinguish between micro, mezzo, and macro practice.

3.	 Discuss the theoretical frameworks for generalist social work practice.

4.	 Summarize the social work roles used for practice with individuals and families.

5.	 Compare and contrast counseling, support, and self-help groups.

6.	 Discuss the roles that social workers play in community practice.

7.	 Analyze ethical challenges at all levels of practice and apply concepts from the Social 
Work Code of Ethics.

6� Generalist Social 
Work Practice
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Emma is the school social worker in a rural school district. Many of the youth in rural 
areas leave home because of their parent’s substance abuse, only to become vulnerable 
to predators who eventually engage them in substance abuse. Emma helps these youths 
by facilitating a support and counseling group once a week.

Landon is a civilian social worker who serves military families. He helps families 
adjust to transition—in particular, to the long periods of separation that are followed 
by the challenges of reintegration when a service member comes home. He also helps 
military families cope with domestic violence and substance abuse issues.

Chikae trains groups of adults who are interested in becoming foster parents. 
The curriculum she teaches covers basic parenting skills, information about the child 
welfare system, insights into the perspectives and experiences of children entering the 
foster care system, and content on child development, including the impact of neglect 
and sexual and physical abuse on child development.

Marco is the chief administrator for a private, not-for-profit substance abuse orga-
nization in an urban area on the East Coast. His agency provides outpatient treatment 
services, case management services, transitional housing, and life skills and job search 
programs for addicts.

Dyani works for Tribal Social Services in the Southwest. Her primary respon-
sibility is to design and evaluate community intervention and education programs 
that improve the quality of life in indigenous communities. She also facilitates the 
coordination of all community agencies and resources, including prevention services 
for substance abuse, teen pregnancy, school dropout, early intervention, foster care and 
adoption, and juvenile justice.

Tamiko is a policy expert for a social work advocacy organization. She writes pol-
icies and lobbies Congress to incorporate social work policy positions into legislation. 
Her main areas of focus are health care reform and aging.

As the examples demonstrate, social workers have different targets of attention 
(individuals, families, groups, organizations, communities, society) and numerous 
fields of practice (e.g., child welfare, health care, housing, substance abuse), and they 
serve a variety of populations (e.g., children, elderly people, rural, and urban commu-
nities). The techniques we use can be general or highly specialized. Some interven-
tions require additional training beyond the baccalaureate social work (BSW) degree, 
and others require training beyond the master of social work (MSW) degree. A major 
task of social work training is teaching practitioners to assess what services are needed 
and appropriate and then either provide those services or refer clients to practitioners 
who can provide specialized interventions.

 LO 1  Undergraduate social work education and the first or foundation year of 
graduate education are designed to transfer the knowledge, values, and skills required 
for generalist social work practice. Generalist social workers can intervene on a va-
riety of practice levels, in many practice settings, for a wide range of social problems  
(see Box 6.1). The second year of graduate education is intended to transfer advanced 
or specialized knowledge and skills. Keep in mind that social work education and 
training is a continuing, lifelong process that does not end after the completion of 
a degree. Social workers must be dedicated to ongoing personal reflection and self- 
correction and actively engage in career-long learning.

 LO 2  Within the generalist framework, social work can be divided into micro and 
macro practice. In micro practice, social workers help individuals, families, and small 
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groups function better within the larger environment. Emma, Landon, and Chikae are 
all practicing at the micro level. Macro practice means working to change the larger 
environment in ways that benefit individuals and families. When engaged in macro 
practice, social workers serve as administrators and/or intervene in communities, orga-
nizations, and the legislative arena to effect social change. Marco, Dyani, and Tamiko 
are involved in macro practice activities.

For purposes of explanation, it is helpful to distinguish between generalist micro 
and macro practice. However, the distinction between the two levels of practice is often 
a false one, and the boundaries between them are blurred. To be effective, social work-
ers must be able to use both micro and macro interventions to address the needs and 
concerns of their clients. Few problems have only individual solutions. Social workers 
usually work on an individual and family level while also addressing structural con-
cerns. For example, helping people who lives in a rural community to improve their 
job skills will not change the fact that there are few jobs available in their area. If 
there are no jobs nearby and no transportation to take him or her to a job, even strong 
job skills will not ensure that your client can get a job. Effective social work involves 
helping clients improve their employability as an individual and also helping change 
the environment so that there will be jobs available.

Generalist social work practice can include a wide array of approaches with  
different theories and emphases (see Box 6.2). Some approaches are more commonly 
used than others, and new ones emerge over time. Students may be trained to use one 
or several approaches, depending on the perspectives of their instructors, their schools, 
and later their supervisors. The varied approaches allow social work practitioners to 

Generalist practice is grounded in the liberal arts and the 
person and environment construct. To promote human 
and social well-being, generalist practitioners use a range 
of prevention and intervention methods in their practice 
with individuals, families, groups, organizations, and  
communities. The generalist practitioner identifies with  
the social work profession and applies ethical principles 
and critical thinking in practice. Generalist practitioners 

incorporate diversity in their practice and advocate for  
human rights and social and economic justice. They 
recognize, support, and build on the strengths and  
resiliency of all human beings. They engage in research- 
informed practice and are proactive in responding to 
the impact of context on professional practice (CSWE, 
2015, pp. 7–8: The Educational Policy and Accreditation 
Standards section B2.2).

Box 6.1 More About...Generalist Social Work Practice

In the text, we discuss micro and macro levels of practice. 
Some in the field add a third level, mezzo practice. 
Micro means “small,” referring to work with individuals 
or families. Macro means “large,” referring to work with 
larger systems, usually communities or organizations. 
Mezzo refers to a middle level of practice, which for many 
in the field means work with small groups. One way of 
understanding mezzo practice is as a method that can  

be used at either the micro or macro level, using small 
groups to create change. If the focus of our change is 
individuals or families, we might use a support group  
to help the individuals in the group learn to function 
better. To create macro level change, we often use task 
groups as a method of creating change in communities  
or organizations. In this text, small-group practice is 
included as a part of micro practice.

Box 6.2 More About...Levels of Practice
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choose from a variety of skills and techniques to find the intervention that best fits the 
person in his or her environment.

This chapter highlights a number of the most frequently used interventions.  
Although intervention happens at many levels, in order to best identify the various 
approaches, they are divided according to three general practice levels: individuals 
and families, groups, and communities. Social work practice often involves working 
on two or all three levels, and generalist practitioners need to be comfortable working 
with people on all levels. We begin our discussion with an overview of the theoretical 
framework utilized by most generalist practice social workers.

A Theoretical Framework for Generalist Social 
Work Practice

According to the Council on Social Work Education (CSWE), 

generalist practitioners use a range of prevention and intervention 
methods in their practice with diverse individuals, families, groups, 
organizations, and communities based on scientific inquiry and best 
practices. The generalist practitioner identifies with the social work 
profession and applies ethical principles and critical thinking in practice 
at the micro, mezzo, and macro levels. Generalist practitioners engage 
diversity in their practice and advocate for human rights and social and 
economic justice. They recognize, support, and build on the strengths 
and resiliency of all human beings. They engage in research-informed 
practice and are proactive in responding to the impact of context on 
professional practice. (CSWE, 2015, p. 11)

In Chapter 1, we discussed social work’s conceptual framework, which 
includes the ecological systems view, the strengths and diversity perspectives, 
and other theories of human behavior. This framework informs and guides 
generalist social work practice. In other words, social workers are not just 
well-intentioned people trying to help others. Social workers are well-trained 
professionals who use a core set of values and ethics, theoretical knowledge, 
and critical thinking skills to make decisions about how to effectively inter-
vene with any given client. Over the last three decades, social work has become 
more of a science than an art. We use interventions that have demonstrated  
effectiveness, which we refer to as evidence-based practice.

Ecological Systems Framework

The ecological systems framework requires social workers to understand 
their clients in the context of the social systems and people that they interact  
with. In Chapter 1, we used the example of Jane to illustrate the person-in- 
environment aspect of the ecological systems perspective. Shortly, we discuss 
the case of Michael, a client with AIDS. Our discussion focuses on individual 
interventions with Michael. However, in the context of the ecological systems 
framework, it is critical for Michael’s social worker to understand every system 

EP 6a,  
EP 7b,  
EP 8b

EP 4c
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Michael interacts with and the impact each system has on him. Michael is  
affected by the medical system, the employment system, his family system, 
and many other systems.

Let’s use the medical system as an example. It is a large and complicated 
system in which even people with excellent private medical insurance can be 
devastated by the costs of a catastrophic and chronic illness like Michael’s. A 
study by the Kaiser Family Foundation found that 20 percent of people with 
health insurance have problems paying their medical bills. Many people had 
to use all of their savings or declare bankruptcy after a serious illness (Hamel 
et al., 2016).

Michael’s social worker has an obligation to help him understand and 
navigate the medical system. It may not be part of the social worker’s job 
description (primarily because of time constraints) to lobby or advocate for 
changes in the medical system, but at the very least, he or she should be well 
informed about the system. In addition, the social worker has an ethical ob-
ligation to be an educated voter and vote for those public officials who are 
invested in making the medical system more efficient and effective.

The Strengths and Diversity Perspectives

Along with the person-in-environment context, the strengths and diversity 
perspectives are at the heart of social work practice, particularly generalist 
practice. Following are the assumptions underlying the strengths perspective:

■■ Every individual, group, family, and community has strengths.
■■ Trauma and abuse, illness, and struggle may be injurious, but they may 

also be sources of challenge and opportunity.
■■ Every environment is full of resources (Saleebey, 2012).

Working from a diversity perspective means being aware of and sensitive 
to human diversity. Social workers must know about the ways that people  
differ based on race, ethnic background, gender, ability, sexual orientation,  
religion, gender identity, class, and age. It also means understanding and  
actively confronting our personal biases and developing a sense of cultural 
humility. Cultural humility means being aware that we see the world through 
our own particular lens and engaging in ongoing self-reflection and self- 
critique. It also means approaching people as individuals and taking the time 
to learn about how they are unique and what is important to them.

The strengths and diversity perspectives can be used to guide social work 
practice at all levels. Take the example of Ashley, who works for a hospice pro-
gram. Hospice programs serve people who have a limited time left to live. 
Hospice offers patients and their families support and comfort, helps patients 
manage their pain, and strives to improve the quality of patients’ lives at the 
end of their lives. Ashley is working with the Swanson family. Alvin Swanson 
is 82 years old, has lung cancer, and has been told he has less than six months 
to live. Both the strengths and the diversity perspectives require that rather 
than making any assumptions about the family, Ashley spend time getting 
to know the Swansons and learn what resources they have available to them; 

EP 2a,  
2b, 2c
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how they have successfully coped with stress and trauma in the past; and  
how their cultural background, religion, ages, and other social characteristics  
might shape their understanding of and relationship to death and dying.  
Because she takes the time to understand the family’s unique strengths and 
diverse characteristics, Ashley can provide effective services tailored to meet 
the family’s needs.

Historical Influence of Theories of Human Behavior 
in Social Work Practice

Generalist social workers often absorb a wide range of theories of human be-
havior, then draw on them eclectically when practical situations seem to call 
for, or respond to, different approaches. Social work operates from the belief 
that a mixture of theories works to ease suffering or achieve justice and is pref-
erable to a dogmatic approach with less desirable consequences. Therefore, a 
generalist social worker in the field might call on any or all of the following 
theoretical traditions. The decision about which theory or theories to utilize 
will be made by the social worker based on the situation or context, the social 
worker’s strengths and traits, the client’s strengths and traits, and the resources 
available. We present several theories of human behavior, in a largely historical 
context, in order to demonstrate social work’s approach to theory over time.

Psychodynamic Theory   LO 3   By the early twentieth century, the ideas of Sig-
mund Freud had emerged as a dominant theory of human behavior and were 
influential among social workers. Freud’s theories of human behavior were 
adopted by others and eventually evolved into psychodynamic theory.

The components of psychodynamic theory that influenced early social 
work practice established that people’s behaviors were purposeful and deter-
mined and that some of those determinants were unconscious. These two fun-
damental beliefs changed the direction of social work practice. Social workers 
were no longer limited to working with people living in poverty, as in the early 
1900s; their domain grew to include all people.

The modern practice of psychosocial treatment was influenced by Anna 
Freud (1946), Sigmund’s daughter, and by Erik Erikson (1950). Both made 
significant contributions to the understanding of ego psychology. Building on 
the works of Mary Richmond, Anna Freud, and Erik Erikson, Florence Hollis’s 
Casework: A Psychosocial Therapy (1964) became the social work profession’s 
guide to psychosocial treatment. (A second edition was prepared by Woods 
and Hollis, 1990.)

The core tenet is that interacting genetic, biological, and sociocultural 
factors explain the cognitive and emotional processes, both conscious and 
unconscious, that motivate human behavior. This theory is the basis of many 
casework interventions, including psychosocial treatment, the problem- 
solving method, and task-centered casework. All three are used in social work 
practice with individuals and families.

Because theory informs practice, what are the practice implications of psy-
chodynamic theory? One implication of the belief that we have unconscious 
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processes is that social workers can help clients by encouraging them to pro-
cess early life experiences and childhood memories. Psychological symptoms, 
such as depression and anxiety are viewed as adaptive attempts to uncover 
and resolve internal conflicts. The goal of the social worker is to help clients 
overcome conflicts that are barriers to self-fulfillment. Within the safety of the 
client–worker relationship, clients can discover the underlying conscious and 
unconscious motivations for their behavior. Exploring their feelings and pat-
terns of responses allows them to resolve internal conflicts so as to achieve 
improved mental health and improved relationships with others.

One of the criticisms of psychosocial treatment is that it does not pay 
enough attention to external conflicts or the influences of social systems. For 
example, a psychosocial approach would probably not be effective in assisting 
Michael to navigate the medical system, because his situation requires more 
focus on external conflicts or problems with social systems than on internal 
conflicts.

Problem-Solving Method  During the 1950s, Helen Harris Perlman (1957) 
developed the problem-solving method of intervention. Her goal was to move 
away from the psychosocial focus on early childhood experiences and mem-
ories and to make social work practice more pragmatic and more focused on 
the present moment (Turner & Jaco, 1996). Two fundamental assumptions 
underlie the problem-solving method. The first is that client problems do not 
represent weakness and failure on the part of the client, but are instead a nat-
ural part of life and the process of human growth and change (Compton & 
Galaway, 1994). The second assumption is that if clients cannot solve their 
problems, it is because they lack the knowledge or resources to effectively 
do so (Turner & Jaco, 1996). As is the case with psychosocial treatment, the 
client–worker relationship is critical to the problem-solving method. The re-
lationship is collaborative and provides the client with a source of encourage-
ment and the safety needed to initiate creative problem solving.

Task-Centered Social Work  In the late 1960s, task-centered social work 
evolved out of the discovery that shortened treatment periods were more  
effective in problem solving than the long-term treatments associated  
with psychosocial interventions. Thus, Reid and Epstein (1972), who were  
influenced by Perlman’s problem-solving model, developed task-centered 
social work with time limits in mind. The basic characteristics of task- 
centered casework are that it is short term; the focus is on client-acknowledged 
problems; and sessions are highly structured into specific activities. Because 
task-centered casework is brief and focuses on the presenting problem, the 
emphasis is on identifying a problem rather than identifying the underlying 
cause. Once the problem is identified, the desired outcome or change is then 
identified. Determining tasks to overcome obstacles and achieve the desired 
outcome is the goal of this approach.

Cognitive Behavioral Theory  In addition to Freud’s explanations of hu-
man behavior in the early twentieth century, another important theory was 
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developed by Ivan Pavlov, a Russian chemist and physiologist. Pavlov discov-
ered the conditioned reflex or response while doing experiments on the di-
gestive process of dogs. The conditioned reflex is a learned reflex, in contrast 
to an innate reflex such as pulling one’s hand away from a hot flame. Pavlov’s 
finding later became a critical component of behavioral psychology.

John Watson, an American psychologist, was a critic of Freud’s theories of 
human behavior and was fascinated by Pavlov’s discovery of the conditioned 
response. He undertook a series of studies on the behaviors of children and 
developed a set of ideas that came to be known as behaviorism, a branch of 
psychology (Watson, 1914). During the 1950s, behaviorism was further devel-
oped by B. F. Skinner (1953). Behaviorism took the focus off Freud’s uncon-
scious motives and instinctual drives, and argued that maladaptive behaviors 
are learned and can therefore be unlearned (Barker, 2003). Although early life 
experiences are not ignored, behavior therapies are more present centered and 
forward looking than psychosocial therapies.

Although all of the theories we just discussed are still being used by many 
social workers, in the last two decades, cognitive-behavioral theory and inter-
ventions have increasingly become dominant. Cognitive theory is based on 
the belief that how and what a person thinks determines or contributes to 
how the person feels and behaves. Maladaptive behaviors can be explained by 
irrational or distorted thinking that results from misperceptions and misinter-
pretations of the environment (Payne, 2005).

Cognitive and behavior theories have been combined in several different 
types of cognitive-behavioral interventions. In these approaches, the behavioral 
aspects of treatment are designed to weaken the connections between habitual 
reactions (fear, depression, rage, or self-defeating behaviors) and troublesome 
situations, and also to calm the mind and body so the person can think more 
clearly and make better decisions. The cognitive aspects teach about thinking 
patterns and how to change patterns that are based on distorted or irrational 
beliefs. Cognitive-behavioral therapies (CBT) have been the most researched 
of any therapy model. Research over many years found cognitive-behavioral 
therapies to be effective in treating depression, anxiety, relationship challenges, 
social phobias, eating disorders, and post-traumatic stress disorder (PTSD). 
As a result, cognitive-behavioral therapies are one of the most frequently used 
clinical interventions in social work practice (Gonzalez-Prendes & Brisebois, 
2012). However, findings from recent research have raised the question as  
to whether the effectiveness of CBT has been overstated. An examination of 
research studies conducted over many years found that the effectiveness of 
CBT for depression has been decreasing over the years (Johnsen & Friborg, 
2015). Findings such as these have encouraged researchers and practitioners to  
continue exploring other theories and interventions.

Crisis Theory and Crisis Intervention  Generalist social workers are often re-
quired to provide crisis intervention services. A crisis is a situation in which a 
person’s normal coping mechanisms are inadequate or are not working. The 
person becomes immobilized by feelings of helplessness, confusion, anxiety, 
depression, and anger. Crisis intervention, which is based on crisis theory, is a 
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short-term model of social work practice that is designed to assist victims and  
survivors to return to their precrisis level of functioning. The number of prac-
titioners specializing in crisis intervention has been growing over the past  
25 years (Myer, Lewis, & James, 2013). Crisis intervention is a primary social 
work intervention and is provided in almost every social work setting.

According to Roberts (2005), a crisis is “an acute disruption of psycho-
logical homeostasis in which one’s usual coping mechanisms fail and there 
exists evidence of distress and functional impairment” (p. 778). Overcoming 
the crisis is perceived as part of the maturation process and as necessary to 
developing healthy self-esteem. Crisis theorists focus on reactions to and con-
sequences of such catastrophic or traumatic crises as war, rape, natural disas-
ter, and workplace and school violence (Ell, 1996). Chapter 14 provides more 
detail on these areas of social work practice.

The critical components of effective crisis intervention include assistance 
that is provided as quickly as possible, brief treatment periods with a focus on 
practical information and tangible support, the goal of reducing symptoms, 
and efforts to mobilize the client’s social support networks (Ell, 1996). In 
some cases, clients may have to be referred for longer-term psychosocial or 
clinical treatment. For example, a client diagnosed with PTSD as a result of the 
crisis may need both medication and long-term therapy.

Mindfulness-Based Theories and Therapies  A growing development in  
theory and therapeutic approaches can be found in the practice of mindfulness. 
Mindfulness is the process of bringing one’s attention to what is happening  
internally and externally in the current moment. Mindfulness can be developed 
through practicing meditation and other approaches that encourage people 
to be actively present and to observe their thoughts and feelings during daily  
activities. Mindfulness practice encourages noting thoughts and emotions  
without judging them as good or bad. The theory suggests that being fully  
aware in the present allows people to reduce regret and guilt about the past  
and decrease worry about the future. Mindfulness-based approaches have  
increasingly been employed to treat depression, anxiety, PTSD, social phobias, 
and addiction (Khoury et al., 2013).

Mindfulness-Based Cognitive Therapy  Mindfulness-based cognitive  
therapy (MBCT) combines cognitive therapy described above, with mindfulness  
practice, often through the use of meditation. People learn about the relation-
ship between their thoughts and their feelings and actions, and also learn the 
skills to be more fully present so they can become aware of their thoughts as 
they occur. Participants learn to notice and accept their thoughts and feelings 
without having to judge or react to them. This process can help people be-
come less reactive and less driven by destructive patterns and habits. MBCT is 
used to treat depression, anxiety, and addiction, as well as other mental and 
physical health concerns.

Mindfulness-Based Stress Reduction  Mindfulness-based stress reduction 
(MBSR) was developed in the 1970s by Jon Kabat-Zinn to help people cope with 
pain and other issues that were not effectively treated by traditional Western 
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medicine. It is now most commonly used to treat people struggling with pain, 
stress, depression, and anxiety. Like mindfulness-based cognitive therapy,  
in MBSR people learn to be actively focus on what is happening in the  
present moment. During an eight-week program, people gain mindfulness 
skills through meditation as well as movement activities such as yoga. As  
participants learn to be more present, they are able to pause before reacting 
to external stimuli. This allows people to change their behavior and to notice  
negative thoughts and patterns that contribute to stress, depression, and 
anxiety.

The theories we have shared in this section represent only a small sam-
pling of the theories that social workers draw from. The social work curric-
ulum requires students to take courses in human behavior and the social 
environment that explore theories of individual human behavior, family sys-
tems theory, and theories of learning and communication in greater detail.

Generalist Social Work Practice with Individuals 
and Families    LO 4  

Individuals and families are most often the focus of social work intervention.  
Generalist social workers provide a wide variety of generalist services and  
interventions. Social workers help make arrangements for home health care, 
serve as an advocate for a child in the foster care system, assist a victim of 
crime, or provide crisis intervention on a suicide hotline. Social workers 
are the direct providers of services to individuals and families in behavioral 
health agencies, hospitals, schools, domestic violence shelters, child welfare 
agencies, homeless shelters, day treatment centers for seniors, group homes 
for people with developmental disabilities, drug abuse treatment centers, 
hospices, wellness and prevention centers, and countless other social service 
settings.

Case Management

One of the direct practice roles that a generalist social worker frequently fills 
when working with individuals is that of case manager. Case management “is 
a collaborative process of assessment, planning, facilitation and advocacy for 
options and services to meet an individual’s needs through communication 
and available resources to promote quality cost-effective outcomes” (CMSA, 
2010, p. 6).

Rather than just providing a specific service, such as alcohol counseling, a 
case manager coordinates a program of services and refers clients to appropri-
ate places where they can receive these services. The case manager also follows 
up with the client, ensuring both continuity and coordination of the services 
that are provided. Over time, a case manager can develop a good rapport with, 
and a deeper knowledge of, the client and his or her concerns. With this un-
derstanding, the case manager can serve as an advocate for the client while 
providing linkages with other service providers.
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One of the key provisions of case management is to view the client 
from the person-in-environment and strengths perspective. The case man-
ager is uniquely positioned to follow the individual’s needs in the context 
of his or her home, work, and community environments and help to fa-
cilitate linkages across those systems. Case management strategies include 
outreach and engagement, assessment of strengths and needs, planning 
for service or treatment, linkages to resources and referrals, service delivery 
monitoring, and evaluation of outcomes (NASW, 2013). The components 
of case management fit social work well, making it a significant part of our 
practice.

Here, we use a case example with an individual to help demonstrate the 
dynamic and interactive processes used in case management: engagement, as-
sessment, intervention, and evaluation.

CASE EXAMPLE
Michael is a 38-year-old, gay, white male. Although HIV positive for years, he 
had been fairly healthy. However, over the past year, he has developed more 
health problems and is now HIV symptomatic. Michael had been employed 
as a retail store manager, but frequent absences this past year made him take 
a position in the store as an hourly clerk, and his employer no longer paid 
for his health insurance coverage. At first Michael used his savings to pay the 
portion of the premiums previously paid by his employer, but his savings 
were exhausted. His health is deteriorating. When he was hospitalized with 
pneumonia, one of the nurses recommended support services. In the past, 
Michael preferred to rely on himself, his friends, and his family, but he realizes 
that he needs additional help. Thus, Michael has come to the HIV/AIDS Social 
Service Center.

Engagement and Assessment  Michael’s social worker, Gwen, uses empathy  
(see Box 6.3) and other interpersonal skills in the initial engagement process 
to establish a relationship with Michael. Gwen begins by listening to Michael’s 
story and asking questions to elicit information about Michael’s concerns and 
challenges. Once Gwen has put Michael at ease and determines that he is  
currently not in a state of crisis, she reassures him and tells him that she will 
be able to assist him.

Gwen will draw from the theoretical framework we discussed earlier to in-
form her assessment and intervention plan. She begins the assessment process 
by identifying Michael’s medical, psychosocial, behavioral, and spiritual needs. 
The most important assessment task that Gwen must complete to be successful 
is recognizing Michael’s needs and concerns and communicating her cognitive  
understanding of them to him (Tsang, Bogo, & Lee, 2010). Gwen happens  
to be African American. The most critical factor in effectively addressing and 
overcoming cross-cultural differences between a worker and a client in the  
engagement process is the worker’s ability to achieve emotional attunement 
with the client or demonstrate empathy (Tsang et al., 2010).

EP 8
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Gwen’s goal is to collect, organize, and interpret pertinent information. 
What are Michael’s past experiences with seeking assistance? What has and 
has not worked in the past? Who are the people in his support network? Does 
he belong to a religious institution or another group that he is engaged with 
on a regular basis? From Michael’s perspective, what are his challenges and 
strengths? What resources does he have access to? Gwen is trying to ascertain 
Michael’s strengths and limitations. She needs to gather data from Michael 
but also get his express permission to talk with other people and systems that 
he is connected to or needs help from (Hepworth, Rooney, Rooney, Strom-
Gottfried, & Larson, 2013). For example, Gwen may need to talk with medical 
professionals, such as doctors and medical social workers who have worked 
on Michael’s case. If appropriate, Gwen may ask for permission to talk to  
Michael’s family members.

The assessment process makes use of the skills needed to conduct effec-
tive interviews, engage the client in the helping process, and analyze the infor-
mation collected. Often, the assessment process involves bringing the initial 

Empathy is one of the most powerful and 
effective skills a social worker can develop, 
use, and model for clients. Empathy is a 
multidimensional construct that includes both 
“bottom-up” and “top-down” components 
(Decety & Jackson, 2004). The bottom-up part 

of empathy is the automatic or unconscious affective pro-
cess that allows us to recognize another’s emotional state. 
The top-down part of empathy is the conscious cognitive 
processes that enable us not only to explain and predict 
our own behaviors but the behaviors of others as well.

There are four definable components of empathy, one 
bottom up and three top down, that correlate with brain 
activity observed in four isolable neural networks (Decety & 
Moriguchi, 2007, p. 4). They are as follows:

Affective Sharing
This refers to the subjective “reflection” of another person’s  
observable experience (e.g., feeling amused when someone 
else laughs, or sad upon seeing another’s grief). This is based 
on automatic neural mirroring, and the “shared representations” 
such as facial expressions or activities associated with feeling. 
This is the bottom-up component of empathy.

Self-Awareness
Mirroring alone can be so powerful that it effectively 
erases the perceived boundary between self and other. 
Self-awareness implies that the empathic person clearly 

differentiates between his or her experience and that of the 
person being observed.

Perspective-Taking
This refers to the cognitive ability to learn about the 
situations affecting others and to effectively imagine what 
it would be like to experience the world from the other’s 
position. It requires abstract thought, calculation, and 
applied knowledge.

Emotion Regulation
This refers to the empathic person’s ability to “turn down 
the volume” of his or her own feelings as they arise from 
mirroring another’s experience. Inability to regulate emotion 
can result in overwhelm and burnout for individuals in 
helping or caretaking social roles.

All four neural networks must be activated for a social 
worker to have a complete experience of empathy for a client. 
If any of the components is missing or inhibited, social workers 
may have a partial reaction (e.g., wincing when someone else 
feels pain) but not a truly empathic response (e.g., reacting to 
the “empathic wince” as a personally uncomfortable experi-
ence, but failing to extend enough attention to imagine what the 
other person is subjectively experiencing). We now know that 
our minds are hardwired to provide an inner simulation of our 
clients’ feelings, thoughts, and experiences.

Source: Excerpt from Gerdes, Segal, Jackson, & Mullins (2011).

Box 6.3 More About...Empathy

EP 2.1. 
10(a)
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information to a clinical team or supervisor for further assessment. In their 
next session, Gwen shares her assessment with Michael, and they discuss it. 
Together they decide on a set of goals: (1) Apply for Medicaid in order to 
cover his medical expenses; (2) find a clinical social worker to help treat Mi-
chael’s depression; (3) investigate low-income housing options; (4) apply for 
Social Security disability insurance and Supplemental Security Income (SSI) 
for financial assistance; and (5) build Michael’s support network (he currently 
relies mainly on his sister, who lives nearby).

Intervention  During the intervention phase, Gwen will help Michael 
achieve his goals by negotiating, mediating, and advocating for Michael with 
the referral agencies and resources. In addition, the HIV/AIDS social service 
center offers some direct services for Michael, including a support group 
for HIV-positive clients. Delivery of services or intervention can take place 
through information and referral (I&R), the creation of network linkages, and 
the provision of direct services. Social workers play active roles in all three 
areas of service delivery.

Information and Referral  In Gwen’s position as a case manager, she often 
provides services through I&R. The overall goal of information and referral is 
to enhance a client’s access to service by improving awareness and knowledge 
of services and reducing barriers to them. Often, social services are specialized 
or are offered as parts of larger systems, and are thus difficult to locate. Without  
specialized knowledge, and particularly when they are in crisis, clients are 
sometimes at a loss to identify needed services.

For example, suppose one of your parents is suddenly hospitalized for 
emergency heart surgery. Although the hospital and medical staff handle the 
immediate medical emergency and in-hospital care following surgery, what 
will you do about after-hospital care? Do you know how to find home health 
care if your parent is not ready to care for him- or herself? What if the recovery 
period is long, and physical therapy is needed? Can you find an intermediary 
care facility if your parent needs more care than can be provided at home? A 
medical social worker can help you cope with the emergency and can provide 
information on services and refer you to agencies and specialists.

Social workers also help people overcome barriers or obstacles to receiving 
services. Some social workers are bilingual and can work with people whose 
first language is not English. Social workers can arrange for transportation 
to medical appointments or for a child with a disability to attend a special 
school. Some barriers to service can be physical or legal. For example, agency 
services may be available only during the day, and people who work may have 
trouble accessing them. Social workers can lobby for extended evening hours 
or make special arrangements for after-hour interventions. A school may refuse  
requested accessibility services for a child with a disability, an infraction of a 
legal right to access. A social worker can advocate for services and ensure that 
the student’s legal right is upheld.

These efforts are part of reducing barriers to service and fulfilling the role 
of information and referral. In order for I&R to be helpful, the social worker 
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must know about the breadth of services available in the community, have 
advocacy skills, and be able to assess problems and needs.

In Michael’s case, Gwen made several referrals in addition to providing 
information. She referred Michael to his local public assistance office so that 
he could apply for financial aid, and she made a preliminary determination 
of whether he was eligible for health insurance through the Affordable Care 
Act and for disability services. On the basis of his employment history, she 
referred him to the local Social Security office to apply for disability insurance  
coverage. She directed him to a group home where he could pay much lower 
rent and receive support with daily living. All these efforts are examples of I&R.

Network Linkages  Knowledge about the breadth of services is a critical 
component of providing network linkages. People may receive services from 
multiple social service systems. The social worker can act as the link between 
the systems.

For example, children’s problems often require the involvement of many 
social service systems. Consider a child who is caught vandalizing school 
property by security personnel. A police officer may be called, possibly leading 
to involvement of the juvenile justice system. The child may be assessed as 
having severe emotional disturbances, and then the community mental health 
agency becomes involved. A school social worker may also be involved, as the 
child is a student at the school. In this case, three systems—juvenile justice, 
school, and mental health—are all involved with one child. Social workers are 
trained to work in and with multiple systems. This training helps them ensure 
that there is neither a duplication of services nor a gap in service.

Gwen began the process of network linkage for Michael. She called a staff 
person at one of the agencies to which she referred him; she recommended 
that he see a social worker with specialized skills in treating depression. The 
network linkages will continue as Michael progresses in the social service sys-
tem at the HIV/AIDS Social Service Center. The final stage of the intervention 
process is for Gwen to help Michael transition to the services he needs and 
eventually end the services he is receiving from Gwen. This will occur only 
after Gwen has helped Michael resolve his problems or concerns, and he can 
return for services in the future if his circumstances change.

Monitoring and Evaluation  It is critical for Gwen to monitor and analyze  
her interventions with Michael. According to the NASW Code of Ethics (2008) 
Ethical Standard 5.02, Gwen has an ethical responsibility to evaluate her own 
practice, determine the effectiveness of her interventions, and use her findings  
to improve her practice. In Michael’s case, Gwen completed an interview  
before the end of service. They discussed each goal and whether Michael 
thought the goal had been accomplished.

Family Intervention

Generalist family social workers typically intervene with families in their 
homes or communities and focus their interventions on concrete needs 
and improving daily living. Social workers generally come into contact with 
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families in one of two ways. Often, families become involved in treatment as 
an outgrowth of an individual’s course of intervention. For example, Michael’s 
sister became involved in his treatment plan and was a key factor in help-
ing him develop a wider network of social support. She also began to attend 
a support group for families who have members with a chronic illness. This 
helped her to cope with Michael’s situation by setting appropriate boundaries 
and preventing caregiver burnout. In another example, a woman who is seeing 
a social worker to help address an alcohol abuse problem may agree with the 
worker that including her family would be beneficial.

Social workers also become engaged with families as the primary focus 
of their intervention. Many aspects of society can have a negative impact on 
families. This can mean that the family unit needs assistance. Homelessness, 
substance abuse, poverty, child abuse and neglect, as well as the general  
stresses of daily life, can put a lot of pressure on families. Social workers 
can provide family therapy, teach parenting skills, assist families in finding  
housing, and help family members find job. All of these interventions  
support families and help them stay together. Family intervention may 
also be needed for families of our military personnel. Landon, our civilian  
“military” social worker, helps families adjust when service members are  
absent and when they return home from Iraq and Afghanistan. Family roles 
often change when one member is away for an extended period of time, and 
families need a safe environment to discuss individual change and growth 
and how that impacts the family.

To effectively work with a family, a social work practitioner needs knowl-
edge and skills drawn from individual and group interventions (see Box 6.4). 
Unlike formal groups, which are discussed in the next section, families are 
natural groups with lifetime relationships that are structured through legal, 
biological, or intimate bonds. The purpose of family social work is to focus 
on the family as the unit of service in order to help improve the health and 
well-being of all family members.

Ethical Challenges in Working with Individuals and Families

In working with individuals and families, the social work practitioner is faced 
with numerous ethical challenges. The NASW Code of Ethics requires social 
workers to follow procedures to guarantee confidentiality, ensure informed 
consent, and provide services that are helpful and do no harm. Sometimes 
those requirements are difficult to meet. For example, what if a client confides 
that she is planning to commit suicide? Do you keep that between you and 
the client and not warn others? Or what if a client confides that he is aware of 
a child who has been physically abused? If you are confident of the veracity, 
you are required to report such knowledge to protect the child.

When social workers guarantee confidentiality, they do so with some 
limits, and those limits are to safeguard the client and other people. A social 
worker is required by legal decree to divulge information in a court of law. 
Although confidentiality is part of social workers’ conduct, it has limits, and 
clients need to understand these limits.

67046_ch06_ptg01.indd   169 1/26/18   10:52 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



170    CHAPTER 6

I had been working in a private, not-for-profit child welfare 
agency for two years, when I decided to pursue a PhD in 
social work. In order to put myself through school, I took 
a position as a crisis intervention counselor with a private 
for-profit agency in my university town. The agency had a 
contract with Child Protective Services (CPS) in a southern 
state to provide intensive family preservation services 
(IFPS) in rural areas of the state. The primary goals of 
IFPS services are to protect children by maintaining and 
strengthening family bonds, stabilize crisis situations, 
increase the skills of the parents, help families connect with 
needed resources, and prevent unnecessary out-of-home 
placements. I would receive a referral from the agency 
director, and then I would have six weeks to work with the 
family in their home. I was expected to visit them at least 
twice a week, and sometimes as many as three or four 
times a week, depending on the situation.

The very first case I received would require me to draw 
on all of my knowledge and practice experience to help the 
family achieve a positive outcome. The family had been 
referred due to an allegation of sexual abuse. My first goal 
was to assess whether the children were in a dangerous 
situation; that is, whether they needed to be removed 
from the home or whether the situation was safe enough 
to proceed with in‑home services. CPS had already made 
the determination that there was no evidence of sexual 
abuse; however, they believed the family was in crisis 
primarily because of the allegation but also because they 
had limited resources. The family consisted of a grandfather, 
a grandmother, and three biological granddaughters. The 
three girls were 8, 10, and 11 years old. One of the girls was 
developmentally delayed. She was mildly retarded and had 
physical problems as well. The grandparents were in their 
late sixties. The girls had been living with their grandparents 
for two years. They were removed from their biological  
mother’s home because she had a substance abuse problem 
and had been neglecting the girls. The family was referred  
to our agency because the biological mother alleged that  
her father was sexually molesting the girls “the same way  
he had molested me when I was young.”

I interviewed each girl. Then I interviewed the 
grandparents one at a time. I also interviewed the 
court-appointed guardian ad litem for the girls and the 

girls’ biological mother. The girls and their grandparents 
all denied that any sexual abuse had occurred, and 
they denied that there was any ongoing sexual abuse. 
The guardian ad litem believed the girls were living in 
a chaotic situation, but she did not see any evidence 
of sexual abuse. The grandparents alleged that their 
biological daughter had made the sexual abuse claim to 
seek revenge and to disrupt their family. They believed 
she was still struggling with a crack addiction.

Based on the initial evidence, I made the determination 
that it was best for the girls to remain in their grandpar-
ents’ home while the family received IFPS services.

However, I was still gravely concerned because of 
several red flags that I identified in the family dynamic. 
Because the grandmother was the primary financial 
provider, the grandfather was the primary caregiver for 
the children (he did not work). Despite the fact that the 
grandmother worked, she had several serious health 
problems, including severe back pain that caused her 
to remain in her bedroom, lying down most of the time 
when she was home. The grandfather slept on the 
couch at night so as not to disturb the sleep of his wife, 
and vice versa. Therefore, the grandfather had ample 
opportunity to be alone with the girls, and he and his 
wife, based on their own account, had stopped all sexual 
relations between them two years earlier because of her 
ill health. The girls all had serious self-esteem issues. 
The oldest girl was self-mutilating, using whatever sharp 
objects she could find. The developmentally delayed 
daughter had some inappropriate sexual behaviors in 
public and occasionally made sexually inappropriate  
comments. Despite these red flags, I viewed the  
grandparents as very gregarious personalities who  
were openly and appropriately affectionate with their 
granddaughters. They were very likeable people. The 
trailer they lived in was always a mess, and it was clear 
that the family was barely making it from month to 
month, even with the extra support from the state, but 
the family had many “stories” to explain why they “had 
never been able to catch a break.”

The family was aligned against the biological mother. 
The girls claimed they hated their mother and didn’t want 
to see her. The grandparents never had a kind word to 

Using Multiple Practice Skills  Mary Palacios, MSW, PhD 

Box 6.4 From the Field

(continued )
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say about their daughter. I made a classic mistake in the 
first three weeks of my work with the family. Instead of 
maintaining a neutral position, I was surprised that without 
even being aware of it, I had begun to “align” with the 
family position that they were “victims” of the biological 
mother and other parties and circumstances as well. 
Looking back, and writing this now, it is embarrassing 
that at the time I did not realize what I was doing. I was 
so eager to help the family—and I did by referring the 
girls for individual therapy and by helping them to identify 
resources (i.e., food stamps, clothing, etc.) that eased the 
stress on the family—that I allowed myself to become the 
family’s advocate rather than their IFPS counselor. Social 
workers often assume the role of advocate; however, in 
a family system as chaotic as this one was, it was more 
appropriate and most important for me to remain objective 
and stay focused on whether this was a safe situation for 
the girls.

When my six weeks expired, I approached my 
supervisor about a six-week extension. We were 
occasionally allowed to extend our services if we could 
document that the family was still in crisis and the 
children were still at risk. The extension was necessary 
because I had allowed myself to be “hooked” into the 
family story very early on—that they were all victims—
for many different reasons. I did not empower the girls 
or the family during the first three weeks of service. I 
also soon discovered that some of the things the family 
had been telling me were not verifiable, and in some 
cases were flat out false. My supervisor agreed to give 
me six more weeks to work with the family and deter-
mine whether the girls could remain in the home. It was 

very difficult to switch from an “advocate” role in which 
the family viewed me as “being on their side” back to 
the objective IFPS counselor role. It confused the family 
that I was now asking them more tough questions 
instead of just listening to their many stories about how 
“evil” the biological mother was and how so many of 
their problems could be attributed to her actions.

Eventually, I recommended that the girls be placed in 
a foster home. Although there was no physical evidence 
of sexual abuse, the chaotic family situation was contrib-
uting to the girls’ low self-esteem and self-destructive 
behaviors. The girls continued to maintain that they were 
never sexually abused by their grandfather, but several 
years later I discovered that the girls had in fact admitted 
that two of them had been sexually abused by him. I was 
relieved to know that I had recommended they be re-
moved from the situation and grateful that I had learned 
a very important lesson: when working with family 
systems, my role was to remain objective, professional, 
and empathetic. My role was not to be their “friend,” 
which ultimately only reinforced and validated their victim 
mentality and their rationalizations for the chaos in their 
lives. Working with a family system is very different from 
working with an individual client because the dynam-
ics are much more complex. I found the work of IFPS 
very challenging and rewarding, and I am grateful that, 
although I made mistakes, I was able to “right the ship” 
and stay on course. The ultimate lesson for me was that 
when dealing with chaotic family systems, it is critical to 
remain in the role of an outside observer; otherwise, you 
may be “sucked in” to the family dynamic without even  
realizing that it is happening.

Box 6.4 (continued)

Rural social workers have a particular set of challenges around confiden-
tiality and managing dual relationships. A social worker is more likely to have 
chance encounters in a rural area or small town. At times, it may feel like one 
is never “off duty.” Galambos, Watt, Anderson, and Danis (2006, p. 3) offer 
some suggestions for how to manage these challenges:

1.	Have a detailed and open discussion about confidentiality and client–
worker dual relationships in rural areas. For example, what happens if the 
social worker frequents a client-owned restaurant?

2.	Use genograms and eco-maps to identify mutual friends and social  
systems. Then discuss how to manage the overlapping relationships and 
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systems. For example, what if the social worker and the client go to the 
same church? The social worker should initiate an open discussion about 
chance encounters there. And the worker must reassure the client that he 
or she will not break confidentiality or privacy by sharing information or 
mentioning the client’s situation with other people at church.

3.	Conduct periodic evaluations of how the dual relationships and privacy 
issues are being handled.

One of the strongest criticisms of individual practice is that it strives to 
change the individual rather than the social environment. Critics argue that 
it provides symptom relief and does not solve social problems. For example, 
should a social worker try to help a person deal with personal stress that re-
sults from poverty or should the social worker try to end poverty? The de-
mands of individual work often take precedence over working to change the 
environment. Ethically, social workers have a mandate to concern themselves 
with both (see Box 6.5).

Ethical good conduct is also the foundation of being aware of one’s own 
practice limitations. In this section, we have briefly described numerous 
modes of intervention that require extensive training. Insight-oriented ther-
apies rely on sophisticated understandings of psychology and human behav-
ior, and hours of specialized supervised instruction. Although BSW and MSW 
programs provide quality training and education, additional postgraduate 
training is essential for advanced clinical interventions. Social workers have an 
ethical obligation to practice within their abilities and not to try techniques in 
which they are not fully trained.

Generalist Social Work Practice with Groups

Group membership is part of most people’s lives. Children are socialized early 
in life to participate in groups. Some groups are informal; others have rules, 
regulations, and membership criteria.

Social work practice often utilizes groups to provide services and assist 
people in their day-to-day living. These groups tend to be formal and are 
created for a specific purpose. Formal groups can provide opportunities for 
socialization, serve numerous clients simultaneously, and expand insight as 
people reflect on their interactions with others. Therefore, part of social work 
training involves understanding the functions and processes of various kinds 
of groups and learning to work with them.

Most social workers are not like Chikae. Her primary role is to facilitate 
and teach educational and training groups to help potential foster parents 

EP 1c

According to the Code of Ethics (see Appendix A), a social 
worker’s primary goal is to help people in need. The code also 
tells us that social workers are supposed to “challenge social 

injustice.” Can you describe ways in which you would primarily 
work with individual clients but at the same time address social 
problems and challenge social injustice? Can you do both?

Box 6.5 Ethical Practice...Doing Two Things at Once?
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learn new information and skills. Chikae’s groups go through a 12-week train-
ing course that meets once a week for two hours. Chikae usually facilitates 
three to four different groups during the same 12-week period, with no more 
than eight people in a group. She uses learning materials that are prepared 
specifically to impart information about foster parenting. Chikae’s roles in-
clude group leader, teacher, facilitator, and advocate.

More often, social workers incorporate group work into their practice, 
but it is not their main function. For example, Emma, in her role as a rural  
school social worker, started a group for homeless youths. Emma spends 
most of her time working with individual students and their families,  
but once a week she holds a group session in the county seat. The group’s 
purpose is twofold:

1.	Socialization: Emma helps participants learn interpersonal and social 
skills and behavior patterns that will help them function effectively in the 
community. Socialization groups can also help reduce social isolation by 
bringing people together for a shared purpose. This is particularly import-
ant in a rural area, where homeless youths are especially isolated. Emma 
uses informal recreation to help with skill-building. While the youth are 
playing basketball or volleyball, she guides them through interactions 
with one another, mediates differences and conflicts, and encourages 
cooperation.

2.	Support and Counseling: The underlying goal of the group is to help 
homeless youths to support one another and to help participants overcome 
the problems of daily living. Emma’s participants discuss their feelings 
about their families and the impact of their upbringing on their current 
lives; they also share ideas about how to find resources. The youths’ lives 
begin to improve because of their insights and the empowering experiences  
they share. It is important to emphasize that Emma’s group is not a  
therapeutic group. She is not a clinical social worker, and she is not trained 
or licensed to facilitate group therapy.

The Unique Challenges of Rural Social Work

Rural areas face the same problems as large urban areas, including drugs, gang 
activity, racism, and homelessness. However, most rural areas do not have 
adequate resources to address these problems, and require social workers to 
have a wide range of knowledge and skills to fill multiple roles (Humble,  
Lewis, Scott, & Herzog, 2013). Emma works in a rural county in the Southeast.  
The largest town in the county has a population of 5,000; fewer than 10,000 
people live inside the county lines. The people in this county are more politi-
cally and religiously conservative than the average American, and they highly 
value self-sufficiency and privacy (Edwards, Torgerson, & Sattem, 2009). 
These values can lead to criticism of homeless youths, but they can also  
inspire people to reach out to the youth, especially if the problem is seen as 
a “small” and manageable one. Emma will need to educate the people in the 
county about youth homelessness and provide members of the town with 
opportunities to help.
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The homeless youth group meets once a week in the county seat because 
that is where most of the state services are located. For example, if they want 
to apply for Medicaid or other government assistance, they must do it in the 
county seat. Transportation is a major problem for these youth because there 
is no bus. Emma transports some of the youths to the weekly group sessions in 
the school district’s van. Emma has to be creative generating incentives to mo-
tivate the youths to come to the group meetings. She has arranged for some of 
the families in the town to prepare home-cooked meals; she provides support 
and advocacy services for those youths who want to apply for government as-
sistance when they are in town. Emma has also arranged for the small church 
in town to collect clothes, blankets, and shoes that she can make available to 
the youths when they come to meetings.

Emma evaluates her practice in two ways. One is to keep track of the num-
ber of youths who come each week and how many she is able to help find 
temporary housing. The other is to work with the youth to set goals for them-
selves, and then together they determine whether those goals have been met. 
As many of these youths have left home because of their parent’s drug use, 
Emma knows that the parents need services as well. However, she is already 
overwhelmed with her school caseload, so she is not able to provide services 
to the parents.

Other Types of Groupwork    LO 5  

Support Games  Support groups are typically used with people who are in cri-
sis and need help facing it. There are crisis support groups for people surviving 
the death of a spouse or family member, dealing with divorce, and facing a 
severe illness, just like Michael in the section “Generalist Social Work Prac-
tice with Individuals and Families.” For example, although parents who have 
lost a child may benefit from individual treatment for grief and depression, 
they may also find solace and comfort among others who understand their 
feelings from firsthand experience. Such a support group can be an excellent 
resource for parents trying to find ways to manage the crisis. Other examples 
of this type of group include children discussing feelings about their parents’ 
divorces, and members of the trangender community who come together to 
discuss how their experiences of discrimination and exclusion have shaped 
their lives.

Support groups are increasingly being offered via the Internet (Lawlor 
& Kirakowski, 2014). Improving technology is allowing people to meet with 
others, share their experiences, develop connections, and receive support on-
line. Online groups have several benefits not offered by in-person groups. 
People may experience shame about something occurring in their lives. An 
online group allows for anonymity that may help some overcome their fear of 
sharing something they see as shameful. Mobility or transportation issues may 
keep people from attending in-person groups. Technology can help them to 
attend from home.

Self-Help Groups  Self-help groups have become popular over the past sev-
eral decades. Their goal is to bring together people who share a specific need, 
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problem, or concern to provide social and emotional support. Guidance in 
behavior is also a goal of self-help groups. Alcoholics Anonymous, founded 
in 1935, is one of the best-known self-help efforts. All members of the group 
identify themselves as recovering alcoholics, and participants take turns in 
leadership roles and act as mentors to one another.

The guiding principle of these groups is that participants share a personal 
involvement in the concern and usually eschew professional leadership in fa-
vor of lay leadership. Social workers need to be aware of the services available 
through self-help groups in order to refer clients to them.

Social Action Groups  Group social action is often used to achieve social  
change when unacceptable societal conditions have been neglected or  
inadequately addressed by agencies of authority, such as the government 
(Brueggemann, 2014). Social action groups, also referred to as grassroots ef-
forts, are often used by community organizers. Therefore, the roles of group 
worker and community organizer intersect in social change groups.

Social change groups bring people together so that participants can be-
come empowered and realize that they can change their environments, and so 
that people can gain the power needed to change their communities. Although 
the organizer is active in maintaining the group, he or she works behind the 
scenes. The members make decisions, speak publicly, choose strategies, and 
chair meetings. The organizer serves as a facilitator of the group process, help-
ing to ensure that the members can achieve the goal of social change through 
their own efforts and empowerment (see Box 6.6)

Ethical Challenges in Working with Groups

Confidentiality is the biggest ethical challenge in working with groups. To 
what extent are people free to discuss information shared during sessions out-
side the group? If one of the purposes of the group is for members to share 
intimate feelings and past experiences, how should that information be han-
dled by participants? When groups meet in public settings, as when a support 
group for recovering drug users meets in a community center where recreation 
groups also meet, it is difficult to guarantee confidentiality.

Group workers have an obligation to discuss confidentiality with group 
members and to help the group define what should remain confidential 
(Pollio, Brower, & Galinsky, 2000). Although the social worker leading a 
group can never guarantee that each group member will abide by the rules 
set by the group, it is the social worker’s ethical responsibility to ensure that 
the group discusses confidentiality and develops guidelines.

What kind of problems or concerns would you rather 
discuss in a group than individually with a social worker? 
Why? Are there types of groups that feel more useful 

to you? Which ones, and why? When and under what 
circumstances might you refer a friend to participate in  
a group?

Box 6.6 What Do You Think?
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Another ethical challenge for group workers is to determine when to inter-
act with group participants on an individual level. Sometimes group members 
seek out the professional for private intervention. Some groups can tolerate 
this, and others cannot. Individual attention may raise anxiety among group 
members and be seen as preferential treatment. It is important for group 
workers to set the boundaries of interaction with all group members. The rules 
of the group should be clarified from the beginning.

Safety is critical for group success. Participants need to know that they 
are free to share sensitive and personal information without having to deal 
with negative responses to their feelings. This requires cultural sensitivity. At 
the same time, participants should not be allowed to share feelings that ex-
press prejudice or are hurtful to another member. Group workers cannot al-
ways ensure appropriate sharing, but setting rules of conduct with the group 
from the beginning and providing guidelines to create a safe environment are 
important.

Community Practice

The term community practice encompasses a number of different methods, all 
of which are focused on creating change in the social environment. These 
methods include organizing, planning, development, and change (Gamble & 
Weil, 2010). Community organizing is the process of bringing people together 
to work for needed change. Community planning involves collecting data, an-
alyzing a situation, and developing strategies to move from a problem to a 
solution. Community development is the process of helping individuals im-
prove the conditions of their lives by increased involvement in the social and 
economic conditions of their communities. Community change is the desired 
outcome, whether it means adding needed services, shifting the balance of 
power from the haves to the have-nots, reducing isolation, or developing and 
implementing more effective policies. Community practitioners are involved 
in recruiting community members, identifying community strengths and 
problems, planning change efforts, developing strategies and tactics needed to 
carry out change efforts, supporting and encouraging group members, raising 
needed resources, and evaluating their efforts.

Communities can be made up of groups of people with common identi-
ties or interests or of people living in the same geographic area. For example, 
someone may be a part of the Hmong or Navajo community (community of 
identity), the environmental or social work community (community of in-
terest), or a community based in a town or neighborhood (geographic com-
munity). Social workers engage in community practice for many reasons. 
Community work helps community members meet others, thus reducing 
isolation. It also allows community members to work together as a group to 
create social change and shift the balance of power. Pressure by local groups 
can lead to funding and development of needed services in a community and 
can result in new legislation to promote a more just community. Community 
efforts can also reduce oppression and increase civil and human rights, as has 

EP 1a
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happened in the various movements for civil rights in the United States and 
around the world.

Although most social work practitioners concentrate on interventions 
with individuals and small groups, the problems that social workers con-
front cannot be adequately addressed by this type of work alone. To begin 
to solve the immense problems that confront us, such as poverty, homeless-
ness, oppression, hunger, child abuse, and domestic violence, to name just 
a few, social workers must engage community members in social change  
efforts. Without this step, the problems society faces will continue to worsen, 
and the suffering of social work clients will continue to increase. Consider 
the reasons for organizing, as described in Box 6.7. By focusing on changing  
the social environment, community practice brings hope to those who  
are locked out of the mainstream of society and thus works toward ensuring 
social justice.

Roles    LO 6  

Social work practitioners take on a variety of roles when working with com-
munities. These roles include community organizer, community planner, ad-
vocate, researcher/evaluator, fundraiser, and trainer/teacher.

Community organizers bring people in a community together to work to-
ward some type of social change. They work with existing groups or help form 
new groups that utilize the strengths or assets of community members to cre-
ate needed change.

Somewhere in the Deep South, on the road that runs from 
New Orleans to Atlanta, an 80-year-old woman is living 
alone in a shack by the roadside. If you are driving along 
that road, you can sometimes see her going painfully along 
in the long grass beside the highway. She is looking for 
the drink bottles the motorists throw out the windows of 
their cars as they go past at 70 miles an hour. Tomorrow a 
child will come by her shack to collect the bottles and bring 
them to the grocery downtown and will bring the 5 cents a 
bottle she gets back to the old woman to buy food.

Or if you were walking the dirt streets of a town not far 
from there, you might have seen a child playing in the road. 
He is throwing his toy into the air, chasing it, picking it up, 
and throwing it again. You come closer. It is a dead bird.

Make no mistake. Organizing is not just about strat-
egies, about analyses, about tactics. Organizing is about 
people, about the old woman with her drink bottles and the 
child with his dead bird. Organizing is about the “welfare 
cheats,” the “deadbeats,” the “punks”—everyone else this 
society locks out and shuts in.

What would she or he say, that famous poor person the 
“leaders” of this country so often talk about, and so rarely 
talk with, if given the chance to speak?

That I needed a home, and you gave me food stamps.

That I needed a job, and you got me on welfare.

That my family was sick, and you gave us your used clothes.

That I needed my pride and dignity as a human being, and you 
gave me surplus beans.

Let us not forget, when we talk of violence, that the 
death of a young mother in childbirth is violent, that 
the slow starvation of the mind and body of a child is 
violent. Let us not forget that hunger is violent, that 
pain is violent, that oppression is violent, that early 
death is violent. And that death of hope is the most 
violent of all.

The organizer brings hope to the people.

Source: Kahn (1994).

Box 6.7 More About...The Goals of Organizing
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Community planners work with communities, agencies, or government 
entities to understand problems and develop appropriate plans of action.

Social workers at all levels of practice are involved in advocacy. Advocacy 
means pleading the cause of another or, put more simply, speaking up and 
supporting what one believes in. At the community level, social workers are 
generally involved in advocating for funds and services with and for commu-
nity members. They are also involved in legislative advocacy for changes in 
laws or policies.

Conducting research as a community practitioner means facilitating the 
research or evaluation effort. The researcher involves all those who are affected 
by the concern, program, or need, using principles of democratic participation. 
Rather than serving as an outside expert, the community researcher provides 
guidance to meet the goals of finding information and effecting change. This 
approach is referred to as action research or critical action research (Stringer, 
2007). Through the research process, the subjects of the research are also of-
ten participants and are involved in data collection, analysis, and reporting 
findings. The most vital component of community action research is that the 
findings lead to community change.

Community social workers are often involved in raising money to sup-
port community change efforts. They conduct research and write grants to re-
ceive money from government sources and private and corporate foundations.  
Organizing and implementing grassroots fundraising efforts, including raffles,  
concerts, and sales events, are also common activities at the community  
practice level.

Social workers have skills that can help community members more ef-
fectively work together to create change. They are often involved in helping 
community members learn to recruit, strategize, work with the media, raise 
resources, and join together in coalitions.

Models of Community Practice

Practitioners can use a number of approaches or models to create community 
change (Homan, 2011; Gamble & Weil, 2010). A model gives practitioners a 
framework that guides them in determining how best to approach a situation 
within a specific community. It provides guidelines about the roles practi-
tioners should take, how power comes into play in the change effort, the target 
of the change effort, who becomes involved in creating change, and the types 
of issues that are addressed. The common thread that joins all of the models is 
that each is aimed at creating community-level change.

Neighborhood and Community Organizing  When people hear the term com-
munity practice, they often think of community organizing. Neighborhood and 
community organizing is the process of bringing members of a geographic 
community together to create power in numbers. Practitioners organize resi-
dents to act on their own behalf, developing local control and empowerment. 
This type of organizing has an external and an internal focus. The external fo-
cus is on accomplishing specific tasks, whereas the internal focus is on helping 
members build their capacity for future organizing efforts.
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Group goals can vary widely. They may include improving neighborhood 
safety by adding streetlights, stop signs, or increased police patrols. Some 
groups lobby to change local, state, or national policies, whereas others fight 
for new services for their communities. The internal focus of neighborhood and 
community organizing is on helping members develop the knowledge base and 
skills necessary to be effective in their external pursuits. This means working 
with residents to develop their skills in the areas of leadership, problem anal-
ysis, planning, resource development, strategic analysis, and evaluation. Social 
work roles in this model include organizer, teacher, facilitator, and coach.

Functional Organizing  Functional organizing is similar to neighborhood 
and community organizing, but the focus is on recruiting people with  
similar interests or concerns rather than on recruiting people in the same  
geographic location. The aim is still to bring like-minded people together 
to shift the balance of power and advocate for needed change. Examples of 
functional communities include people concerned about the environment, 
treatment of children; health care for the poor; domestic violence; and  
discrimination based on race, ethnicity, gender, sexual orientation, class, age, 
or mental or physical ability.

As in neighborhood and community organizing, the aim in functional 
organizing is on creating external change and building internal capacity. Orga-
nizing efforts focus on advocating for a specific issue or population and are of-
ten aimed at policy change, service development, and community education. 
Practitioner roles include organizer, teacher, advocate, and facilitator.

Community Social and Economic Development  Community social and  
economic development strives to empower and improve the lives of low- 
income, marginalized, and oppressed people by bringing residents together to 
become more involved in the social and economic lives of their communities.  
The goals of this model include improving education, leadership, and  
political skills within the community and improving the economic health of a  
community. The latter is achieved by enlisting the support of government  
entities, banks, foundations, and developers to invest in the community. This 
approach differs from other economic development approaches in that the 
community members are involved in each step of the process. Community 
members assess their community, determine what its needs are, develop a 
plan for change, and help with the implementation of the plan.

Community social and economic development efforts focus on housing 
development, job training, business development, and such support services 
as child care, education, and transportation. Practitioner roles include plan-
ner, teacher, manager, promoter, and negotiator.

Social Planning  Social planning is a rational problem-solving process in 
which planners look at communities and available resources and create 
plans to develop, expand, coordinate, and implement services. The social 
planning process takes place at the local and regional levels. Social planning 
has traditionally been conducted by outside experts. These experts study the 
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community and make recommendations regarding the changes needed, often 
with little or no input from community members.

Although planning is still often done in this manner, community groups 
are increasingly demanding involvement. They are tired of outsiders coming in 
and telling them what is right for their community. Thus, community groups 
are gaining access to the planning process nationwide. Social work roles in the 
social planning process include planner, researcher, manager, proposal writer, 
and negotiator.

Program Development and Community Liaison  The purpose of program  
development is the creation of a new service or expansion of an existing  
service or program to meet community needs. The process involves conducting  
a needs assessment, planning new services specifically designed to meet  
community needs, and implementing and evaluating those services. To be  
effective, the program development process should include input from all 
those who will be affected by the new program. This includes current clients, 
potential clients, agency staff, community leaders, and community residents. 
Practitioner roles include planner, proposal writer, mediator, facilitator, and 
liaison with the community.

Political and Social Action  The political and social action model focuses on 
helping citizens gain political power and a voice in the decision-making pro-
cess. The aim of this model is to increase social justice by pressuring politi-
cal and corporate leaders to replace harmful policies or practices with ones 
that benefit disadvantaged and low-income groups. The model attempts to 
increase participatory democracy by engaging citizens who have traditionally 
been left out of the process.

Public and elected officials and corporate leaders are often the targets of 
political and social action campaigns. These include efforts to stop corpora-
tions from polluting the air and water in low-income communities, increase 
funding for education or social services, pressure legislators to support legisla-
tion to ensure access to health insurance for all members of society, pass leg-
islation to require stiffer penalties for hate crimes, and elect a legislator who 
supports progressive causes to replace one who supports policies that harm 
low-income and marginalized groups. Practitioner roles include advocate, or-
ganizer, educator, and researcher.

Coalition Building  Coalitions are formed when separate groups come to-
gether to work collectively on an issue of concern. Joining a coalition allows 
groups to increase their power base and available resources while also main-
taining their autonomy. Most groups do not have the number of people or the 
resources necessary to create large-scale change on an issue. However, when a 
number of groups join together, their combined membership is large enough 
and strong enough to influence policy and demand additional resources.

Coalitions usually focus on a single issue and are often time limited. They 
may join together to support or oppose a specific piece of legislation or to 

67046_ch06_ptg01.indd   180 1/26/18   10:52 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� Generalist Social Work Practice    181

address a common problem. For example, the federal government may pro-
pose dramatically reducing funding for environmental protection. Various 
groups may come together to oppose the funding reduction—environmental 
groups whose purpose is to protect the environment, public health groups who  
fear increased pollution will harm citizens, children’s advocates who are  
concerned about increased asthma risks, and tribal groups who want to  
protect water flowing through their lands.

Coalitions present a number of interesting challenges to community prac-
titioners. Groups that join together may agree on one issue, yet disagree on 
many others. There may be tensions over who gets to make decisions, who 
speaks for the group, how resources are divided, and what direction the coali-
tion should take. Social work practitioners often take on the roles of mediator 
and negotiator to help keep coalitions together. A practitioner may also act as 
a spokesperson and teacher.

Whichever approach practitioners decide to use, to be effective in commu-
nity practice they must have a strong understanding of the population with 
whom they are working and of their own biases, strengths, and challenges. 
They must also have good interpersonal and critical thinking skills, and a lot 
of patience, persistence, and passion.

Ethical Challenges in Working with Communities    LO 7  

Community practitioners face a number of unique ethical challenges. Some of 
the biggest challenges come in the form of the process or product debate. As 
mentioned earlier, many efforts to create social change focus on both internal 
capacity building (process goals) and external task accomplishment (product 
goals). Process goals involve working with group members to help them im-
prove their skills and become increasingly self-sufficient. Achieving these goals 
takes time, and tension can result from trying to build the capacity of mem-
bers and also trying to achieve an external goal.

Social work values stress the importance of client self-determination. 
This suggests the importance of process goals, which help community 
members develop skills that let them take more control over their lives. Yet 
communities often have limited time available to address an issue of great 
concern. For example, a city council is planning to close a neighborhood 
elementary school that predominantly serves low-income students of color. 
Residents believe that sending their children to schools elsewhere in the city 
will be harmful. Action has to be taken quickly, for the city wants to close 
the school in less than two months. The organizer can put together a protest  
event and notify the media and the public in a short period of time. 
This would meet the product goal. Meeting the process goal requires the  
residents themselves to take on many or all of the tasks so that they will 
learn skills to increase their self-determination and continue the work in the 
future. However, because they have not done these tasks before, it will likely 
take the residents much longer to accomplish them, possibly threatening the 
product goal.
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Community practitioners need to find ways to balance both the process 
and the product goals of a group. This can be done by addressing process goals 
as a first priority when a group is formed. Social workers can conduct training 
sessions to pass on the skills needed to do effective community work, spend 
time on leadership development, and address internal group conflicts as they 
arise. If these issues are addressed early and consistently, group members are 
prepared to take on necessary roles when the need arises.

A second ethical challenge common in community work is the conflict 
between individual and community rights and responsibilities. Although 
the community practitioner values the autonomy and rights of an individual 
resident based on the values of self-determination and freedom, individual 
autonomy sometimes threatens the rights of others in the community. For ex-
ample, a resident who likes to collect things has a house and yard filled with 
belongings that he treasures, but his neighbors see them as junk. Neighbors 
worry that the house and yard are a fire hazard and that they make the street 
look less desirable, therefore lowering the property value of their homes.

Differences over whose rights take precedence come up frequently in 
community practice settings. Practitioners must have strong mediation and 
negotiation skills to help people reach a compromise in such situations.  
If compromise cannot be reached, they must also be able to consider the 
ethical questions involved and critically weigh the two sides against the 
backdrop of the NASW Code of Ethics. Using the principle of the most good 
for the most people can be one helpful way to reach a decision in many 
situations.

The Role of a Global Perspective 
in Generalist Practice

The Council on Social Work Education emphasizes a global perspective in 
its Educational Policy and Accreditation Standards (CSWE, 2015). In other 
words, generalist practitioners in the United States can draw on the knowledge 
and practice of other social workers across international boundaries. Since the 
earliest days of the profession, this has been true. Jane Addams was inspired 
by what she saw at Toynbee Hall in England and used their work to guide her 
in the development of the settlement residence of Hull House in Chicago in 
the 1800s. Social workers today see clients from all over the world, due to 
immigration and the United States long serving as a refuge for people fleeing 
dangerous conditions in their countries of origin.

Interest in the global context of social work practice has grown in recent 
years. Higher education institutions are under more pressure than ever to in-
crease curricula around global awareness (Sherman, 2016). Schools of social 
work are allowing students to do fieldwork overseas, sponsoring international 
study tours, conducting research internationally, and promoting cross-border 
collaborations (Leggett, 2008). The reality of our global culture is that today’s 
social worker needs to expand his or her cultural awareness and sensitivity. 

EP 1c
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Upon graduation from my MSW program, I accepted a 
position as a school social worker in remote western 
Alaska. Shortly after arriving in Bethel, Alaska, I decided 
that I needed to move out to a rural village and immerse 
myself in the culture of the region rather than remain 
based in Bethel. I was determined to break away from 
a relationship with villages in which I was the “expert” 
who flies in every week or two, sees children within the 
school, and then leaves. I wanted my work to have a 
deeper connection and relevance in terms of community 
organizing and cross-cultural collaboration. With Jane 
Addams on my shoulder, I made the move to a small 
village. My break from conventional social practice, at 
times breathtaking, began.

My first three years in western Alaska were spent living 
in Kwethluk (pop. 650), a small Yup’ik Eskimo village. At 
the time, I was their school social worker. Although I did 
travel to other assigned villages, I spent more time with 
Kwethluk. Working with children K–12 within the school 
building quickly became unsatisfying. I knew that children 
essentially bring their family and their community with 
them to school every day. Taking to heart that realization,  
I began to extend my social work practice out of the school 
and into the community, focusing first on families. I sat at 
many kitchen tables, eating dried fish dipped in seal oil 
and listening to parents tell me about their children. One of 
the first questions I would ask a parent was “What would 
you like the school to always remember about your child?” 
I would also ask the parent to share with me a story from 
when their child was a baby. Parents’ primary experience 
when hearing from the school was when their child was 
misbehaving. These two simple questions brought a 
noticeable relaxation and many times tender and culturally 
rich stories. Whenever parents grew angry with the school 
system or fearful of my role as an “outside” social worker, I 
would merely respond, “Tell me more; I want to understand 
better.” I absorbed these conversations and worked them 
through my mind and work experiences with the inten-
tion of broadening my understanding of not just cultural 
considerations but also the kinds of inevitable cultural 
changes that have been, at times, devastating to villages. 
Through ongoing dialogue with parents and extended fam-
ilies, a natural pathway developed for me to follow, which 

led to working more closely with Kwethluk’s own providers 
of social services.

I distinctly remember the day I walked to the end of the 
village where the small, blue, ramshackle Kwethluk social 
services building was. I went in; there were a few people 
in their offices. They greeted me politely but remained 
somewhat cool and distant. I explained who I was and 
asked if we could all meet sometime to talk. I heartily 
suggested the day and time for us to meet, to which they 
cordially agreed. The next week, on the day and time of 
the meeting, I sat in the small blue building, proud of the 
snacks I had remembered to bring, but eating them alone. 
No one came. I was later told that they were in shock that 
the school social worker had actually come to their offices. 
That had never happened before, and they had no idea 
how to interact with me. Yet the roles they played in their 
community were critical partners to my role. One was the 
community suicide prevention counselor; another was 
the youth outreach counselor; and a third was the village 
alcohol education counselor. Within this particular school 
district of 24 K–12 village schools, we were about to 
create a collaborative cross-cultural work life that had not 
been tried anywhere else in the region.

We began a slow process of building rapport and trust 
with one another. Over time, we decided we wanted to 
form a Kwethluk-based mental health collaborative team. 
We began outreach to those people in the village who 
could join our team. Two community health aides were 
selected by their peers to join the mental health team. An 
elder joined the team as well. The village police officer 
agreed to periodically join, if invited, when we needed  
his expertise. After almost three years of deliberate but 
steady work, the Kwethluk mental health team consisted  
of 10 members who met regularly. My autonomy had 
eventually given way to an alignment of my work with 
these key practitioners.

As our group grew, we discussed often my role with the 
team in order to reduce any tendencies for dependency or 
disempowerment. Essentially, I asked them to design my 
skills, training, and degrees to fit their needs. My stance 
was that those areas of my professional life did not belong 
solely to me, but could be molded by them to best fit their 
needs. These discussions were vibrant and enlightening 

Social Work Takes Many Forms of Practice  Diane McEachern, LCSW

Box 6.8 From the Field

(continued )
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Generalist practitioners learn about social welfare conditions and oppression 
in other parts of the world and what those conditions might mean for condi-
tions in the United States. Globalization, the Internet, and social media sites 
have all succeeded in making the world smaller, helping us realize how we 
are all connected. The economy in Greece, a relatively tiny country, has an 
impact on the European Union economy, which in turn has an impact on the 
United States, and vice versa. The role of government or lack thereof in Soma-
lia has an impact on the security of the United States. Oppression of women, 

to all of us. One of the team members spoke about his 
surprise at both the idea and the real experience of my 
involvement being that of joining rather than ordering  
them or otherwise depositing information and expecting 
them to comply.

Those meetings were full of good humor and 
teasing, a sure sign of connection with Yup’ik people. 
I remember one time when I was late for our weekly 
meeting. They called up to the school and asked  
insistently, “Where are you? We’re all here!” I jokingly 
asked if I could get away with some “Yup’ik time,” 
and they laughed and said that, no, in fact I could not, 
because I was not Yup’ik. I was Western, and as such  
I needed to maintain punctuality, a standard they in  
turn were not as wedded to.

When I arrived at the meeting, one of the men, with 
false seriousness and in front of everyone, began to gently 
inform me of why I was not Yup’ik and would never be 
Yup’ik. Everyone found this incredibly funny and enjoyed 
my red face and helpless smile. It was an interesting and 
fresh insight to me that no one wanted me to be Yup’ik. 
They had good reason to want me to be the Westerner 
that I am.

Alaska ranks near or at the top in per capita rates of 
domestic violence, child sexual abuse, and suicide in the 
nation. Tribal communities throughout Alaska have the 
highest rates within the state. Kwethluk’s mental health 
team realized they needed to find a way to have what 
would be difficult discussions about these sensitive social 
issues. In a small rural native community, it would be 
uncomfortable and inappropriate for people to talk openly 
about such sensitive topics. Without doubt, the individual 
team members had all been impacted by these kinds of 
tragic events as well. Discussions would have to be done 
with great care and mindfulness of the historical and 

cultural context before moving slowly into planning how 
to work with the community. Our meetings together thus 
blended my social work clinical skills with those of an 
educator.

When we discussed my role at the meetings, they 
were clear that it was important for me to continue 
to facilitate the meetings. The team also wanted an 
education process, and I needed to, at times, take the 
role of a teacher. As an outsider, I could get away with 
bringing tough issues to the team for discussions. Our 
agreement was that if I would be willing to find a way 
to initiate dialogue, they would participate in discussing 
what many found both frightening and shameful. They 
appreciated that as a Westerner, I could be more blunt; 
within the context and purpose of our meetings, this 
characteristic was valued. I realized that my outsider 
status was useful to them, and they found a way to  
put it to work.

Reflecting on those first years, what I notice most is 
my plunge into an empowerment model of work within 
the community and the necessity to blend my skills as a 
social worker and an educator. I was not supervised in 
this, nor was I guided in any way by the school district.  
As a matter of fact, when I began making ties to the  
community leadership in another village, that school’s 
principal (who, like most school personnel, was from the 
lower 48) told me, “Remember who signs your pay-
check . . . the school district, not the village.” I met with 
this attitude from outside school officials continually, and 
methodically worked out diplomatic strategies in order to 
follow my belief that one-one-one work with children within 
the school building was disjointed at best and woefully 
inadequate without links to family and community. The 
team in Kwethluk continued to guide me in this outreach, 
and I carried that to my other assigned villages.

Box 6.8 (continued)
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religious, ethnic, and racial minorities around the globe should be of concern 
to social workers in America. Examples of international social work practice 
are interspersed throughout the rest of the book.

Conclusion

This chapter provides an overview of the multiplicity of interventions 
that generalist social workers use. It is important to remember that, 
although we discussed each separately for educational purposes, the 
modes of intervention (individuals, families, organizations, communities) 
are dynamic and fluid. Social workers blend approaches and levels of 
intervention depending on the need and situation. A social worker may be 
identified as a micro-practitioner but still interact with groups and work 
toward change on the community level. A community organizer’s work 
involves groups and individuals, so he or she needs the skills appropriate 
for those levels of intervention. Your social work training will include 
numerous approaches to practice on all levels. Consider the practice blend 
faced by the social worker discussed in Box 6.8. Integration of practice 
across the individual, group, and community levels is in Box 6.9. You are 
asked to test your understanding of the connection between the various 
social work modes of practice.

One of the major policy fights for the past several decades 
has been around the provision of health care and health 
insurance. Through most of US history, millions of Americans 
have been uninsured or underinsured. Many people have 
had to go without needed health care or have had to go 
without other necessities to afford health care. To address 
these and other challenges in the system, the Affordable 
Care Act (ACA) was signed into law by President Obama in 
2010. Though not a perfect piece of legislation, it addressed 
many of the long-standing concerns about lack of health 
coverage in the United States. Almost immediately after 
the ACA was signed into law, Republicans in the House of 
Representatives began efforts to repeal the law. The first 
legislative effort of the Trump administration was to attempt 
to repeal the Affordable Care Act. Helping Americans get 
access to needed health care has been a part of the work 
that many social workers do.

Analyzing the Situation
Conduct research to find out how social workers and 
others have been involved in the issue of access to health 

care at the individual, family, small group, community, 
and policy levels. Do you get a sense of whether most of 
the social work efforts have been at the micro or macro 
level, or has it been split somewhat evenly? Which types 
of interventions have seemed most useful? Given limited 
resources, how do you think the money and time should 
have been spent in recent years to ensure that people have 
access to health care?

What Can Social Workers Do?
Given your analysis and your understanding of social work 
roles from this chapter, what might social workers do to 
improve access to health care for all Americans? What 
interventions could you suggest at the individual level? The 
community level? The policy level—for example, changes 
in local, state, or federal legislation?

What Can You Do?
What one step might you take now, alone or working with 
others, to help those still lack access to quality health 
care? What are the barriers?

Box 6.9 Becoming a Change Agent  
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Questions for Discussion

1.	Social work practice is often classified as either micro or macro. Explain 
what is meant by micro practice and macro practice and why addressing 
both micro and macro issues is essential to effective social work practice.

2.	Compare two of the numerous theories that provide a foundation for  
social work interventions with individuals.

3.	Social work practitioners play a variety of roles when working with  
communities. Provide examples of the types of activities engaged in by an 
advocate, an organizer, and a researcher/evaluator.

4.	Describe an ethical challenge that might occur in (a) practice with  
individuals and families, (b) practice with groups, and (c) practice with 
communities.

5.	Compare educational groups and support groups in terms of their  
purpose, size, leadership, role of the social worker, and outcome.

Change Agent Exercise

Looking at the problem you chose in Chapter 1, list possible approaches to 
solving the problem that a social worker might take. Try to come up with ap-
proaches at the micro level (working with individuals and families), mezzo 
level (working with small groups), and macro level (working with communities 
or creating legislative change). From what you already know and can find out 
from the Internet or talking to people involved in addressing the problem, are 
there attempts to solve the problem at all three levels in your community?

Exercises

1.	Providing Information and Referral
Locate an agency in your community that provides information and refer-
ral services, and answer the following questions about it:

How do people know about the agency?
Does the agency provide a directory of local services?
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If the agency has a directory, does it include listings for organizations 
and groups that address problems in both micro and macro ways? 
If not, why do you think the directory does not include the missing 
information?

What strategies do you think the organization could employ to let 
more people know about its services?

2.	Contemporary Issues Journal
Find at least one current newspaper article that relates to material from 
this chapter.

What is the article?
Why did you choose it?

Discuss how the article relates to the course material, what questions it 
brings up, what else you would like to know about the topic, and how 
you might find out the information.

3.	Understanding Systems Theory
Your cousin, who is taking a sociology class, mentions that he does not 
understand systems theory. He wants to be a social worker, and you think 
it is important for him to understand the concept. Explain systems theory 
to your cousin, and tell him why it provides an important foundation for 
social work practice. Meet with a classmate and compare your answers.

4.	Macro Practice Ethics Exercise
Complete the following either on your own or in small groups:
You are a social worker at a community center. You have spent the past 
eight months working with local residents to organize a neighborhood 
association. People are beginning to trust you and one another enough to 
be willing to work together on some of the hard issues that are challeng-
ing residents, and a project to clean up the area is under way. You begin 
to receive complaints about a man who has a lot of junk in his yard. 
Residents tell you that they are concerned about health hazards and the 
possibility that property values in the area will fall.

Your first step is to visit the man. His house is very rundown and filled with 
stuff. You find out that the man is a widower, with no family in the area. He 
collects and repairs old items and then tries to sell them. He has not sold 
much lately, so a lot of the items are in his yard. When you tell him about 
the complaints, he replies that he has been in the area for more than 60 
years, has never bothered anyone, and needs all this stuff to make a living.

List all the possible responses you can think of to address this dilemma.

What are the pros and cons of each response?
What social work values are in conflict in the situation, and how can 
the Code of Ethics guide the approach you decide to take?

5.	Generalist Social Work Dialogue
You are having a conversation with two classmates. One believes that 
counseling people with problems is the only role that social workers 
should have. The other believes that organizing communities and engaging 
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in legislative advocacy to create social change is the right role for social 
workers. Explain the concept of generalist social work practice to them. Tell 
them what you think the best role is for social work practitioners. List your 
responses. Meet with several classmates to compare responses and discuss 
the ideal role or roles for social work practitioners.
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LEARNING OBJECTIVES  

After reading this chapter, students will be able to:

1.	 Explain the importance of theory in work with children and families, and summarize the 
common theories used in this work.

2.	 Explain what is meant by the terms child welfare and child maltreatment.

3.	 Describe the components and role of the child welfare system in the United States.

4.	 Compare and contrast the various roles that social workers have in the child welfare system.

5.	 Apply common social work values to ethical challenges that arise in child welfare.

6.	 Explain the importance of using the strengths perspective when working with children.

7� Child Welfare: Working with 
Children and Their Families
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192    CHAPTER 7

People often say that today’s children are the future of our nation and our greatest 
resource. Although these sentiments may suggest that Americans value every child and 
support the well-being of all children, they do not translate into the health, safety, and 
overall well-being for all of America’s children.

In 2015, more than 14.5 million children (19.7%) were living in poverty in the 
United States. Children under age 18 were only 23.1 percent of the population, but 
they represented 33.6 percent of those living in poverty (Kollar, Proctor, & Semega, 
2016). One-third of the children in the United States live in homes where no par-
ent has full-time, year-round employment (Casey Foundation, 2015). This is very 
troubling because poverty has a negative and long-lasting effect on children (Eamon, 
2000; Engle & Black, 2008). In 2015, 5.3 percent of children in the United States 
under age 19 did not have any health coverage, and 7.5 percent of children living in  
poverty did not have health coverage (Barnett & Vornovitsky, 2016). In 2015, 4 million  
child abuse reports were made to state agencies, involving 7.2 million children,  
and an estimated 1,670 children died from abuse and neglect (Administration for 
Children and Families, 2017). Millions of children suffer from emotional and be-
havioral disorders, and many of them do not receive treatment for these problems 
(Health Resources and Services Administration, 2013). Suicide is the second leading  
cause of death, and homicide is the third leading cause of death among teens (Heron, 
2016). These and other statistics cause many people to ask: What should be done 
about such significant and far-reaching problems? Who will advocate for this vulner-
able population?

Although the statistics may be discouraging, they can be used to raise awareness 
and demonstrate the needs of children in the United States. Prior to the regular 
collection of data related to children, it was easy to overlook problems affecting 
youth. Children are unable to advocate for their own needs. Data on the current 
status of children in the United States provide social workers with the information 
they need to advocate on individual, community, and national levels for the well-be-
ing of children and their families. This knowledge frames interventions and makes 
it possible to work with children to improve their day-to-day living. Children are our 
future, and we are theirs.

The Importance of Theory

Regardless of the role a social worker maintains while intervening with chil-
dren and families, such work must be based on sound social work theory. The 
history of child welfare practice clearly indicates that early work with children 
involved diverse and often opposing methods for effecting change. For exam-
ple, children whose parents could not or would not care for them were placed 
in orphanages in some cases, and with substitute families in others. Similarly, 
there was controversy over how to handle problems of delinquency, such as 
running away, theft, or violence. Some people advocated separating children 
from their families so as to eliminate the negative effect of the family, whereas 
others believed that delinquent children needed a loving family environment 
in which to grow. Opposing theories continue to be debated. Should punitive 
measures be used to teach children how to behave, or will rehabilitation and 
retraining alter behavior (see Box 7.1)?

EP 5a
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Without theory that directs practice, social work would involve contra-
dictory interventions based on opinion and anecdotal experience rather than 
consistent intervention established through research and collaboration. There-
fore, a solid understanding of the theories that relate to work with children 
and families is required of social workers intervening in the lives of children 
and families.

Theories of Child Development

Many of the terms used when discussing social work practice with children 
are common ones; others are unique to professionals. The first period of life 
is generally referred to as childhood. Legally, childhood is defined as a stage 
of life that begins at birth and ends at age 18. In the United States, anyone 
under the age of 18 is considered to be legally dependent and is classified as 
a child.

The growth period of childhood involves several developmental stages. 
Understanding a child’s social, cognitive, physical, and emotional develop-
ment helps social workers understand what services are needed to best en-
hance the child’s well-being. Theories of development are discussed later in 
this section.

Children in the United States are defined as being vulnerable to oppres-
sion and discrimination. In social work, vulnerable populations are consid-
ered to need special attention and advocacy. One of the cardinal values in 
social work is that social workers seek social justice by creating opportunities 
to overcome vulnerability.

Why are children so vulnerable? Children look to others to recognize 
their needs. They must rely on people outside of their population—namely, 
adults—to make their needs known to decision makers. For example, an in-
fant failing to receive good medical care cannot make her concerns known. 
A seven-year-old is unlikely to tell the school principal that he or she is not 
receiving special education services to which the child is entitled. Because 
their cognitive and social functioning is not fully developed, children are 
reliant on people outside of their population to advocate for their needs. 
This dependence has led social workers to identify the population as vul-
nerable and to determine that children as a group are in need of advocacy 
on many levels.

A family is a system of individuals who are interrelated and have sig-
nificant relationships (Goldenberg & Goldenberg, 2004). Although many 
families are related through heredity, that is not true of all families. There 
are many structural variations on family, and significant relationships 
that are not biological play an important role in a child’s life and must 

EP 6a,  
EP 8b

Do you believe that the United States is a society that values children? Why?

Box 7.1 What Do You Think?
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194    CHAPTER 7

be recognized and embraced (Crosson-Tower, 2013). For example, a family 
may be made up of a father, a mother, and three siblings; a grandmother 
and her five grandchildren; a lesbian or gay couple raising a child; an un-
married couple raising a child from a previous marriage; or two adults and 
no children. All these systems are families. The members of each system are 
interrelated. In the case of children, families typically include the children’s 
primary caregivers. It is important to understand and accept this extended 
view of the term family. Social workers often intervene on behalf of chil-
dren through involvement with their families. A more rigid definition of 
family could cause social workers to miss valuable resources when working 
with a child.

Additional definitions suggest that family systems exist to serve certain 
functions. For example, when a child is part of a family, one of the family’s 
functions is to care for, support, and nurture that child. Social workers who 
specialize with children and families often intervene when the family does not 
or cannot provide care, support, and nurturance.

Ecological Approach

As discussed earlier in this text, the ecological approach provides a framework 
for social workers to assess a client within the context of his or her environ-
ment. As it relates to children, this approach requires social workers to de-
velop a broad understanding of a child and his or her situation. First, the 
social worker must identify the systems that affect the child’s life. Systems that 
are commonly part of a child’s environment include families, schools, peer 
groups, and neighborhoods. The larger systems affecting a child may include 
public policies, the surrounding community, and even changes in the federal 
system that result in resources or barriers for children. Second, the social 
worker must consider the interaction between the child and these systems; 
hence the application of person-in-environment, or the ecological framework. 
By considering such factors, a social worker is able to identify all areas for in-
tervention, not just those at the individual level.

Consider an 8-year-old boy who has been arrested for theft. Simply as-
sessing this client at an individual level may lead a professional to intervene 
by counseling the boy in order to improve his problem-solving and self-con-
trol skills. However, further investigation under the ecological approach shows 
that the boy is the oldest of five children in a single-parent home. His mother 
has recently been laid off from her job, and her oldest son feels responsible to 
help provide for his younger siblings. In fact, his arrest occurred as a result of 
stealing some basic food items from a grocery store for his younger siblings. 
In this case, the initial assessment on the individual level would have led the 
social worker to build skills that were likely not really at issue. The ecological 
approach helped the social worker identify the cause of the boy’s behavior as 
the financial stressors in the family, not impulsiveness or lack of self-control. 
Intervention that stems out of this ecological assessment may involve referring 
this family to local financial support services rather than simply focusing on 
the behavior of the child as an isolated phenomenon (see Box 7.2).

EP 6a

67046_ch07_ptg01.indd   194 1/26/18   10:54 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� Child Welfare: Working with Children and Their Families    195

Human Development

In addition to assessing a client and his or her interaction with the environ-
ment, it is also important to understand theories about how human beings 
develop throughout their lives. Although there is variance in the way that 
children develop, it has been shown that growth is continuous and orderly, 
and that development follows fairly predictable patterns. These patterns 
have been studied and organized into categories that can help social workers 
assess the current level of functioning of a client. Human development the-
ories describe stages and the tasks that are expected to be accomplished at 
each stage. Using these theories and development milestones as guidelines 
for determining whether a child is maturing appropriately, a social worker 
can assess whether a client is in need of intervention.

Although the stages are helpful guides, each person is unique and may not 
exactly match the descriptions. Also, many of the development characteristics 
that have been identified are linked to dominant cultures and fail to take into 
account cultural diversity and the norms of nondominant populations. For 
example, in many cultures children sleep with their parents for a significant 
part of their childhood. Although sharing a room or a bed can be an eco-
nomic necessity, there is also a strong cultural belief in the value of such close-
ness. The dominant American culture emphasizes individuality, and babies 
are expected to sleep in separate beds and often in their own rooms from 
birth. To some cultures, this seems cold and distant and would not be consid-
ered nurturing. Taking into account cultural differences is an important part of 
utilizing developmental theories appropriately.

Prenatal  The prenatal stage of development is the time during which a fetus 
develops within the mother’s womb prior to birth. Development during this 
stage is assessed medically; prenatal care allows a physician to monitor growth, 
heartbeat, and organ development. Prenatal medical care typically emphasizes 
healthy living for the mother, which allows for healthy development of the 
fetus. It is a way for medical professionals to detect early problems, such as 
genetic disorders, symptoms related to drug or alcohol use, or transmission of 
a virus from mother to child. Good preventive health care can improve preg-
nancy outcomes and the physical well-being of newborns.

Infancy  Infancy is the first three years of a child’s life. In this stage, children’s 
development of attachment relationships is seen in their recognition of and 
interaction with their primary caregivers and other significant people (Zastrow 

EP 2a

Often, when we think about systems and children,  
we think of social services, schools, and families. Many 
other groups and activities are central in children’s  
lives. Examples include Boys and Girls Clubs of America, 

4-H clubs, sports teams, religious youth groups, tribal 
youth groups, and even gangs. Social workers need to 
consider the effect of these systems on the children with 
whom they work.

Box 7.2 More About...Systems and Children
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& Kirst-Ashman, 2016). In addition, skills of coordination, such as locomo-
tor and sensorimotor skills, are being developed. Language development be-
gins as babbling sounds turn into more purposeful patterns and eventually 
into recognizable words. Problems can occur at this stage when a child lacks a 
healthy attachment to a caregiver, when there is no recognizable progression 
in language development, and when physical development is not progressing 
(Allen-Meares, 1995).

Preschool Years  From ages 3 to 5, children continue physical development, 
as seen in gains in height and weight. Language becomes more complex; sen-
tences become longer; and there is increased questioning and desire for un-
derstanding. Peer relations are being formed, and issues related to asserting 
self and resolving conflict are of increased significance. Problems can involve 
a lack of social reaction, failure to imitate others, refusal to eat, refusal to talk, 
withdrawn behavior, poor muscle control, or failure to follow simple instruc-
tions (Allen-Meares, 1995).

Middle Childhood  Middle childhood extends from ages 6 to 12 and includes 
a child’s years in primary school. During this time, cognitive abilities are in-
creasing rapidly—that is, skills in memory, conceptual thinking, deductive rea-
soning, and problem solving are developing (Allen-Meares, 1995). Significant 
relationships expand to include not only parents and family, but also peers, 
teachers, and extended family. Some of the problems seen during this devel-
opment stage include psychosomatic complaints, anxiety disorders such as 
obsessive-compulsive reactions and phobias, mood issues including depres-
sion, behavior problems such as noncompliance, and educational issues such 
as learning disabilities (Zastrow & Kirst-Ashman, 2016).

Adolescence  Children ages 13 to 18 are adolescents. They typically attend ju-
nior high school and high school. In general, adolescence is assessed in terms 
of physical, social, cognitive, emotional, and moral development. Physical de-
velopment is marked by growth spurts, hormone changes due to the increased 
activity of the pituitary gland, and maturation of the reproductive system. 
Cognitive changes include the ability to master complex processes, such as ab-
stract thinking and complex problem solving. Socially, teens seek acceptance 
from a peer group and begin to separate from their parents and families. Emo-
tionally, they are learning to express and to manage emotions more effectively, 
and moral development is evidenced by the ability to recognize standards and 
behave in ways that comply with them (Allen-Meares, 1995).

Problems during this stage can include anxious reactions to the changes 
and pressures of adolescence, and experimentation, including drug abuse, 
alcohol abuse, at‑risk sexual behaviors, and delinquency. Other common 
problems may include eating disorders, problems in school, dropping out 
of school, running away, depression, pregnancy, conflict with the family, 
noncompliance with authority, and violent reactions (Zastrow & Kirst- 
Ashman, 2016).
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Other Theories    LO 1  

In addition to the ecological approach and the stages of childhood devel-
opment, other theories related to children and families inform social work 
practice. For example, Jean Piaget presented a theory of cognitive development 
that described the stages that children must go through in order to progress to 
higher levels of thinking. His basic premise was that cognitive processes start 
out basic and concrete in infancy and become more abstract and complicated 
with moral development (Piaget, 1965).

Social learning theory is based on the idea that behavior is learned through 
socialization (Bandura, 1977). Within this context, the theory derives a vari-
ety of behavioral methods, such as modeling and positive reinforcement, for 
bringing about learned behaviors. Parent training programs and residential 
and group-home settings for children make use of the methods of social learn-
ing theory.

Erik Erikson’s psychosocial theory states that children progress through 
clear stages of development. In this theory, human development is presented 
as a series of psychosocial crises. Ideally, people prepare themselves for the 
next stage of development by resolving each crisis. Failing to resolve a crisis 
can lead to problems in later stages (Erikson, 1968).

Theories of development and human behavior, coupled with the  
person-in-environment framework of social work, are the basis for practice 
with children and families. These theories serve as the context for determining 
which intervention strategies are appropriate in a given situation.

The Child Welfare System

The child welfare system is a loosely formed network of federal and state man-
dates that promote the welfare of all children and facilitate permanency by 
providing services to prevent the unnecessary separation of children from 
their families, restore children to their families if they have been separated, 
and place children in adoptive homes when reunification is not possible. The 
child welfare system includes social work services, such as child protection, 
foster care, and adoption. Child welfare services are part of a larger interac-
tive system that includes juvenile justice and family court services, mental and 
public health services, schools, and income maintenance programs.

Historical Background

Though what we now consider to be child abuse and neglect have been pres-
ent since the founding of the United States, formal child welfare policy is a 
relatively recent addition. For most of US history, parents have had almost 
complete control over every aspect of their children’s lives (Jimenez, Pasztor, 
Chambers, & Fujii, 2014). Parents could discipline their children in any way 
they saw fit and were the only ones to determine whether or not their children 
attended school. Children had few rights, and government intervention into 
family life was rare.
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198    CHAPTER 7

Some of the first recorded efforts to manage orphaned and neglected 
youth came in the 1700 and 1800s. Communities struggled to deal with de-
pendent children. In the early days of America, poor and orphaned children 
were treated in the tradition of English poor laws. Some children were farmed 
out to private citizens who were willing to care for them for a fee; younger 
children were sent to live in almshouses or poorhouses with other destitute 
children and adults; and older children were indentured to families to work 
off the cost of raising them. In the early nineteenth century, the prevalence 
of public and private orphanages increased after many reports were issued re-
garding the multitude of problems with almshouses (McGowan, 2014). Re-
gardless of the method of care for dependent children, the strategy at that time 
was that separating a child from his or her family, and community was the 
best way to address delinquency and child maltreatment.

In the late 1800s and early 1900s, such efforts were criticized due to poor 
living conditions in orphan asylums. A growing concern also emerged regard-
ing whether children can be socialized and integrated into society when they 
are raised in institutions. In response, new theories of intervention were de-
veloped. One solution, called placing out, arranged for children to live with 
substitute families. Many consider placing out as the origin of what we now 
know as foster care (Petr, 1998). As the debate over institutional care versus 
in-home care intensified, social workers began to develop a practice special-
ization in the care of children and families. The development of this special-
ization occurred in conjunction with the professionalization of social work in 
the early 1900s.

At the same time, public policies were beginning to focus on issues rele-
vant to children and families. In 1912, the US Children’s Bureau was created. 
This federal office was responsible for monitoring the condition and treat-
ment of children in the nation. In 1921, the Child Welfare League of America,  
a private organization concerned with ensuring the well-being of children, 
was established (Jimenez et al., 2014). In addition, the concept of assistance to 
mothers was introduced.

At this time, juvenile court systems were also developed. Prior to their cre-
ation, the judicial system treated youth like adults, with no consideration for 
their age. Child welfare advocates successfully lobbied for special treatment 
of young people in the legal system. For the first time in American history, 
there seemed to be recognition of the unique needs of children and families 
by policy makers as well as by professionals working with this population 
(see Box 7.3).

By the middle of the 1900s, investigation of the institutions that were de-
signed to care for children often revealed improper and dangerous conditions. 
This led to a shift in philosophy away from removing children from family en-
vironments and toward supporting family environments and keeping children 
at home. Thus, the 1940s and 1950s saw a reduction in the use of institutional 
care and an increase in the use of foster care (Crosson-Tower, 2013). Theo-
ries focusing on keeping families together were being formulated, and social 
workers were becoming more involved in advocating for the best interests of 
children (Hess McCartt, McGowans, & Botsko, 2000). Child welfare was being 
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further defined. Theories about the causes of and solutions to problems affect-
ing children were formulated, and the friendly visits practiced by Charity Or-
ganization Society workers (see Chapter 1) were replaced by assessment and 
counseling.

As the profession moved further into the twentieth century, family pres-
ervation and home-based placements became accepted as the best practice 
for most child welfare needs, and a professional agenda to return removed 
children home when possible was formed (McGowan, 2014). Intervention 
with children and families expanded to include counseling methods such as 
individual, family, and group work. More recently, these interventions were 
enhanced through the concept of wraparound services, a strengths-based re-
sponse to child welfare that uses community-based formal and informal ser-
vices. In the wraparound process, the child and the family develop a set of 
goals. A team of people who are relevant to the child’s well-being (e.g., fam-
ily members, teachers, service providers), work collaboratively to develop and 
implement a care plan to meet these goals (Bernstein et al., 2015). In addi-
tion, family group decision making was also adopted by many states as a way of 
supporting the idea that families can contribute to decision making in child 
welfare (Mather, Lager, & Harris, 2007). Family group decision making is a 
broad term used to describe a number of approaches where family members 
are brought together to decide how best to care for their children. The specific 
approaches vary, but most use a trained facilitator to help the family develop 
and implement a plan. Advocacy on behalf of children has become increas-
ingly important to the profession, as social workers are more involved in pol-
icy making regarding issues facing children and families. Social workers also 
started working in the schools.

Child Welfare    LO 2  

Broadly defined, child welfare includes the activities, programs, interventions, 
or policies that are intended to improve the overall well-being of children 
(Pecora, Whittaker, & Maluccio, 1992). In this text, the term is used to describe 
the private and public systems put in place to serve the needs of children. 
One of the most significant parts of the child welfare system is the protection  
of children who are at risk of maltreatment. The legal definition of child  
maltreatment is:

The physical or mental injury, sexual abuse, or exploitation, negligent 
treatment, or maltreatment of a child by a person who is responsible for 

The decision about whether to try a youth accused of 
breaking the law as an adult or in juvenile court, where 
sentences are typically not as harsh or as long, is 
extremely controversial. A 15-year-old who is tried and 
convicted of murder in an adult court may be sentenced 

to life imprisonment. In a juvenile court, this same youth 
would likely be sentenced to juvenile detention with the 
intent of providing rehabilitation and returning him or her 
to society on adulthood (18 years of age). Which approach 
seems best? Why?

Box 7.3 Point of View

EP 5a,  
EP 5b
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200    CHAPTER 7

the child’s welfare, under circumstances which indicate that the child’s 
health or welfare is harmed or threatened thereby, as determined in  
accordance with [federal] regulations. (Child Abuse Prevention and  
Treatment Act, P.L. 100–294, Section 14 [4])

Should a child be maltreated or if there is a concern that maltreatment is 
a possibility, specialized agencies and workers become involved in the child’s 
life. These units are known as child protective service agencies.

Child Protective Services (CPS)  The term child protective services (CPS) is typi-
cally used to refer to the state system, department, or agency responsible for 
the investigation of allegations of abuse or neglect, the protection of children 
at risk of abuse or neglect, service delivery, and the placement of children who 
have been maltreated. Social workers serve as CPS intake workers, caseworkers, 
supervisors, and administrators. Although child protective services workers are 
involved in assessing maltreatment, they are also involved in numerous other 
services for children and families.

When a family cannot care for a child or is legally found to have mis-
treated a child, CPS workers rely on services that temporarily take the place 
of the family. Foster care is a major social welfare program to care for children 
outside of their families. The idea is for a child to be placed in a foster home 
while his or her family receives services to overcome problems. The ultimate 
goal is for the child to return home.

This goal is implemented through permanency planning. To provide sta-
bility for children in foster care, social workers follow federal guidelines. The 
first choice should be to return a child home. If that fails, the second choice 
is adoption, which involves legally moving a child to an adoptive family. If a 
child is not adopted, foster care becomes the long-term solution.

 LO 3  A stronger commitment to keeping families together has devel-
oped over the past 30 years. When children cannot be kept in their homes, 
the goal is to keep the separation as short as possible. CPS and private child 
welfare agencies offer prevention and support services. Family preservation  
services are “activities designed to help families alleviate crises that might lead 
to out-of-home placement of children, maintain the safety of children in their 
own homes, support families preparing to reunify or adopt, and assist fami-
lies in obtaining services and other supports necessary to address their multi-
ple needs in a culturally sensitive manner” (Administration for Children and 
Families, 2013, p. 121). The purpose of family preservation is to provide sup-
port so that crises can be averted; if crises do occur, families are helped to cope 
and stay together. Often these supportive services include parenting education 
classes, individual or family counseling, alcohol and drug services, in-home 
visits, and referrals to needed community services.

The role of CPS workers can be extremely difficult and controversial. In-
formation on abuse and neglect cases must be collected with enough detail 
to make a well-founded decision, but the decision also must be made in a 
timely manner. Many CPS workers have large caseloads and sometimes must 
make assessments within minutes. It can be extremely complicated to know 
what is in the best interest of a child, and evidence (what can be seen) and 
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information (what a third-party report states) may not always corroborate. 
Public scrutiny is often greatest in the child welfare domain as cases of severe 
child abuse and neglect attract news coverage. This can add to the stress of the 
job. CPS is a challenging field, yet a critical place for trained social workers.

Juvenile Justice

Each state also maintains a juvenile justice system that handles delinquency, 
juvenile detention, probation programs, juvenile court proceedings, and case 
management. Local and state governments use the system to deal with legal 
issues related to children, such as crime, violence, and running away. It is also 
the legal forum where decisions about removing children from their homes 
in cases of abuse or neglect are made. Because of its involvement in abuse and 
neglect cases, the juvenile justice system is considered to be part of the child 
welfare system.

The Roles of Social Workers

As the needs of children became further identified and clarified in the twen-
tieth century, social work took the lead in intervening with children and their 
families. Today social workers play three main roles when working with chil-
dren and their families: case management, direct practice, and advocacy and 
policy building.

Case Management    LO 4  

Although social workers utilize case management with many populations, it is 
especially useful with children and families. Case management with children 
includes assessing a child’s problems and needs and determining what steps 
are necessary to provide services for the child and his or her family. This may 
include contacts with other service providers. Case managers may need to ad-
vocate for a child to obtain services despite barriers in the process. Case man-
agement is involved when a social worker tries to find low-income housing 
for a family in need, works with a foster family to provide counseling services 
for a child placed in the home, and works in a hospital to help a family find 
aftercare services for a child.

Direct Practice

Direct practice with children and their families can be varied depending 
on clients’ needs and the environment in which a social worker is based. 
Generally, direct practice involves face-to-face contact with children and 
family members to form a therapeutic relationship and work through 
issues (Hepworth, Rooney, Rooney, Strom-Gottfried, & Larsen, 2017). 
Relationships may be formed for only one day, as in the case of a crisis in-
tervention specialist, or for a longer period of time, such as with a therapist  
at a behavioral health center.
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The direct practice interventions outlined in Chapter 6 are often used with 
children. Clinical social workers may use psychodynamic therapy or cognitive 
behavioral techniques. Because children may not have the verbal skills or in-
sight that adults have, psychodynamic therapies are adapted for use with 
them. Examples include using dolls to enact behaviors or having children 
draw pictures to show their feelings. In general, social workers in child welfare 
utilize interviewing skills to assess a child’s needs, develop a case plan with the 
child and family, and work together to ensure positive relations within the 
family system.

Box 7.4 describes the use of direct practice with a child. Box 7.5 asks for 
your thoughts about the use of direct practice with a specific child

EP 6b

As a counselor of sexually abused children, I have often 
felt wonderment at the way each child knows his or her 
own truth, what is needed for healing, and what is needed 
to move forward. I have often seen one of the basic tenets 
of social work—that the client is the expert—come to life, 
and I have realized that every person, no matter his or her 
age or life situation, has something to teach me.

The first time I met 10-year-old Tia, she barely spoke, 
and instead spent her session exploring and organizing all 
the objects in my office. During the intake, Tia’s mother 
told me that Tia was very concerned about contracting 
a deadly disease and that she had begun engaging in 
repetitive behaviors, such as checking doors and windows 
throughout the night to make sure they were locked. Tia no 
longer wanted to visit her biological father on the weekend.

From the time she was 5 years old until she was 7, Tia 
was sexually abused by her half-brother, who was eight 
years older than Tia. She received short-term counseling 
to address the abuse. Tia’s half-brother received court-or-
dered counseling. Eventually he left the state and joined 
the navy. This brother left the military and moved back to 
Arizona six months prior to Tia’s counseling intake.

When Tia disclosed the abuse, her parents were still 
married, though significantly different religious beliefs and 
the biological father’s alcohol abuse were causing conflict. 
After the disclosure, Tia’s parents divorced. Tia’s father had 
not remarried; her mother had remarried and now had a 
6-month-old baby. The new marriage was also filled with 
conflict.

Initially, Tia’s parents were focused on changing the 
presenting behaviors. Though I empathized with their 

concern, I felt it was important to begin by understanding 
the purpose and message of Tia’s actions without judging 
them. Because fear and control appeared to be concerns, I 
encouraged Tia to set her own therapeutic pace as well as 
to choose her own therapeutic activities.

Tia told me that she needed to do something to get 
ready to talk about her feelings. She asked if she could 
peel the orange that was on my desk. When she had done 
so, she split the orange in half and asked me to join her in 
a snack. This gesture of coming together marked the start 
of every following session. Tia knew she needed some-
thing to create a sense of entry into the session.

As Tia began to express her feelings and thoughts 
in art, structured therapeutic exercises, and a sand tray, 
her problematic behaviors became more frequent. New 
behaviors emerged, including wanting several showers a 
day, repeated hand washing, and fear of blood. Though 
Tia’s parents became concerned and fretful, I stayed the 
therapeutic course, encouraging Tia to put words to her 
feelings, thoughts, and activities. It was not always easy to 
reassure her parents that she would be okay. To be honest, 
there were times when I had to work hard to maintain faith 
in the therapeutic process. There were successes and mis-
steps as Tia’s behaviors ebbed and flowed. At one point, 
Tia’s parents requested a consult with a child psychiatrist. 
The psychiatrist supported my approach of allowing Tia to 
set her own course in treatment without medication.

Over time, it became apparent that in addition to expe-
riencing tension in her family relationships, Tia was feeling 
ambivalent about the return of her half-brother to Arizona. 
One of her greatest fears was that the sexual abuse had 

Learning from a Child  Joann Dell-Colle, MSW 

Box 7.4 From the Field

(continued )
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Advocacy and Policy Building

Advocacy in child welfare is “acting on behalf of children to assure protec-
tion of their basic rights and needs” (Chafel & Condit, 1993, p. 276). It may 
include seeking services to address the needs of a child. It may involve iden-
tifying areas in which policies fail to meet the basic needs of children and 
recommending the expansion of current policies or creation of new ones 
(Maluccio & Anderson, 2000). Advocacy may involve collateral contacts with 
an organization that is intervening with a child so as to bring attention to a 
need that is not being addressed (Woods & Hollis, 1990). Advocacy can occur 
on the local, state, or national level. It is a critical part of working with chil-
dren and families because it does what children cannot do for themselves—
identify a need and bring it to the attention of decision makers.

placed a dark spot on her life and that she would be unlikely 
to experience “Paradise” in the next life. Tia’s mother had 
raised her to believe that life on Earth was an indicator 
of life after death. Tia lived in constant fear that she was 
doomed. Her repeated thoughts of catching a deadly 
disease and her ritualistic behaviors reflected this fear and 
were related to her attempts to control her environment and 
her feelings. Tia’s pain and confusion needed to be heard.

Though counseling was at times painful, confusing, 
and frightening, Tia and I developed a close therapeutic 
relationship. In time, her need to straighten everything in 
my office gave way to other activities and conversations. 
As Tia’s emotional issues were addressed, Tia’s presenting 
behaviors decreased, and her parents were willing to look 
at their own roles and influences on Tia’s feelings, percep-
tions, and her overcoming the sexual abuse. I felt satisfied 
with my efforts to focus on Tia’s process rather than on her 
behaviors. Tia had been encouraged and supported in her 
efforts to tell her story in her own unique way.

After nearly a year of weekly sessions, Tia was doing 
well. Yet every time Tia and I talked about ending treatment, 
new issues arose. It was apparent that Tia was feeling 
ambivalent about ending treatment. I began scheduling 
appointments further and further apart in the hope of 

fostering closure, but new problematic behaviors continued 
to surface. What was I not hearing? What was I missing?

After several attempts to schedule a final session, I 
asked Tia, “What do you need in order to be okay with 
ending counseling?” Without missing a beat, Tia said 
she wanted to give something to me before she stopped 
counseling. After talking about this idea, Tia said that she 
wanted to write a counseling book for other children to 
read during their first counseling visit. Tia explained that 
the book would be her way of helping other kids be less 
scared. Until then, I had not fully realized how important it 
was for Tia to leave something concrete behind. Tia truly 
was her own expert in knowing what she needed to do in 
order to let go and move on.

Tia wrote and illustrated a book depicting the process 
of counseling. Once the book was completed, Tia was 
ready to let go. I have never forgotten Tia and how much 
she taught me about the circular nature of counseling. In 
these days of managed care and brief interventions, social 
workers must never forget to make space and time for our 
clients’ inner voices and wisdom to be heard. In taking the 
time to listen to the wisdom of those I have helped, I have 
learned the most about myself not only as professional but 
also as a human being on a journey of my own.

Box 7.4 (continued)

How did the social worker develop her assessment 
of Tia? Did the social worker identify Tia’s strengths? 
Did she use Tia’s strengths in therapy sessions? What 

skills can you identify that the social worker used  
with Tia? What do you think the social worker learned 
from Tia?

Box 7.5 What Do You Think?
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There are many ways a social worker can affect policy making. One of the 
easiest and most common is to vote for candidates in general elections and for 
policy referendums in state and local elections. Because children cannot vote, 
adults must do so on their behalf. Lobbying public officials by means of tele-
phone calls, emails, and visits is often an effective way to inform decision 
makers about an issue. Social workers can organize grassroots campaigns in 
which many people, including children, participate. Groups such as the Chil-
dren’s Defense Fund and the Child Welfare League advocate for policy changes 
on behalf of children.

The Intervention Process  As outlined in Chapter 6, the term intervention re-
fers to the actions taken by a client and a social worker to effect change in an 
area of the client’s life. In many cases, a client is referred to a social worker to 
deal with a particular problem. The social worker often engages in a prob-
lem-solving process that includes engaging the client, assessing the problem 
area and situation, developing a list of potential solutions, coming up with an 
action plan, and supporting the client in implementing the plan. The social 
worker encourages the client to take ownership of and responsibility for the 
change process. Such efforts support the social work value of self-determina-
tion and emphasize the strengths perspective.

When social workers intervene with children and families, the process can 
be somewhat different. For example, children rarely bring themselves to the 
attention of a social worker; most do not receive services because they have 
identified a problem in their lives, but rather because someone else has de-
cided that they need help. Also, self-determination can be difficult with chil-
dren. By virtue of their age and abilities, children cannot be empowered the 
same way adults can. This brings about unique considerations that can affect 
all stages of intervention with children and families.

Referral  Children and families are often referred to social workers by other 
professionals such as teachers, police officers, and health care professionals. 
In this context, a referral is an appeal or, in some cases, a demand that social 
work services be provided.

EP 8c

EP 6b

CASE EXAMPLE A
Thirteen-year-old Lyn was recently sent to meet with Roger, the school 
social worker. Lyn has always been quiet in class, but her teachers have 
known her to be a good student who is conscientious about her studies 
and seems to get along well with classmates. However, Lyn’s math teacher 
has noticed that Lyn has been absent or tardy several times in the past 
month and that she has come to class unprepared and seems to have lost 
interest in school. Last week, the math teacher observed Lyn sitting alone 
during recess and became concerned about these sudden changes in 
Lyn’s behavior. The teacher contacted the school social worker, who called 
Lyn in for a meeting.
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CASE EXAMPLE B
The Jones family was recently referred to a family service agency after  
an investigation by Child Protective Services into allegations of abuse. 
The youngest son, a 5-year-old boy named Jaime, had been taken to  
the doctor for an ear infection, when the doctor noticed bruising  
on the child’s neck. When Jaime’s mother was asked about the bruises,  
she explained that she is a single mother raising five boys on her own 
and that she has to be strict to keep them in line. Sometimes she 
pinches their shoulders when they are misbehaving in public. The Child 
Protective Services worker who completed an assessment felt that the 
children were not at immediate risk of harm and therefore did not need 
to be removed from their mother. However, the worker did recommend 
parenting education and support for the mother. The Jones family was 
referred to the local family service agency for family counseling and for 
parent training for the mother. There, the family meets with another  
social work professional.

CASE EXAMPLE C
Kate is a social worker at a county hospital. A psychiatric nurse from the 
adolescent unit has asked Kate to help with the problem of insurance 
companies denying continued stay for adolescents admitted for suicide 
attempts and other self-injurious behaviors. The staff and many families 
were concerned that the children were being released without being  
stabilized; this increased the potential for future harm. In addition, the  
decreased time frame made it difficult to set up aftercare services to  
support the clients and their families. Kate must assess the policies on  
discharging youth.

These cases are just a few examples of the kinds of situations encountered 
by social workers who work with children and families. None of the clients 
initiated or requested social work services. These kinds of mandated or non-
client-driven referrals are common in child and family services.

In such cases, the social worker must be respectful and understanding of 
the client and the client’s view of the situation. For example, the social worker 
who counsels Ms. Jones and her sons must be open to hearing and under-
standing the perspective of each family member. Lyn’s social worker must be 
patient, for Lyn may initially be uncomfortable meeting with him. Clients 
may not understand the referral or the purpose of social work intervention, 
so the social worker needs to explain. Gathering clear data from the referral 
source and from other systems is important as well. It is difficult to intervene 
effectively with a child or family without understanding the point of view of 
the referral source.
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206    CHAPTER 7

Assessment and Engagement  Collecting information from the referral 
source, the client, and related systems such as schools leads social workers 
to the next stage of intervention—the assessment. Assessment involves gath-
ering data from a client and from the systems affecting the client, such as 
the family, the school counselor, and the probation officer (Hepworth et al., 
2017). These data are analyzed to determine which issues are problematic for 
the client.

Assessment is critical because it sets up the goals and intervention plans 
for the client (Kayser & Lyon, 2000). Therefore, the social worker must be 
thorough to gather all relevant data and keep an open mind when analyzing 
the information.

CASE EXAMPLE A
When Roger, the school social worker, met with Lyn the first time, he already 
had some information for his assessment. He knew that Lyn was a good stu-
dent and was usually responsible about her studies. In the past month, she 
seemed to have lost interest in school and withdrawn from her peers. Roger 
used the first meeting to assess whether Lyn was in need of intervention.

At this first meeting, Lyn was initially quiet and made no eye contact 
with Roger. When Roger asked about a poem she wrote that had been pub-
lished in the school yearbook, she seemed to show some excitement. Roger 
then used his interviewing skills to discuss Lyn’s current situation and the 
concerns that her math teacher had identified. Lyn told him that her grand-
parents had moved back to China a month earlier. She cried when she ex-
plained that her grandfather had taken an interest in her education. He drove 
her to school each day and helped her with homework each afternoon. Her 
parents worked long hours, and she is an only child, so she was often home 
alone. Further questioning elicited the information that Lyn was having 
trouble sleeping since her grandparents had moved away and was having 
difficulty getting up in the morning.

Roger asked Lyn if he could contact her parents to discuss the situation 
with them. She was initially hesitant, but Roger’s support and encouragement 
seemed to ease her tension, and she gave him permission to call her 
mother that night. Roger’s conversation with Lyn’s mother, along with  
the interview with Lyn and her teacher’s observations, led Roger to his  
assessment of this case.

Three skills are critical in the assessment stage. First, the social worker 
must have effective interviewing skills to draw out information (Shulman, 
2012). The school social worker asked Lyn questions that brought clarification 
of the issues observed by the teacher. He discovered that Lyn was having  
trouble sleeping, was feeling lonely, and was not as motivated in school. In 
addition, he uncovered some potential causes of these symptoms when Lyn 
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mentioned that her problems began when her grandparents moved back to 
China. Asking clear and discerning questions, listening carefully, providing 
empathic and supportive responses, and presenting questions and informa-
tion in a way that is appropriate to the client are essential parts of assessment 
(Shulman, 2012).

Secondly, a social worker must use engagement skills to connect with a cli-
ent and draw the client into the intervention process (Hepworth et al., 2017). 
Engagement involves building a therapeutic connection with a client so that 
he or she feels involved in the problem-solving processes. This is especially 
significant because, as discussed earlier, many children and families do not 
initiate the work. In the case example, Lyn was initially quiet when she met 
with Roger. She may have been confused by the meeting and may not have 
understood its purpose. Roger’s effort to connect with Lyn by discussing her 
poem is an example of the use of engagement skills; he was able to decrease 
her discomfort by discussing a topic of interest.

Finally, analyzing the information collected for the assessment is critical. 
For example, if the social worker had received information from the teacher, 
Lyn, and her mother that was consistent, but had failed to understand or in-
terpret it correctly, the assessment would be faulty. Being able to draw con-
clusions that are sound and consistent with the information presented brings 
about intervention plans that are accurate and useful.

Determining Intervention Strategies  The third stage of intervention involves 
using the assessment to generate possible solutions or interventions (Hepworth 
et al., 2017). In the case of children and families, the social worker may  
spend time exploring the solutions identified by all the family members. The 
family and worker can then collaborate by discussing each potential solution, 
evaluating which ones are best, and then determining which plan is best.

EP 8

EP 6b

CASE EXAMPLE B
The nurse from the adolescent mental health unit was concerned about the 
premature discharge of suicidal adolescents as well as the lack of immediate 
follow-up care. Kate’s assessment led her to investigate the county’s policies 
on continued stays for adolescents who present with self-injurious symptoms. 
In addition, she decided to make a collateral contact with local outpatient 
counseling agencies to advocate for new policies allowing clients with  
symptoms to begin outpatient aftercare counseling services within 48 hours 
of discharge. In this case, the social worker was not intervening with a  
particular child or family, but instead was intervening at the system level to 
ultimately affect many children and families. Her assessment led her to an  
intervention plan that included advocacy and policy making.

The problem presented by the nurse could have brought a variety of re-
sponses. Kate’s assessment was that policy-level intervention would be the 
most effective way to address the problem.
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When generating and evaluating potential intervention, it is important to 
consider all levels of intervention. Sometimes individual intervention is best. 
At other times system intervention is best, such as looking at the family-sys-
tem influences in Lyn’s case or the case of the Jones family. At times, macro 
intervention that involves advocacy and policy making will provide the best 
possible outcome.

Planning and Implementation  Once the possible strategies have been evalu-
ated and interventions have been identified, it is time to come up with a plan 
and put it into action. This involves working closely with clients to plan how 
to proceed with the interventions that have been selected.

CASE EXAMPLE C
Child welfare social workers often respond by implementing a treatment 
plan that seeks to lower a family’s risk of abuse or neglect (Pecora et al., 
1992). In the Jones case, the social worker and Ms. Jones agreed that the 
family was under a lot of stress. Ms. Jones was willing to learn parenting 
techniques that would not involve physical punishment. As a result, the  
social worker and Ms. Jones agreed that family counseling and parent  
training would be appropriate interventions. The social worker found a  
family service agency near the Jones’s home and asked Ms. Jones to  
initiate services within two weeks. The social worker followed up with  
Ms. Jones and learned that the family had their first appointment at the 
agency within one week.

Social workers are often involved in making referrals to other agencies 
to provide services for children and families. Making sure that a client has 
access to services is part of the social worker’s job, as is following up in 
a supportive way. In other situations, planning and implementation may 
not require referral. For example, family counselors may provide parenting 
education, help a family improve communication, or advocate for a child. 
In any case, planning and implementation must engage the client in the 
intervention process.

Termination  The final stage of the problem-solving model is known as termi-
nation. Termination is the process by which social workers and clients com-
plete their work together. It is an important part of the intervention process 
because it determines how clients will remember the work that was com-
pleted. In a healthy termination, the client and social worker feel good about 
their work together and agree that it is time to complete what they began. 
Endings that are abrupt and occur without preparation can damage the thera-
peutic relationship established between client and worker, and may negatively 
impact positive gains (Compton, Galaway, & Cournoyer, 2005). Abrupt termi-
nation may happen for a number of reasons, but care should be taken to avoid 
it whenever possible.EP 7c
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Endings occur in social work for many reasons. Most terminations occur 
when clients and social workers agree that their work is complete. However, 
forced endings, such as the one in Ms. Jones’s case, are also common. Services 
financed by a managed care insurance plan can end due to lack of authoriza-
tion. If the social worker is aware of the limitations, he or she should explain 
them to the client at the beginning. Personal situations bring endings as well. 
A social worker may leave a position, or a client may relocate. In all cases, so-
cial workers should recognize the importance of endings and do all they can 
to make them comfortable and positive for clients.

In summary, important general strategies when working with children  
include collecting information from both the child and others who are signif-
icant in the child’s life. The social worker must be aware of the developmental  
abilities of the child and adjust interventions accordingly. Specifically, child  
welfare workers need to understand the milestones of child development and be 
aware of the indicators and consequences of abuse and neglect (Crosson-Tower, 
2013). Perhaps most important, although children are young, they should be 
treated with respect and dignity, and should be included in the planning and 
decision making for the intervention process whenever possible.

Values and Ethics

Social work values and ethics guide all work (see Chapter 1). When working 
with children and families, certain values are of particular interest. These in-
clude respect for the dignity and uniqueness of the individual, respect for cli-
ent self-determination, and respect for confidentiality.

Respect for the Dignity and Uniqueness of the Individual    LO 5  

A central value of the social work profession is the focus on embracing and 
supporting diversity. The profession recognizes that human experience is var-
ied. Social workers must both respect and appreciate the uniqueness that each 
person brings to an interaction. This is especially significant in the case of 
children and families. A social worker should try to accept, value, and enjoy 
differences in family situations, rather than requiring families to conform to 

EP 1a

CASE EXAMPLE C
Ms. Jones became an active participant in the counseling she received from her 
family service agency social worker. She formed a positive working relationship 
with the social worker, whom she learned to trust, and even shared information 
that she had never told anyone else. At the end of the 10th session, the social 
worker informed Ms. Jones that they had completed the maximum number of 
sessions allowed by the mental health system and that the counseling had to 
be discontinued. Imagine Ms. Jones’s disappointment when she lost a service 
she appreciated. Imagine her feelings about the abrupt end of a relationship 
with someone she trusted.
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what is traditional or mainstream in society (Allen-Meares & Garvin, 2000). 
For example, the social worker should ask a child to identify the key people in 
his or her life and allow the child to define family.

The respect given to families should also be given to children. Studies 
have identified the trauma experienced by children and teenagers as a result of 
discrimination (Córdova & Cervantes, 2010; Miliora, 2000) and have ques-
tioned the effect of being marginalized through racism and heterosexism on a 
child’s development (Almeida, Johnson, Corliss, Molnar, & Azrael, 2009; 
Fisher, Wallace, & Fenton, 2000). Social workers must become knowledgeable 
about the effects of discrimination on child well-being and must be comfort-
able working with children from a variety of ethnic, racial, religious, and cul-
tural backgrounds, as well as lesbian, gay, bisexual, and transgender (LGBT) 
youth. Social workers commonly work with children from backgrounds differ-
ent from their own; therefore, they need to become especially sensitive to and 
respectful of differences. Children and families should be treated in ways that 
model acceptance, not judgment.

Respect for Self-Determination

Another social work value that is important in relation to children and fam-
ilies is self-determination—respect for a client’s own choices (discussed ear-
lier). Many problems in our society stem from lack of access to resources or 
opportunities, which inhibits people from achieving their goals. Therefore, 
social workers seek to increase the opportunities for children and families so 
that they will have more choices in their efforts to address problems.

The emphasis on self-determination reflects the strengths perspective. By 
encouraging an individual, even a child, to focus on his or her own choices for  
behavior and treatment, the social worker emphasizes the person’s resources and 
skills and encourages building on them. However, the goal of self-determination  
is complicated in working with children and families. As discussed earlier, 
children and families are often referred or mandated into treatment, and they 
may not perceive a problem or desire change. It is possible to work to achieve 
the goals of the referral source while overlooking the choices of the child. For  
example, when parents bring a child in for counseling because of a lack of  
compliance with parental authority, it is challenging to meet their goal while 
also supporting the child’s right to self-determination. In addition, different 
family members often have different perspectives and varying goals. Negotiating  
the self-determination of each individual in a family system is difficult, yet  
essential. In court-ordered child welfare cases, it can be problematic, especially 
in the beginning phases, but it is paramount to include the families’ choices 
when creating their case plan.

Respect for Confidentiality

Another important value in the field of social work, confidentiality, can also 
be complicated when working with children and families. Social workers 
sometimes hear about the physical or sexual abuse of a child. As mandated 
reporters of abuse, they are required to break confidentiality for the purpose 
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of keeping a child safe, regardless of the wishes of the child (Pecora et al., 
1992; Zastrow & Kirst-Ashman, 2016). In such a situation, the social worker 
must make it clear to the child that safety overrides not telling and that telling 
is in the child’s best interest, even if it seems like a betrayal of trust. The social 
worker must continue to work with the child to protect him or her and build 
a trusting relationship. The social worker strives to help the child understand 
his or her rights, including the right not to be violated by an adult.

Maintaining confidentiality is also complicated when parents want to know 
all the details of social workers’ sessions with their children. Parents generally 
want to protect and remain informed about their children, but children need to 
feel that they can talk openly with social workers. In some cases, a social worker 
does need to inform the parents, as when a client is suicidal or is being abused; 
in both such cases, the social worker is mandated to inform others as well, such 
as Child Protective Services in the case of abuse. The issue of teenage pregnancy 
and abortion is another area of difficulty for social workers pledged to keep 
confidentiality. There is no mandate for disclosure unless the young person 
is in danger or a victim of abuse, but there are laws in most states that a mi-
nor cannot have an abortion without parental permission. Social workers who 
work with teenagers must know the law regarding the rights for termination of 
a pregnancy and be sensitive to the wishes of both children and their parents. 
It can be difficult to navigate between the confidences of a child and what is 
in his or her best interest to disclose to parents. To the extent possible, much 
of what is discussed by children can and should remain confidential. Children 
need a safe place to express themselves. Respecting a child’s right to confidenti-
ality helps create that sense of safety. However, parents’ rights and their need to 
know about the well-being of their children must also be respected.

Critical Issues Facing Children and Families

Several areas critical to children and families present challenges to social 
workers, program planners, and policy makers (see Box 7.6). This section cov-
ers some of them, including child maltreatment, foster care, substance abuse, 
sexual behavior, trauma, delinquency, and poverty.

Child Maltreatment

One serious issue that continues to confront children and families today is 
child maltreatment. The effects of child maltreatment reach beyond physical 
damage (Corcoran, 2000): children who endure maltreatment also develop 

The child protective services agency in your state is 
underfunded. There are too few caseworkers to respond to 
reported cases of abuse or neglect in a timely fashion. You 

believe this puts children at increased risk. Do you have an 
ethical obligation to do something to address this problem? 
What can you do?

Box 7.6 Ethical Practice...Child Welfare
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other social and psychological problems that often affect them well into adult-
hood. The costs of this problem are significant and long lasting.

Child maltreatment encompasses all the ways children are hurt by the 
people who are expected to care for them. This may include physical abuse, 
sexual abuse, emotional abuse, or neglect. Maltreatment can occur in the con-
text of the child’s home or outside of the home in the child’s neighborhood, 
school, or the home of a relative or friend.

Social workers often work with children who have been abused and ne-
glected. A teacher who overhears a child talk about being hit by his stepmother 
refers the child to the school social worker. A social worker in a hospital set-
ting is called in to consult when a doctor questions the possibility of sexual 
abuse. A child may disclose abuse to a family counselor during a session. So-
cial workers who work in child protective services assess and manage cases 
of maltreatment every day. Whether through education programs, advocating 
for policies that value the rights of children, or participating in programs that 
assess and treat children, social workers play a significant role in the problem 
of child maltreatment. The investigation and determination of maltreatment 
is often complex. Box 7.7 presents the complexities of a highly publicized case 
of child maltreatment.

On April 3, 2008, police raided a compound in Eldorado, 
Texas, inhabited by a polygamist sect. The raid was prompted 
by an anonymous phone call to a family violence center by 
a 16-year-old girl. The girl reported being forced into an 
underage marriage to a 50-year-old man, whom she claimed 
beat and raped her. She said she had given birth at age 15. 
Texas law states that girls under 16 cannot marry, even with 
parental consent. Authorities removed 463 children between 
the ages of 6 months and 17 years from the compound.  
The children were placed in foster homes around the state 
while their cases were being investigated. This became one 
of the largest child welfare cases in history.

The case raises a number of challenging questions.  
The local authorities had known about the group and 
accusations of underage marriage and sexual abuse for a 
number of years; however, the state did not intervene until 
receiving the anonymous phone call. Some authorities 
stated that they did not intervene because the group’s 
practices were based on their religious beliefs; we all 
have the right to religious freedom, and the state did not 
want to violate the group’s civil rights. Originally, officials 
only suspected the abuse of girls living at the compound. 
They later stated that they had also removed male  

children “because they were being groomed to become  
adult perpetrators in the sect” (Roberts & Castro, 2008).  
Concerns were later raised that some of the boys might 
also have been victims of physical and sexual abuse.

Analyzing the Situation
■■ Go back and look at news stories about this case. Why 

did the authorities decide to remove all of the girls from 
the compound rather than only those they suspected 
had been victims of abuse? What is the practice of Child 
Protective Services in your area in regard to removing 
children from the home? If abuse is suspected, do they 
only remove the specific child who they believe has been 
abused or all children in the home? Why do you think 
they do it this way?

■■ Where do the bounds of religious freedom end and 
the responsibilities of the state to protect children 
begin?

■■ Some civil libertarians were concerned about the 
reasoning that it was right to take the boys from 
the home because they were learning practices that 
might lead them to be abusers. What do you think 
about this?

Box 7.7 Becoming a Change Agent  

(continued )
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Foster Care

When a child is in need of a safe place to live, foster care can be a good op-
tion. Many foster families are nurturing and supportive of the children in their 
care. But there are also problems with the foster care system, including too 
few quality placements, growing numbers of children needing care, high costs, 
and increasing length of time spent in foster care.

In 2015, there were an estimated 427,910 children in foster care (Child Wel-
fare Information Gateway, 2017). The primary goal for children in foster care is 
permanency with caring parents. The average length of time a child spends in 
foster care is 13.5 months; however, 9 percent of children remain in foster care 
for more than three years (Child Welfare Information Gateway, 2017). When  
reunification with their families is impossible, some children may not be adopted. 
Often, children in foster care have been severely affected by the maltreatment  
they experienced, are emotionally and physically troubled, and can be difficult  
to manage. The challenges of needing temporary help while finding permanent 
solutions for children is the task of social workers in the child welfare system.

Not all populations of children are represented equally in foster care. Until 
relatively recently, LGBT youth have been ignored in most of the child welfare–
related research and policy evaluations (Toner, 2013). This is particularly  
problematic because LGBT youth have a variety of unique needs and issues 
that put them at increased risk for spending time in foster care and for mis-
treatment while in care. Some youth realize they are lesbian, gay, bisexual, or 
transgender at relatively young ages and decide to tell their families. Although 
some families are accepting, others reject their LBGT children. One study found 
that 50 percent of LGBT youth received a negative reaction when they came out 
to their parents or guardians, and 26 percent were told to leave their homes 
(National Gay and Lesbian Task Force Policy Institute, 2006). This places LGBT 
youth at increased risk of homelessness and of entering the foster care system. 
Research suggests that LGBT youth are overrepresented in the foster care sys-
tem, with 24 percent of females and 10 percent of males aging out of the sys-
tem identifying as LGBT (Child Welfare Information Gateway, 2013). When 
LGBT youth do end up in foster care, they can be placed into situations in 
which their foster families and/or staff at group homes are no more accepting 
of their sexual orientation or gender identity than their families of origin.  
Studies suggest that LGBT youth in foster care are less satisfied with their 

What Can Social Workers Do?
Given your analysis, what might social workers do to 
address the needs of abused children in more traditional 
cases involving individual families or in larger cases such 
as the one reported above? What interventions could you 
suggest at the individual level? The community level? The 
institutional level? And the policy level?

What Can You Do?
What one step might you take now, alone or working with 
others, to prevent abuse or neglect of children in your 
community? What are the barriers that might keep you 
from taking this step? What could you do to reduce those 
barriers?

Box 7.7 (continued)  
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placements, are at greater risk of running away and facing homelessness, expe-
rience higher levels of emotional distress, and are moved to a new placement 
more often than other youth (Wilson & Kastanis, 2017). LGBT youth also face 
increased risk of harassment and violence (National Alliance to End Homeless-
ness, 2009). Also, LGBT youth are less likely to be reunited with their birth 
families, and thus spend a longer amount of time in the foster care system 
(Casa for Children, 2009).

Race also plays a role in a family’s experience with the child welfare system. 
Known in the field of child welfare as disproportionality, years of research have 
confirmed that African American children make up a disproportionate number of 
the children in the foster care system when compared with their percentage of the 
American population. The US Department of Health and Human Services noted 
the issue of disproportionality in 1997 (US Department of Health and Human 
Services, 1997). In a report summarizing a national study on child welfare services, 
they noted that children of color, and particularly African American children, were 
less likely than white children to receive in-home services and more likely to be in 
foster care. This situation was true even when children of color and white children 
had the same problems and the same basic characteristics. The situation remains 
the same today. Depending on the state, African American, Native American, and 
Latino children are more likely than children from other racial/ethnic groups to  
be referred to the child welfare system and to be removed from their homes.  
Disproportionality is highest among African American children, who are overrep-
resented in foster care in almost all states. In some states they are in foster care at 
a rate more than four times their rate in the general population. In many states, 
Native American children are in foster care at more than two times their rate in 
the general population. The issue is not as pronounced among Latino children, 
but disproportionality can be found in 10 states and a number of counties within 
other states (Summers, Wood, & Donovan, 2013).

Substance Abuse

Another critical issue for children and families is the presence of alcohol or 
drug abuse. Families and children are deeply affected by parental alcoholism 
and drug addiction. Since families are small, interrelated systems, having a 
parent who abuses alcohol or drugs can lead to conflict, violence, financial 
stress, neglect, or emotional abuse. Substance abuse is involved in a significant 
percentage of referrals to child protective services. Estimates are that parent or 
guardian substance abuse is involved in 20 to 80 percent of child maltreat-
ment cases (Miller, Orellana, Briggs, & Quinn, 2014). Additionally, research 
indicates that the presence of an alcohol-abusing parent results in decreased 
connection and difficulty expressing emotion, limiting the family’s potential 
for healthy relationships and effective communication (Dundas, 2000).

Families are also seriously affected when a child is involved with illegal 
substances. Recent studies suggest that teens and even preteens continue to 
experiment with tobacco, alcohol, and drugs (Shore & Shore, 2009). Such 
behaviors have serious consequences for these young people and their fam-
ilies. Heavy drug or alcohol use results in problems at school, conflicts with 
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parents, involvement with the legal system, and negative health consequences. 
In addition, alcohol and drug experimentation can also lead to other risky 
behaviors, such as theft, driving when intoxicated, unsafe decisions related to 
sexuality, and other impulsive choices.

Social workers often see situations of alcohol or drug abuse by parents or 
children. This is especially true for school social workers, caseworkers in child 
welfare agencies, social workers in police departments, hospital social work-
ers, and counselors in family service agencies. Typically, social workers refer 
parents and children who abuse drugs and alcohol or are affected by family 
members’ abuse to prevention programs, outpatient counseling, group coun-
seling, or inpatient substance abuse programs.

Decisions About Sexual Behavior

Another important issue commonly seen by social workers who intervene with 
children and families is impulsivity in teen sexual behavior. Because of the 
risks of contracting HIV/AIDS and other sexually transmitted diseases (STDs) 
and the risk of pregnancy, it is critical for social workers to educate teens about 
the dangers of unsafe sex. Almost half of all teens have had sexual intercourse 
before age 19. The rate is slightly higher for males than females. The younger 
that a person is when first engaging in sexual activity, the higher the likeli-
hood that he or she will not use contraception (Guttmacher Institute, 2016).

Much of teen sexual behavior is high risk and often occurs simultaneously 
with other risky behaviors, such as alcohol and drug use. Knowledge about 
the consequences of sexual behaviors varies greatly. Many young people today 
consider anything that cannot result in pregnancy to be safe, so oral sex has 
gained popularity, without regard for the possibility of contracting STDs. Ad-
vocacy for the use of condoms is very controversial, leaving many young peo-
ple unaware or uninterested in the role of condoms in preventing the spread 
of STDs. The rate of STDs among adolescents is higher than in the general 
population. Although adolescents represent about a quarter of the sexually 
active population, they account for almost half of all new STDs. Additionally, 
about one-quarter of sexually active adolescent girls has an STD (Centers for 
Disease Control and Prevention [CDC], 2016). Thus, it is essential for teens to 
be empowered with knowledge about their sexual choices.

Intervention involves a variety of modes and settings. Social workers often 
plan and implement prevention programs, including facilitating groups, using 
peer education strategies to train youth to speak to other teens about sexuality, 
and working with schools to strengthen sex education programs. In addition, 
many programs work with teens who are pregnant or have been diagnosed 
with an STD. Counseling that emphasizes young people’s choices strengthens 
their ability to make decisions.

Trauma

As will be discussed in more detail in Chapter 14, trauma refers to emotional 
or physical harm that comes from a shock, violence, or another unanticipated 
event. Knowledge about the importance of trauma in social work has been 
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growing in recent years. There is an increasing understanding that people who 
have experienced trauma may experience a variety of emotional and behav-
ioral challenges and that they are injured and in need of support and healing. 
Researchers have been noting the impact that trauma has on children. Follow-
ing trauma, researchers have noted a physical change occurs in children’s de-
veloping brains. Children who have experienced trauma, particularly sustained 
trauma that comes from poverty, separation from parents, and abuse, have dif-
ficulty with social skills. This negatively impacts their ability to form relation-
ships and make connections with others. Trauma can also result in a reduced 
ability for self-control, poor school performance, increased aggression,  
and antisocial behavior (Wilkinson, 2016). Social workers must continue  
to understand the effects of trauma on children, implement appropriate  
interventions, and work to counter the common belief that all children can 
improve their behavior if they simply try harder.

Delinquency

Another critical issue for youth today is delinquency. The term delinquency 
refers to any behavior that is illegal and could involve a child with the juvenile 
justice system. The behavior may be illegal only for minors, such as running 
away, using alcohol, being truant, or violating curfew, or it may involve of-
fenses that are illegal regardless of age, such as theft, assault, violence, and the 
use of illegal substances.

Public concern about the problem of delinquency continues to grow as 
a result of perceived increases in school violence and teen substance abuse. 
School social workers, social workers in police departments, and child and fam-
ily counselors are most likely to see such problems. All of them must seek to 
understand and intervene with children who engage in delinquent behavior in 
a way that helps the children respect themselves as well as those around them.

Runaway and homeless youth often fall under the category of delinquency. 
Because they are minors, living on the street or in a shelter means they are un-
likely to be attending school and are away from home without permission. Al-
though the youth may be seen as committing a delinquent act, there are high 
numbers of runaway and homeless youth who have no place to go. They may 
have been thrown out of their homes or fought with family members and do 
not think they are welcome to return. Financial destitution may have caused 
the family to lose housing, and the older youth are on their own. They may 
have been victims of violence or sexual abuse and do not consider the home 
to be a safe place. These reasons for delinquency among youth complicate the 
role that social workers play with homeless and runaway youth. Although they 
may be technically breaking the law, their social service needs are significant, 
and their life on the street places them at great risk. Intervention is required 
beyond the determination of delinquency.

Poverty

Poverty is a critical problem for millions of children. It can have negative effects 
on their health, development, and overall well-being; economic deprivation 
leads to poorer health, dangerous living conditions, and lack of opportunities 
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for social, economic, and educational advancement. As discussed in Chapter 3,  
the problems associated with poverty and programs that provide income  
support for families are critical areas in need of social work practice and social 
welfare services.

Immigration

In recent years, the tightening of immigration enforcement and new laws 
aimed at removing people who are undocumented have led to a rising concern 
among child welfare service providers. In the early months of the Trump ad-
ministration, there were increased raids targeting and arresting undocumented 
immigrants. More than 41,000 people were arrested in Trump’s first 100 days 
(Bendix, 2017). As undocumented parents are arrested, detained, and often 
deported, their children are being left behind because the children were born 
in the United States and are legal citizens. Estimates are that about 4.5 million 
children are US citizens living in families where at least one of their parents is 
undocumented. In 2012, 88,517 people were deported, affecting an estimated 
152,426 children with US citizenship. Many were left in the United States, 
whereas others were taken to countries where they had never lived and where 
they did not know the language or culture (Satinski, Hu, Heller, & Farhang, 
2013). Children whose parent or parents are deported suffer from poorer 
mental and physical health, behavior challenges such as aggression and with-
drawal, lower educational outcomes, higher rates of poverty, and reduced ac-
cess to food. About three-quarters of undocumented parents report that their 
children suffer from symptoms of post-traumatic stress disorder (PTSD), and 
30 percent reported that their children were afraid much of the time (Fam-
ily Unity Family Health, 2013). For those who work in immigrant neighbor-
hoods and schools, the impact of the increase in arrests and laws geared to 
remove undocumented people is having a profound impact on the thousands 
of children in these immigrant families (see Box 7.8).

Sexual Orientation and Gender Identity

Young people themselves, and society as a whole, are increasingly aware that 
people have differing sexual orientations and gender identities. Young people 
are discovering at younger ages that they are lesbian, gay, bisexual, or transgen-
der. They then must decide whether to come out to their parents, their peers, 
and at school. When LGBT adolescents decide to tell their families, they risk re-
jection, harassment, and even violence. One study found that youth who come 
out to their families have worse relationships with their parents than youth 
whose sexual orientation remains unknown to the family (D’Augelli, Gross-
man, Starks, & Sinclair, 2010). Additionally, youth who come out at school 
risk rejection from their peers, teachers, and administrators, and are also at 

What other critical issues affect children and families today? How might social workers respond to these concerns?

Box 7.8 What Do You Think?
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increased risk for bullying (Kosciw, Greytak, Bartkiewicz, Boesen, & Palmer, 
2012). LGBT youth are also at increased risk for drug and alcohol use, suicide, 
and homelessness. Social workers can provide support for LGBT youth by giv-
ing them a safe place to talk about coming out and the challenges it brings. 
They can also help youth and their families find resources and support from 
various organizations in their communities.

Working with Children and Families 
from a Strengths Perspective    LO 6  

The issues facing children and families today can be daunting. Poverty, child 
maltreatment, substance abuse, and lack of health care are all serious con-
cerns that social workers must address head on. At the same time, the 
strengths perspective in social work takes the position that problems are best 
addressed by identifying and embellishing the strengths of children, families, 
and communities (Saleebey, 2013). Although social work has a history  
of adopting the medical model that focuses on assessing and labeling  
problems, the strengths perspective requires social workers to look within 
the family or community for the resources needed to solve the complex  
problems facing children today (Blundo, 2006). A growing body of literature 
suggests that children and families are resilient and that strengths such as  
insight, appraisal, social support, and even a sense of humor can help  
people to cope effectively with the challenges they face (Lietz, 2006, 2007; 
McDonald, 2013; Wolin & Wolin, 1993). Research also suggests that families 
who have hope can better adapt to challenges (Walsh, 2002). In the same 
way, a sense of hope and belief that change is possible can help social  
workers move forward in their efforts to address the problems facing the  
children and families in their communities.

Conclusion

Working in the field of child and family services is both challenging and re-
warding. Today’s youth face many problems. Even though the United States is 
one of the wealthiest countries in the world, poverty continues to be problem-
atic. Child abuse and neglect devastate children despite prevention programs, 
laws that mandate reporting, and the presence of a child welfare system. Teens 
engage in risky behaviors such as unprotected sex, experimentation with al-
cohol and drugs, and crime. Families dissolve as often as they remain intact, 
and the stresses on single-parent homes continue to challenge parents and 
children alike.

However, many advances have been made in the field of child and fam-
ily services. Prior to the twentieth century, child welfare and concern for the 
rights of children simply did not exist. Not until the 1960s did social work 
professionals recognize the value of the family and begin working from a 
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family-centered perspective. Knowledge about the critical issues facing chil-
dren and families has advanced, and research brings new theories and knowl-
edge to the field.

Although the problems are great, so is the opportunity. As a profession 
that fights for the rights of those with less opportunity, social work plays a 
crucial role in the welfare of children. What is needed are leaders to champion 
the rights of children and to explore new ways to intervene with children and 
families.
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Questions for Discussion

1.	 In the dominant American culture, the term family is often assumed to  
refer to a heterosexual married couple with children. What do you see  
as an appropriate definition of family? Does your definition impose any 
limits on social work practice?

2.	A clear definition of the term child maltreatment was provided early in this 
chapter. Determining whether maltreatment has occurred is not always 
easy. What factors do social workers need to consider when they assess 
whether an event is a case of maltreatment?

3.	What does the phrase “best interest of the child” really mean? Give an 
example of a case in which two different social workers could interpret the 
“best interest of the child” differently.

4.	When working with children, why is it important to be knowledgeable 
about stages of development?

5.	Identify two critical issues other than those discussed in this chapter that 
greatly affect children and families, and discuss why they are significant.

Change Agent Exercise

The agency in your state that is responsible for investigating and acting on 
suspected cases of child maltreatment is underfunded. There are too few 
caseworkers to respond to reported cases of abuse and neglect in a timely 
fashion. You believe this puts children at increased risk. Do you have an  
ethical obligation to try to intervene in order to address this problem?  
Discuss why or why not.
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Exercises

1.	Children as a Vulnerable Group
In the field of social work, what does it mean to be vulnerable? Do you see 
children as vulnerable? Why?

2.	Defining Family
Divide into groups, and develop a consensus definition of family within 
your group. The US Census Bureau defines family as “a group of two or 
more persons related by birth, marriage, or adoption and residing together 
in a household.” How does this definition differ from your group?

Share each group’s definition with the other groups. What common 
themes are found in the definitions developed by all the groups in the 
class? If your definition were adopted by national or state agencies, how 
might it affect family-related social welfare policies or services provided 
by social welfare agencies?

3.	Understanding Child Maltreatment
List behaviors that you believe constitute child maltreatment (abuse or  
neglect). Give examples of ways of raising children that might be inter-
preted by some people as appropriate and by others as maltreatment.

4.	Ecological Assessment
Once you are familiar with the concepts involved in an ecological assess-
ment, review the following case and answer the questions that follow:

CASE EXAMPLE
Joey is a 12-year-old boy who is currently living in foster care with a relative. 
Six months ago, he was removed from the care of his father; this happened 
after his school nurse called CPS when Joey came to school with bruises on 
his arm and face. Joey was placed with his maternal aunt and uncle, who live 
in a community about 50 minutes away from his home. According to case 
files from the CPS worker, Joey has lived with his father since the death of his 
mother two years ago. His father has struggled with alcohol abuse since his 
wife’s death, and he becomes angry when drunk.

The service plan for the family requires Joey’s father to attend weekly 
counseling sessions at the local family service agency, go to weekly alcohol 
treatment meetings, and have weekly visits with Joey that are supervised  
by Joey’s aunt and uncle. Unfortunately, conflict between Joey’s foster  
family and his father has limited the number of visits. Joey is having difficulty 
adjusting to his new school, so he is meeting with the school social worker. All 
this information will be presented to the juvenile court at his six-month review.

Identify all the systems that affect Joey’s life. Discuss the interactions be-
tween Joey and the systems you have identified.

5.	Small-Group Exercise: Child Protective Services
Contact the child protective service (CPS) agency that is charged with the 
task of assessing and treating child maltreatment in your community. Each 
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member of your group should interview a different member of the CPS 
staff (preferably, the CPS staff members should have different roles in the 
organization) so as to best answer the following questions. Compare your 
information with that of the other members of your group, and answer 
these questions by incorporating all of your group’s information:

What is the organization’s definition of maltreatment?
What is the agency’s process for identifying children who need to be 
assessed for maltreatment?
Once maltreatment is substantiated, what is the process for providing 
ongoing assessment and treatment?
What role do social workers play in this process?
What policies guide the decisions made by workers at this agency?
What do staff members see as the greatest needs as they face the prob-
lem of child abuse or neglect?

6.	Family Ethics Exercise
Complete the questions following the case example either on your own or 
in small groups.

CASE EXAMPLE
You are a counselor with a nonprofit family service agency. A couple has 
been coming to you for marriage counseling once a week for the past  
three months. The husband lost his job six months ago, and the family is 
struggling to make ends meet. During one session, the husband tells you 
that he has been receiving Supplemental Security Income (SSI) payments 
from the state for his aged mother; she used to live with them but moved 
overseas to live with his sister two years ago. You suspect that this is a case 
of fraud—that the couple is breaking the law and receiving money that they 
are not entitled to.

Should you report this case to the Department of Social Services? Discuss 
the pros and cons of doing so.

PROS:
CONS:

What social work values are in conflict in the situation? How might the 
NASW Code of Ethics guide you in making a decision?

Would your obligation to report the case be different if your client had 
robbed a bank or was planning to do so? Why? What if your client were 
selling drugs to minors?
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LEARNING OBJECTIVES  

After reading this chapter, students will be able to:

1.	 Identify and describe the four major knowledge categories used to examine the 
biopsychosocial-context of an older client’s life.

2.	 Explain why the percentage of the population that is older is currently increasing in 
dramatic fashion and will continue to rise significantly through 2030.

3.	 Discuss inherent cultural strengths of nondominant groups that gerontological social 
workers can utilize when working with diverse elderly.

4.	 Compare and contrast critical public policies affecting people who are older, that is, 
Medicare, Medicaid, Social Security, and Supplemental Security Income.

5.	 Articulate the ethical issues related to the practice of physician-assisted suicide of the 
terminally ill.

6.	 Explain the key points of critical issues impacting adults who are older, including elder 
abuse and neglect, Alzheimer’s and dementia, and depression.
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Seventy-year-old Tresca Brady and her 74-year-old husband, James, have been  
married for 45 years. Both are active and healthy. Mr. Brady works part-time as a 
consultant, and his wife volunteers one day a week at a center for pregnant teens. 
The Bradys have 11 grandchildren with whom they spend much time, often caring for  
the youngest when his parents are at work. They have a beautiful home and are finan-
cially independent. Their one complaint about being older is that US culture portrays 
older people as sexless and weak or as “greedy geezers” who do not want to pay taxes 
for school improvements.

Thomas Wayne is a 72-year-old patient in the geriatric unit of a veteran’s  
hospital. His right leg has been amputated as a result of complications from diabe-
tes. His liver is damaged from a lifelong struggle with alcoholism. He has no living  
relatives and has been homeless for several years. Mr. Wayne does not know where he 
will go when he is discharged from the hospital. He can no longer function without 
considerable help.

Conchita Alvarez is 82 years old and has been diagnosed with Alzheimer’s  
disease. For more than 40 years, cooking has been her favorite activity. She had never 
left the house without turning off the oven—until yesterday. Ms. Alvarez is forgetful 
and gets confused easily. She gets most upset when people think she knows things 
that she does not, things that she just cannot remember any more. Ms. Alvarez lives 
with her 60-year-old daughter, who worries that she can no longer safely care for  
her mother.

Barbara and Sam Howe, ages 80 and 81, live independently in the home they 
have owned for 30 years. Mrs. Howe is suffering from Parkinson’s disease and is no 
longer able to drive or prepare meals; she also requires some assistance with basic 
activities of daily living (bathing, dressing, etc.). Mr. Howe is finding it difficult  
to provide for all of their needs, so they have decided to move into a continuing  
care retirement community (CRC), where help such as meals, housekeeping, and 
medication management are available on-site. The community offers three advancing 
levels of service: independent apartments, assisted living apartments, and a skilled 
nursing facility that will be able to provide for increasing needs they may have as they 
get older. Although the Howes do not want to leave their home, their children live out 
of state, and they feel this is the best option to prevent more moves in the future.

Bob Williams, age 68, was a corporate law specialist at a large accounting 
firm until he was fired recently by the new CEO, 37-year-old Mark Johnson. 
Mr. Johnson told Mr. Williams that he was “over the hill” and that the company 
needed “young blood.”

In a world of 7 billion people, 8.5 percent (over 700 million) are 65 years of 
age or older. In the United States, there are more than 50 million people (15% of 
the population) over the age of 65 (Thompson, Potok, & Lamas, 2016). The vast 
majority of older Americans are economically independent (median worth of about 
$200,000), active (45% report participating in regular leisure time activity),  
healthy, and most live in their own homes. Millions have part-time or full-time jobs 
or volunteer their time to important causes. In fact, in 2010, for the first time since 
1948, when the Labor Department began to keep statistics on this issue, people  
over age 65 outnumbered teenagers in the workforce (Abate, 2010). By 2015, 
almost 19 percent of people age 65 and over (8.8 million) were in the labor force 
(Administration on Aging, 2016).
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However, individuals over 65 are affected by ageist attitudes, and some are direct-
ly discriminated against. Ageism is prejudice against people based solely on age. The 
term is sometimes used with regards to young people, but it is generally associated with 
older people. Prejudice and rejection, as discussed in Chapters 4 and 5, are based 
largely on misconceptions and myths (see Box 8.1).

The social work profession is committed to preventing and fighting ageism, neg-
ative stereotypes, myths, and harmful practices that affect older people. A minority 
of older people, such as Conchita Alvarez and Thomas Wayne, are in need of more 
direct social work interventions. They may live in poverty or be homeless, suffer from 
depression, be victims of elder abuse, or have health-related problems and diseases 
associated with aging.

Gerontological social work—social work practice with people who are older—is a 
specialized area that requires extensive knowledge and a unique set of skills. Gerontology  
is the study of the biological, psychological, and social aspects of aging. The goal of  
gerontological social workers is to promote and advance older clients’ social, emotional, 
and physical well-being so that they can live more independent and satisfying lives.

Human Development within  
the Social Context    LO 1  

When a social worker enters an older person’s life, the problems may seem 
overwhelming. Gerontological social workers use an ecological approach  
(see Chapter 1) to examine the context of an older client’s life. They analyze 
the dynamics between client and family, client and neighborhood, client and 
social supports, client and medical supports, and client and other systems.  
Extensive specialized knowledge is required to work effectively with clients 
who are older. Four major knowledge categories are relevant: (1) biological 
and physiological aspects of aging; (2) cognitive processes and emotional/ 
psychological development; (3) sociological aspects of aging; and (4) legal, 
political, and economic aspects of aging.

Biological and Physiological Aspects of Aging

Social workers need to have a basic understanding of the effect of aging on 
the body’s systems in order to help older clients like Thomas Wayne, the 
72-year-old veteran with health problems and no place to live, and Conchita 

EP 2a

EP 7b

In 2014, Bobby Nickel was awarded $26 million, the largest 
award of its kind in Los Angeles history, because he was 
harassed and discriminated against because of his age by 
his Staples supervisors. Mr. Nickel was 64 years old when he 
was fired in 2011. He alleged that he was frequently called 

an “old coot” and an “old goat” and that he was fired because 
he was making more salary than his younger supervisors. You 
can read more about his case here: http://www.dailynews.
com/general-news/20140227/66-year-old-man-awarded-
26-million-in-age-discrimination-lawsuit-against-staples.

Box 8.1 More About...Age Discrimination
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Alvarez, the 82-year-old woman who has Alzheimer’s disease. These people 
need help to establish daily routines and to monitor and control symptoms so 
as to avoid medical crises. This requires a basic knowledge of the functions of 
human physiology, including the circulatory, endocrine, respiratory, musculo-
skeletal, gastrointestinal, urinary, nervous, digestive, and reproductive systems. 
Normal aging of the body’s systems need not diminish a person’s quality of 
life. Knowledge of the way aging does affect the body’s systems helps social 
workers assist elderly clients in modifying their lifestyles and homes so they 
can continue to enjoy satisfying and productive lives.

Social workers must have knowledge about the physical and mental im-
pairments that are related to chronic illness as well as normal changes that may 
occur in the senses (sight, hearing, touch, taste, and smell) and sleep patterns 
as a person ages (Hooyman & Kiyak, 2011). Social workers can help people 
adapt to these changes so that their daily activities are not drastically altered. It 
may be as simple as pointing out the availability of large-print books or books 
on audiotape to a client who has weakened eyesight, or telephone amplifiers 
for a client who has a hearing deficit. For older people who have difficulty 
sleeping and are at risk for dependency on sleeping pills, the social worker can 
suggest using relaxation techniques, abstaining from certain foods and drinks, 
taking daily walks, and avoiding afternoon naps.

In addition, gerontological social workers need to be aware of commonly 
used medications and of advances in pharmacology. The vast majority of older 
Americans, 87 percent in one study, take at least one prescription drug regu-
larly. Over 36 percent of older adults reported using more than five prescrip-
tion medications (Rochon, 2017). Social workers need to be aware of the side 
effects of commonly used medications and of potentially harmful interactions 
between prescription and over-the-counter drugs. In some cases, clients may 
be taking several drugs prescribed by different doctors, each of whom may not 
be aware of the other prescriptions. An adverse drug event (ADE), more com-
monly called a drug reaction, could lead to hospitalization or, in the extreme, 
a loss of independence for this group. With a basic knowledge of medications, 
social workers can help monitor a person’s prescriptions.

Cognitive Process and Emotional/Psychological Development

When older people retire, as James and Tresca Brady have, they must restruc-
ture their time, build relationships outside of work, and develop new identi-
ties not linked to their jobs. Elders who are able to accomplish these tasks are 
more likely to have satisfying postretirement years. On the basis of theories of 
personality development, gerontological social workers can help clients navi-
gate stressful life events such as retirement, widowhood, physical decline, resi-
dential relocation, loss, and approaching death.

Gerontological social workers also need to know about factors that affect 
learning, intelligence, and memory as people age. The inability to learn or per-
form new tasks, impairment of intelligence, and memory loss are not neces-
sarily synonymous with aging. Many life and environmental factors interact to 
affect cognitive processes. For example, anxiety in late life has been found to 
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be a risk factor for disability (Lenze et al., 2001). Anxiety can adversely impact 
well-being and recovery and hasten decline in the elderly.

Sociological Aspects of Aging

As a victim of ageism, Bob Williams, who was fired from his job at a large ac-
counting firm, knows firsthand how society’s expectations for a 68-year-old 
man can be limiting and shortsighted. To be effective advocates for clients like 
Mr. Williams, gerontological social workers need to understand social roles 
and expectations—for example, marital roles, grandparenthood, and sexual 
behavior—and how they change as people age.

Activity theory (Westerberg, 2004) and disengagement theory (Chen, 
2003) examine role changes among the elderly. Activity theory proposes that 
the more active a person is, the more satisfied he or she will be during the 
“golden years.” Disengagement theory, by contrast, asserts that to withdraw 
and become more introspective as one grows older is normal and healthy. 
Both behaviors can be found in people as they age.

Legal, Economic, and Political Aspects

Bob Williams was a victim of age discrimination. Thomas Wayne wants to die 
with dignity. How can a social worker help Mr. Williams and Mr. Wayne with 
their problems? To be effective advocates, gerontological social workers need 
to be well informed about the important legal issues, court cases, legislation, 
and economic policies that affect and protect the rights of the elderly. Issues 
include age discrimination, guardianship and conservatorship, living wills, 
power of attorney for health care, and Social Security and pension benefits.

Gerontological social workers in medical facilities need to be aware of 
the legal rights of chronically and terminally ill older people. One study 
found that although more than three-fourths of hospitalized elderly pa-
tients had end-of-life plans, less than a third of their medical records in-
cluded their wishes (Heyland et al., 2013). The medical system is designed 
to de-emphasize patients’ wishes unless patients aggressively advocate or 
someone else advocates for them. It is important for an elderly person 
to name an agent (i.e., a like-minded friend or family member) who can 
make health care decisions when the patient can no longer do it himself 
or herself. In the absence of a legally executed health care directive (power 
of attorney or living will), the patient who is incapacitated is at risk for 
receiving treatments that he or she otherwise would not have authorized. 
Additionally, recent research suggests that some types of advanced direc-
tives are more effective than others in helping patient’s have their requests 
honored. The Physicians Orders for Life Sustaining Treatment (POLST) 
program exists in 30 states. The program offers assistance and specific 
forms to help people with serious advanced illnesses make their end  
of life wishes clear, and has been shown to be effective in helping pa-
tients communicate their treatment preferences and have them followed  
(Hickman et al., 2010).

EP 3a

EP 2a
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To be assertive and well-informed advocates, gerontological social work-
ers need to master this extensive knowledge base. They must understand and 
be able to work within the political system to promote the rights of people 
who are older, the legal system to enforce the rights of older people, and the 
medical system to protect their rights.

Social Work Practice with People Who Are Older

As the population ages and people live longer, there is greater need for pro-
fessional social workers. Although people of all ages have medical, economic, 
and social needs, these concerns become specialized as people get older. What 
are some of the unique dimensions of gerontological social work?

Historical Background

Although social workers have been employed in health care settings since 
1905, the profession paid little attention to practice with older people until 
1945 (Lowy, 1985). That year the first professional organization, the Geron-
tological Society of America, was established to promote age-related issues. 
Today it is a multidisciplinary organization of physicians, biologists, social 
workers, psychologists, and others that focuses on research and practice is-
sues with older people. Two years later, in 1947, the National Conference 
of Social Workers highlighted a paper by social worker Rose McHugh on 
practice with people who are older. McHugh emphasized the dignity and 
uniqueness of older clients (Lowy, 1985). In 1958, the Council on Social 
Work Education, with support from the Ford Foundation, presented the 
Seminar on Aging in Aspen, Colorado. This was the first time social work 
educators discussed how to assess the social service needs of older clients 
and how to build a curriculum that prepared students to work with them 
(Lowy, 1985).

The federal government began to recognize the needs and contributions 
of older people in 1960, when it established the National Council on Aging. 
The first White House Conference on Aging was held in 1961 and led to a 
1963 speech by President John F. Kennedy entitled “The Elderly Citizens of 
Our Nation.” In this speech, Kennedy promoted housing, employment, and 
health care policies that would benefit people who are older.

The momentum from the 1961 White House Conference and Kennedy’s 
1963 speech led to the passage of several significant pieces of legislation. The 
Economic Opportunity Act (EOA) of 1964 funded community-based social 
services, including services for the elderly. The 1965 Older Americans Act (OAA) 
established the federal Administration on Aging (AOA) and statewide Area 
Agencies on Aging (AAA), both of which were designed to coordinate and fund 
social services for older people. Unfortunately, both the EOA and OAA were 
and remain seriously underfunded. However, the federal government recog-
nized the health care needs of people who are older with the establishment of 
the Medicare and Medicaid programs in 1965.
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The 1960s also saw a dramatic increase in the number of skilled nursing 
facilities. Many nursing homes hired social workers to provide services for res-
idents and their families. For the first time, social workers were beginning to 
adjust their practice knowledge and skills to the unique needs of older clients 
(Holosko, 1996).

A second White House Conference on Aging in 1971 identified ways to 
make life more rewarding for older people. The attendees concluded that the 
elderly should have adequate incomes, appropriate living arrangements, and 
independence and dignity. On the basis of conference recommendations, the 
federal Department of Housing and Urban Development (HUD) worked to 
provide better housing for people who are older. One HUD project included 
building rent-controlled apartments for older people on fixed incomes. These 
apartment complexes were modest, safe, and more attractive than most fed-
erally subsidized housing. In 1974, Supplemental Security Income (SSI) was 
added to the public assistance package provided by the federal government. 
SSI provides income for older people living in poverty.

During the 1980s, the American Association of Retired Persons (AARP) 
became more visible and lobbied to increase and maintain gains made by and 
for older people. AARP is a nonprofit, nonpartisan organization dedicated to 
helping older Americans achieve lives of independence, dignity, and purpose. 
With a membership of over 30 million, it is the most powerful organization 
of senior citizens. AARP’s focus on quality-of-life issues and monetary bene-
fits helped change society’s perception of older people as poor, sick, or needy. 
AARP continues to increase awareness about the productivity of older people 
by highlighting their contributions to society.

Gerontological social work became an established field of practice in the 
1980s. Social workers’ need for research-based information led to the estab-
lishment of the Journal of Gerontological Social Work in 1980. By 1989, almost 
half the schools of social work with master’s programs began offering a con-
centration or specialization in gerontological social work.

Unfortunately, during the same period, federal funding for social services 
to older clients was systematically reduced, and proposed cuts to Social Secu-
rity overshadowed critical issues such as ageism, elder abuse, long-term health 
care, and the need to combat negative stereotyping of seniors (Cox & Parsons, 
1993). The third White House Conference on Aging in 1981 sought to ad-
dress several of these critical issues. Because little changed, the conference was 
widely viewed as unsuccessful. In 1995, the fourth White House Conference 
on Aging, despite high expectations, resulted in only one major message to 
Congress: Save Social Security and Medicare (Elder Law Issues, 1995).

In 2003, Congress enacted the Medicare Modernization Act (MMA), which 
was initiated in January 2006. This legislation provided prescription drug 
benefits for Medicare eligible seniors by implementing a Part D benefit where 
members enroll with private companies to obtain prescription medications. 
Provision in the legislation does not allow the federal government to negotiate 
drug prices with the drug companies, a controversial position. Although the 
legislation did provide some relief for many seniors, it was widely criticized 
for its complicated enrollment process and variable coverage gaps. Passage of 
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the Affordable Care Act in 2010 included ways to close the coverage gaps. The 
MMA and the Affordable Care Act are discussed further in Chapter 9.

In 2005, the fifth White House Conference on Aging was held. Among 
the top 10 resolutions sent to Congress was a new emphasis on ensuring that 
older Americans have transportation options that will contribute to continu-
ing independence and mobility, promoting new models of noninstitutional 
long-term care, and improving the recognition, assessment, and treatment of 
mental illness and depression in the elderly (White House Conference on Ag-
ing, 2005). This conference also held a degree of scandal, when George W. 
Bush became the first president to refuse to address it.

Today, gerontological social workers are employed in hospitals and medi-
cal centers, Adult Protective Services, veterans’ services, adult day care centers, 
private geriatric care agencies, family service organizations, hospices, and at 
the macro level in Area Agencies on Aging. Gerontological social workers con-
tinue to advocate for older people. Currently, advocacy groups are pressing 
for a universal health care plan that would cover the costs of long-term health 
care and for increasing the support of informal caregivers.

Current Context

Older people, as defined by the US Census Bureau, are 65 years old and over. 
They are often categorized in three groups: the young-old (ages 65–74 years); 
the old-old (ages 75–84 years); and the oldest-old (ages 85 years and over). 
Approximately, one in every seven Americans, or 15 percent of the popula-
tion, is old. This segment of the population includes more than 26 million 
women and 21 million men (Administration on Aging, 2016).

 LO 2  During the twenty-first century, the percentage of the population 
that is older will increase dramatically. There are three primary reasons for 
the increase. First, fewer children are being born. Second, between 2010 and 
2030, the baby-boom generation will begin to reach the age of 65. By 2030, 
when the last of the baby boomers reach 65, one in five Americans will be 
65 or older. By 2050, it is projected that there will be 88.5 million Americans 
over the age of 65, which is more than double the current number, and at least  
21 percent of the population will be old (Administration on Aging, 2016). 
Baby boomers, Americans born between 1946 and 1964, make up the largest 
age cohort in the US population. Their aging will necessitate a vast increase in 
health, recreation, housing, and nutrition services for people who are older, 
as well as increases in entitlement programs, such as Social Security. Third, 
people will continue to live longer. A child born today can expect to live for al-
most 79 years on average, as compared to 47 years for someone born in 1900 
(CDC, 2013), and those who are 65 today will live, on average, for almost an-
other 20 years (Federal Interagency Forum on Aging-Related Statistics, 2012).

The oldest-old, who are also called frail older people, are projected to 
be the fastest-growing segment of the population in the twenty-first century 
(see Box 8.2). The number of people over the age of 85 is expected to more 
than triple between 2008 and 2050, when the number may reach more than  
21 million (Administration on Aging, 2016). The majority of the over-85 cohort 
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will be women. The healthy aging of the oldest-old in the twenty-first century 
is due to improved medical technologies such as heart bypass, hip replacement, 
and cataract surgery; less smoking; improved diet and nutrition; and better 
medications.

Only a small percentage of professional social workers are primarily em-
ployed in the practice area of aging, yet a majority of social workers work with 
older adults in some capacity in their jobs (Worthington, 2008). With the 
growth in our aging population, the need for gerontological social workers is 
increasing steadily. In fact, the Bureau of Labor statistics cites employment for 
social workers with a gerontological background as one of the fastest growing 
areas (Bureau of Labor Statistics, 2014). Most gerontological social work jobs 
require a master’s degree in social work or a graduate degree with a certificate 
in gerontology. A bachelor of social work (BSW) degree does not provide the 
necessary skills, particularly clinical skills, to work in many settings with the 
elderly. However, there are BSW-level geriatric social work positions in Area 
Agencies on Aging, senior centers, skilled nursing facilities, and hospitals.

Services provided by gerontological social workers vary from setting to set-
ting. Adult Protective Services (APS) workers investigate reported cases of elder 
abuse, neglect, and self-neglect. They arrange emergency shelter and trans-
portation for victims, and facilitate the victims’ return home or to alterna-
tive long-term living arrangements. Adult foster care (AFC), adult care homes 
(ACH), and assisted living (AL) facilities are alternatives to institutional place-
ment for some older clients. In AFC and ACH settings, there is a concerted 
effort to maintain a family home environment. Sizes of AFC and ACH homes 
can range from 1 to 20 clients. These settings are most commonly housed in 
private homes in the community. This differs from AL facilities that can house 
hundreds of clients and typically utilize apartment-like settings.

Adult day care is the provision of community-based services in a group 
setting. It has two purposes: (1) to help older clients maintain a certain level 
of independence and remain in their homes and communities and (2) to pro-
vide respite for caregivers. Many centers provide services for special popula-
tions, including people with Alzheimer’s disease, AIDS, mental illness, visual 
impairment, or hearing loss (Rosenwald, 2007). Adult day care social workers 
provide case management services and facilitate different types of groups, in-
cluding bereavement and grief groups, reality-orientation groups for elderly 
adults who are cognitively impaired, and educational or self-help groups.

Gerontological social workers in health care settings such as skilled nurs-
ing facilities, hospitals, home health care agencies, and hospice care facilities 

In 2015, there were 47.8 million people over 65 years of 
age. Of them,

■■ 27.1 million were between the ages of 65 and 74;

■■ 15.2 million were between the ages of 75 and 84; AND

■■ 5.5 million were 85 and older.

Source: Administration on Aging (2016).

Box 8.2 More About...the Group of People Who Are Older
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provide a variety of services. Psychosocial assessments are a critical part of 
social work practice in health care settings. Social workers in hospitals and 
hospices provide family support services, discharge planning, and death and 
dying counseling. Discharge planning occurs before a client is released from 
an inpatient medical or mental health facility, as well as a home health agency. 
The social worker helps the client determine where he or she will go and the 
type and scope of supportive care needed, and links the client to commu-
nity resources and family supports. Social workers in psychogeriatric settings, 
such as public or private mental health facilities, also conduct psychosocial 
assessments and provide therapy for elderly persons who are depressed or are 
struggling with other emotional disorders. Psychogeriatrics is a combination 
of psychiatric and mental health care and services for older people. Geronto-
logical social workers in health care settings generally work as part of a multi-
disciplinary team. They collaborate with doctors, nurses, and psychologists to 
provide comprehensive services to clients.

Social workers make every effort to help people who are older stay in their 
own homes. Comprehensive assessments are used to determine the mental, 
physical, environmental, social, and financial condition of older clients. The 
findings are used to identify clients’ strengths as well as the supports needed 
to help them remain safely independent. Networking and information and 
referral services are critical in helping clients and their families locate compan-
ionship services, home care aides, transportation services, meal programs, 
adaptive devices, and in-home nurses and therapists. Regardless of the setting, 
gerontological social workers usually provide case management services and 
act as advocates for the elderly. They also serve as liaisons to community 
agencies.

Finally, social workers in gerontology work as policy makers, quality im-
provement specialists, and administrators. Social workers in the field of aging, 
although focused primarily on direct care, participate in the development of 
new programs and policy development demonstrations and engage in multi-
disciplinary team efforts with the medical community to improve the overall 
care and wellness of our elders.

Diversity    LO 3  

Estimates suggest that about 42 percent of older people will be members of 
nondominant groups by 2050, as compared with 22 percent today (Adminis-
tration on Aging, 2016). The percentage of increase of Americans who are 
older is shown by group in Table 8.1, with Asians, Pacific Islanders, and Lati-
nos projected to have the largest increases.

The multigenerational, multiracial, multiethnic twenty-first century 
requires gerontological social workers to be aware of cultural and ethnic 
attitudes about aging, illness, family responsibility and obligation, institu-
tionalization, and death and dying. As people age, they have strengths and 
resources that can aid them in the aging process. Hooyman and Kiyak (2011) 
highlighted inherent cultural strengths that gerontological social workers 
can utilize when working with diverse elderly. For example, Latino families 
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have traditionally provided emotional support to elders, especially in rural 
areas. Social workers can often rely on informal supports within the Latino 
community to help elderly clients remain in their homes. African Ameri-
can elderly are more likely than whites to be members of extended families 
that help care for their older relatives in the home. Older people who are 
African American are the least likely to be admitted to skilled nursing facil-
ities, but they have more of an honored place in their families. They thus 
report a greater level of satisfaction than whites. Indigenous older people are 
the least likely to utilize government services. Many First Nation communi-
ties do not trust the government. Government social, medical, and health 
services are often miles away, and transportation is a problem. Many indig-
enous elders prefer traditional healing methods. Honoring and showing re-
spect to elders is a significant part of indigenous peoples’ value systems; the 
elderly have important roles, such as wise person, or storyteller and keeper 
of oral traditions.

The needs and strengths of older members of the LGBT community 
have been less studied than the needs and strengths of older people from 
other nondominant groups. However, research in this area has been ex-
panding in recent years. This research suggests that older LGBT people 
express concerns about their partners being recognized and accepted in 
hospitals and residential care facilities, finding LGBT-friendly assisted liv-
ing facilities, finding doctors with whom they can be open and who have 
knowledge about LGBT issues, finding social events for LGBT people of 
their age, and having access to LGBT-friendly social workers and mental 
health practitioners (Smith, McCaslin, Chang, Martinez, & McGrew, 2010). 
LGBT older adults likely share a strength with other nondominant older 
adult populations, in that a lifetime of challenges may increase resilience 
that can be helpful as people age.

The strengths of diverse communities can be used by gerontological social 
workers to assist clients. In fact, people from nondominant groups who have 
fully assimilated into mainstream culture tend to return to their cultural and 
ethnic roots as they get older (Hooyman & Kiyak, 2011). This makes it even 
more critical for social workers to recognize and use cultural strengths.

Table 8.1 Projected Increase of People in the United States over 
Age 65 from 2015 to 2060

2015 Percentage (%) 2060 Percentage (%)
Indigenous 1.5 1.8

Asian 5 8

Latino 18 31

African American 13 15

White 62 43

Multiracial 2.5 6

Source: US Census Bureau (2012b).
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Critical Public Policies    LO 4  

The Social Security Act of 1935 was the first major legislation that included 
programs to aid older adults. (The development of this legislation is discussed 
in Chapter 2.) Old Age, Survivors, and Disability Insurance (OASDI) is the so-
cial insurance program that most people refer to as Social Security. Simply put, 
all working Americans pay taxes into the system during their working years, 
and they and eligible family members receive monthly benefits on retirement 
or in the event of long-term disability.

The average Social Security benefit for a retired worker in 2016 was about 
$1,341 per month (SSA Office of Policy, 2016). The benefits of Social Security 
are not shared equally across all populations of older adults. Many low-wage 
workers receive benefits that are not high enough to pull them out of poverty. 
Unmarried women, Latinos, and African Americans are the most likely groups 
to receive below-poverty-level benefits in part because of lower earnings 
throughout their working lives (Favreault, Mermin, Seuerle, & Murphy, 2007). 
Social Security was never intended to be a retired person’s only source of in-
come, but rather to supplement pension funds and savings. However, many 
older Americans do not have other sources of income. Only about half of mar-
ried couples and less than one-third of women living alone receive pension or 
annuity income (Reno & Lavery, 2007). Social Security benefits play an  
important role in keeping people who are older out of poverty. More than  
22 million older adults stay above the poverty line due to their Social Security 
benefits (Romig & Sherman, 2016). Although 8 percent of Social Security ben-
eficiaries lived below the poverty line in 2016, without benefits the rate would 
have been 41 percent, almost five times greater. The majority of older people 
lifted from poverty due to Social Security benefits are women.

The original legislation did not include medical coverage. In 1950, Pres-
ident Truman signed an amendment to the Social Security Act that provided 
financial help to states for some health care costs of needy older adults. In 
1965, this amendment grew into Medicare and Medicaid. The basic health 
insurance program for all people 65 and over is Medicare, a universal, feder-
ally funded, compulsory health insurance program for older people. Medicare 
covers basic health services, but does not cover nursing home care costs over 
100 days or prescription drugs.

Medicare has four parts: Hospital insurance (Part A) helps pay for inpa-
tient hospital care and certain follow-up services; medical insurance (Part B) 
is optional, with a monthly premium, and pays for up to 80 percent of al-
lowable doctors’ services, outpatient hospital care, and other medical services. 
Medicare Advantage (Part C) provides an expanded set of options for the de-
livery of health care, typically coordinated care plans through HMOs or PPOs 
(which are described in more detail in Chapter 9). Prescription drugs (Part D) 
provides subsidized access to prescription drug insurance. Part D is also op-
tional, with the enrollee paying a premium.

Medicaid is a jointly funded (federal and state), needs-based health insur-
ance program for individuals and families whose incomes and assets fall be-
neath a set amount. Medicaid covers hospital inpatient care, doctors’ services, 
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skilled nursing facility care, home health services, pharmacy services, mental 
health services, and long-term and short-term nursing home costs.

In 1974, the Social Security Act was amended to include Supplemental 
Security Income (SSI). This program includes cash assistance to people who 
are poor and elderly or poor with disabilities. The average monthly benefit for 
those over 65 years is $430 (Social Security Administration Office of Policy, 
2016, but the amount an older person receives depends on other income and 
where the person lives. Some states add money to the basic SSI rate. However, 
in most states, SSI benefits are only 75 percent of the poverty level.

The Social Services Block Grant program provides federal funds for adult 
foster care and day care programs, as well as for home meals and other social 
services primarily for SSI recipients. The Older Americans Act (OAA) of 1965, 
which has been reauthorized several times, also funds social services like se-
nior centers and nutrition programs.

Women, the primary caregivers in our society, pressed hard for passage of 
the Family and Medical Leave Act (FMLA) of 1993. The FMLA allows women and 
men time off from work to care for dependent parents and newborn children. 
The act requires covered employers to grant eligible employees up to 12 weeks 
of unpaid leave during any 12-month period for the birth of a child, adop-
tion of a child, or placement of a foster child; or to care for a spouse, child, 
or parent with a serious health condition. As a result of this legislation, adult 
children can take unpaid leave to care for ailing parents, with a guarantee that 
they will not lose their jobs.

Gerontological social workers need to be aggressive advocates for elder 
care programs. However, the inevitability of funding cutbacks requires social 
workers to explore new, innovative approaches to home health care. The trend 
is for family members to provide care in their own homes or in the homes 
of the elderly. To make this work, family members and caregivers need tech-
nological and medical support and plenty of respite. The concerns of family 
caregivers and caregiver stress are discussed later in the chapter.

The Roles of Social Workers

The general roles of gerontological social workers include direct practice, pro-
gram planning, and administration in numerous settings. Although geronto-
logical social workers draw on the skills presented in Chapter 6, there are also 
specialized techniques and approaches to working with older people.

Current Practice Interventions

Case management services are the treatment method of choice for older clients 
who live in the community and need ongoing care. The first step is to com-
plete a psychosocial needs assessment. Once Ms. Curtis’s multiple strengths 
and needs are identified, her case manager will plan the appropriate interven-
tions. The social worker would link Ms. Curtis with appropriate community 
resources, such as transportation services, household care assistance, adaptive 

67046_ch08_ptg01.indd   237 1/26/18   10:57 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



238    CHAPTER 8

equipment providers, and medical specialists. The social worker would also try 
to help Ms. Curtis and her daughter reestablish communication and begin to 
rebuild their relationship. While providing concrete case management services, 
the social worker will help Ms. Curtis process issues of dependency, loss, and 
loneliness (Cox, Green, Hobart, & Jang, 2007).EP 6b

CASE EXAMPLE
Ida Curtis is 86 years old and lives alone. At one time, Ms. Curtis was 
independent. She was a secretary in a law firm for many years. She has 
one daughter, but they have not spoken in five years. Ms. Curtis has dia-
betes and lingering debilitating effects from a stroke a year ago. A home 
health care nurse visits once a week to medically assess her and fill 
insulin syringes. Ms. Curtis recently lost her driver’s license because her 
eyesight is failing due to diabetes. She is devastated by the loss of her 
independence and is growing increasingly bitter and angry. The home 
health care nurse has made a referral to her agency’s social worker.

Case management is the primary tool in social service agencies that help 
people who are older, like Ida Curtis, remain in their homes. It is also the 
primary tool used by social workers who work in long-term care facilities or 
nursing homes. Long-term care (LTC) is a set of health and social services (diag-
nostic, preventative, therapeutic, and rehabilitative) delivered over a sustained 
period of time at home or in a medical or nursing facility. The goals of case 
management include ensuring that services are appropriate to the needs of 
the client, improving client access to the continuum of long-term care ser-
vices, supporting caregivers with counseling and information, and serving as 
a bridge between institutional and community-based care services (Parker & 
Thorsland, 2007).

Kaye (2005) identified numerous skill sets that are helpful ways to inter-
vene with aging clients. These approaches emphasize the concept of produc-
tive aging, which builds on the strength-based orientation to social work 
practice. These skill sets include using empowerment strategies, knowledge of 
both traditional and nontraditional community resources, preventive out-
reach, and use of programs that are oriented toward productive aging. Such a 
strengths-based focus reflects healthy and productive aging as an expected part 
of our lives. New challenges arise as more people age. The need to identify 
community-based services that can help address the mental health needs of 
older persons has emerged as a critical part of gerontological social work prac-
tice (Rowan, Faul, Birkenmeir, & Damron-Rodriguez 2011).

Group work is also an effective intervention with clients who are older. 
Toseland (1995) developed a typology of five groups for older adults:  
(1) support groups; (2) therapy groups; (3) social, recreational, and educa-
tional groups; (4) service and advocacy groups; and (5) family caregiving 
groups. The focus of a therapy or support group may be reminiscence, whereas 
the focus of a social or recreational group for adults with dementia may be 
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orientation to day and time of year. Social workers who facilitate groups  
for elderly clients may use talk therapy, physical exercise, and sing-alongs, 
among other techniques (MacKenzie & Beck, 1996). Many basic needs of 
older people, including status, identity, love, affection, usefulness, and growth 
through learning, can be met through group interaction (Ebenstein, 2007).

A social worker who serves older clients must be prepared to work as part 
of a multidisciplinary team that can include psychiatrists, doctors, nurses, 
physical therapists, occupational therapists, and dieticians or nutritionists. 
Multidisciplinary teams can be found in adult day care programs, nursing 
homes, home health agencies, and geriatric units in veterans’ hospitals.  
The team members work together to develop and formalize an individual  
care plan. Most commonly, the social worker is the principal liaison among 
team members, other staff, and the caregivers or family members (Donald & 
Brown, 2003).

The varied roles of gerontological social workers include case manager, 
group facilitator, advocate, and therapist. Social work practice with the elderly 
is challenging. It requires exploring and articulating one’s own ageist attitudes 
and fears, as well as a commitment to master the necessary knowledge and 
skills.

Older People at Risk

Women who are older; African American, Latino, and indigenous older peo-
ple; older persons living alone; the oldest-old; and older people in rural ar-
eas are at increased risk in our society. Older people like Mary Yazzie, Leon 
Coles, and Emilia Gonzalez are more likely to live in poverty, have early 
onset of chronic health problems, and have shorter life expectancies than 
other Americans. Many factors account for the vulnerability of Mrs. Yazzie, 
Mr. Coles, and Mrs. Gonzalez. Lifelong race and gender discrimination exac-
erbate the difficulties of growing older. Racism and discrimination in hiring 
and promotion cause unemployment and underemployment, which result 
in lack of pensions and lower Social Security benefits. Living in prolonged 
poverty, language barriers, the stigma associated with needing help, geo-
graphic distance and transportation problems, lack of knowledge of services, 
and underutilization of available services also account for the vulnerability 
of people who are older.

EP 5a

CASE EXAMPLE
Mary Yazzie is 65 years old. She lives in a small hogan on a Navajo reservation 
with her daughter and two grandchildren. Mrs. Yazzie has had diabetes since 
she was 50. She rarely receives professional health care because the nearest 
doctor is 120 miles away. Her insulin injections are irregular, at best. As a re-
sult, Mrs. Yazzie’s kidneys are beginning to fail. To stay alive, Mary Yazzie needs 
regular access to a kidney dialysis machine.
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Although more women than men are in the young-old, old-old, and 
oldest-old age categories, they have only recently been included in research 
and political dialogue. The 1981 White House Conference on Aging was the 
first forum to address the concerns of women who are older and to look at 
breast cancer, osteoporosis, and the effects of hormone replacement therapy. 
The long-term effects of gender discrimination are not yet fully understood. 
In a society that celebrates women for their beauty and their ability to give 
birth, little value is placed on older women. Being female and being older can 
combine to cause challenges for women in terms of mental health issues, in-
cluding rendering them invisible in the mental health system or being seen as 
mental health problems (Fawcett & Reynolds, 2009).

The major sources of income for people who are older include Social  
Security, Supplemental Security Income (SSI), income from property and 
other assets, public and private pensions, earnings, and public assistance. 
In large part because of the social security safety net, the majority of older  
people have adequate income and the extent of poverty is lower than among 
the rest of the population. Table 8.2 identifies the percentage of various groups 
of people who live in poverty.

Gerontological social workers need to advocate for services located in the 
racial or ethnic communities of people who are older. These services should 
be culturally appropriate; for example, nutrition programs should use local 
foods. It is preferable for the social worker and the staff to be bicultural or bi-
lingual. Communities that are predominantly Latino should have pertinent 

CASE EXAMPLE
Leon Coles is 70. He is African American. Mr. Coles worked all his life until  
he had a stroke. His jobs varied, but he always earned just a little more than 
the minimum wage. As a result, he receives minimal Social Security benefits.  
The stroke has severely limited his mobility. Mr. Coles lives with his wife, 
Louise; their daughter; and three teenage grandchildren. Louise Coles is 
in relatively good health and spends most of her time caring for Leon. The 
daughter works full-time as a legal secretary. Her salary feeds and clothes the 
family, but there is nothing left for her father’s long-term health care needs. 
The family is just hanging on.

CASE EXAMPLE
Emilia Gonzalez is 85 years old and lives alone. She speaks little English. Her 
husband, who is deceased, was a migrant farm worker most of his life and 
never received Social Security or had other pension coverage. Mrs. Gonzalez 
also worked in farm fields and was exposed to harmful pesticides. She has 
been diagnosed with uterine cancer, which was advanced by the time she 
could get access to a doctor. The prognosis is poor. Mrs. Gonzalez has no 
monetary resources; she relies on Medicaid to pay for her health care.
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social service and elder care information in Spanish as well as in English. All 
communities should be encouraged to determine how to deliver services so 
that they best fit the needs of residents. Outreach services are particularly criti-
cal to ensure delivery and implementation of social services for older people 
in nondominant communities.

Values and Ethical Issues    LO 5  

Gerontological social workers encounter difficult professional situations that 
have profound ethical aspects. Among the most difficult is the question of 
whether physician-assisted suicide is carefully controlled compassion for pa-
tients with painful, terminal illnesses or physician-initiated murder.

Dr. Jack Kevorkian of Michigan was well known for his efforts in the area 
of physician-assisted suicide. Prior to 1998, Dr. Kevorkian participated only in 
passive euthanasia, the intentional termination of one’s own life with means 
provided by another person, such as a doctor. In other words, the patient com-
mits suicide by taking a lethal dose of medication or using some other means 
obtained from another person. Dr. Kevorkian was arrested two times for pro-
viding means of death in cases of passive euthanasia.

Kevorkian’s third arrest took place in 1998, and it concerned a case of 
active euthanasia. In such cases, the doctor actually administers the lethal in-
jection or actively causes death in some other manner. Kevorkian injected a 
lethal dose of drugs into a patient with Lou Gehrig’s disease. He was convicted 
of second-degree murder and of delivering a controlled substance without a 
license, and was sentenced to 10 to 25 years in prison. His appeal and request 
for a new trial were denied by the Michigan Court of Appeals in November 
2001. He was released from jail in June 2007.

Active euthanasia is outlawed by the federal government. However,  
assisted suicide has received significant support. The majority (68%) of the 
US public favors permitting doctors to assist in the suicide of terminally ill 
patients (Dugan, 2015). However, only five states—California, Montana,  
Oregon, Vermont, and Washington—and the District of Columbia have  
legalized physician-assisted suicide. Oregon voters approved the Death with 
Dignity Act in 1994 and reaffirmed it in 1997 (60% of voters supported it). 
Washington passed its Death with Dignity Act in 2008. In 2009, state courts 
ruled it legal in Montana, and in 2013 Vermont passed end-of-life choices 

EP 2.1.5b

Table 8.2 Percentage of Older People Who Live in Poverty—2015

Asian and Pacific Islander  14.7%

Latino 18.1%

Indigenous People 45.0%

African American 19.2%

White    7.8%

Source: U. S. Census Bureau, 2016.
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legislation. Most recently, in 2016, California passed its End of Life Option 
Act. The laws permit doctors to prescribe, but not administer, lethal doses of 
medication. There are several built-in safeguards in these laws. For example, 
the patient must ask for the lethal prescription several times over a period 
of 15 days; two doctors must certify that the patient has six months or less 
to live; and the patient must be of sound mind. Since 1994, 596 Oregonian 
patients received the lethal prescriptions from doctors, and 255 have received 
the prescriptions in Washington since 2009. The majority had cancer as their 
underlying terminal diagnosis (Loggers et al., 2013). A study investigating the 
first 10 years in Oregon found no correlation between elderly, poor, or mi-
norities and likeliness or pressure to use the lethal medication. In fact, people 
with AIDS were the only group with a heightened use of physician-assisted 
suicide (Levine, 2007). More recent research in Washington found no differ-
ence between those involved in the program and the broader state population 
(Loggers et al., 2013). Because of the steps involved in securing a prescription, 
social workers can play a key role in helping patients and their families decide 
whether to pursue this option.

Initially, physician-assisted suicides met with federal resistance. In 1999, 
Republicans in Congress, led by Senator John Ashcroft, attempted and failed 
to pass federal legislation to sanction doctors who participated in assisted sui-
cides, which in effect would have nullified Oregon’s Death with Dignity law. 
In November 2001, undaunted by public opinion and the failure of previous 
efforts to nullify the Oregon law, Ashcroft, who was attorney general at the 
time, announced that the Justice Department would use the federal Controlled 
Substance Act (CSA) against Oregon physicians who helped patients commit 
suicide by prescribing lethal doses of medication. The CSA was originally de-
signed to address drug abuse and drug trafficking. Ashcroft’s ruling would 
have made it possible for the Drug Enforcement Administration to revoke 
the prescription-writing privileges of any Oregon doctor who prescribed a le-
thal dose of medication. In addition, criminal charges could be filed against 
such doctors. In 2002, a federal judge in Oregon ruled that the attorney gen-
eral lacked the authority to decide what “constitutes the legitimate practice 
of medicine” in Oregon. In the meantime, Oregon’s and Washington’s Death 
with Dignity Acts stand, with the addition of Montana and Vermont programs 
(see Box 8.3). The official position of the American Geriatrics Society regard-
ing physician-assisted suicide and voluntary active euthanasia states:

For a patient whose quality of life and expected lifespan have become  
so limited that he/she does not wish to prolong his/her life, the standard  
of care should be aggressive palliation of suffering and enhancement of  
opportunities for a meaningful life, not intentional termination of life. . . . 
At the request of the patient and family, and subject to appropriate ethics 
committee review, it is ethically acceptable for a physician to administer a 
treatment or to withdraw treatment from such a patient, for the purpose  
of relieving the patient’s pain and improving the patient’s comfort, knowing  
that this plan of care may have the unintended effect of shortening the  
patient’s life span. (American Geriatrics Society, 2010, policy 34)
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The recognition of current effective palliative care interventions and the 
concern about patient coercion were other critical aspects in the decision of 
the ethics committee not to endorse further changes in the law.

Gerontological social workers need to be aware of all the legal and ethi-
cal issues surrounding physician-assisted suicide and to recognize their own 
feelings so as to avoid imposing their values on clients (see Boxes 8.4 and 8.5). 
A growing number of health care facilities have developed committees to deal 
with ethical concerns. These committees generally consist of doctors, clergy, 
social workers, care providers, lawyers, and family representatives. In hospitals, 
nursing homes, and hospices, ethics committees often have the responsibility 
of deciding whether life-sustaining treatment should be withdrawn from in-
capacitated patients. Social workers should encourage elderly clients to have a 
full discussion with their doctor, family, and friends about their wishes should 

Committing suicide or attempting to commit suicide is not a 
crime, but helping another person commit suicide is a crime. 
Should a person who is terminally ill and in severe physical 
pain and who directly requests help committing suicide be 
allowed to receive assistance in ending his or her life?

No
Among the people who answer no are many pro-life 
groups and some groups that advocate for the 
rights of people with disabilities and people who are 
older. The pro-life groups argue that euthanasia, 
whether passive or active, is a rejection of God’s 
sovereignty. Rights groups of older people or of peo-
ple with disabilities fear that legalized euthanasia 
may lead to involuntary euthanasia (of patients who 

do not request assistance in dying) and the killing of 
anyone who may be deemed a burden to society.

Yes
People who support passive euthanasia or active 
euthanasia argue that the government should not 
deny people the right to die on their own terms. 
In many cases medications have proven to be 
inadequate in controlling pain and maintaining 
quality of life, and ending one’s life seems to be 
the only relief possible. The vast majority of those 
who favor physician-assisted suicide agree that 
euthanasia should be tightly controlled and should 
apply only to patients who have less than six 
months to live.

Box 8.3 Point of View

Jane Smith, age 69, is a retired schoolteacher who has 
suffered from bone cancer for six years. She is in constant 
pain and has bedsores, nausea, and impaired vision. Ms. 
Smith is in the terminal phase of her illness.

Orlando Cruz, also age 69, suffers from emphysema. 
He is connected to an oxygen tank. Mr. Cruz often feels 
that he is being suffocated. He takes morphine regularly to 
calm panic attacks. Mr. Cruz is in the terminal phase of his 
disease.

Should Jane Smith and Orlando Cruz be allowed to end 
their lives through physician-assisted suicide?

What role would a social worker play in the lives of 
Ms. Smith and Mr. Cruz? If Ms. Smith and Mr. Cruz asked 
you to help them locate a doctor who might assist them in 
committing suicide, what would you say or do?

Self-determination is one of the core values of social 
work practice. However, self-determination is limited 
in cases of harm to self and others. Are people who 
want to utilize a lethal dose of medication provided by 
a physician doing harm to themselves? Are physicians 
who provide lethal-dose prescriptions doing harm to 
patients?

Box 8.4 What Do You Think?
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they become incapacitated. They should also encourage clients to have a living 
will that outlines their health care choices. A living will is a formal statement 
written and signed while a person is mentally competent that specifies how 
the person wishes to have his or her own death handled in the event that the 
person cannot participate in the decision making. Another arrangement that 
can be handled prior to the need is an advance directive. An advance directive  
is also a formal written statement that outlines the medical options and pro-
cedures a person may or may not want to prolong life. This document is used 
when the person cannot participate in the decision making due to his or her 
physical condition. Both these documents can help family and friends to 
honor a person’s wishes when it is impossible to ask. However, this requires 
prior planning about end-of-life events, and it can be difficult for people to 
face this planning. Social workers can help facilitate this process.

Assisted suicide is not the only ethical dilemma gerontological social 
workers face. Other ethical challenges occur due to lack of adequate funding 
for health care. Concern about the possibility of new epidemics or pandem-
ics has prompted policy conversations about who should receive vaccines if 
there is a limited supply available. Some experts believe that if there were 
bird flu pandemic, there would only be enough vaccine available to protect 
10 percent of the US population. There is general agreement that essential  
health care workers should be among the first to receive that vaccine.  
Government policy has generally been that those most at risk of dying from 
the disease should be next in line to receive the vaccine. This group has  
included older people. However, some ethicists argue that people between 
the ages of 13 and 40 should be the high-priority group for the vaccine  
instead (Emanuel & Wertheimer, 2006). Rather than placing an emphasis on 
reducing the death rate of the most vulnerable, these ethicists argue that it 
is better to protect those who will be most productive and have yet to live 
most of their lives. For example, this debate emerged when there were limited  
supplies of swine flu vaccine available in 2009. Health officials at the  
Centers for Disease Control decided that priority for the vaccine be given to 
pregnant women, those who care for infants, health care workers, children  
and teenagers, college students, and anyone under age 64 with medical  
conditions (Stark & Barrett, 2009). Older adults were left off this list. Health 
concerns can change over time. Social workers should be involved in the  
discussion about how age and other factors should be considered when  
trying to allocate scarce resources.

Critical Issues and Emerging Concerns

The costs of medications, elder abuse and neglect, an increase in the incidence 
of Alzheimer’s disease and dementia, the mental health of older people, and 
the growing number of children serving as caregivers for aging parents are 
some of the critical issues facing gerontological social workers in the twen-
ty-first century. The costs, both financial and emotional, to the families and 
individuals affected by these critical issues can be staggering.

EP 1a
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Medicare Drug Prescription Benefit and the Affordable Care Act

In 2002, Carol McMahon faced the same problem millions of older people 
faced each month: “How do I pay for my prescription drugs?” Mrs. McMahon 
was taking seven different prescription drugs at a monthly cost of $513. The 
drugs were covered by her husband’s retirement package, but the company 
then ended coverage for over 80,000 retirees (McKay & Gaynor, 2002). Like 
millions of other older Americans, Mrs. McMahon was scrambling to find a 
way to pay for her medications.

At the time, Medicare, the primary source of health benefits for older peo-
ple, did not cover prescription drugs, even though they are the central com-
ponent of much modern medical care. Private insurance policies that offered 
prescription drug coverage proved to be inadequate and unreliable for most 
seniors. Some older Americans prefer to buy their prescription drugs from 
Canada via the Internet. Because of cost-containment policies, prescription 
drugs cost 30 to 40 percent less in Canada than in the United States. Other 
seniors travel to Mexico, where medications are also less expensive. Some have 
even moved to states that border Canada or Mexico so that they can make reg-
ular excursions across the border. The irony is that many of the drugs sold in 
Mexico and some in Canada are manufactured in the United States or by US 
pharmaceutical companies.

As described earlier in the chapter, in 2003, Congress and then Presi-
dent George W. Bush agreed on a plan to include coverage for prescription  
medication under the Medicare program. The Medicare Prescription  
Drug, Improvement, and Modernization Act (MMA) of 2003 is the largest 
expansion of benefits since the inception of the Medicare program. Among 
the growing concerns previously discussed, there was also concern that the 
program would be very costly, estimated to top $635 billion for the first  
10 years (Congressional Budget Office, 2008).

One of the most costly problems for seniors in the MMA is known as the 
“donut hole.” People on Medicare who spend between $2,830 and $6,440 on 
prescription drugs in a single year were left to pay all of this cost on their own. 
The Patient Protection and Affordable Care Act [P.L. 111–148], which will be 
discussed in detail in the next chapter, was enacted in 2010. This legislation 
closes the “donut hole” a little at a time each year until 2020. For example, in 
2010, people on Medicare who spent more than $2,830 on prescription drugs 

You are working in an assisted living facility for older 
adults. You notice a pattern that as the residents need 
more help from the staff, which costs the facility more 
money, the top administration puts pressure on you and 
the other social worker to recommend these residents be 
transferred to a facility that provides more comprehensive 
skilled nursing care. It seems clear to you that many of the 

residents do not yet need to be in a skilled nursing facility. 
You speak to your supervisor, telling him that you believe 
the facility wants to transfer out the most costly residents 
to save money, even if it is not in the best interest of the 
residents. He confirms that this is happening, but tells you 
it is necessary to keep the facility open and for all of you to 
keep your jobs. What should you do?

Box 8.5 Ethical Practice...High Cost of Care
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began receiving rebate checks of up to $250 from the federal government  
(Pepitone, 2010). Each year the rebate is expected to increase and eventually, 
by 2020, there will be no “donut hole.” Although it remains to be seen 
whether the changes made in 2010 will substantially cut the cost of health care 
over time, early indications are that it has addressed some of the problems 
with health care services for the elderly, such as the cost of prescription drugs.

Elder Abuse and Neglect    LO 6  

EP 5a

CASE EXAMPLE
The son of a family friend, who was caring for a 70-year-old man with dementia, 
was indicted in Oregon for theft and criminal mistreatment. The 44-year-old  
former school board member spent more than $50,000 of the older man’s 
money on vacations, online entertainment, and a home remodel, while medical 
and other bills went unpaid (Woolington, 2010). In Flint, Michigan, Katherine 
Mukdsi died in her home, which the county sheriff likened to a “death camp.”  
Ms. Mukdsi’s son was responsible for her care and had confined his mother to 
the living room couch for eight months. Katherine Mukdsi weighed just  
63 pounds when she died (Morrison, 2009).

The incidence of elder abuse is not known. Definitions of abuse are varied; 
state-by-state statistics are not consistent; and there is no comprehensive  
national data collected, but research suggests that 1 out of 10 older people may 
have been injured, exploited, or mistreated by someone he or she depends  
on for care, and that only one in five cases of elder abuse is ever reported  
(National Center on Elder Abuse, 2014). Not unlike spousal abuse prior to the 
1980s, elder abuse is a hidden and underreported crime. Social workers have 
referred to it as the secret national crisis (Beaucar, 2000). Older victims often 
do not report abuse or neglect because they fear that the abuser will abandon 
or institutionalize them.

Elder abuse can take many forms. Physical abuse is the willful infliction of 
injury, forced confinement, or cruel punishment. Sexual abuse is nonconsen-
sual sexual contact of any kind. Emotional abuse is humiliation, harassment, 
or social isolation of an older person. Neglect is the withholding of basic  
necessities such as food or medical attention. Financial exploitation is stealing, 
withholding, or mismanaging money that belongs to an older person. Self- 
neglect is the failure to provide for one’s self or the failure to avoid physical 
harm or mental anguish. It may be a side effect of dementia, depression, or 
physical disability.

In most states, elder abuse is reported to the police or to Adult Protective 
Services (APS). Any elderly person who is a victim of abuse or exploitation 
is eligible for APS services. An APS social worker investigates allegations and 
can provide or refer the victim to appropriate services, including emergency 
shelter, transportation, meals, medical or mental health services, home health 
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services, or help with budgeting and financial management. Many states 
also utilize an ombudsman to investigate complaints in nursing homes and 
care homes in the community. According to the National Long Term Care  
Ombudsman Resource Center, an ombudsman is an advocate for residents of 
nursing homes, board and care homes, and assisted living facilities. In 2011, 
state long-term care ombudsman programs nationally worked to resolve more 
than 200,000 complaints of abuse, gross neglect, and exploitation on behalf 
of nursing home and board and care residents. The most common form of 
abuse found was physical abuse (Administration on Aging, 2015).

Older people who are abused or neglected are three times more likely to 
die from heart disease, cancer, lung disease, and accidental injuries than those 
who are not abused. They are also more likely to commit suicide. The typi-
cal victim is female, socially isolated, dependent, and frail. More women than 
men are victims, mainly because women live longer. The female victim often 
lives with her abuser (National Center on Elder Abuse, 2014).

The perpetrator is usually a family member; perhaps a spouse, more typ-
ically an adult son or daughter. Other perpetrators include trusted adults and 
institutional caregivers (nurse’s aides, nurses, and attendants). Some perpetra-
tors have money problems; personal problems, such as alcoholism or emo-
tional impairment; or a history of using violence to address family problems. 
In other cases, the family member is financially and emotionally exhausted 
from caregiving responsibilities and acts in ways he or she normally would 
not (National Center on Elder Abuse, 2014). The vulnerability of the victim, 
stress on the caregiver, and long-term economic hardship often combine to 
create a high-risk scenario for abuse. Victims are often isolated by the caregiver 
and are not aware of community resources that can help.

Gerontological social workers educate the general public, police, phy-
sicians, hospital and health care staff, and ambulance attendants about 
elder abuse and neglect. Skills often include how to recognize the signs of 
elder abuse and how to report it. In addition, employees of banks and other  
financial institutions need to be trained to identify and report incidents of 
financial exploitation. Social workers supported the Clinton administration’s 
efforts to mandate state spot checks of nursing homes and stiffer penalties for 
noncompliance with standards (Beaucar, 2000). Spot checks are now done in 
most states, but many states still do not have mandatory fines for noncompli-
ance. At the same time, states must provide money to hire more qualified staff 
to help prevent abuse and neglect. Social workers also supported the Elder  
Justice Act, originally authored by Senators Orrin Hatch (UT–Republican) and 
John Breaux (LA–Democrat) and first introduced in 2003. The legislation was 
intended to combat elder abuse at the federal level by establishing the Elder 
Justice Center within the Administration on Aging Office. In 2010, the act was 
passed as part of the Affordable Care Act. This effort provides federal resources 
to prevent and better understand elder abuse. Overall, gerontological social 
workers explain and promote the rights of people who are older and empower 
victims of abuse or neglect by helping them take control of their lives as much 
as possible (see Box 8.6).
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Myrtle Susens was an 87-year-old Caucasian female 
who came to our skilled nursing facility when Jessica, her 
36-year-old granddaughter, could no longer care for her. 
Mrs. Susens was alert but didn’t speak at all. She occa-
sionally looked in my direction. She had senile dementia, 
Alzheimer’s type, and a heart condition that required med-
ication twice a day. Mrs. Susens used a wheelchair that 
she was unable to propel. She did not have the strength to 
transfer herself from her chair to her bed, and it took two 
nursing assistants to move her. Mrs. Susens appeared to 
be comfortable sitting in the wheelchair during the intake 
process. Staff reported that she lay in the same position 
while in bed. They requested immediate orders to turn her 
on a regular schedule to avoid ulcers. Blood tests ordered 
by the facility physician showed that Mrs. Susens was 
dehydrated and had unusual levels of barbiturates in her 
blood.

By the time Mrs. Susens had been in the facility for 
three weeks, she had gone from a catatonic state to 
talking in single-word answers, following us around the 
room with her eyes, and requiring only one person to 
transfer her from her bed into her wheelchair. At this point, 
Jessica took her home, claiming that she and her husband 
could not afford to pay for her grandmother to stay at the 
facility. Five days later, Jessica brought Mrs. Susens back 
and said that she simply could not take care of her.

Mrs. Susens again stayed with us for three weeks. This 
time she could talk in short sentences, indicate what she 
wanted, transfer herself to her wheelchair and back into 
bed with a minimum of assistance, and even take several 
steps with the therapist’s help. Again, Jessica took her 
home for five days. By this time, I was seeing the pattern. 
The family was taking their grandmother home at the end 
of every month in order to continue to collect her Social 
Security check, which she would fingerprint so they could 
cash it. Then they brought her back to us.

Knowing that Mrs. Susens had no assets, I had applied 
for state assistance when she first came in. Long-term 
state assistance is a great program for indigent seniors, 
but it takes about three months for the paperwork to be 
processed and go into effect. Many nursing facilities will 
not accept residents like Mrs. Susens, who are pending 
state assistance approval because of the delay in payment. 

She was already a patient with us, so we could keep her 
even if Jessica stopped paying.

At the time of the third discharge, I thought we 
might not get Mrs. Susens back. She was walking short 
distances with a walker, feeding herself, talking in short 
sentences, and participating in activities in the facility. 
She smiled and laughed, and she loved going to therapy 
and walking. She had gained weight and was eating solid 
food. Jessica and her husband seemed pleased with the 
progress their grandmother had made, and they said they 
felt confident that she could be alone for short periods of 
time. I arranged for additional home health care services 
to assist them with the adjustment and to make sure Mrs. 
Susens was safe.

Ten days later, Mrs. Susens was brought back. She 
was catatonic again and was sitting in her wheelchair, 
making little whining noises. She was dressed in a floor-
length gown, even though it was July. Jessica said she 
would not remove her grandmother again. She provided no 
information about what happened or why Mrs. Susens was 
in this condition.

In their initial examination, the nurses discovered that 
Mrs. Susens was bruised from head to toe. Heavy makeup 
hid her black eyes and the bruises on her face. She was 
immediately hospitalized, where it was determined that 
she had two broken ribs, a concussion, and multiple 
abrasions and skin tears. She had been left in a diaper and 
not bathed for the full 10 days she had been gone. Mrs. 
Susens had been given an excessive dose of Valium before 
being brought to our facility, and she slipped into a coma 
in the hospital.

My next step was to call the police and Adult Protective 
Services. It took a number of days to locate the family. 
We later found out they had left town, with Mrs. Susens’s 
Social Security check.

Mrs. Susens came back to our facility under a court 
order, which included an order of protection so that the 
family could not take her out again. I reported the case to 
the state long-term assistance office, which can speed 
up the process for eligibility in emergency situations. My 
purpose in doing this was not to see that our bill got paid, 
but rather to make sure that Mrs. Susens’s Social Security 
check would go to the state instead of her family.

Quality of Life  Susan Appel-Brewer, MSW

Box 8.6 From the Field

(continued )
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Alzheimer’s Disease and Dementia

Mrs. Susens remained in our facility for another six 
months. When she got better and could talk, she told me 
about Margaret, a daughter who lived in Boston. Margaret 
had been led to believe that Mrs. Susens’s care was 
being provided by Jessica, who was Margaret’s niece. 
Margaret was living on her own Social Security and had 
very little money, but when she found out what was going 
on, she scraped enough money together to fly to our area 
so that she could move her mother to Boston. The state 
ombudsperson provided us with a paid hotel room for 
Margaret’s visit, given by an anonymous donor, and with 
transportation. The Area Agency on Aging provided money 
for meals and for a suitcase for Mrs. Susens’s things.  
The staff donated money to buy Mrs. Susens a plane 
ticket to Boston.

I worked through a nursing facility in Boston to set up 
home health care for Mrs. Susens in Boston. She received 
meals on wheels from a local hospital, and a “friendly 

visitor” from one of the local senior centers came once a 
week as well. For several months, I called about once a 
week to see how Mrs. Susens was doing. She talked about 
all of the things she was getting to do, like going for rides 
in the car and walks in the rain. She was eating, gaining 
weight, and walking, and seemed to have adjusted well to 
her new environment.

Then Margaret called me. She had been reading the 
Bible to Mrs. Susens, which she did every night before 
bedtime, and when she had finished a passage, she looked 
up to find that her mother had quietly passed away.

Although working with the elderly seems morbid and 
depressing to some, I love it. If you can make even a small 
difference in someone’s life in his or her elder years, you 
have been successful. We can’t stop the onset of age or 
the coming of death; these are a part of life. But we can 
enhance the quality of the years a person has left, which is 
what I believe we did for Mrs. Susens.

Box 8.6 (continued)

CASE EXAMPLE
An older man tells his story: “My wife was diagnosed with Alzheimer’s dis-
ease. All of our dreams for our retirement years have come to an end. I take 
care of her now. I rarely leave the house, and when I do, I cannot find a place 
to go where I can forget how much our lives have changed. Sometimes I feel 
guilty because I want to escape from it all.”

Dementia is loss of intellectual and social abilities that is severe enough to 
interfere with daily functioning. It is not a normal part of the aging process. 
Rather, it is caused by an underlying condition or cerebral disease. Alzhei-
mer’s disease is the most common form of dementia and accounts for 60 to  
80 percent of dementias (Alzheimer’s Association, 2013). Symptoms vary  
but generally include impaired memory, thinking, and language abilities,  
along with personality or behavior changes. An estimated 5.2 million  
Americans have Alzheimer’s disease. The cost of care and lost productivity 
due to Alzheimer’s and other types of dementia is estimated at $203 billion 
annually in the United States (Alzheimer’s Association, 2013).

Alzheimer’s is usually diagnosed in people who are in their eighties. Half 
of all people in their nineties have some symptoms of dementia. As more and 
more people survive into their eighties and nineties, as many as 7 million peo-
ple by 2025 and 14 million people by 2050 may be affected by Alzheimer’s. 
There is currently no cure, but early detection and treatment can delay the 
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disease’s most difficult and expensive stages. Drugs can temporarily improve 
mental abilities in patients with mild cases of Alzheimer’s.

On initial referral of a client with Alzheimer’s disease, the social worker 
usually visits the client’s home to establish rapport and make an initial assess-
ment (Adams & McClendon, 2006). Effective interviewing skills are especially 
important. The social worker must strike a balance between focusing on and 
assessing the dependency level of the client and appreciating that the client is 
an adult. Clients with Alzheimer’s disease or another form of dementia func-
tion more on an emotional level than on an intellectual level. Their world is 
often confusing and frightening, and they may display aggressive or disori-
ented behaviors. The social worker should always place these behaviors in the 
appropriate context.

Social workers also provide services for all types of caregivers. Caring for 
someone with Alzheimer’s or dementia can be all consuming. When demen-
tia becomes severe, patients may need constant supervision. As caregivers try 
to balance the demands of work, family, and other relationships, they often 
deal with feelings of guilt, anxiety, frustration, social isolation, anger, and 
depression.

Caregivers are also dealing with their own issues regarding the loss of the 
relationship with their loved one. Spouses and child caregivers must manage 
such personal tasks as bathing, feeding, and dressing the person with Alz-
heimer’s, and come to terms with the change in the relationship. It has been 
found that Alzheimer’s caregivers’ reports of loneliness are linked to greater 
reported depression and relationship deprivation in those caregivers (Beeson, 
Horton-Deutsch, Farran, & Neundorfer, 2000). Research has found that the 
majority of family caregivers of people with Alzheimer’s described their emo-
tional stress as high or very high (Alzheimer’s Association, 2013). It is critical 
that social workers identify and intervene with caregivers in order to enable 
continued wellness and ability to care for their loved one.

Social workers can help caregivers prevent burnout through the use of 
stress management techniques and respite care services. Caregivers need to 
take time for themselves, get plenty of rest, develop a support system that pro-
vides respite and encouragement, and use adult day care and support groups. 
Medicare and most private insurance companies do not cover care for demen-
tia. If the patient has a coexisting medical problem such as pneumonia, Medi-
care may cover up to 150 days in a nursing home. Although Medicaid will pay 
for care for Alzheimer’s disease, to be eligible for Medicaid, the client must 
first exhaust his or her personal savings. Gerontological social workers need 
to advocate for long-term health care coverage for patients and their families.

Mental Health and Depression

Many seniors experience mental health difficulties as they age. Depression 
is the primary emotional disorder among people who are older, affecting 
women at a higher rate than men. Sixteen percent of women age 65 and over 
and 11 percent of men of the same age report clinically relevant depressive 
symptoms (Federal Interagency Forum on Aging-Related Statistics, 2012). 
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Depression becomes more common as individuals begin to experience the 
physical, social, and psychological changes associated with aging. Although it 
can be treated with medications or psychotherapy, many older people refuse 
to seek treatment. Often they believe that they should “pick themselves up” 
rather than seek outside help. They may also be afraid that they will be insti-
tutionalized if they admit they need help. Depression in the elderly is one of 
the most underdiagnosed conditions and impacts health and well-being. This 
is especially true in nursing homes. It is recommended that all residents be 
screened for depression within two weeks of admission and every six months 
thereafter, using such tools as the Geriatric Depression Scale or Beck Depres-
sion Inventory for those without dementia, or the Cornell Scale for Depres-
sion with Dementia for those who are moderately or cognitively impaired 
(American Geriatrics Society and American Association for Geriatric Psychia-
try, 2003). Research suggests that depression dramatically increases mortality 
rates in older adults (Lavretsky et al., 2010).

Other mental health problems that commonly develop among older peo-
ple include anxiety, paranoid disorders, and substance abuse (Kindiak & 
Grieve, 2004). All three are often a result of the social isolation, sense of pow-
erlessness, and progressive sensory decline that many people experience as 
they age (Eisdorfer, Cohen, & Veith, 1980). Mental health problems among 
the elderly are often overlooked or ignored by practitioners. One study of  
35 primary care physicians working in an academic medical center, a managed 
care group, and fee-for-service solo practice found that a typical mental health 
discussion with an elderly patient lasted two minutes, with a wide variation  
in physician methods in providing mental health care (Tai-Seale, McGuire, 
Colenda, Rosen, & Cook, 2007). Social workers can act as liaisons with clients’ 
physicians and other health providers. They can make referrals and use their 
psychosocial assessment skills to help advocate for care and vigilance in iden-
tifying and diagnosing mental health problems in the elderly. It is important 
to maintain a cultural perspective in the practice of psychogeriatrics. For exam-
ple, groups differ in how much information they are willing to disclose. White 
women are more likely than white men and African American women and 
men to readily disclose their thoughts and feelings to a psychogeriatric social 
worker (Harper et al., 2007). Elderly people who are members of nondomi-
nant groups are more likely to avoid therapy, to be reluctant to disclose per-
sonal feelings, and to drop out of treatment. To avoid these problems, the 
social worker must be patient and culturally sensitive. Additionally, older 
adults from certain populations may prefer to receive complementary and al-
ternative medicines instead of or in addition to more traditional therapies 
(Feng, Chiam, Kua, & Ng, 2010). It is important for social workers to under-
stand these needs and wants, and to adapt their treatments accordingly.

Caregivers for Aging Parents

It is estimated that there are 43.5 million people in the United States in any 
given year that are serving as unpaid family caregivers. Of these family care-
givers, about 34 million provide care to someone over the age of 50. The 

EP 2
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majority of these caregivers are women (60%), and many are taking care of 
aging parents and also raising children. The average age of family caregivers 
is 49, though as older people are living longer, many caregivers are well into 
their sixties (National Alliance for Caregiving, 2016a). Trying to balance work 
and caregiving can be very challenging and can have a negative effect on the 
financial well-being and earning power of caregivers. Caregivers spend an av-
erage of 20 hours per week providing care, with people who live with those 
they care for spending more time providing care.

Caregivers experience a variety of challenges. They report being in fair 
or poor health at rates greater than the general population. The longer they 
provide care, the more likely they are to say that caregiving has a negative 
impact on their health (National Alliance for Caregiving, 2016b). They also 
suffer emotionally from caregiving responsibilities. Studies consistently re-
port higher levels of depressive symptoms, stress, and mental health problems 
among caregivers than among their noncaregiving peers (Clark & Diamond, 
2010). It has also been found that social isolation is a particularly unfortunate  
outcome of a prolonged caregiving experience. An expected increase in 
the number of family caregivers is due in part to the baby-boom children  
who are now caring for their older parents. It is also a result of noncovered 
services under Medicare and Medicaid. Research by the National Alliance for 
Caregiving (2016) found that among people providing eldercare, higher levels 
of poor health were reported compared to noncaregivers, and they were less 
likely to take care of their own health needs.

Social workers can educate caregivers about the financial and emotional  
costs of caregiving, especially if they allow their loved one’s illness or dis-
ability to always take first priority. Caregivers need to be encouraged to seek  
support from other caregivers as well as from professionals to help maintain 
a healthy balance in their lives. Asking for help is both a sign of strength 
and an acknowledgment of one’s limitations. Social workers can help  
caregivers identify viable alternatives to caregiving. Social workers need to 
advocate for better support services for family caregivers and resources to 
help clients safely remain in their own homes. (For more information you 
can refer to the NASW [2010] Standards for Social Work Practice with Family 
Caregivers of Older Adults http://www.socialworkers.org/practice/standards 
/NASWFamilyCaregiverStandards.pdf).

When to step in and make decisions for people who are aging is another 
concern that affects caregivers and social workers. People who are older tend 
to be vulnerable to financial scams and can be preyed on by unscrupulous 
financial service providers (see Box 8.7).

Grandparents Caring for Grandchildren

The issue of grandparents serving as the primary caregivers for their grandchil-
dren has begun to receive increased attention. Approximately 2.7 million 
grandparents have primary responsibility for their grandchildren, with more 
than a third 60 years of age or older (US Census Bureau, 2012a). Abuse, ne-
glect, substance abuse, and parental physical and mental illness are primary 
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reasons why grandparents step in as parents. This situation brings up a num-
ber of challenges. Many older adults live on a fixed income. The increased re-
sponsibility of providing for children can put a strain on family budgets. Many 
children coming to live with their grandparents are coming from difficult cir-
cumstances and bring a variety of problems with them. Often, grandparents 
were expecting a quiet retirement and are not emotionally prepared for the 
responsibility of child-rearing they thought was over for them. Additionally, 
health problems tend to increase as people age, making illness a more com-
mon challenge for grandparents. The added responsibility of taking care of 
children may increase stress and health problems for grandparents. Social 
workers can help families find support groups in their area or start them if 
none are available. They can help grandparents access financial resources and 
can lobby for better financial assistance and special service or housing pro-
grams that target grandparents and their grandchildren. Social workers can 
also provide clinical services, such as family therapy, to families who are expe-
riencing challenges, and organize respite care so grandparents can focus on 
caring for themselves as well as their grandchildren.EP 8

Older Americans are the population most likely to be 
the target of financial fraud. Ninety-two-year-old army 
veteran Richard Guthrie’s story is a typical example 
(Duhigg, 2007a). Mr. Guthrie’s name and phone number 
were put on a list by InfoUSA, a company that compiles 
information and sells lists, often to criminals. They 
marketed lists such as the Suffering Seniors list, which 
had the names of 4.7 million older people with cancer 
or Alzheimer’s disease, and the Elderly Opportunity 
Seekers list, containing 3.3 million older people wanting 
or needing to make money. Mr. Guthrie’s name made its 
way onto a list after he entered several sweepstakes. 
Telemarketing criminals repeatedly called Mr. Guthrie 
and eventually encouraged him to reveal his banking 
information. They then proceeded to steal his life savings. 
When interviewed, Mr. Guthrie said, “I loved getting those 
calls. Since my wife passed away, I don’t have many 
people to talk with. I didn’t even know they were stealing 
from me until everything was gone” (p. 1). Robert Pyle is 
another example of an older person who found himself 
without his life savings (Duhigg, 2007b). At age 73, he 
had $500,000 in the bank and owned a home worth 
$650,000. By age 81, he had no savings and no home 
of his own and was living with his stepdaughter. After his 
losses, he sued a mortgage broker and a bank. Mr. Pyle 
acknowledged that he willingly made financial decisions 

that caused him to lose his money and home, but claimed 
that he was not responsible for those decisions because 
he was older and not as sharp as he had been.

Analyzing the Situation
■■ Conduct some research to try to find out why older 

people are more commonly the targets and victims of 
financial fraud.

■■ Do older people need additional protection from financial 
fraud because of their age? If so, who should be respon-
sible for providing that protection?

■■ Should older people have less freedom to make financial 
decisions? Should they have less responsibility for the 
financial decisions they do make, because of their age?

What Can Social Workers Do?
Given your analysis, what can social workers do to help 
protect older people from financial fraud? What can we do 
at the individual and family levels? What could be done at 
the community and policy levels?

What Can You Do?
What one step might you take now, alone or working with 
others, to reduce the risk of financial fraud to older people? 
What are the barriers that might keep you from taking this 
step? What could you do to reduce those barriers?

Box 8.7 Becoming a Change Agent  
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Conclusion

Social workers who choose to focus on people who are older face more daunt-
ing requirements than many of their colleagues. They must master a broad 
spectrum of psychological, sociological, political, and medical topics; nego-
tiate complex and often underfunded systems of government assistance; and 
sometimes support their clients through experiences as difficult as dementia, 
physical decline, abuse, and death.

The care of people who are older has been gaining importance in the 
United States. One reason is the aging of the enormous demographic bulge 
of baby boomers, born in the decade following World War II. The strain on 
the Social Security system is drawing increasing attention from lawmakers and 
the aging population. Biomedical research continues to increase the human 
life span. As the average age in the population increases, gerontological social 
work is likely to gain influence.

Modern Western cultures tend to have an exaggerated focus on youth, as 
compared to traditional cultures in which older people are honored for their 
experience and valued for the example they provide to younger people. Social 
workers who choose to work with the elderly can directly improve the quality 
of life for individuals and also help correct the mistreatment and devaluation 
of all older people. This effort will not only benefit every person who reaches 
old age but will also create a richer and more open society.

In 1966, at the age of 45, astronaut John Glenn became the first American  
to orbit Earth. In 1998, after spending 25 years as a United States senator, 
77-year-old John Glenn returned to space as a crew member on the space 
shuttle and was honored in a ticker-tape parade on his return. He was 
hailed as a hero not only because of his actions, but also because of his age. 
An aging population, whose life expectancy is longer than ever before in  
history, seemed ready to believe that age does not mean uselessness, that  
vitality and enjoyment can continue as long as life, and that older people 
can make powerful contributions to society. Gerontological social workers  
play a crucial role in strengthening and disseminating these positive  
attitudes. Though the job is not an easy one, it will benefit virtually every 
member of our society.
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Questions for Discussion

1.	What are some of the central challenges facing older people in the US  
society? How do social workers address some of these challenges?

2.	What social work interventions seem to be effective with the elderly? Why 
is each particularly appropriate?

3.	What effect is the rapid growth of the older population in the United 
States likely to have on public policy and social work practice?

4.	Discuss some of the biological, psychological, cognitive, and economic  
issues that people experience as they age.

5.	Describe the primary public programs that address the needs of older  
people in the United States.

Change Agent Exercise

AARP is a national service and advocacy organization for older people in the 
United States. Older Americans are a very powerful lobbying group, and AARP 
is involved in advocating for legislative and legal change on issues of concern 
to people over 50 years of age. AARP originally stood for the American As-
sociation of Retired People; however, Americans are currently staying in the 
workplace longer, and so many of AARP’s members are not retired. Therefore, 
AARP is the branded name of the organization. Visit AARP’s website and find 
out if there is a local chapter in your area. Also try to find out whether there 
are other organizations that advocate for the rights of older people in your 
community. If one exists, call them to see whether they use volunteers and, if 
so, what types of things volunteers can do. Schedule a time to go to the orga-
nization’s office and spend a morning, afternoon, or evening learning more 
about what the organization does. See if you can help out.

Exercises

1.	Site Visit
Visit an assisted living facility or a skilled nursing facility. Ask permission 
to interview two or three residents about their experiences of growing 
older.

What do they think would improve social conditions for older people 
in the United States?

Have they ever been discriminated against because of their age? If so, 
briefly describe what they experienced.

What challenges do they currently face?

Have they had any interactions with social workers? Were the experiences 
positive or negative?

Analyze their answers and discuss several interventions social workers 
could be involved in to improve social conditions for older people.
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2.	Privatization and Solvency of Social Security
In recent years, there has been a debate about whether Social Security will 
have enough funds for all those who have paid in, and whether privatizing 
part or all of the Social Security system would address this financial situa-
tion. Research and list the pros and cons of privatization.

Pros of privatization:

Cons of privatization:

Articulate your position on this issue.

Meet with classmates to compare what you found. Is there agreement 
among you about whether privatization is good or not?

3.	Preventing Burnout (Job Exhaustion)
Interview (1) a social worker who works on elder abuse cases, (2) a social  
worker who works with Alzheimer’s patients, or (3) an adult who is a  
caregiver of an elderly patient. Ask the following questions:

What is the most difficult part of your job?

What would make your job easier?

What do you do to prevent burnout?

What are some of the signs or symptoms that appear when you begin 
to feel burned out?

If your best friend were going to take over your job, what would you 
tell him or her about how to succeed?

4.	Depression among the Elderly
Reread the paragraphs about Thomas Wayne and Conchita Alvarez at the 
beginning of the chapter. List the environmental factors that could con-
tribute to depression.

Discuss what social workers can do to mitigate each environmental factor.

5.	Web-Based Research
Search for a website that offers information about or assistance to the  
elderly and answer the following questions:

Who sponsors the site?

What types of information or assistance are offered?

Do you think the information is valuable? If so, who would benefit 
from it and in what way?

Make at least two suggestions about how the site could be improved.
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Health Care Services9

LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Define health and compare and contrast the medical model and the wellness model.

2.	 Describe in detail three to four significant health care reforms between 1960 and the 
present day.

3.	 Discuss in detail three limitations of the current health care system.

4.	 Explain the role of social workers in the health care system.

5.	 Review the differences between developmental disabilities and other disabilities.

6.	 Argue, using facts, whether health care is a universal right or not.

7.	 Distinguish between the four critical issues in health care, and identify one of your own 
that is not mentioned in the chapter.
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The United States is a world leader in developing new medical technologies and 
probing the mysteries of disease through research. People from all over the world come 
to the United States for specialized medical training and high-quality health care. 
However, the health care system in the United States is also frequently described 
as being in a state of crisis or at least in need of major reform. The concern most 
frequently voiced is that not everyone has access to quality and affordable health care.

In 2010, a democratic Congress passed the Patient Protection and Affordable Care 
Act, more commonly known as the Affordable Care Act (ACA). Passage of this policy 
was the first significant reform of health care in the United States in more than 40 
years, since the enactment of Medicare and Medicaid. Although the ACA dramatically 
increased the number of people covered by health insurance, over 28 million nonelderly 
individuals remain uninsured. They are most likely uninsured because of their 
immigration status or because the state they live in did not expand Medicaid to include 
more working-class families. Or they are young and healthy and do not think they need 
insurance, and they are either unaware or not intimidated by the financial penalty for 
not having insurance (Kaiser Family Foundation, 2016). In 2009, prior to the passage 
of the ACA the number of uninsured Americans was over 50 million.

Health Care in America

Why is health care delivery one of the dominant domestic issues today? It 
affects all Americans.

■■ There were 35.6 million hospital stays in 2013. The total cost was  
$381.4 billion. The average cost per stay was over $18,000 (Torio & 
Moore, 2016).

■■ Who paid the $381 billion in hospital costs? Sixty-three percent of the 
costs were covered by Medicare or Medicaid; 28 percent was covered by 
private insurance; and 5 percent were uninsured hospitalizations.

■■ In 2016, Americans made more than 125 million outpatient visits to 
hospitals and over 925 million visits to doctors’ offices (National Center 
for Health Statistics, 2017).

■■ Physician demand in the United States continues to grow faster than 
supply. By 2025, it is estimated that there will be a total physician shortfall 
of between 61,700 and 94,700. Rural areas are already suffering from 
severe physician shortages (IHS, 2016).

■■ The passage of the ACA, or “Obamacare,” significantly improved the 
solvency of the Medicare Hospital Insurance (HI) trust fund. It will remain 
100 percent solvent until 2028, and 79 to 86 percent of the costs will still 
be covered until 2090. The shortfall will have to be covered through rais-
ing revenue or lowering health care costs or both (Van De Water, 2016).

Social workers are among the most vocal advocates for a universal 
comprehensive health care system. Besides advocating for a better health 
care system through legislative reform, social workers are also providers in 
the health care delivery system in a variety of settings and roles. This chapter 
introduces many of the social work settings and roles in health care practice.
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Defining Health    LO 1 

Health is not merely the absence of illness; it is also a “state of complete 
physical, mental, and social well-being” (WHO, 2000). For centuries, people 
have regarded mental health as separate from physical health. Hence, the 
health care delivery system is set up separately from the mental health care 
delivery system. The result is that few social service delivery systems look at 
the whole person in the context of the interconnectedness of physical, mental, 
and social well-being. Reflecting that separation, this chapter presents physical 
health care, and Chapter 10 covers the mental health care delivery system.

It is important to note the use of the term system when referring to health 
care services. Although this term implies that there is an organized network 
for health care services, this is far from true. Rather, there exists a patchwork of 
services and providers that are accessed differently, which depends on many 
variables, including one’s income, employment, and geographic location. 
These shortcomings are addressed throughout the chapter. Although it may 
seem misleading, the term health care system is widely used and is therefore 
also used in this chapter.

The US health care system follows the medical model—the approach 
doctors traditionally have used. According to this model, the sickness is located 
in the patient, and the physician or licensed expert has the authority to heal 
or cure it. The medical model of health care is a deficit model in that doctors’ 
questions are designed to elicit disabilities, distress, dysfunction, and depen-
dency. Strengths, successes, and effective coping strategies are not solicited or 
taken into account. Every clinical intervention is an attempt to cure a disease 
or sickness. There is little connection between the patient and the patient’s 
environment (e.g., community context, social life, workplace) (Shah, 2007).

In the medical model, the role of patients in their own healing is 
diminished; they are rewarded for being passive. Patients learn to place 
complete trust in the authority of the doctor. They wait for illnesses to go 
away or be cured by the doctor, and they get angry if the doctor does not cure 
them. The doctor’s main goal is to eliminate symptoms and complaints or 
cure the sickness. This view of health care is contrary to the social work values 
of emphasizing strengths and empowerment.

The twenty-first century is seeing a decreasing reliance on the traditional 
medical model of health care and increasing support for the wellness model. 
The wellness model places the authority and responsibility for health on each 
individual. It promotes a healthy lifestyle in the areas of physical, social, men-
tal, and environmental well-being, and works to create strong and healthy 
communities with safe and clean physical environments.

The wellness model emphasizes prevention. More than half of diseases 
and health risks are related to things that can be controlled. Numerous 
injuries and diseases could be prevented by wearing seatbelts in cars, eating 
nutritious foods, getting regular exercise and preventive medical checkups, 
avoiding smoking, practicing safer sex, and using mindfulness and relaxation 
techniques. The preventive aspects of the wellness model empower the 
patient and make him or her the doctor’s partner in a comprehensive and 

EP 6b

67046_ch09_ptg01.indd   263 1/26/18   10:59 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



264    CHAPTER 9

well-coordinated plan to enhance the quality of life. The growing use of the 
wellness model is accompanied by increased reliance on alternative medical 
methods such as acupuncture and homeopathy. Estimates are that approxi-
mately 38 percent of adults and 12 percent of children use some type of 
alternative treatment (NCCAM, 2014).

The emphasis on wellness and prevention may eradicate the artificial 
barriers between mental and physical health. Instead, there will be as much 
focus on psychological disorders resulting from lifestyle, environment, 
substance abuse, and stress as on the treatment of physical diseases.

The US Health Care System

The health care system in the United States encompasses many types of ser-
vices in a number of settings. It includes prevention, diagnosis, treatment, re-
habilitation, and health maintenance services. These services are provided in 
public, private, for-profit, and nonprofit settings that include hospitals, private 
clinics, public clinics, long-term care facilities (e.g., nursing homes, assisted 
living facilities), hospices, rehabilitation facilities, and home health care agen-
cies. It is an interdisciplinary system in which social workers, doctors, nurses, 
physical therapists, technicians, and others work together to provide care. Key 
points to remember while reading through the history of health care in this 
country is the emphasis on the medical model and the tension between that 
approach’s emphasis on responding to illness with efforts toward finding a 
cure versus the wellness approach of prevention and controlling risk. The push 
and pull between treatment and prevention are critical aspects of health care 
services. This section provides an overview of the history and current status of 
the US health care system.

Historical Background    LO 2 

The first organized efforts at developing a health care system came during the 
mid-1800s through the public health movement (Trattner, 1999). Spurred 
by the filth and disease of poor, crowded urban areas, advocates urged policy 
makers to pass sanitation legislation. Whereas many cities established health 
boards to oversee sanitation, not until the 1900s did advances in knowledge 
about the contagion of bacterial diseases support the attempts of public health 
advocates to institute reforms that could positively affect people’s health.

As health and medical organizations and services began to develop during 
the early 1900s, social work began to participate in the burgeoning move-
ment. In 1905, the first medical social worker was hired at Massachusetts Gen-
eral Hospital; 10 years later, more than 100 hospitals employed social workers 
(Dhooper, 1997). Social workers such as Jane Addams and Florence Kelley 
pressed employers to improve working conditions and provide health care 
coverage (Mizrahi, 1995).

As a result of the economic upheaval caused by the Great Depression, nu-
merous patients could not afford medical care. This prompted doctors and 
hospitals to develop health insurance companies, including Blue Shield in 
1933 (Sullivan, 1999). Supporters of publicly funded health insurance plans 
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urged legislators to include health insurance in the developing social insur-
ance system. However, crafters of the Social Security system found health 
insurance to be too controversial and did not include it in their proposals 
(Hirshfield, 1970).

By the 1950s, health insurance was primarily provided as part of employ-
ment. For people with jobs and their dependents, employer-sponsored health 
insurance provided adequate care. Those outside the employment system had 
to pay for the services themselves or make use of services subsidized by chari-
table organizations or hospitals.

Health Care Reform: 1960s

Health care coverage expanded with the growth in social welfare services 
during the 1960s. In 1965, 30 years after passage of the Social Security Act, 
Medicare was added to the Old Age, Survivors, and Disability Insurance pro-
gram (OASDI) to complete the social insurance coverage of retirees. Medicare 
provides health insurance coverage to people who are eligible for Social Se-
curity, as well as for some in certain categories of medical need. As discussed 
in Chapter 2, Part A of Medicare covers inpatient hospital costs, post-hospital 
nursing facility services, home health services, and hospice care. It is funded by 
payroll taxes and contributions by employees. Part B, Supplementary Medical 
Insurance, is a voluntary program subsidized by the federal government. Peo-
ple who choose to participate pay monthly premiums, an annual deductible, 
and copayments for services. Part B covers physician services, outpatient ser-
vices, and diagnostic tests. Medicare was expanded in 2003 through the Medi-
care Prescription Drug, Improvement, and Modernization Act, which created 
Part D, a new prescription drug benefit. Medicare recipients can opt to enroll 
in subsidized prescription drug coverage and pay monthly premiums, an an-
nual deductible, and copayments (Social Security Administration, 2011). The 
program is subsidized to cover more of the expenses for low-income Medicare 
recipients. There are some health care services that are not covered by Medi-
care, most notably long-term nursing care. This exception in coverage can be 
very costly to people as they age, as was discussed in more detail in Chapter 8.

The Medicaid program was also enacted in 1965 under the Social Security 
Act. Medicaid provides health coverage and medical care to people in poverty. 
People whose incomes are below a certain amount are eligible to receive ser-
vices from physicians who agree to accept Medicaid patients, as well as from 
hospitals and other health care providers. Medicaid covers physician services, 
diagnostic tests, home health services, and long-term care. States may elect to 
offer additional services, including dental care and prescription drug coverage.

It was assumed that Medicaid, Medicare, and employer-provided health in-
surance would together cover all citizens. However, by the late 1970s, evidence 
was mounting that many people were not covered by any form of health insur-
ance and that the number of uninsured was growing (Sullivan, 1999). At the 
same time, the cost of medical care was on the rise. In response to rising costs, 
the Health Maintenance Organization Act of 1973 helped start the managed 
care movement, which is discussed in the next section (Mizrahi, 1995).
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Health Care Reform: 1990s

During the 1990s, the Clinton administration created a task force that pro-
posed universal health care, under which everyone would be covered by in-
surance, regardless of preexisting conditions and employment status. The 
task force also advocated for the development of a single-payer plan, in which 
health care would be financed by the federal government through payroll and 
personal taxes and administered by state governments. Economic distinctions 
are eliminated in a single-payer plan, and everyone receives the same quality 
and quantity of care, regardless of ability to pay.

By September 1994, the proposal had been killed by Congress, which 
claimed it resembled socialized medicine and gave too much power to the 
federal government, and by the insurance industry, which mounted a strong 
lobbying effort because it wanted little or no change in the current system. 
Some members of Congress said that the universal health care plan was too 
complicated and too expensive.

Partly in response to growing gaps in health care and a lack of universal 
coverage, several public policies were passed in the 1990s. The Family and 
Medical Leave Act (FMLA) was passed in February 1993. FMLA requires public 
agencies, including state, local, and federal employers, local schools, and 
private sector employers with 50 or more employees, to grant family leave and 
temporary medical leave under certain circumstances. An eligible employee 
must be granted up to 12 workweeks of unpaid leave during any 12-month 
period for any of the following reasons:

■■ The birth and care of the employee’s newborn child
■■ Placement with the employee of a child for adoption or foster care
■■ To care for an immediate family member (spouse, child, or parent) with a 

serious health condition
■■ When the employee is unable to work because of a serious health 

condition

On return from FMLA, the employee must be restored to his or her 
original job or to a job with equivalent pay, benefits, and other terms and 
conditions of employment (P.L. 103-3). Although people who cannot afford 
to take unpaid leave are not helped by FMLA, it is a start.

Limited health insurance protection for millions of working Americans 
and their families was instituted with passage of the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). This act increased many 
people’s ability to maintain continuous health coverage when they change 
jobs by guaranteeing a continuation of eligibility for equivalent coverage and 
limiting the use of some preexisting conditions. HIPAA did not require em-
ployers to pay for health coverage, so the cost, which is very high, is borne by 
the employee who changes jobs or leaves the previous job. HIPAA does not 
apply to workers in all places of employment, and it does not permit people 
to keep the same health coverage when they change jobs.

Two important amendments were made to HIPAA. As a result of the first, 
the Newborn and Mother’s Health Protection Act of 1996 (NMHPA), health 
insurance plans may not automatically restrict benefits for a hospital stay in 
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connection with childbirth to less than 48 hours following vaginal delivery 
or 96 hours following a cesarean section unless a doctor determines that the 
mother or newborn child is ready for discharge.

The second amendment, the Women’s Health Care and Cancer Rights Act 
of 1998 (WHCRA), provides protections to patients who choose to have breast 
reconstruction in connection with a mastectomy. WHCRA does not require 
plans to pay for a mastectomy, but health plans that cover mastectomies are 
subject to WHCRA protections. Veronica would have benefited from WHCRA. 
HIPAA, NMHPA, and WHCRA are only relevant to people who already have 
health coverage. None of them addresses the needs of the uninsured.

Health Care Reform: The States

Frustrated with the lack of universal health coverage and the slow pace of 
change at the federal level, some individual states began to take action of 
their own, prior to and since the passage of federal reform. In April 2006, 
Massachusetts’ lawmakers enacted sweeping health care reform legislation. 
It was designed to achieve near-universal coverage by 2009, mandating that 
all residents of the state be covered under health insurance plans. The legisla-
tion has been extremely successful in terms of achieving near-universal health 
insurance coverage for residents of Massachusetts. As of 2010, more than  
90 percent of Massachusetts’ residents had health insurance. This number far 
surpasses the percentage of people insured in any other state. The challenge 
has been in the area of cost. The cost of health care in Massachusetts is rising 
faster than in other states (Simmons, 2010).

Within weeks of Massachusetts passing its groundbreaking measure, 
Vermont enacted a health care reform bill that was nearly as ambitious, 
establishing health insurance premium subsidies for low-income people, 
including those who were covered by employer plans. Vermont has enacted 
new health care legislation every year since. In 2010, the Vermont Legislature 
approved hiring top health care planners to adapt the new federal health 
care law to support universal care in Vermont (Galloway, 2010). Other states, 
including California, where a single-payer plan continues to gain support, 
continue to propose legislation and examine models that will improve health 
care for all.

Health Care Reform: The Obama Administration

As noted, in 2010 Congress passed, and President Obama signed, the Patient 
Protection and Affordable Care Act, more commonly known as the Affordable 
Care Act (ACA). The ACA has been controversial since its passage, with those on 
the left wishing it had gone further, and those on the right thinking it went too 
far. Whatever its faults, this legislation made some important changes in health 
care for Americans. The ACA was designed to lower health care costs over time 
by providing insurance for millions more people, making preventive care free, 
and changing how hospitals treat patients so that more people will be treated 
before they need expensive emergency room care. It is projected that the ACA 
will reduce the budget deficit by $143 billion by 2022 (Amadeo, 2016).
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The ACA expanded coverage to tens of millions of Americans, primarily 
through the creation of health care exchanges developed in each state. Ex-
changes in most states, but not all, are for individuals and small businesses, 
allowing people to purchase insurance at group rates. All individuals are re-
quired to have insurance. Government subsidies are provided to individuals 
and families who are between 133 and 400 percent of the poverty line, to help 
them buy insurance.

Additional provisions in the bill include the following:

■■ Medicaid was expanded to cover people up to 133 percent of the poverty 
level.

■■ States were required to make Medicaid available to childless couples.
■■ The federal government paid the costs for new eligible Medicaid recipients 

until 2016.
■■ Gaps in prescription coverage were closed for those on Medicare.
■■ Insurance companies could no longer deny coverage to children or adults 

based on preexisting conditions.
■■ Children were allowed to remain on their parents’ insurance until age 26.

Not long after the bill’s passage, conservatives began an effort to have 
the courts declare the bill unconstitutional, with a specific focus on the re-
quirement that all people must have insurance. In 2012, in a 5–4 vote the US 
Supreme Court upheld the ACA, saying its requirement that most Americans 
obtain insurance or pay a penalty was authorized by Congress’s power to levy 
taxes.

Conservatives engaged in multiple efforts to overturn the bill in the Re-
publican-controlled House of Representatives. Given the democratic majority 
in the Senate and President Obama’s support for the bill, these efforts were 
unsuccessful. Progressives are frustrated that the bill does not provide univer-
sal health insurance coverage. Many wanted the bill to include a provision for 
a “public option.” A public option is a government-provided alternative to 
private insurance. People who are uninsured could choose to buy insurance 
from a government program rather than a private insurance company. This 
would add competition to the insurance marketplace, pressuring private com-
panies to keep rates lower and quality high. One thing is clear: the struggle to 
provide quality health care to all Americans is far from over.

The Republican House of Representatives  
American Health Care Act of 2017

On May 4, 2017, the Republican-led House of Representatives, by a vote of 
217 to 213, passed the American Health Care Act (AHCA). The US Senate de-
clared the bill dead on arrival the very same day. The AHCA, if passed by the 
Senate, would repeal important parts of the ACA of 2010, or “Obamacare.”

In 2016, President Trump promised the electorate he would repeal 
Obamacare and replace it with more affordable coverage for everyone and 
lower deductibles, and he would do so without cuts to the Medicaid program. 
However, the Republican AHCA of 2017, according to most health experts, 
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would actually increase deductibles and phase out the Medicaid expansion 
planned in the ACA of 2010. It is estimated that about 24 million Americans, 
mostly working poor, will lose their health insurance if the senate passes the 
bill. The ACHA would allow insurance companies to charge exorbitant premi-
ums to people with pre-existing conditions, as well as people who are older 
(Altman, 2017). As this book goes to press, the fate of the ACHA is unknown, 
so it should be an exciting topic of conversation in your class!

The Current Health Care System    LO 3 

The 2010 Affordable Care Act was a compromise bill that did not include 
a public option. As a result, at least three major problems have to be fixed 
in order to make the ACA more effective and efficient (Cassidy, 2016): (1) 
Affordability of insurance premiums is still a problem; (2) too few healthy 
people and too many sick people are signing up for insurance on the state 
and federal exchanges; (3) health care costs are still rising. These problems 
are fixable, but only if Republicans are willing to work with Democrats to 
create a public option that can compete with private insurance companies 
on the exchanges. In addition, Congress needs to increase the subsidies to 
individuals and/or insurance companies to make premiums more affordable, 
and increase the penalty on young, healthy people who are not yet signing 
up for insurance.

Most importantly, despite changes over the past 50 years, including the 
landmark 2010 Affordable Care Act, the US health care system is still primarily 
financed through an employment-based health insurance system. Approx-
imately 63 percent of Americans receive health insurance through work or 
employer-based insurance programs. A much smaller number who are not 
covered at work, do not work, or do not want the coverage offered by their 
employers purchase their own health insurance. About 30 percent partic-
ipate in Medicare, Medicaid, or another government health plan. Since the 
2007 recession, fewer people are covered by private insurance, and a growing 
number are relying on government health insurance plans (see Box 9.1).

There are two broad types of health insurance plans: fee for service and 
managed care. In a traditional fee-for-service plan, the insured chooses a 
doctor and receives services, and the insurance company pays the bill. The 
insured often must pay part of the bill. The patient can choose any doctor and 
can go to specialists at will.

One of the most dramatic changes in the US health care system in 
recent years has been the growth of managed care. The managed care 
health care delivery structure is designed to screen out unnecessary and 
inappropriate care and to reduce costs (Snowden, 2000). Managed care  
organizations require patients to use doctors and hospitals that are part of 
an approved network. If a patient goes out of the network, the services either 
are not covered or are reimbursed at a lower rate. Managed care companies 
also review and often limit what doctors can do. For example, doctors must 
frequently get preapproval before ordering tests. They may also be required 
to prescribe cheaper generic drugs rather than brand-name products.
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The health maintenance organization (HMO) is a common managed care 
structure. An HMO requires a client to have a primary care physician who 
is the first contact and who provides complete care. The client can visit a 
specialist only after getting a referral from the primary care physician. HMOs 
pay physicians monthly fees, and patients make copayments for office visits 
and prescriptions. One of the ways HMOs reduce costs is by limiting tests.

The preferred provider organization (PPO) is another form of managed 
care. PPOs encourage clients to use health care providers from an approved 
network of doctors and hospitals. Fees from hospitals and doctors who are not 
part of the network are not covered or are reimbursed at a lower rate. PPOs 
offer participants more choice than do HMOs.

The managed care system has become central to health care service delivery 
in the United States. Supporters argue that it has helped control health care 
costs and that, without it, even fewer people would be able to afford health 
insurance. Critics contend that

[i]ncentives are felt within the organization to solely enroll clients who 
are the least needy and the easiest to serve—to “cream” the population. 
Receiving widespread attention in the popular press is a related problem 
of “skimping” on care, or under treating. Consumers also complain of 
restrictions on their freedom of choice: Under some arrangements, they 
are no longer able to select their preferred provider, which may include the 
provider with whom they have an ongoing and successful relationship. 
(Snowden, 2000, p. 440; see also Shipman, Hooten, & Roa, 2011)

Critics also argue that managed care does not address many of the root 
causes of increasing health costs, including an aging population and expensive 
new technologies and medications. Nevertheless, managed care seems to be here 
to stay and will continue to affect the way that Americans receive health care.

Limitations of the Current Health Care System

The US health care system came in last or next to last when compared to other 
developed nations on quality, access, efficiency, equity, and healthy lives. Within 
a capitalist system, the economy goes through boom and bust cycles. When the 
economy is strong, more people are employed, so more people have good health 
insurance coverage. However, when the economy contracts, large numbers of 
people lose their jobs—and their employer-based health insurance. The growing 
use of contract labor and temporary employment is another limitation of an 
employment-based insurance system. Contract and temporary workers rarely 
receive health insurance benefits. In fact, many employers prefer to use contract 

What health care coverage do you have? Do you benefit 
from the ACA of 2010? For example, are you under 26 
years of age and still covered by your parents’ insurance 

plan? Are you satisfied with whatever coverage you have? 
Do you or others you know lack health care coverage? 
What might be the consequences of this lack of coverage?

Box 9.1 What Do You Think?  
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or temporary workers so that they do not have to provide coverage. The result 
is that many people move in and out of health insurance coverage, and many 
others still have only catastrophic coverage or no coverage at all.

Lack of comprehensive insurance means that people must choose 
between necessities such as a good individual health care plan and food. 
Many do not get proper medical treatment when they are sick, and others wait 
until their conditions have worsened before seeking treatment. On average, 
people without health insurance are in worse health than those with health 
insurance. Mortality rates are 20 percent higher for the uninsured (Kaiser 
Family Foundation, 2016).

People without health insurance or a comprehensive insurance plan 
frequently go without needed care. When they reach a critical point, they 
often end up in emergency rooms, sicker than they need to be and requiring 
expensive care for a condition that would have been preventable or treated 
more easily earlier. Use of emergency rooms for routine care by the uninsured 
also places a strain on already overcrowded facilities. Many Americans are 
underinsured. This means that some of their health care needs are not covered. 
For example, people who do not have coverage for prescription drugs may 
be unable to afford medications that they need. The costs of health care and 
health insurance have been rising at a dramatic pace, about five times the rate 
of inflation. Total spending on health care was $2.3 trillion in 2007, or $7,600 
per person. In 2015, US health care spending grew 5.8 and reached $3.2 trillion 
or $9,990 per person. As a share of the nation’s gross domestic product (GDP), 
health spending accounted for 17.8 percent. Health care spending is expected 
to increase over the next decade to 20 percent of the GDP (National Health 
Expenditure Accounts [NHEA], 2015). There are many reasons for the rising 
costs. One of the principle reasons is the drive for profits (see Box 9.2).

Other reasons for rising costs include the following:

■■ The pressure to produce new and costly medical technologies, products 
(including new experimental drugs to treat cancer), and services. The 
United States leads the world in expensive diagnostic and therapeutic 
technology and procedures.

One factor that contributes to rising health care costs is that 
the US health care system is profit based. Most providers 
are in business to earn a profit. Often the cost of health care 
is higher than it would be in a not-for-profit system. For 
example, when a drug company creates a new drug, one 
of the primary motivations is to make money from it. The 
company patents the drug so that no one else can sell it. 
The company is then able to charge any price it wants to.

Many advocates argue that the costs of drugs are 
unreasonably high and that drug companies should not 

be allowed to make large profits on medication to ease 
suffering or save lives. This argument is often heard 
about drugs used to treat HIV/AIDS. The drugs, which are 
necessary for survival, are generally extremely expensive. 
The drug companies counter that they must invest a 
large amount of money into research and development 
of new drugs, and many of their efforts fail. They argue 
that without the profit incentive, fewer new and effective 
drugs will be developed.

Should health care be a for-profit enterprise?

Box 9.2 Point of View  

EP 2
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272    CHAPTER 9

■■ An aging population. Medical costs increase as people age. As the  
77 million baby boomers reach their senior years, costs will continue to 
increase dramatically.

■■ Sharply higher costs of prescription drugs.
■■ Increasing fees for physicians and other health professionals.
■■ Excessive and sometimes unnecessary medical testing, often administered 

to protect against malpractice lawsuits.
■■ Use of heroic measures to save lives.

Today’s health care often ignores prevention, instead waiting until people 
are sick before the system begins to work. In general, the system is biased 
toward specialty care and pays inadequate attention to cost-effective primary 
and preventive care. Over time, this approach ends up costing much more 
money. Additional problems are caused by insurance company procedures 
that make payment and reimbursement for services unpredictable for 
consumers and providers.

The Roles of Social Workers    LO 4 

In the medical model of health care, social work roles are not as clear as the 
roles of nurses and other health care professionals. Because they do not tend 
to the physical symptoms of illness, social workers may not always be consid-
ered necessary, and nurses have been replacing them as the primary providers 
of case management services in hospitals (NASW, 2008).

However, at least 32 percent of social workers are in the health field, 
and they have several roles. One is helping clients and their families move 
through and effectively deal with a complex system of care so that they 
can return home as soon as possible. A second major social work concern 
is advocating for universal availability and accessibility and increased 
effectiveness in delivery of health care services. In addition, social work’s 
person-in-environment approach is compatible with the wellness model, 
which is increasingly recognized as a useful and cost-effective approach to 
health care.

Health care settings are collaborative interdisciplinary environments that 
involve social workers, physicians, psychiatrists, nurses, psychologists, 
nutritionists, physical and occupational therapists, and others. The most 
significant contribution of social workers is the person-in-environment, or 
holistic, perspective on patient problems and situations (NASW, 2008). As a 
result of this contribution, social services are an integral component in the 
delivery of comprehensive health care services. Social workers in the field of 
health care must be highly sophisticated practitioners; have the expertise to 
address the biopsychosocial components of health and illness; provide case 
management, prevention, and education services; and generate the resources 
needed to implement new or innovative programs of health service delivery 
(see Box 9.3). Social work interventions can occur in acute care, ambulatory 
care, and long-term care settings.

EP 7b
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The first time I met Nicholas, he was 10 years old. His 
pediatrician called because Nick’s mother had informed 
her that he had been suspended from school and would 
not be readmitted until he had been “assessed and placed 
on medicine to control his aggressive outbursts.” The 
pediatrician was not sure what was going on in Nick’s 
home and suspected that some form of abuse was 
making Nick act out, as she said, “horribly at school, in the 
neighborhood, and at home.”

I expected to see a child who was out of control. 
Instead, I found a boy who appeared to be timid and who 
was rocking back and forth in a chair, cuddled next to his 
mother. He was chewing on the top of his T-shirt and had 
tears in his eyes. Lisa, his mother, looked exhausted. As 
they walked into the office, Lisa gently took her son’s hand 
and told him that it would be okay.

Before Lisa sat down, she was already tearfully relating 
the story of Nick’s life from birth, as if she had been 
over it a hundred times. I listened intently for any history 
of trauma, victimization, problems at birth, illnesses, or 
drastic life changes. Nick sat rigid and upright in his chair, 
with his hands clasped under his legs. He avoided eye 
contact with me at first and hung his head as if he were 
deeply ashamed and holding in something he did not want 
me to know. He would occasionally begin rocking back 
and forth, then stop when he thought I was watching, and 
become rigid again. He kept his hands clasped under his 
legs and tried to keep his face, neck, and shoulders from 
moving, almost as if he were trying to turn himself into a 
cement statue.

Nick was an only child. Lisa and her husband, Robert, 
were divorced when Nick was three. Lisa alleged that 
Robert had been drinking heavily and that they both had 
wanted the divorce. Nick visited his father weekly. Lisa 
stated that Robert was not as patient with Nick as she 
was. Sometimes Nick would come home visibly upset and 

aggressive, but he would not talk about his weekend with 
his father. Since the divorce, Robert had been in treatment 
and attended AA regularly; as far as Lisa knew, he was not 
drinking. Nick said that his father took him to work some-
times, played games with him, watched him play football, 
watched television with him, and took him boating and 
fishing. Nick commented that he did not think his dad liked 
him sometimes, but that most of the time they had fun.

As I involved Nick in the conversation, he became more 
relaxed. He unclasped his hands and began playing with a 
figurine on the table. I invited Nick and his mother to join 
me in a board game while they continued talking. That was 
when I noticed Nick’s rapid eye blinking, head nodding, 
and occasional but repetitive shoulder shrugging. Lisa 
began to talk about this physical behavior. She said that 
over the past two years movements like these happened 
all of the time. His father and teachers thought that Nick 
was trying to get attention, but she didn’t think so. Nick 
said, “Yeah, Dad doesn’t like me when I move around a 
lot, so I try not to do it at his house.” Even though his jerky 
movements happened more when Nick was upset about 
something, it seemed to Lisa that he could not help what 
he was doing. Lisa said that at times Nick’s arms would 
flail and that he made coughing noises almost as if he 
were possessed. Lisa could not remember a day in the 
past year when she did not witness these movements; 
they seemed to be “getting worse, and now the teachers 
are complaining and won’t let him come back to school.” 
When Nick realized that we were talking about his body 
movements, he immediately assumed his rigid, upright 
position, holding his body as stiffly as possible. He seemed 
embarrassed and again hung his head and refused to 
speak about the movements.

Lisa told me that Nick’s behavior at home, at school, 
and in the neighborhood had ups and downs. He received 
average grades (Bs and Cs), yet always had Ds and Fs 

Helping to Find the Problem  Kathryn S. Collins, MSW, PhD 

Box 9.3 From the Field

(continued )

Acute Care

Acute care settings include hospitals and other inpatient environments. Acute 
care generally involves a two- or three-day stay in a hospital. Social workers 
can be found in almost every hospital unit, including intensive care, kidney 
dialysis, oncology, newborn nurseries, neonatal intensive care, pediatrics, and 
geriatrics.
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Ming’s oncology social worker, Sarah, provided psychosocial services to 
Ming and her family after they received the devastating diagnosis of cancer. In 
her role as educator, Sarah increased the family’s awareness of the psychosocial 
effects of the disease. Sarah’s first task was to complete a psychosocial 
assessment, which required her to investigate Ming’s psychological struggles 
as well as the external social challenges faced by Ming and her family. For 
example, when Ming was first told she had cancer, she experienced great 

Most hospitals, particularly large urban facilities, have social workers who 
specialize in one area or work in several different units, on staff. The functions 
of a social worker in a hospital unit include high-risk screening, psychosocial 
assessments and interventions, interdisciplinary collaboration for coordinated 
patient care, discharge planning, and post-discharge follow-up (Dhooper, 1997).

CASE EXAMPLE
Ming is a 43-year-old Asian American woman who has been diagnosed with 
advanced breast cancer. Ming immigrated from Taiwan to the United States 
with her parents when she was 12 years old. She lives in Los Angeles with 
her husband, their two children—who are 14 and 16 years old—and her 
aging parents. She has been admitted to the oncology unit of a large public 
hospital in Los Angeles.

for conduct and behavior. He was in a regular fifth-grade 
classroom at a public elementary school and had not been 
detained at any grade level. His behavior was distracting 
and annoying his teachers and the other children. Nick had 
few friends at school and in the neighborhood. He said, “All 
of the kids just stare at me, call me names like ‘twitchy,’ 
and say that I am weird. I hate when they say that to me 
because it makes me mad.”

According to the principal, Nick would go several days 
with minor problems and without his usual continuous 
body movements; then he would explode and fight with 
other children and curse teachers, and could not be 
calmed down. On these days, Nick would sit in the special 
education room with four children with severe intellectual 
disability until his behavior was deemed appropriate. The 
teachers and principal stated that Nick was a bright child 
who appeared remorseful about his behavior. He was 
willing to skip recess to help the teachers prepare for ac-
tivities or clean the classroom. Over the past three months, 
Nick’s behavior problems, according to his teachers, had 

escalated to the point that they would not tolerate his 
being in the classroom until he was evaluated and placed 
on medicine.

I asked Lisa if anyone had ever suggested that Nick 
had a neurological disorder called Tourette syndrome. She 
said that she had watched a television news program about 
it, but discounted it because Nick’s teachers never talked 
about its being a possibility. She recalled her grandmother’s 
talking about a cousin who had similar body movements 
and was institutionalized in the early 1950s. Lisa was 
terrified this would happen to Nick, so she did not want to 
explore the issue.

Nick’s behaviors and symptoms matched the American 
Psychiatric Association criteria for Tourette syndrome. Using 
the biopsychosocial perspective allowed me to develop 
appropriate treatment. Through the course of treatment, 
Nick was able to perform better at school; interactions with 
his father improved; and his mother gained understanding 
into the physical elements of Nick’s condition and could stop 
blaming herself for his behaviors.

Box 9.3 (continued)
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Debbie, Sam’s social worker, has been making arrangements for his 
discharge from the hospital. He will not be able to return home because of the 
level of in-home medical services he requires. Sam has no family, so Debbie is 
identifying long-term care facilities that can accommodate his medical needs 
and will accept Medicaid. Because Sam is a veteran, he can take advantage of 
resources provided through the Department of Veterans Affairs (VA). Debbie 
arranges for Sam to move to a skilled nursing facility under Medicaid and 
ensures that additional medical care will be provided through the VA. In 

personal stress (psychological) and isolated herself from friends and family 
members (social) until she was able to cope (psychological) with the 
diagnosis.

Sarah’s psychosocial assessment included Ming’s current and historic 
coping mechanisms and life circumstances in addition to the physical, 
emotional, and social changes Ming was experiencing. Sarah discovered that 
Ming’s primary worry was caring for her aging parents. Sarah referred Ming’s 
husband to several community support programs, including meals-on-wheels, 
adult day care, and transportation services, to help manage Ming’s parents’ 
needs. What seemed like a simple information and referral task to Sarah made 
a great difference to Ming’s peace of mind.

Before Ming was discharged from the hospital after her first round of 
chemotherapy, Sarah arranged for Ming to begin attending a breast cancer 
support group that Sarah facilitates. She also referred Ming’s family members 
to a family support group. Discharge planning is one of the critical roles of 
social workers in acute care settings. There are over 35 million hospital 
discharges every year. The planning involves helping patients make the 
transition out of the acute care facility. The social worker assesses medical 
needs following acute care, determines informal and formal supports 
available to the patient, and develops a continuum-of-care plan so that all 
services needed to promote healing and well-being are available (Alper, 
O’Malley, & Greenwald, 2017).

EP 6b

EP 6b

CASE EXAMPLE
Sam is 70 years old and currently in the geriatrics unit of the Salt Lake City 
Veteran’s Hospital, after suffering a mild heart attack. A Vietnam veteran, he 
has limited mobility as a result of a stroke he suffered five years ago. Sam 
shows early signs of senile dementia.

Refer to the section “Theoretical Basis for Social Work 
Practice” in Chapter 1. How did the social worker 
discussed in Box 1.9 use those principles of practice in 

her diagnosis of Nick? What might have happened to 
Nick had the social worker not considered the biological 
origins of Nick’s behaviors?

Box 9.4 What Do You Think? 
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276    CHAPTER 9

the skilled nursing facility, Sam will receive physical therapy to help regain 
mobility; occupational therapy to improve his daily living activities, such as 
bathing and dressing; and ongoing medical supervision.

Ambulatory Care

Ambulatory care includes outpatient services, education, counseling, and 
community outreach. Coordinating patient care through case management 
and crisis intervention counseling are the predominant roles of social workers 
in ambulatory care settings such as public health clinics, hospital outpatient 
clinics, emergency rooms, urgent care centers, primary care physician offices, 
and prison health centers. The goal of the case manager is to coordinate, 
integrate, and manage an array of services that effectively and efficiently 
address the health and social service needs of the client.

Social workers serve in numerous other ambulatory health-related 
environments. Social workers who specialize in maternal and child health, 
for example, are found in hospitals, homes for pregnant teenagers, and public 
health clinics. They also work in family planning clinics as counselors and 
educators.

Long-Term Care

Long-term care (LTC) is medical care within a residential setting. It is provided 
to individuals who are unable to care for themselves but who do not need  
the intensive services provided in a hospital. LTC can be provided through 
home health care or in outside facilities such as nursing homes. Levels of care 
range from complete care to limited services such as provision of meals and 
help with dressing or bathing.

Long-term care settings include nursing homes, rehabilitative facilities, 
assisted living residences, hospice care facilities, and patients’ homes. 
Generally, services are provided in the least restrictive environment. Residents 
are urged to maintain autonomy and make their own decisions, and physical, 
social, and psychological functioning are maximized. Social work services 
in long-term care settings focus on both chronic physical conditions and 
emotional well-being (Kinosian, Stallard, & Wieland, 2007).

Because long-term residences are typically used by older people, 
knowledge about chronic conditions can help the social worker recognize the 
progression of disease. Many residents of long-term facilities have decreased 
ability to care for themselves and have likely experienced major life changes 
such as widowhood or retirement, so attention should be paid to their mental 
health.

In recent years, there has been a trend toward promoting positive long-
term care options. Nursing homes, also referred to as skilled nursing facilities, 
are residential health care facilities that provide medical care similar to 
that provided in a hospital, although not as intensive. They often serve as a 
stepping-stone for people, particularly older people, between the hospital and 
a return home or a move to a less medically oriented setting.

67046_ch09_ptg01.indd   276 1/26/18   10:59 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� Health Care Services    277

Assisted living facilities, which first were built more than 30 years ago, are 
gaining in popularity. Designed to emulate retirement living, these facilities 
promote social activities, congregate dining, and recreational opportunities. 
New assisted living facilities have living rooms, television rooms, and private 
dining areas that residents can reserve. These facilities differ from retirement 
communities in that they offer a continuum of medical care and assistance 
with daily living tasks. Often there are medical personnel on staff. Residents 
can receive assistance with bathing, dressing, and upkeep of their small 
individual rooms or apartments. Meals are served in dining rooms to promote 
socialization. Assisted living facilities are much less restrictive than nursing 
homes, but more structured and medically equipped than people’s own 
homes. However, they are expensive, and the costs are not covered by health 
insurance.

Hospice provides services for people with terminal illnesses who are 
expected to die within six months. The services are offered in the person’s 
home or in inpatient hospice facilities. The hospice movement calls on 
specialized skills in counseling related to grief and dying. Hospice social 
workers typically work in interdisciplinary teams to help dying patients and 
their family members and friends prepare for natural death.

The perspective in hospice work is different from that of the medical 
model. The social worker does not encourage medical interventions or 
prolonging life, but rather helps people accept the dying process, prepare to 
say good-bye, and reconcile differences if needed, and serves as a mediator 
between the dying person and the people who are part of the patient’s dying 
process (Munn & Zimmerman, 2006; Callanan & Kelley, 1992).

Developmental Disabilities    LO 5 

Raising a child with severe disabilities is demanding and stressful. It can tax 
a family to the breaking point. Respite care and home health care services are 
not always available or affordable. Some states currently refuse to use Medic-
aid dollars to pay for in‑home services, and sometimes the only option is a 
specialized nursing home. The fact that Steven is in a medical setting indicates 
that he needs very specialized care.

CASE EXAMPLE
Richard and Dawn Kelso brought their 10-year-old son, Steven, to a hospital 
in December 1999 and then departed, leaving Steven in the emergency 
room. Steven has cerebral palsy, uses a wheelchair, and can breathe and 
eat only through a tube. The Kelsos did not have prior criminal records and 
had never been accused of abuse or neglect. Mrs. Kelso said that she was 
exhausted, frustrated with the system, and did not know what else to do. The 
Kelsos were charged with abandonment and sentenced to probation. Ste-
ven has remained under state care in a health facility, where his parents visit 
him under supervision (Peterson, 2000).
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A developmental disability is a severe, chronic disability that is attributable 
to a mental or physical impairment that manifests itself before age 22 and is 
likely to continue indefinitely. The disability results in substantial limitations 
in three or more areas of major life activity, such as self-care, learning, mobil-
ity, economic self-sufficiency, and capacity for independent living. Intellectual 
disability, autism, cerebral palsy, epilepsy, and Down syndrome are common 
developmental disabilities.

The causes of developmental disabilities vary. Intellectual disability can 
result from numerous factors, including genetic abnormalities, malnutrition, 
premature birth, exposure to toxic agents, and social deprivation. Cerebral 
palsy is usually caused by a brain injury that occurs before or during birth. 
Down syndrome is caused by chromosomal abnormalities. Epilepsy is 
often caused by lesions on the brain. The cause of autism is still unknown. 
Environmental factors, such as poverty, can also cause or contribute to 
developmental disabilities. For example, poor women are less likely to 
receive prenatal care and more likely to be malnourished during pregnancy 
than more affluent women. Both of these factors can cause or contribute to 
a child’s intellectual disability. Approximately 6 million Americans have 
developmental disabilities (Developmental Disabilities, 2017). Some are as 
serious as Steven’s; others are less so.

Social workers serve as case managers, coordinating services to ensure 
that clients’ needs are met. They advocate for clients’ rights within the maze 
of programs and services, and also for the development and implementation 
of well-funded, client-centered programs that meet the needs of diverse client 
groups. Social workers investigate claims of abuse and neglect by caregivers, 
educate parents and other providers about available resources, and work in 
programs that train and employ people with developmental disabilities. Social 
workers are also involved in preventing developmental disabilities through 
efforts to reduce poverty and improve prenatal care.

Social Work Values and Ethics in Health Care Settings    LO 6 

Social work in health care settings is fraught with ethical challenges. This is 
particularly true in an era of managed care, high costs, and profit-driven 
medical care. Like all members of the profession, health care social workers are 
expected to promote the dignity and worth of each person, believe that every-
one can reach full potential, and make self-determination and the right to be 
fully informed the core of all treatment. Rehr, Rosenberg, and Blumenfield 
stress the following additional values for health care social workers:

■■ Health care is a universal right.
■■ All people should be guaranteed access to services.
■■ Consumers should be able to choose care.
■■ Care is a mutual and informed partnership between the consumer and his 

or her provider.
■■ Confidentiality should be guaranteed.
■■ Care is based on a biopsychosocial framework. (1998, pp. 25–26)

EP 1a

EP 1c
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On March 31, 2005, Terri Schiavo finally died, after a 10-year, scorching 
legal battle between her husband and her parents. In the end, Michael won 
a court order that allowed the hospital to stop Terri’s food and water. She 
died 13 days later. The family’s bitter legal battle divided America and 
reached the highest levels of our government. The medical establishment 
firmly sided with Michael Schiavo and his belief that Terri was brain 
dead and beyond rehabilitation. He also reported that Terri and he had 
discussed end-of-life issues, and she did not want to be kept alive under 
such conditions; but there was no living will or written document stating 
Terri’s wishes. The majority of Americans, according to public opinion polls 
taken at the time, believed that it was Michael Schiavo’s right to decide 
the fate of his wife. However, then-Florida Governor Jeb Bush and many 
conservative Republicans in the US Senate and House of Representatives 
supported legislation that asked a federal court to reconsider its decision 
and reinsert a feeding tube days before Terri’s death. The attempt by gov-
ernment officials to intervene in a private family matter was interpreted 
by most Americans as overreaching and inappropriate. The Schindlers 
never accepted that Terri was indeed brain dead. However, medical experts 
reported that she was, and an autopsy after her death proved that she had, 
in fact, been brain dead. Questions: What would you have done if you had 
been Michael Schiavo?

What is the potential role of social workers in this case? Why were most 
Americans against the efforts of government officials to intervene? Do you 
agree that the governor and legislators were overreaching?

Social workers are often in the difficult position of helping people 
determine what constitutes a dignified death and how people should be 

Those working in health care settings face ethical issues related to end-of-
life situations. Personal values about the important issues of life and death can 
come into conflict with professional values. Should treatment be withheld if it 
is painful and the person may not live longer as a result? Should people who 
are in a great deal of pain and have little or no chance of long-term survival 
be able to end their lives? Should doctors be allowed to help? How much 
pain is too much pain? Who should decide whether a patient should receive 
further treatment or be allowed to die with dignity? How can compassion for 
the dying be balanced with safeguards so that people cannot take advantage of 
end-of-life situations?

CASE EXAMPLE
In 1995, Terri Schiavo was reduced to a vegetative state. She had apparently 
suffered cardiac arrest due to a vitamin deficiency brought on by bulimia, 
though her autopsy could not definitively prove it. Robert and Mary Schin-
dler, Terri’s parents, accused her husband, Michael Schiavo, of strangling her, 
though the courts and medical personnel rejected that claim.
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treated at the end of their lives. This issue is directly related to the social 
work values of promoting the dignity and worth of each individual, 
self-determination, and respect for and preservation of life. About half of 
all hospitalized patients experience moderate to severe pain in the last days 
of their lives (Field & Behrman, 2002). Although they are able to treat pain 
effectively, many doctors do not do so because they fear that the patient 
will become addicted to drugs or because the doctors are not trained in 
pain management. Regulations on how much medication can be given for 
pain vary from state to state, and many doctors limit pain medication to 
avoid regulatory scrutiny.

Physician-assisted suicide (discussed in Chapter 8) presents ethical 
concerns for the medical social worker. If a patient is unable to speak for 
him- or herself, when should medical treatment or the provision of nutrition 
and hydration through a feeding tube be withheld? Who should make the 
decision? Increasing numbers of people are preparing for end-of-life situations 
by communicating their wishes in living wills and medical powers of attorney. 
A living will specifies which life-prolonging treatments a person does and 
does not want. A medical power of attorney is used to appoint a person to 
make medical decisions for an individual who is no longer able to make them 
for him- or herself.

Some states do not allow family members to decide to end life-sustaining 
treatments. In states where family members are permitted to make such 
decisions, situations can become quite complicated if family members 
disagree about what the patient would have wanted. Social workers can 
encourage individuals to address difficult end-of-life issues in advance 
so that the dying person’s wishes are more likely to be honored. Advance 
directives, living wills, and durable health power-of-attorney forms can all  
be done in advance and will help family and friends make health care choices 
for a person if he or she cannot do so. Social workers are also involved in 
lobbying for policies that respect the wishes of the dying and their families. 
However, it can be a difficult balance between the authority of the medical 
professionals and the wishes of patients. To what extent do patients have the 
right of self-determination to decide on treatments, or even the refusal of 
treatments, and to what extent do medical professionals know best and can 
insist on treatments? Health care social workers can serve as brokers between 
patients and medical professionals.

Critical Issues    LO 7 

Not only do people live longer as a result of advances in health care, but peo-
ple who in previous generations would not have survived are also living full 
lives. Many need supplemental services and accommodation to perform daily 
tasks. Their needs as well as the health needs of people with chronic health 
conditions such as HIV and AIDS present an increasing challenge to social 
workers.
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Disability

According to the Americans with Disabilities Act (ADA), the term disability 
is used when a person has a physical or mental impairment that substantially 
limits one or more major life activities; the individual has a record of such an 
impairment; or the person is regarded as having such an impairment. In 2008, 
lawmakers passed the Americans with Disabilities Amendment Act (ADAA) 
to broaden the reach of the ADA. They were concerned that a number of legal 
decisions limited the rights of people with disabilities under the ADA. The original 
ADA applied only to conditions that substantially limit a major life activity. The 
ADAA shifts the focus away from whether a person has a qualifying disability to 
whether an act of discrimination has occurred (Dean Bennett & Randolph, 2011).

Approximately, 53 million Americans (almost 20% of the population) 
have a disability (CDC, 2017a). Nearly half of them are of an employable age, 
and 78 percent of those who are employable say that they want to work, but 
only one-third of those of employable age are employed (American Association 
of People with Disabilities, 2017). Social workers advocate for persons with 
disabilities so that they will be free from abuse, neglect, and discrimination 
and have access to education, health care, housing, jobs, and other services.

As discussed in Chapter 4, the Americans with Disabilities Act, which 
the Woodlawn Dentistry patient (see case example) and others have used to 
protect their rights, was signed into law in 1990. The ADA is intended to make 
American society more accessible to people with disabilities by requiring reason-
able accommodations. This means making existing facilities used by employees 
readily accessible to and usable by persons with disabilities; restructuring jobs 
and modifying work schedules; acquiring or modifying equipment or devices, 
examinations, training materials, or policies; and providing qualified readers 
and interpreters (Equal Employment Opportunity Commission, 2000; see also 
Box 9.5). Many advocates for people with disabilities fought long and hard to 
win these provisions, and they continue to fight to have them properly enforced.

CASE EXAMPLE
In 2013, the Department of Justice reached a settlement with Woodlawn 
Family Dentistry of Alexandria, Virginia. The dentist’s office had required a 
patient with HIV to schedule all appointments as the last appointment of 
the day. In doing so, Woodlawn discriminated against the patient by not 
offering the same options and availability in scheduling that they did for all 
their other patients. There was no lawful reason why Woodlawn could not 
treat the patient at any time during normal business hours. Under the DOJ 
settlement, Woodlawn paid $7,000 to the patient and $3,000 in civil penal-
ties. In addition, Woodlawn had to train its staff on the ADA and develop and 
implement an antidiscrimination policy (settlement agreement between the 
United States of America and Woodlawn Family Dentistry under the Ameri-
cans with Disabilities Act, DJ#202-79-262).

EP 8c
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HIV/AIDS

Acquired immune deficiency syndrome (AIDS) is a chronic disease that damages and 
destroys the immune system. To be diagnosed as having AIDS, an individual must 
test positive for human immunodeficiency virus (HIV) antibodies and must also have 
an opportunistic infection, an AIDS-related cancer, severe wasting or dementia, or a 
reduction in the number of T cells that help provide immunity to disease.

Today, there are approximately 37 million people in the world living with 
HIV/AIDS, and as many as 40 percent don’t know their status (WHO, 2017). In the 
United States, there are more than a million people living with HIV, of whom 1 
in 8 are unaware that they are infected (CDC, 2017b). Whereas African Americans 
make up 12 percent of the US population, they account for almost half of the new 
HIV/AIDS cases, and Latinos, who make up 18 percent of the overall population, 
also have a higher proportionate infection rate of 17 percent (CDC, 2017b).

The good news about HIV/AIDS in the United States is that the number 
of deaths from AIDS is decreasing. The death rate has fallen 45 percent since 
its peak in 2005 (UNAIDS, 2017). This is due in large part to the use of nu-
cleoside reverse transcriptase inhibitors (NRTI), protease inhibitors (PI), and 
other drugs used to treat patients infected with AIDS. The combination of 
drugs, referred to as the “cocktail,” has changed AIDS from a death sentence to 
a chronic but manageable disease.

However, the cocktail is not a cure. At this time, the medications are very 
expensive. Many people with AIDS in the United States and around the world 
(one in four) cannot afford the antiretroviral drugs. Additionally, the cocktail 
must be taken following a strict regimen. If the regimen is not followed, treat-
ment can fail, and the possibility for the rapid development of drug-resistant 
strains of the virus is increased (Institute of Medicine, 2005). There is con-
cern that the presence of the antiretroviral drugs is also creating a treatment 
optimism, a sense that HIV is treatable and thus not so serious. This can result 

The ADA is divided into five titles.

1.	 Employment (Title I): The provisions in ADA Title I require 
employers of 15 employees or more to provide reason-
able accommodations to protect the rights of individuals 
with disabilities in all aspects of employment. For exam-
ple, office space and workstations must be wheelchair 
accessible. Title I protects only qualified individuals with 
disabilities. A qualified individual is a person who meets 
legitimate skill, experience, education, or other require-
ments of an employment position and can perform the 
essential functions of the position.

2.	 Public services (Title II): Public services, including re-
strooms, must be accessible to people with disabilities. 
Individuals with disabilities cannot be denied access to 
public transportation services. Buses, trains, and other 

public vehicles must be modified to be accessible and 
safe for individuals with disabilities.

3.	 Public accommodations (Title III): Restaurants, hotels, 
grocery stores, retail stores, golf courses, and privately 
owned transportation systems must be made accessible 
to individuals with disabilities.

4.	 Telecommunications (Title IV): Telephone companies 
must provide telephone relay service to individuals who 
use telecommunication devices for the deaf (TTYs—
teletypewriters) or similar devices.

5.	 Miscellaneous (Title V): Individuals are prohibited from 
coercing, threatening, or retaliating against people 
with disabilities or those attempting to aid people with 
disabilities by asserting their rights under the ADA.

Box 9.5 More About...the Americans with Disabilities Act 
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in less concern about becoming infected or spreading the virus to others and a 
reduction in safer sexual and drug-using behaviors (UNAIDS, 2017).

The Americans with Disabilities Act applies to individuals who are HIV 
positive or have AIDS. For example, a public school cannot prohibit an 
HIV-positive child from attending elementary school; a state-owned nursing 
home may not refuse a patient who has HIV/AIDS; and a county summer rec-
reation program cannot refuse to admit the brother of someone who has AIDS.

Medical Use of Marijuana

Thus far, some form of medical marijuana is legal in more than half of the 
United States. The National Academies of Sciences, Engineering and Medicine 
(2017) recently analyzed more than 10,000 studies on the health effects of 
marijuana. The Academy’s findings included over 100 conclusions, including 
the following:

1.	Cannabis or cannabinoids may be helpful in reducing pain symptoms. There 
is substantial evidence that short-term use of oral cannabinoids can reduce 
muscle spasms in patients with multiple sclerosis. There is also conclusive 
evidence that oral cannabinoids are effective in reducing chemotherapy- 
induced nausea and vomiting

2.	There is no evidence that smoking marijuana increases cancer risks. 
However, there is some evidence to suggest smoking marijuana can trigger 
a heart attack in someone who has heart disease. Smoking marijuana 
during pregnancy can result in decreased birth weight. Smoking is also 
associated with chronic bronchitis and other respiratory problems.

3.	There is very limited evidence that marijuana is a gateway drug to trying 
other drugs, but use of marijuana at a young age does increase the 
possibility of dependency, which can result in diminished academic 
performance.

Patients looking for medical alternatives will continue to push for the medical 
use of marijuana, and drug control advocates will continue to argue against 
legalization. Although a health issue, medical use of marijuana is being 
decided through the courts, legislatures, and state ballot initiatives.

Diabetes

Diabetes is a disorder of the metabolism. When a person’s metabolism is in 
order, food that is digested produces glucose to be absorbed by cells and used 

You are a case manager for a social service agency. You 
have a client who has been using IV drugs and wants 
to get into a drug treatment program. During your 
intake interview, he tells you that he thinks he might be 
HIV positive, but is too afraid to go get tested. He tells 

you he is married and that he has an active social life 
with other sexual partners outside his marriage. You 
are aware of the risk that if he is HIV positive, he may 
spread the virus to his sexual partners. What should 
you do?

Box 9.6 Ethical Practice...Confidentiality or Health Safety? 
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by the body for energy. In people with diabetes, however, the pancreas either 
produces little or no insulin, or the cells do not respond appropriately to the 
insulin that is produced. Glucose builds up in the blood, overflows into the 
urine, and passes out of the body in the urine. Thus, the body loses its main 
source of fuel, even though the blood contains large amounts of glucose 
(National Diabetes Information Clearinghouse, 2017). With the development of 
insulin outside the body, people with diabetes can be treated and live long and 
productive lives. However, diabetes does take a toll on the body and often com-
plicates other health conditions. Today, most people in the United States know 
someone with diabetes. According to the American Diabetes Association (2017), 
an estimated 29 million people, or over 8 percent of the population, have 
diabetes. Roughly 27 percent of those with diabetes are people over 65 years of 
age. Diabetes typically develops over time with age. This number has been grow-
ing and is expected to continue to increase. The likelihood of this increase can be 
seen in the American Diabetes Association’s estimate that 79 million people can 
be classified as “prediabetic,” meaning that they have the precursors to getting 
diabetes. The increasing numbers of people with diabetes will require greater 
medical attention and dollars. See Box 9.7, which analyzes one of the leading 
contributors to diabetes, obesity.

Headlines from around the world tell the story of a trou-
bling health problem in industrialized countries. “Fatty 
food adverts must be controlled: Warning as childhood 
obesity soars in Ireland” reads one headline (Kelpie, 
2008). A headline from a Colorado paper reads, “Kaiser 
study: Diabetes risk rises for pregnant women, sharp 
increase in obesity to blame, researchers say” (Scanlon, 
2008). A Scottish headline states, “World shame of 
Scotland the Fat; Our nation named as the most over-
weight on entire planet after the U.S. with one in four of 
all Scots now obese” (Nicolson, 2007). “Italy’s obesity 
epidemic gives lie to dietary myth” is a headline from an 
Italian paper (Lakhani, 2007). People in industrialized 
countries around the world are getting fatter, and Amer-
icans are taking the lead. Obesity is linked to a variety 
of health problems, including cardiovascular diseases, 
diabetes, cancer, and osteoarthritis. Particular concerns 
are being raised about childhood obesity. In the past 
30 years, the childhood obesity rate has doubled for 
children ages 2–5 and 12–19 years old, and tripled 
for children 6–11 years of age (Finkelstein, Trogdon, & 
Trogdon, 2008). Childhood obesity increases the risk for 
asthma, high blood pressure, high cholesterol, diabetes, 
orthopedic problems, and other challenges that can last 
into adulthood.

Analyzing the Situation
■■ Conduct some research to try to answer the following 

questions: What is causing the obesity epidemic in 
the United States? Are the causes the same in other 
countries? Do most researchers agree on the causes? 
What do you see as the most significant cause for the 
rise in obesity in the United States and abroad?

■■ Why do the rates of childhood obesity seem to be going 
up so fast? Is the childhood obesity epidemic spread 
evenly among all children, or are some populations 
suffering from it more than others?

■■ Is the obesity epidemic an appropriate concern for the 
social work profession? Why or why not?

What Can Social Workers Do?
Given your analysis and understanding of the causes of 
obesity, what can social workers do to address the prob-
lem? What can they do at the individual and family levels? 
What can they do at the community and policy levels?

What Can You Do?
What one step might you take now, alone or working with 
others, to prevent or reduce obesity in your community? 
What are the barriers that might keep you from taking this 
step? What could you do to reduce those barriers?

Box 9.7 Becoming a Change Agent  
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The prevalence of diabetes is disproportionately distributed over the 
population and is correlated with several social conditions. Fourteen percent 
of adults with less than a high school diploma had diabetes, compared with  
6 percent of adults with a bachelor’s degree or higher; adults in poor and near-
poor families were more likely to have diabetes. In addition to education and 
income, diabetes disproportionately affects members of nondominant groups. 
Although 7.1 percent of whites have diabetes, African Americans have a rate of 
12.6 percent, Asian Americans have a rate of 8.4 percent, and Latinos have a 
rate of 11.8 percent (American Diabetes Association, 2017).

The increase in incidence and the linkage to poverty and lack of education 
place diabetes as a major health and social concern. In addition, it is troubling that 
a lack of health care, which impacts people who are poor, often means that diabetes 
can go undiagnosed, compromising people’s health further. Therefore, understand-
ing the indicators and symptoms of diabetes is critical for social workers.

Conclusion

Physical health affects all aspects of life and is intertwined with emotional and 
social well-being. This chapter focused on the unique social work challenges 
in health care settings. Understanding physical health is vital to social work 
practice in other arenas as well. Treatment of alcohol and drug use (Chapter 12)  
is part of the larger system of health care. Poverty is also intricately tied to 
health and well-being. Therefore, although the health care social worker deals 
with the physical and medical care of people, biopsychosocial needs are part 
of many domains of social work practice.
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Questions for Discussion

1.	What is managed care? What are some of the benefits of managed care? 
What are some of the disadvantages?

2.	What are the key differences between the medical model of health care 
delivery and the wellness model?

EP 2
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3.	What factors help explain the higher mortality and disease rates among 
women of color? What does this mean for social workers in the health 
care field?

4.	Why is the infection rate of young, gay, urban African American men 
rising?

5.	A patient in a long-term care facility informs his social worker that he no 
longer wants a feeding tube. Without the feeding tube in place, he will die 
within 12 days. What questions should the social worker ask the patient? 
What ethical and legal considerations should the social worker and the 
medical staff take into account before deciding whether to grant the 
patient’s request? How should the patient’s family be involved?

Change Agent Exercises

Eating well is an essential component of good health. Although many people 
experience hunger and malnutrition around the world and in the United 
States, experts agree that these problems are not caused by not having enough 
food for everyone. Hunger and malnutrition are often due to an individual’s 
lack of money. Such a person cannot afford to buy food in general, and 
nutritious food specifically. Conduct some research to find out the estimated 
levels of hunger and malnutrition in your community. How many people 
rely on food banks or food stamps to eat? Working with others in your class, 
plan and organize a food drive on your campus or in other locations in your 
community to collect food for a local food bank.

Exercises

1.	Health Care Letter to the President
Write a letter to the president of the United States, expressing your views 
about the need for a public option or even a single-payer universal health 
care system. Explain why it is needed as you understand it. Use data to 
support your position.

2.	Health Care Rationing
The state legislature has limited funds for its Medicaid program. Legisla-
tors must choose between a funding increase for prenatal care and funding 
organ transplants for Medicaid recipients. The cost of 30 organ transplants 
is approximately the same as the cost of providing prenatal care to 1,500 
women. If you were a state legislator, what information would you need to 
make a decision?

What are the most important factors to consider?

3.	Physician-Assisted Suicide
Should physician-assisted suicide be legal for patients who have less than 
six months to live? What about patients who have debilitating chronic 
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4.	Ethical Issues Case Study and Role-Play
Assign the roles (Mr. Gonzalez, Mrs. Gonzalez, Dr. Garcia, Jorge Lopez, 
Roberto Jr., Rosa, and Tomas), and role-play the family meeting. After the 
role-play, address the following ethical issues:

pain or other conditions that may not be terminal, but have destroyed 
their quality of life?

■■ Describe why physician-assisted suicide is a controversial issue. The 
following questions may be helpful:

■■ Is there adequate evidence to resolve the issue?
■■ Is the current evidence contradictory?
■■ What are the underlying values on each side of the issue?

■■ Examine your personal beliefs. Does physician-assisted suicide affect 
your life? If so, how? What are your personal experiences, if any, in 
relation to this issue?

■■ Choose one side of the issue. Brainstorm a list of the arguments that 
support it. List and explain the strongest arguments in favor of the 
position you have chosen.

■■ Do the same for the other side of the issue.
■■ After looking at the arguments on both sides, what gaps are there in 

the available information? What would you need to know to help 
convince you? Where might you find this information?

■■ After reviewing all the available information, which side do you support? 
What specifically convinces you that this is the right side? Is this the same 
or a different position than you had before researching the topic?

CASE EXAMPLE
Mr. Roberto Gonzalez was recently admitted to the hospital. He is 74 years old 
and has been married to his wife, Evie, for 45 years. They are both practicing 
Catholics. Roberto and Evie immigrated to Miami from Cuba over 30 years 
ago with their three children. The Gonzalez children are now grown: Roberto 
Jr. is 43, Rosa is 41, and Tomas is 36. They have families of their own.

Mr. Gonzalez has been struggling with a variety of medical problems for the 
past nine years, and his current condition is critical. Dr. Garcia has recommended 
a liver transplant. The transplant has less than a 50 percent chance of success, but 
Dr. Garcia has indicated it is Mr. Gonzalez’s only hope for long-term survival.

Mr. Gonzalez is tired of the pain and tired of fighting. He tells Dr. Garcia 
that he prefers to let nature take its course and not to have the transplant. 
Mrs. Gonzalez is not ready to let go. She called the social worker, Jorge Lopez, 
and asks for his assistance in convincing Mr. Gonzalez to have the surgery. 
Roberto Jr. supports his father’s position. Rosa wants her father to keep 
fighting. Tomas is ambivalent.

Mr. Lopez calls a family meeting to discuss the issue.

67046_ch09_ptg01.indd   287 1/26/18   10:59 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



288    CHAPTER 9

What are the major ethical considerations in this case?

Ultimately, who has the decision-making authority?

What should the role of the social worker be? Facilitator? Advocate?

5.	HIV/AIDS
Using the library or the Internet, find current information by a reliable 
source about the AIDS epidemic. On the basis of the data you find, answer 
the following questions:

Since the Centers for Disease Control and Prevention began collecting 
data on AIDS cases, how many total cases have been reported in the 
United States?

What percentage of these total cases were women?

Which ethnic group is at greatest risk of contracting HIV? Why do you 
think this might be so?

What was your source of information? How do you know it is a reli-
able source?

What are the implications of the findings presented in this report for 
social work practice?

Get into small groups. Compare the information you found with 
others in your class. If there was a difference in what you found, how 
might you decide which data is most accurate?
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LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Describe the differences between mental health and mental illness.

2.	 Explain the various theories on the causes of mental illness.

3.	 Discuss the history of mental health services in the United States.

4.	 Critique the US mental health system.

5.	 Explain the various roles social workers play in the mental health system.

6.	 Compare and contrast mental health treatment approaches.

7.	 Describe culturally competent mental health practice and the barriers to mental health 
services faced by members of nondominant groups.

10� Mental Health Services
Coauthored by Layne K. Stromwall, PhD
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Mental illness affects the lives of millions of people. Some struggle with their own 
mental illnesses; others cope with the illnesses of friends and families. The impact of a 
mental illness on a person’s life can range from mild to severely debilitating.

■■ It is difficult to determine the exact number of people with a mental illness, but 
most studies suggest that mental illnesses are more common than cancer, diabetes, 
or heart disease. According to the Substance Abuse and Mental Health Services 
Administration (SAMHSA, 2016), in 2015 approximately 43.4 million American 
adults, or 17.9 percent of the population, had some type of mental illness. This 
number does not include substance use disorders. Other studies have found the 
percentage to be as high as 32 percent (Bagalman & Napili, 2014).

■■ Less than half of those who experience a mental health challenge receive treatment 
(SAMHSA, 2015a). People who reported that they sought treatment but did not 
receive it listed lack of adequate health insurance as the number-one reason.

■■ Roughly one in five children ages 5 to 18 currently have, or will have, a mental 
illness. Fifty percent of mental illness begins by age 14, and the average time be-
tween onset of symptoms and treatment is 8 to 10 years (National Alliance for the 
Mentally Ill, 2016).

■■ Recent research suggests that soldiers have a much higher prevalence of mental 
illness than do members of the civilian population (Kessler et al., 2014). Soldiers 
reported five times the major depression and 15 times the rate of post-traumatic 
stress disorder as seen in the general population. Almost 14 percent of soldiers re-
ported considering suicide, 5.3 percent had planned a suicide, and 2.4 percent had 
made one or more attempts (Nock et al., 2014).

■■ About one-third of the US homeless population has an untreated, serious mental 
illness. The percentage is even higher for women and for people who are chronically 
homeless. Life is extremely difficult for members of this population, resulting in a 4 
to 9 times higher mortality rate than the general population (Treatment Advocacy 
Center, 2016).

■■ The effectiveness of a variety of treatments for the array of mental and behavioral 
disorders has been well documented. In fact, treatments improve symptoms and 
quality of life for 70 to 90 percent of people with a serious mental illness (Korn-
blum, 2008).

■■ Mental illness has a tremendous impact on lives worldwide. It is estimated that 
roughly 10 percent of people globally had a mental illness during the previous year. 
Almost 30 percent experience mental illness during their lifetime (Steel et al.,  
2014). Mental illness and substance abuse are the leading causes of disability 
worldwide. More than 900,000 people commit suicide each year, the majority of 
whom are between the ages of 15 and 44. Resources to prevent and treat mental 
illness vary greatly depending on a country’s wealth. In low- and middle-income 
countries there are 0.05 psychiatrists per 100,000 people. The rate in high-income 
countries is 170 times higher (WHO, 2013).

Evidence suggests that one in four US adults experiences mental illness (e.g., 
depression, anxiety, or eating disorders) during his or her lifetime (SAMHSA, 2016); 
researchers consider this figure an underestimate (Bekiempis, 2014). Many people 
remain reluctant to tell researchers about their mental health history, mainly because 
of the stigma attached to mental diseases.
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Of the five types of mental health professionals in the United States (social 
workers, clinical psychologists, marriage and family therapists, psychiatrists, advanced 
practice psychiatric nurses), social workers provide the majority of the country’s mental 
health services. According to one estimate by SAMHSA, more than 50 percent of 
mental health providers are social workers (Heisler & Bagalman, 2015). Clinical 
social work has a primary focus on the mental, emotional, and behavioral well-being 
of individuals, couples, families, and groups. They help people struggling to cope with 
the problems of daily living and those with serious mental illness. Social workers also 
engage in efforts to prevent mental illness and advocate for better funding for and 
access to mental health services.

Almost half of all professional social workers identify mental health as their 
primary or secondary practice area (National Association of Social Workers, 2011). 
Social workers are committed to making mental health care and the prevention of 
mental disorders a national priority. It is an exciting time to be a social worker in 
the field of mental health. Ongoing scientific discoveries about the functioning of the 
brain are increasing understanding of effective treatment, creating an atmosphere of 
hope and the possibility of recovery for even the most serious mental disorders. Social 
workers play an important part in researching and delivering these new evidence-
based practice models. Evidence-based practice is a process used to choose and evaluate 
the most effective treatment available.

Mental Health and Mental Illness

According to the US Surgeon General (1999), mental health is the successful 
performance of mental function, resulting in productive activities, fulfilling 
relationships with other people, and providing the ability to adapt to change 
and cope with adversity. The term mental illness refers collectively to health 
conditions characterized by alterations in emotions, thinking, or behavior. 
These changes result in distress or problems functioning socially, with family, 
and/or at work (American Psychiatric Association [APA], 2017). Some of the 
most prevalent disorders are described in Box 10.1.

Characterizing mental health and mental illness is not as simple as these 
definitions might lead one to believe. For one thing, definitions of mental 
health and mental illness vary depending on cultural norms and social con-
ditions. What is considered mental illness in one culture may be considered 
acceptable healthy behavior in another. Similarly, what was considered mental 
illness at one time may not be thought of the same way at a later time.

  LO 1   Mental health and mental illness can be viewed as being on a 
continuum. Few people are completely mentally healthy all the time. All 
have times of impaired functioning when they are less able to have fulfilling 
relationships, adapt to change, or cope with adversity. For example, following 
the death of a loved one, it is not unusual for a person to become depressed 
and to have a hard time meeting day-to-day demands. He or she may develop 
relationship problems or have difficulty at work or both. One of the challenges 
in the mental health field is to distinguish between problems in daily living 
and mental illness.

EP 4a, 4c
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Within the broad category of mental illness, many specific 
psychiatric conditions have been defined.

Affective disorders, also called mood disorders, 
affect the individual’s emotional state and thinking. 
The most common are depression, bipolar disorder, 
and anxiety. Clinical depression is a serious medical 
illness with symptoms of ongoing sad mood, difficulty in 
concentration, sleep disturbances (inability to fall asleep 
and early waking), changes in appetite (either lesser or 
greater), changes in social behavior, and increased risk 
of suicide. Depression can develop in any person at any 
age. Although it is highly treatable with both medication 
and psychotherapy, it is frequently a lifelong condition in 
which periods of wellness alternate with recurrences of 
illness. Clinical depression affects twice as many women 
as men, though that varies with age. Young boys, before 
mid-puberty, are more likely to be depressed than girls. 
However starting at age 15 that shifts, with twice as many 
girls experiencing depression. That pattern remains until 
menopause, when some studies show rates of depression 
among men and women to be similar, but other studies 
show rates to still be higher among women (Faravelli, 
Scarpato, Castellini, & Lo Sauro, 2013). Women’s greater 
vulnerability is thought to be due to a combination of 
biological, genetic, psychological, and social factors.

Bipolar disorder was previously called manic 
depression. To be diagnosed with bipolar disorder, the 
person must have had at least one episode of depression 
and one episode of mania. Manic episodes often 
include hallucinations or delusions, which can lead to a 
misdiagnosis of schizophrenia. About 1 percent of the 
population is affected by bipolar disorder, and it occurs 
equally in males and females. Psychotropic medications 
are effective in the treatment of bipolar disorder and can 
prevent recurrence of future manic episodes (National 
Institute of Mental Health, 2016).

Anxiety disorders are chronic or recurring states 
of tension, worry, fear, and uneasiness arising from 
unknown or unrecognized perceptions of danger. They 
include generalized anxiety disorder, acute stress disorder, 
obsessive-compulsive disorder, post-traumatic stress 
disorder, panic disorder, social phobia, specific phobia, and 
substance-induced anxiety disorder (Barker, 2003).

Considered the most severe type of anxiety disorder, 
panic disorder affects roughly 2.7 percent of the 

population, or 6 million Americans. It is twice as common 
in women as in men. It can appear at any age, but most 
often it begins in the young adult years. Feelings of 
terror occur with no warning. Between panic attacks, the 
person experiences persistent and lingering worry that 
another attack will begin at any minute. Panic disorder 
can be accompanied by other conditions like alcoholism 
or depression. It is treated with both medication and 
psychotherapy (Anxiety and Depression Association of 
America, 2016).

Obsessive-compulsive disorder (OCD) is characterized 
by anxious thoughts or rituals that the person feels she 
or he cannot control. The disturbing thoughts or images 
are called obsessions, and the rituals performed to dispel 
the thoughts are called compulsions. OCD can begin in 
childhood, adolescence, or adulthood, and affects about 
the same number of men as women. About 2.2 million 
Americans have OCD, and researchers have located 
a specific genetic component. Depression, anxiety, or 
eating disorders may accompany OCD. A specific type of 
behavioral therapy called exposure and response prevention 
has proven effective, as has psychotropic medication 
(Anxiety and Depression Association of America, 2016).

Schizophrenia is not as common as other types 
of mental illness, but it is often severe and disabling. 
Its symptoms include at least two of the following: 
hallucinations (hearing or sometimes seeing or smelling 
something that is not really there), delusions (thoughts or 
perceptions not related to reality), disorganized thinking 
or speech, inappropriate mood, flat emotions, and lack 
of motivation and energy. Although researchers have not 
yet determined what causes or can cure schizophrenia, 
there is likely a genetic component for some. It is known 
that schizophrenia can run in families. Scientists believe 
schizophrenia likely has an environmental component 
that interacts with genetics (National Institute of Mental 
Health, 2016).

Serious mental illness (SMI) and serious and persistent 
mental illness (SMPI) are legal terms for groups of mental 
disorders that interfere with social functioning sufficiently 
to require ongoing treatment. In many states, individuals 
with mental disorders must be assessed as meeting 
this criterion to qualify for public mental health services. 
Serious mental illnesses can include schizophrenia, bipolar 
disorder, and major depression, among others.

Box 10.1 More About...Mental Disorders
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Biological and Psychological Factors

For centuries, people have distinguished between the human mind and the 
human body and have regarded mental health as separate from physical 
health. An example of this enduring belief is found in the US medical 
insurance system. Insurance plans generally provide full coverage for physical 
health problems, but not for mental health problems. The US surgeon 
general’s 1999 report emphasized that mental illness and physical illness are 
inseparable. The “mind” is now understood by most researchers to be activities 
in the brain, a physical body organ. Current scientific research emphasizes 
that mental illness, in most cases, can be traced to physical changes in the 
brain. There is no real split between mind and body or between mental health 
and physical health.

Successfully diagnosing and treating mental disorders requires a 
biopsychosocial perspective that focuses on interactions between a person’s 
social environment, medical history, past experiences (e.g., trauma, family, 
peers, school, larger sociocultural environment), psychological variables, and 
genetic factors. This complicated mix makes it necessary for mental health 
social workers to have a broad knowledge base that includes sociology, 
psychology, psychiatry, anthropology, neurobiology, pharmacology, 
immunology, and epidemiology. Perhaps most importantly, mental health 
social workers must keep up with advances in neuroscience and behavioral 
research that help explain the development and successful treatment of mental 
disorders.

From childhood to adulthood and on through old age, there is variability 
in the diagnosis, course, and treatment of a mental disorder. For example, 
depression can cause a child to act out and engage in disruptive behavior, and 
the child can be treated for ADHD. As the child matures, disruptive behavior 
diminishes, and it is believed that the child no longer has a problem. However, 
the depression has not been treated, and during adolescence or young 
adulthood it may manifest itself in withdrawn behaviors and lead to social 
isolation. Early identification of the underlying depression could change the 
progression of the illness and lessen the possibility of later problems.

A social worker in the area of children’s mental health needs to understand 
human development, age-appropriate behaviors, and language development 
in order to distinguish abnormal behavior from normal developmental stages. 
For example, a temper tantrum is a normal behavior in a 2-year-old child. 
However, serious tantrums that continue past that developmental stage may 
indicate a problem. The tantrums may be the child’s reaction to a maladaptive 
environment or a warning sign of a mental health problem.

As people grow older, their vision, hearing, and memory decline, 
and their pulmonary and immune systems weaken. However, most older 
adults have stable intellectual functioning, continue to have the capacity 
for change, and are productively engaged with life. Just as children’s 
development affects their mental health, normal adult development needs 
to be understood to accurately assess and treat psychiatric conditions in 
people who are aging.

EP 6a
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Some adults 55 years and older experience mental disorders that are not a 
normal part of aging. These disorders include depression, Alzheimer’s disease, 
alcohol and drug abuse, anxiety disorders, and late-life schizophrenia. As 
the number of older adults increases, mental health challenges will become 
more of an issue. Alzheimer’s disease is the most common form of dementia, 
accounting for 60 to 80 percent of cases. Currently, someone in the United 
States develops Alzheimer’s disease every 66 seconds. Estimates are that by 
2050, a new case will be developed every 33 seconds. This means there will 
be almost 1 million new cases a year (Alzheimer’s Association, 2016). It is 
difficult to assess and diagnose late-life mental disorders because the physical 
complaints or symptoms of older adults may not appear to meet the full 
criteria for such mood disorders as depression and anxiety. In addition, family 
members may ignore their older relative’s symptoms, believing them to be 
part of the aging process that cannot be changed.

Prevention efforts need to be focused in primary care settings because 
physicians are the first point of contact for many older adults who are 
experiencing mental health problems. Specialty psychosocial interventions 
such as grief counseling, suicide prevention services, and self-help groups 
have to be readily available and accessible within primary care settings. Social 
workers who work in non–mental health settings need to have knowledge of 
the symptoms of mental disorders so that they can make appropriate referrals.

Social Factors

Gender, culture, race, poverty, and age are important variables in correctly 
diagnosing and treating mental disorders. A client’s problems must be seen in the 
context of the social environment (i.e., family, peers, colleagues, friends) and the 
larger physical and cultural surroundings. For example, a few mental disorders— 
including depression, panic disorder, and eating disorders—disproportionately 
affect women. Women are more likely to experience depression and anxiety 
than men; it may be the result of biochemical differences or environmental 
stressors or both (Eaton et al., 2012). Other disorders affect more men than 
women; men are more likely to develop substance abuse and antisocial 
personality disorders.

Cultural interpretations of symptoms differ (US Surgeon General’s Men-
tal Health Supplement Report, 2001). A specific behavior may be considered 

CASE EXAMPLE
Seventy-year-old Edna Walker was widowed after 52 years of marriage. 
Before her husband’s death, she was actively involved in life and had a part-
time job. Since her husband’s death, she has found it difficult to get back to 
normal. There are financial pressures. She is tearful most of the day. She does 
not sleep well, and many days she feels so tired that she stays in bed. She 
does not have much interest in food and has lost weight. Ms. Walker’s pri-
mary care physician thinks she is suffering from depression.
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acceptable or normal in one culture or setting and viewed as pathological in 
another. For example, ataque de nervios is a culture-bound syndrome most 
commonly seen in the Spanish-speaking Caribbean (Oquendo, Horwath, & 
Martinez, 1992). The syndrome appears suddenly after a psychosocial stressor, 
such as a funeral or a family fight, and is characterized by violence, a nonvi-
olent frenzy of activity, or hallucinations that may end in convulsions or a 
suicide attempt. In the Spanish-speaking Caribbean, ataque de nervios is con-
sidered to be an acceptable way to display distress. The person’s family mo-
bilizes immediately to help alleviate the stress, and there is rarely need for 
medications or hospitalization.

There is a reciprocal relationship between a child’s biological state and the 
environment. Physiological changes may result from exposure to trauma (e.g., 
abuse, neglect, violence, or separation from a parent) and may interfere with 
the child’s development of the ability to deal with an adverse environment. 
Biological vulnerability sometimes occurs first, making some children more 
susceptible to problems when their environment is not nurturing. Social 
factors that increase biological risk include inadequate prenatal care, which 
can lead to prenatal damage from low birth weight; exposure to alcohol, 
tobacco, or illegal drugs, which can trigger or exacerbate mental disorders; 
exposure to toxic chemicals; and dangerous living conditions. Social work’s 
emphasis on the person-in-environment concept is particularly appropriate 
for understanding the reciprocity between biological and social factors in 
promoting mental health.

The Mental Health Care System   LO 2  

Mental health services are provided in numerous settings and by a variety of 
professionals. The various public and private services are together thought of 
as the mental health care system. This network of services began in the early 
1800s and today includes professional social workers.

Historical Background

As long as there have been people, there has probably been mental illness. 
Explanations of mental illness have changed over time, and public beliefs 
about mental disorders have strongly influenced treatment. In the United 
States, according to Lin (1997), there have been five major movements in 
mental health since the early 1800s. These are the moral treatment movement, 
the mental hygiene movement, the community mental health movement, the 
legal advocacy movement, and the consumer movement.

During the early nineteenth century, there was no organized government 
effort to treat mental illness. People with mental illnesses were regarded as 
“lunatics,” and their families took care of them. The prevailing attitude was 
that mental illness stemmed from violations of physical, mental, and moral 
laws. Taking corrective action and enforcing moral behaviors was believed 
to cure mental illness and was initiated in hospitals. This period of moral 
treatment lasted until the early twentieth century.

EP 6a, 7b, 8b
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During the 1840s, Dorothea Lynde Dix, a retired Boston teacher who 
is considered the founder of the mental health movement, began a crusade 
that would change the way people with mental disorders were viewed and 
treated. Dix called to attention the overcrowded, appalling, and often-
abusive conditions in the institutions in which people with mental illnesses 
were placed (Shapiro, 1994). Her efforts brought about many reforms at 
both the state and federal levels, including the founding of more than  
30 public and private institutions (Brandwein, 2003). Dix was not a social 
worker; the profession was not established until after her death in 1887. 
However, her life and work were embraced by early social workers, and 
she is considered one of the pioneers of psychiatric social work along with 
Elizabeth Horton, who in 1907 was the first psychiatric social worker in the 
New York hospital system, and others (Rossi, 1969). Dorothea Dix’s work 
led to the mental hygiene movement.

The early twentieth century was a time of progressive public policies. 
Advocates of improved public health focused attention on care and treatment 
in mental hospitals. Recognition of the needs of people with mental illnesses 
led to the development of the first psychiatric units in hospitals, which moved 
away from punitive moral treatment to a more medical approach.

Following World War II, the mental health needs of returning veterans 
evoked public sympathy and understanding, and changed attitudes 
about mental illness. Encouraged by the promise of psychotropic drugs, 
or antipsychotics, which are chemicals used to treat mental disorders, the 
Community Mental Health Centers Act was passed in 1963. This policy 
encouraged the deinstitutionalization of people with mental illness—the 
shift in the location of psychiatric care from inpatient facilities, particularly 
public mental hospitals, to the community. It was believed that previously 
institutionalized people could take psychotropic medications and live in the 
community while being supervised by community mental health professionals.

Even as deinstitutionalization was being implemented, the rights 
of people with mental illnesses became the focus of the legal advocacy 
movement of the 1970s. Landmark court cases ensured their rights and self-
determination. Restrictions were placed on potentially harmful treatment 
methods, and mental illness and the attendant need for treatment were no 
longer justification for involuntary confinement. Placing people in institutions 
against their wishes, regardless of their conditions, was no longer legal 
(unless they were a danger to themselves or others). These legal changes were 
viewed as empowering to people with mental illnesses and helped prevent 
unnecessary involuntary confinements.

The 1980s and 1990s gave rise to the consumer movement in mental 
health care. A consumer is a person who has received or is currently receiving 
services for a psychiatric condition. People with mental disorders and their 
families became advocates for better care. Organizations such as the National 
Alliance on Mental Illness were created to educate the public and reduce 
the stigma of mental illness. Building public understanding and awareness 
through consumer advocacy helped bring mental illness and its treatment 
into mainstream medicine and social services.

67046_ch10_ptg01.indd   298 1/26/18   11:03 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� MENTAL HEALTH SERVICES    299

The most recent attempt to improve mental health care is the recovery 
movement. Many in the mental health fields embrace it as a strengths-
based approach to working with people with mental illness. The recovery 
movement grew out of the consumer efforts discussed earlier and has had 
a transformational effect on mental health practice. Although illness and 
disease have been the focus of the mental health system for many years, a shift 
began to take hold in the early 2000s and has continued to the present time. A 
national report in 2003 urged mental health practitioners to move away from 
the medical, disease-based focus of mental health treatment, to a wellness 
and recovery-based model (Caldwell, Sclafani, Swarbrick, & Piren, 2010). The 
US Department of Health and Human Services issued a statement in 2004 
encouraging public mental health agencies to utilize a recovery approach. 
Since that time, recovery has been rapidly becoming a primary approach to 
mental health care in agencies around the country (Gerhart, 2012).

A panel of experts in the field developed the following definition of 
recovery: “Mental health recovery is a journey of healing and transformation 
enabling a person with a mental health problem to live a meaningful life in a 
community of his or her choice while striving to achieve his or her full 
potential” (SAMHSA, 2004, p. 3). The recovery model stresses that people 
with mental health issues can and do recover, and can be engaged in 
productive ways in their communities. However, recovery in mental health 
does not necessarily mean that people recover completely from their illness as 
it does when talking about physical health. The model states that consumers 
should direct their own recovery, determining what goals they want to achieve. 
This means that there are many paths to recovery, and the process may be 
different for each consumer. This person-centered focus follows the social 
work diversity perspective, acknowledging and embracing differences based 
on experience, culture, race, ethnicity, gender, sexual orientation, and class as 
well as the many other ways that we differ from one another.

The recovery model is holistic, focusing on all aspects of a person’s life. 
This means that part of the recovery process can involve helping consumers 
find housing, work, a strong support system, education, engagement in the 
community, and a religious or spiritual connection, in addition to mental 
health services. The model also focuses on encouraging consumer strengths 
and avoiding labeling consumers.

The Current System   LO 3  

The delivery of mental health services, although referred to as a system, is more 
accurately a loose network of services ranging from highly structured inpatient 
psychiatric units to informal support groups. Social workers can be found 
throughout the various mental health services. Although the array of services 
permits diverse approaches in multiple settings, a number of limitations 
compromise the delivery and effectiveness of mental health interventions.

Fragmentation of the System  Social workers contend with a complex and 
fragmented mental health delivery system. Professionals from a number of 

EP 2
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fields receive funding from a variety of disconnected sources, with little co-
ordination. Regier et al. (1993) describe it as a de facto mental health service 
system because it is simply a loosely coordinated set of public (government 
funded or operated) and private services. The US Surgeon General (1999) re-
fers to four segments within the de facto system: (1) specialty mental health 
services, (2) general medical/primary care services, (3) human services, and 
(4) voluntary support network services.

Specialty mental health services are those provided by mental health spe-
cialists, including social workers, psychologists, psychiatrists, and counselors. Ser-
vices are provided in private for-profit, private not-for-profit, and public settings.

General/medical primary care service providers include doctors and nurses 
in hospitals and primary care physicians in clinics. For many people who enter 
the de facto mental health system, the first point of contact is through medi-
cal doctors or hospitals. Primary care physicians have been the focus of edu-
cational efforts by mental health professionals to assist them in recognizing 
early symptoms of mental disorders, particularly clinical depression.

The human service sector consists of social services, school-based ser-
vices, counseling, vocational rehabilitation, prison-based services, and 
religious-based social services. This sector is by far the largest provider of chil-
dren’s mental health services.

The voluntary support network sector consists of self-help groups such as 
Alcoholics Anonymous (AA) and similar 12-step programs; Recovery Inc., a 
support group for people with mental disorders; and other support groups 
sponsored by voluntary organizations like the National Alliance on Mental 
Illness and Mental Health America. The number of self-help groups has been 
increasing as consumers and their families recognize that social support can 
buffer the effects of stress. Many consumers perceive the value of activities that 
promote wellness and view self-help and support groups as powerful adjuncts 
to professional services.

Managed Care  As a result of the managed care movement (discussed in 
Chapter 9), health insurance plans often give oversight of mental health ser-
vices to companies with expertise in behavioral health. The goal is to reduce 
costs by emphasizing cheaper, brief treatments or group treatment approaches, 
by making sure applicants for service meet criteria, and by reviewing the med-
ical necessity of all treatment. Incentives, in which professionals receive bo-
nuses for providing less care, and risk-sharing contracts, in which providers 
agree to treat a specified number of consumers for a specified cost, are features 
of managed behavioral health care service delivery. Limiting the number of 
annual outpatient visits and limits on inpatient care are also common features 
of the managed care system. Although there is a great deal of controversy sur-
rounding managed care, it is unlikely to vanish as health care costs continue 
to rise. Social workers are advocating for all Americans to be able to afford and 
access mental health coverage. As will be discussed later, there has been hope 
that continued implementation of the Affordable Care Act would assist in this 
effort. As of the time this book was written, it is unclear whether the Afford-
able Care Act will be repealed and what might take its place.EP 3b
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Deinstitutionalization  Deinstitutionalization was prompted by the need to 
reduce the costs of psychiatric care, by attention to the rights of people who 
were involuntarily hospitalized, and by advances in evidence-based psychoso-
cial and psychotropic drug treatment. With treatment, people are able to func-
tion in ways that were previously impossible. Between 1970 and the 1990s, 
the inpatient population of state and county institutions fell from 413,000 
beds to below 100,000 (Grob, 2001). Despite increases in the overall popula-
tion, inpatient beds have continued to decline, and currently the United States 
has a deficit of more than 123,000 inpatient beds. This has meant that people 
with severe mental illness have long waits in emergency rooms, jails, and hos-
pitals to wait for an open bed (Ollove, 2016).

Deinstitutionalization was implemented with little understanding of 
its individual and social consequences (Mechanic, 1999). The Community 
Mental Health Center Act was never fully funded, and insufficient housing, 
treatment, rehabilitation, and education services were provided for people 
with serious mental disorders. Deinstitutionalization is blamed for  
the homelessness of a large number of seriously mentally ill people and for 
the inability of mentally ill people and their families to secure treatment. 
As a result of the deinstitutionalization movement, many mental hospitals 
were permanently closed, leaving fewer options available for people who had 
difficulty benefiting from treatment offered in the community.

Criminalization  The fragmented delivery system is further complicated by the 
criminalization of mental health problems coupled with ineffective follow-up 
care after discharge from hospitals and inpatient psychiatric facilities. A report 
found that about 356,268 people with severe mental illness were in jail or 
prison and only about 35,000 of those with severe mental illness were in state 
psychiatric facilities. Depending on the state and facility, as high as 60 percent 
of prison and jail inmates have a serious mental illness (Lithwick, 2016). On 
any given day, the country’s three largest jail systems, in Chicago, Los Angeles, 
and New York, have more than 11,000 people receiving treatment for mental 
illness (Fields & Phillips, 2013). A Treatment Advocacy Center report summa-
rized the problem, noting, “Prisons and jails have become America’s new asy-
lums” (Torrey et al., 2014). When individuals with mental disorders live in the 
community and do not receive treatment, their abnormal behavior sometimes 
results in arrests rather than in referral for treatment. However, the common 
belief that people with mental illnesses are more violent than average is not 
borne out by research (American Psychological Association [APA], 2014). The 
vast majority of violent crime is committed by people without mental illness, 
and the vast majority of people with mental illness are not violent.

  LO 4   Community Treatment  Historically, inpatient clients have not always  
connected with case management services after discharge (Belcher & DeForge, 
2005). Part of the problem is poor coordination between inpatient hospital 
settings and community mental health clinics. Also, consumers who have not 
proved to be a danger to themselves or others are not required to accept treat-
ment. Some consumers choose not to accept treatment because they fear or have 
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302    CHAPTER 10

previously experienced the common side effects of psychotropic medication, such 
as extreme sedation, inability to think clearly, sexual difficulties, and excessive 
weight gain. Others do not seek treatment because the symptoms of their mental 
illnesses make them unduly suspicious of the treatment system. As a result, some 
people who have severe and persistent mental illnesses become homeless or are 
quickly returned to the hospital when their symptoms recur.

To address the shortage of inpatient beds discussed earlier, and the gaps 
in community treatment, 45 states and the District of Columbia have devel-
oped assisted outpatient treatment (AOT) programs (Stettin, 2014). AOT, also 
known as outpatient commitment (OPC), allows someone with a serious 
mental illness and a history of medical noncompliance to be released into 
the community with a court-ordered treatment plan. The plan is created by 
a psychiatrist and includes case management, group or individual therapy, 
medication management, and substance abuse treatment. AOT programs have 
been found to be cost effective for the states (Swanson, 2013), but are not a 
substitute for inpatient treatment when it is needed. Some mental health pro-
fessionals argue that additional psychiatric hospitals are still needed.

Multidisciplinary Aspects of Mental Health Care

In most mental health settings, social workers are members of teams that include 
colleagues from a variety of other professional disciplines. Table 10.1 lists disci-
plines whose members practice in mental health settings and shows their educa-
tional and professional qualifications and common professional roles. Clinical 

Table 10.1 More about Professional Disciplines in Mental Health Settings

Discipline Qualifications Role

Psychiatrist MD plus psychiatric residency, board 
certification in psychiatry

Prescribes psychotropic medication; 
diagnoses mental disorders

Psychologist Doctorate (PhD or PsyD), state licensure Conducts psychological testing; pro-
vides psychological treatment

Social Worker MSW/BSW; MSW plus state licensure or 
certification required for independent or 
clinical practice

Provides assessment, clinical treatment

Professional Counselor or Mar-
riage and Family Therapist

MA/MS; state licensure Provides psychotherapeutic treatment

Nursing: Psychiatric Nurse 
Practitioner

Master’s degree from psychiatric nurse 
practitioner program; state license

Prescribes and monitors medication

Psychiatric Nurse RN or BSN; sometimes master’s degree Monitors medication and medical 
needs; with master’s degree, provides 
psychotherapy

Source: Elizabeth A. Segal, PhD.
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social workers have a minimum of two years or 3,000 hours of post-master’s ex-
perience in a supervised clinical setting. They must have a clinical license in the 
state where they practice. Paraprofessional workers in the mental health system 
include peer counselors, consumers who have recovered from psychiatric disor-
ders and who now assist other consumers. Social work students often gain expe-
rience as part-time psychiatric technicians under the supervision of professionals. 
They are involved in a variety of tasks, including providing ongoing support to 
consumers in residential settings, carrying out behavioral programs designed by 
professionals, and monitoring consumer needs in inpatient settings.

The multidisciplinary nature of mental health care is particularly notable 
in terms of diagnosis. The standard for identifying and categorizing symptoms 
into diagnosed disorders is the American Psychiatric Association’s Diagnostic and  
Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (2013) (DSM-5). 
This manual lists all currently recognized mental disorders, provides a detailed 
description of each diagnostic category, and specifies the diagnostic criteria  
practitioners should use to make reliable diagnoses. The diagnostic categories  
of the DSM are used by all mental health providers and insurance companies. 
Box 10.2 discusses controversies about some of the definitions and Table 10.2 
provides additional information about various diagnoses. Also see Box 10.3.

A diagnostic system like the DSM can be used to dis-
tinguish between mental disorders and the problems in 
living that all people encounter. It helps practitioners and 
researchers develop a better understanding of conditions 
and effective treatments. However, some mental health 
practitioners, consumers, and consumer advocates 
are troubled by certain aspects of the DSM. Some are 
concerned that those who write the DSM are academics 
too removed from work with consumers to understand 
the day-to-day reality. As one clinician notes about the 
DSM-5, “[I]t’s like the people on the Task Force have 
never sat in the room with a client. They’re up in an ivory 
tower somewhere, dictating how we should be diagnosing 
our clients, but the changes they’ve made don’t match 
up with what I see in my office with real people” (Teater, 
2014, n.p.). Another complaint is that people in a position 
of power have decided whether certain behaviors are 
symptoms of mental illness. The result is diagnoses that 
some believe unfairly stigmatize behaviors seen more 
frequently in nondominant groups. Others argue that the 
DSM provides “scientific” justification for the oppression 
of members of marginalized groups, including women, 
people of color, lesbians, gay men, and poor people:  

“psychological ‘evidence’ has been invoked as a rationale 
for locking us up in mental hospitals and prisons, breaking 
up our relationships with our lovers, taking our children 
away, denying us jobs, and blatantly discriminating against 
us in law and social policy” (Kitzinger, 1997, p. 203).

People within and outside the mental health field have 
raised concerns that the DSM pathologizes normal human 
emotions and behaviors. One example of this is grief 
and depression that can follow a big loss. In the DSM-4 
there was a “bereavement exclusion” stating that grief 
and symptoms of depression should not be considered a 
psychiatric disorder when grieving the loss of a loved one. 
This exclusion has been removed from the DSM-5. This 
means that normal grief after a loss that is accompanied 
by symptoms of depression, can now be categorized as 
a mental disorder. One psychiatrist suggests that the 
DSM-5 will lead to “massive over-diagnosis and harmful 
over-medication. Making grief a mental disorder will be a 
bonanza for drug companies, but a disaster for grievers” 
(Levine, 2013, n.p.). Additionally, there was never an 
exemption in the DSM for other types of loss, such as 
the loss of a job or the end of a significant relationship. 
Many would argue that grief and depression are normal 

Box 10.2 Point of View

(continued )
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reactions to these experiences, rather than signs of 
mental illness.

There is concern that the broad diagnostic criteria 
in the DSM are often used to enforce conformity to 
mainstream social norms rather than to diagnose mental 
illness. Behaviors that might threaten dominant cultural 
values are stigmatized and labeled as mental illness. 
Individuals and groups of people can be forced into 
treatment or punished by being removed from society if 
they stray too far out of line. For example, some slaves 
were diagnosed as having drapetomania, a term coined by 
a southern doctor in the 1850s as a pejorative label for an 
“uncontrollable urge to escape from slavery” (Hare-Mustin 
& Marecek, 1997, p. 106). Today the diagnostic category 
conduct disorder can be applied to adolescents who are 
acting out, even if their behavior is a reasonable response 
to problematic situations in their lives.

There is often disagreement about whether a behavior 
should be included in the DSM. Some say that inclusion 
is at times based on “political compromise rather than 
scientific consensus” (Kutchins & Kirk, 1997, p. 99). One 
often-cited example is the 1974 struggle over whether to 
remove homosexuality from the DSM. Many feel that the 
decisions to include and to later remove it were made on 
political and moral rather than scientific grounds.

Finally, some people worry that the overuse of diag-
nostic labels will infringe on patients’ rights. Insurance 
companies generally require a diagnosis from the DSM 
before they will reimburse for services. This puts practi-
tioners in the position of having to give a diagnosis that 

may not be accurate so that a client can receive services. 
Research suggests that people with a mental illness diag-
nosis are perceived as less likely to recover than people 
with a physical illness (Ben-Zeev, Young, & Corrigan, 
2010). The means that the label they are given when 
diagnosed may stay with them for their entire life, putting 
them at risk of employment or other types of discrimina-
tion. Many managed care companies use the symptoms 
listed in the DSM as a guideline for appropriate treatment. 
This can mean ignoring the environmental and social 
context of a patient’s distress. The DSM itself “implies 
that psychological disorders are closely akin to physical 
disorders, and that they exist apart from the life situations 
and cultural backgrounds of those who experience them” 
(Hare-Mustin & Marecek, 1997, p. 107).

Kutchins and Kirk sum up concerns about increasing 
reliance on the DSM:

There are certainly many people who are troubled 
and plenty of individuals and families made miserable 
by mental illness. DSM is intended to describe these 
illnesses and identify those who have them. But DSM 
oversteps its bounds by defining how we should think 
about ourselves; how we should respond to stress; 
how much anxiety or sadness we should feel; and 
when and how we should sleep, eat, and express our-
selves sexually. Although people inevitably base these 
judgments on personal and social values, the APA tries 
through the DSM to extend its professional jurisdiction 
over daily life by arguing that its descriptions of illness-
es are based on science. (1997, p. 15)

Box 10.2 (continued)  

Should professional organizations define mental disorders? If not, who should?

Box 10.3 What Do You Think?

Social Work Practice in Mental Health Settings

Social workers with expertise in mental health practice in a variety of settings, 
including public community mental health centers, nonprofit and for-profit 
provider agencies that contract to treat public mental health clients, state and 
county hospitals, private psychiatric hospitals, psychiatric units in general hos-
pitals, Department of Veterans Affairs psychiatric services, and private practice 
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settings. As a result of deinstitutionalization, inpatient psychiatric hospitals 
hire fewer social workers than in previous decades, but additional jobs have 
been created in outpatient mental health, psychiatric rehabilitation, and pri-
vate clinical practice settings. As services to people with serious mental ill-
nesses have moved into the community, social workers have expanded their 
roles, and opportunities will probably continue to increase during the twenty- 
first century (NASW, 2011).

Social Work Roles

Social workers play many roles in mental health settings, including case 
manager, advocate, administrator, and therapist. As case manager for a local 
public mental health system, a social worker works with people with a vari-
ety of serious mental illnesses, including schizophrenia, bipolar disorder, 
and borderline personality disorder. The social worker spends workdays 
meeting with consumers to determine their strengths, goals, and needs; 
finding appropriate housing and vocational services that will assist them in 
building on their strengths; helping them find services aimed at recovery 
from both the mental illness and substance abuse when the consumer has a 
co-occurring substance abuse problem; and advocating for their needs with 
landlords, law enforcement personnel, and other service providers as neces-
sary. Clinical social workers provide individual and family counseling. They 
work in mental health centers, private practice, drug treatment centers, and 
school-based programs.

Case management developed in the mental health field as a response to 
deinstitutionalization. It was designed to ensure that consumers were con-
nected with the services they need and received continuity of care. Social 
workers who are case managers view consumers in the context of their en-
vironment and monitor consumers’ needs and support their personal goals 
as they change over time. Strengths-based case management focuses on the 
desires and capacities of consumers rather than on their psychopathology or 
deficits (Rapp & Goscha, 2006).

In addition to case management, social workers serve as advocates for 
people with mental illnesses. They advocate for clients and their families 
within the mental health system to ensure proper treatment. They also work as 
advocates in the policy arena, developing and promoting legislation that will 
help people with mental illnesses receive equitable treatment.

Treatment   LO 5  

As noted earlier, a primary approach in mental health treatment for those with 
a serious mental illness is the recovery model. The recovery model is quite 
different from the medical model, where all the power and decisions lie with 
the practitioner. The central premise of recovery is that consumers have pri-
mary control of their treatment. It challenges the long-held belief that men-
tal illness must be debilitating and chronic, usually getting worse over time. 
Instead, practitioners stress that people can recover from mental illness and 

EP 8

EP 5a, 5b
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308    CHAPTER 10

live full and rewarding lives. Recovery is not the same for all people. Consum-
ers work with mental health practitioners to determine what recovery might 
look like for them, and then work toward achieving these goals. Although the 
recovery model can be implemented in a variety of ways, a report from the 
Substance Abuse and Mental Health Services Administration outlined the fol-
lowing 12 principles for recovery-oriented systems:

1.	There are many pathways to recovery.
2.	Recovery is self-directed and empowering.
3.	Recovery involves a personal recognition of the need for change and 

transformation.
4.	Recovery is holistic.
5.	Recovery has cultural dimensions.
6.	Recovery exists on a continuum of improved health and wellness.
7.	Recovery emerges from hope and gratitude.
8.	Recovery involves a process of healing and self-redefinition.
9.	Recovery involves addressing discrimination and transcending shame and 

stigma.
10.	Recovery is supported by peers and allies.
11.	Recovery involves (re)joining and (re)building a life in the community.
12.	Recovery is a reality. (SAMHSA, 2012, p. 6)

A number of these principles make the recovery model a particularly 
good fit with social work. The focus on addressing discrimination, support 
by peers and allies, and connection with community all note the importance 
of a person’s environment in his or her recovery. This is consistent with 
the social work emphasis on the person in environment. The principles 
are also consistent with social work values, supporting self-determination, 
empowerment, and the dignity and worth of all people. Finally, the principles 
note that recovery is related to culture. To be effective in supporting recovery, 
the social work focus on cultural competence, cultural humility, and 
celebrating diversity is important.

Whether working within the recovery model or not, social workers use 
a number of evidence-based psychosocial treatment approaches to address 
the needs of people with mental illnesses. In evidence-based practice, the 
professional social worker uses research as a basis for problem solving and 
choice of interventions. Data on interventions are systematically collected, 
using measurable variables to identify techniques and outcomes. Evidence-
based practice draws on this research to evaluate the effectiveness and 
appropriateness of interventions (Jenson & Howard, 2008). Among the 
evidence-based treatments are assertive community treatment, psychiatric 
rehabilitation, family psychoeducation, and cognitive-behavioral therapies.

Assertive community treatment (ACT) is an integrated, intensive, 
community-based treatment approach for people with serious mental illnesses 
(Stobbe et al., 2014). A multidisciplinary team—composed of cross-trained 
psychiatry, social work, nursing, vocational rehabilitation, and substance 
abuse staff as well as a peer specialist—provides services 24 hours a day to 
help consumers succeed in the community.
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Social workers are viewed as particularly valuable ACT team members 
because of their training as generalists (Stein & Santos, 1998). Besides working 
on an individual level with the client, they are often also responsible for 
working with the client’s family and the community in which the client lives. 
Because of their person-in-environment view, social workers can help other 
team members understand the broad range of factors that affect a client’s path 
to recovery.

Psychiatric (or psychosocial) rehabilitation teaches skills needed to func-
tion as normally as possible in the community. Consumers learn how to re-
duce the effect of their ongoing symptoms of mental illness and promote 
wellness and recovery. A range of social, educational, occupational, behav-
ioral, and cognitive approaches are used (Corrigan, Mueser, Bond, Drake, & 
Solomon, 2008). This approach targets all life domains, including vocational, 
social, and familial.

Family psychoeducation has been found to reduce the recurrence of 
psychiatric symptoms in people diagnosed with many mental illnesses  
(McFarlane, 2002). It typically educates the family and the consumer about 
the condition, including how to deal with symptoms when they occur, and 
helps the family understand what the consumer is experiencing and identify 
early warning signs of relapse. It involves a social support component when 
education occurs in a group format. One of the most important aspects of 
family psychoeducation is forming an alliance among the family, consumer, 
and treatment team. Through a better understanding of the consumer’s condi-
tion, family members can provide effective assistance.

A cognitive-behavioral approach helps consumers diagnosed with serious 
mental illnesses like major depression and bipolar disorder. Cognitive-be-
havioral psychotherapy is based on the premise that faulty thinking results in 
unwanted behavior. The consumer is taught to change his or her reaction to 
faulty thoughts when they occur. There is evidence that consumers diagnosed 
with schizophrenia and treated with psychotropic medications can use a cog-
nitive-behavioral approach to better control lingering symptoms.

Social workers come across numerous types of mental disorders. Special-
ized clinical training is needed to reliably diagnose them and prescribe appro-
priate treatments.

Family Therapy  Family therapy is a specialized type of clinical practice. Family 
therapy approaches tend to be insight oriented, focus on interpersonal behav-
iors, and explore unresolved conflicts and multigenerational issues. Models 
of family therapy include psychodynamic, functional, experiential, strategic, 
and cognitive-behavioral approaches, all of which have an established body 
of literature and theoretical foundation. The focus of family therapy includes 
topics such as family resiliency, alternative forms of family life today, gender, 
culture, and ethnic considerations (Goldenberg & Goldenberg, 2007).

Psychotherapy Groups  The goal of a psychotherapy group is to “help indi-
vidual group members remediate in-depth psychological problems. Group 
members have acute or chronic mental or emotional disorders that evidence 
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310    CHAPTER 10

marked distress, impairment in functioning, or both” (Corey & Corey, 2002, 
p. 15). Psychotherapy groups are typically used in conjunction with inpatient 
or outpatient treatment of people with severe mental illness.

The group becomes the forum for analyzing maladaptive social behaviors 
that are exhibited by participants. Group members assist the leader by observ-
ing behaviors and trying to intervene to help each person express deep feel-
ings, gain insight, and alleviate emotional distress. The hoped-for outcome is 
for participants to develop socially positive behaviors. The group serves as the 
context for members to practice those behaviors with the goal of using them 
in everyday life. The role of the group leader is to use psychotherapeutic skills 
in a group context. This involves a fluidity between guiding individuals and 
facilitating a group as a trained psychotherapist. 

  LO 6   Online Therapy  Many things are now being done online, and therapy is 
increasingly becoming one of them. Online therapy, also known as cybertherapy, 
has been around for a number of years. As people’s access to the Internet has 
grown and new technologies have been developed, increasing numbers of people 
are taking advantage of therapy services online. It is difficult to know exactly how 
many people are engaged in some type of online therapy. There are, however, a 
number of indicators that suggest that the numbers are high. There are cyberther-
apy conferences and a journal of cybertherapy, and there were even five seasons of 
a TV show called Web Therapy. A growing number of websites and apps list avail-
able online therapists and facilitate the therapy process. In addition to improved 
access to the Internet, new technology is available to facilitate online sessions. 
Therapy sessions are being held using Skype, FaceTime, and other videoconfer-
encing software that allows people to see and hear their therapist from a distance. 
Therapy is also being conducted using asynchronous messaging and live, online 
chat sessions. Technology also allows for online group counseling sessions.

A growing body of research suggests that online therapy can be as effec-
tive as in-person therapy for certain populations and certain problems (Deen, 
Godleski, & Fortney, 2012; Richards & Vigano, 2013; Shore, 2013). Research 
has shown that it can improve access and provide services at a lower cost than 
face-to-face therapy (Anderson & Titov, 2014). It is convenient for people who 
live at a distance from a therapist who is a good fit for them and for people 
who have mobility issues. It may be particularly useful for people living in ru-
ral areas, including many returning veterans, without easy access to therapists 
or adequate transportation. Online therapy can allow for increased anonymity 
for people who might be embarrassed to see a therapist.

In spite of the growth of online therapy, there are still questions about 
its appropriate use. How can therapists protect client confidentiality and cli-
ent information? This might be particularly challenging when therapy is con-
ducted via e-mail or text. Do clinicians need different types of training to be 
effective when working online? Have online providers prepared for high-risk 
situations, such as a suicidal client? In an online situation, it would be hard 
to locate the client and report it to police. Can interventions be done as effec-
tively without the therapist witnessing body language and other verbal cues? 
As social workers and other professionals increasingly use online therapy, they 
will continue to grapple with these questions.
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Culturally Responsive Practice

During the 1960s and 1970s, community mental health programs that attempted 
to serve diverse groups were developed in low-income communities. However, 
traditional services and therapies used primarily on white middle-class clients 
were not always effective with people from different cultures and classes (Rogler, 
Malgady, Constantino, & Blumenthal, 1987). Culture affects how people display 
and describe their symptoms, how they cope with those symptoms, and whether 
they are willing to seek treatment (Eshun & Gurung, 2009). Culture of the ther-
apist is also important. It can shape how the clinician understands the problem 
and the direction of treatment. Today’s mental health professionals are devel-
oping more culturally relevant services and becoming more culturally sensitive 
and competent. Social workers need to understand cultural beliefs about mental 
illness and ways of coping with it to understand behavior and plan interventions 
that meet the needs of all groups of consumers.

The role of culture in mental health has been known for many years. A 
study conducted in the late 1980s by the World Health Organization (WHO) 
found that sadness, anxiety, tension and low energy were common symptoms 
of depression in countries around the world. However, guilt was only reported 
as a symptom of depression in the West, whereas people in eastern countries 
instead reported more physical complaints (Draguns, 1990). Other cultural 
differences in mental health exist as well. Members of some Asian American 
cultures believe that people should not dwell on morbid thoughts and should 
be taught to use willpower to avoid emotional upset (Yeung & Kam, 2006). 
This belief makes the use of psychosocial interventions problematic. Haitians 
experience something called S’eizisman, which is a condition caused by strong 
emotions. It results in headaches, loss of vision, high blood pressure, stroke, 
and even death. To reduce the likelihood of it occurring, Haitians try to mute 
strong emotions (Green, 2009). In some cultures, mental illness is viewed 
as a spiritual concern, and religious leaders may be the first source of help.  
Culture-bound syndromes—patterns of aberrant or problematic behavior 
unique to a local culture—may appear more commonly among people who 
are older or less acculturated. Culture-bound syndromes are not well under-
stood within the parameters of DSM diagnoses.

As discussed in Chapter 5, members of nondominant groups are less 
likely than members of dominant groups to seek help from human service 
professionals. This may be a result of lack of trust in government-operated 
institutions. Other reasons may include lack of affordable treatment, lack of 
experience of the clinician, or previous experiences of inferior or ineffective 
treatment (Daley, 2005).

When nondominant consumers do enter the treatment system, they may 
receive discriminatory care and differential diagnoses, causing them to drop 
out before completion. People of color are significantly more likely to drop 
out of mental health treatment after the first session than Caucasian clients 
(Montalvo, 2009). Social work practitioners can significantly impact the 
dropout rate by using empathy to understand clients’ ethnoracial point of 
view and allowing them to tell their story.

EP 2

EP 6,7
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African Americans, Latinos, and Asian Americans are less likely to use 
outpatient services than are white people. However, African Americans are 
overrepresented in inpatient psychiatric units (SAMHSA, 2015b). A combination 
of factors may account for this, including overt discrimination (perceiving clients 
of color as more dangerous or more impaired), limited access to outpatient 
treatment due to lack of availability or affordability, and differences in help-
seeking behaviors such as delaying seeking help until conditions have worsened.

Members of a number of nondominant groups are at increased risk for 
serious mental illness. Research has found disparities based on race, ethnicity, 
gender, socioeconomic status, geographic location (urban vs. rural), sexual 
orientation, and primary language (Evans, Berkman Brown, Gaynes, & Weber, 
2016). The reasons for the disparities in mental health status are still being 
debated and likely differ depending on the group involved. However, a number 
of theories have been offered. The stress of oppression and poverty may 
promote the development of psychiatric conditions. This may be particularly 
true for anxiety or clinical depression. It is also likely that lack of access to 
insurance and affordable care might mean that members of all of these groups 
do not get care until their conditions have become increasingly serious.

Ethnopsychopharmacology is a growing area of study that looks at the way 
ethnic and cultural influences affect a client’s response to medication. There is 
increasing evidence that there are significant differences in response to drugs 
used to treat mental illness among members of different racial and ethnic 
groups. For example, there is some evidence that Asian Americans and Latinos 
with schizophrenia may require lower doses of antipsychotic medications than 
white Americans. These differences are believed to be due to a combination of 
factors, including genetics, diet, and health behaviors (Yeung & Kam, 2006).

Strengths Perspective   LO 7  

Social workers bring a strengths perspective to the multidisciplinary field of 
mental health. By focusing on consumers’ strengths and capabilities as well 
as on their symptoms, social workers can counter the stigma, or discredit, that 
occurs when the individual’s diagnosis becomes an enduring label. Many con-
sumers and professionals have united to attack the labeling that is still common 
in the mental health field and unthinkable in other areas. Bjorklund (1996) 
points out that people diagnosed with schizophrenia are called schizophrenics, 
but people diagnosed with cancer are never called “cancerics.” Social workers 
can help in this social justice effort by being attentive to the use of language.

A strengths perspective allows social workers to view the whole person, 
not just the mental illness. By assessing areas of strength, the social worker can 
identify ways to help. For example, a consumer who has learned to structure 
his or her environment to maintain control over psychiatric symptoms might 
do well in a volunteer or paid position that requires creating a structured envi-
ronment, such as organizing and overseeing a waiting room or keeping careful 
records of donations to a nonprofit agency.

The strengths perspective can help the social worker maintain hope and 
appreciation for the many acts of heroism involved in day-to-day living with 
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long-term mental illnesses. By looking for strengths, social workers can identify 
the many ways that consumers are already attempting to cope with their condi-
tions and can view consumers as partners in the treatment process rather than 
as individuals whose deficits overwhelm their lives (See Boxes 10.4 and 10.5).

EP 6b

After completing my graduate social work education, I was 
deeply committed to seeking innovative ways to enhance the 
lives of people living with serious mental illness. The direct 
practice experience I gained in both community and inpatient 
settings has been integral to my current position as a state 
mental health program administrator. I oversee the statewide 
implementation of an evidence-based practice model called 
Program of Assertive Community Treatment (PACT), which is 
a research-proven program providing intensive community 
supports for individuals living with serious mental illness. 
Possessing a solid clinical understanding of mental health 
treatment issues greatly enhances my ability to effectively 
implement such a major program serving up to 800 people 
throughout the state of Washington.

PACT teams are multidisciplinary, with bachelor’s- and 
master’s-level social workers playing integral roles and 
interacting as equals with all team members, including 
psychiatrists. The teams address the entire range of needs 
for individuals with serious mental illness through the 
provision of a broad range of services. The emphasis is on 
providing individualized and intensive outreach-oriented 
services, the majority of which are provided in the com-
munity. Services provided by PACT team members include 
mental health, assistance with chemical dependency, 
vocational, and housing assistance among others. Priority 
is given to individuals diagnosed with schizophrenia, bipo-
lar disorder, and co-occurring substance abuse disorders, 
among other diagnoses. These individuals have a high 
use of psychiatric hospitalization and crisis services, have 
difficulty benefiting from traditional services, and may have 
a high risk or history of arrest and incarceration. Without 
the intensive community supports provided by committed 
PACT team members 24 hours a day, seven days a week, 
most individuals would most likely be rehospitalized, in-
carcerated, on the streets, or worse! It has been gratifying 
for me to see, firsthand, how individuals and their families 
have been positively impacted and are on a path to living 
a far more rewarding and productive life than what their 
original prognosis had predicted.

A highly rewarding aspect of my varied social work 
roles, especially in my current administrative position, is 
to directly contribute to a statewide recovery culture in 
the mental health field. The concept of recovery has been 
a major paradigm shift occurring across the country for 
over the past decade. I am proud to say I was practicing 
recovery well before it became an operationalized term in 
the mental health field. My social work education had pre-
pared me for working from a strengths-based perspective, 
using people-first language, utilizing an ecological systems 
framework, and fostering the concepts of self-determina-
tion and empowerment—all of which are recovery!

One of my supplemental professional roles is providing 
clinical supervision to social work licensure candidates 
pursuing clinical licensure, which allows me to stay current 
on mental health employment trends. Without doubt, the 
social work degree is preferred by the majority of public 
and private social service agencies. It is highly advisable 
that you investigate your state’s specific licensing 
requirements well before you graduate so that you are 
clear on the requirements for earning your license (some 
states have baccalaureate-level licensure requirements, 
and every state has master’s-level licensure or certification 
requirements). Clinical licensure, although required for 
many direct practice positions, is increasingly required for 
supervisory and administrative positions. Your marketability 
and professional credibility are greatly enhanced by 
possessing a social work license. In my prior position as 
clinical director of a licensed community mental health 
agency, it was a requirement that I had my LICSW so I 
could supervise licensed staff, conduct assessments and 
mental health evaluations, and bill for Medicaid services.

For far too long, individuals with serious mental illness 
have been viewed and treated based on their perceived de-
ficiencies rather than their many unrecognized and underde-
veloped strengths. Social workers are uniquely trained to build 
on individual and family-system strengths, thereby helping 
to change the unfortunate (and outdated) carryover of the 
medical model’s shortsighted views of mental illness.

Working with People Living with Serious Mental Illness  Robert Bjorklund, LICSW, MSW, MPA 

Box 10.4 From the Field

(continued )
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Do you think working with people diagnosed with serious mental illnesses might interest you one day? Why?

Box 10.5 What Do You Think?

Obstacles to Treatment

Less than half of those who experience a mental health challenge receive treat-
ment in a given year (SAMHSA, 2015a). Some do not seek treatment because 
they are afraid of being stigmatized by family, friends, or employers. They may 
be concerned that discrimination will result in loss of a job or removal of chil-
dren from their custody. Others do not receive treatment because of the mis-
taken belief that their symptoms are physical rather than psychological. For 
example, insomnia, headaches, fatigue, or weight loss might be due to stress, 
depression, or anxiety. Some people do not seek treatment because they do 
not realize that they are experiencing mental illness.

Another major obstacle to the receipt of mental health treatment is its cost. 
For many of the millions of Americans with no health insurance, mental health 
treatment is out of financial reach. Others who do have health insurance find that 
it does not cover their mental health needs. Traditionally, health insurance plans 
have provided less coverage for treatment of mental illness than for treatment of 
physical illness. Although federal legislation has begun to address this problem, 
as described in the policy section later, the fate of that legislation is in question.

Some of the people most in need of mental health services are children.

Thankfully, these days, social workers have 
virtually limitless professional opportunities to be 
recovery-based change agents at all levels and areas 
of mental health practice. BSW and MSW candidates 
contemplating a mental health career would benefit 
from interviewing social workers to gain invaluable 
field-based perspectives. During my eight years as an 
adjunct instructor at several schools of social work, 
I emphasized to students that their formal education 

does not end at graduation. Rather, the quest to develop 
your knowledge and sharpen your skills set is a lifelong 
process. The decision on which field of social work 
practice to follow is not something to be taken lightly. 
Good social workers possess self-awareness and share 
a genuine compassion for, and a commitment to, the 
people they work with. You are taking one of the many 
important steps to investigate if pursuing a social work 
career in mental health is right for you.

CASE EXAMPLE
Sixteen-year-old Daniel has struggled to control his behavior and thinking for as 
long as he can remember. He was recently diagnosed with bipolar disorder and 
has started on a new medication that has worked for a number of people. He is 
hopeful, but his experience in the mental health system has been rough so far. 
His parents relinquished custody when he was 14 because they had exhausted 
their private insurance benefits and couldn’t afford the hospitalization that his 
psychiatrist said he needed. They did not qualify for public services, even though 
they had already incurred over $100,000 in debt to pay for his care.

Box 10.4 (continued)
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Approximately one in five children ages 5 to 18 will experience some type 
of mental illness. About half of mental illness begins by age 14 (NAMI, 2016). 
This can mean severe problems within the family, at school, or with others in the 
community. About half of children and youth who experience mental illness get 
treatment in a given year. The likelihood of receiving treatment depends in part 
on the type of mental illness. Those experiencing attention deficit hyperactivity 
disorder (ADHD) are most likely to receive treatment, and those with anxiety are 
least likely (CDC, 2017). One primary reason for the low treatment rates is that 
families can’t afford care. These findings are especially devastating because the suc-
cess rate for treating mental illness is very high when medication and therapy are 
made available. In fact, mood disorders are treated effectively with pharmacologi-
cal and psychosocial treatments in outpatient settings 50 to 70 percent of the time  
(Kornblum, 2008). This is higher than the success rate for treatment of many other 
diseases. Mental health treatment can be controversial, as discussed in Box 10.6.

Many cities around the country have faced challenges with 
growing homeless populations. As was discussed earlier in 
this chapter, a large percentage of the homeless population 
have a mental illness, and deinstitutionalization of the 
mentally ill made a major contribution to homelessness. 
Additionally, many homeless, mentally ill people self-medicate 
with drugs and alcohol. As cities have struggled to address 
homelessness, some have found approaches that seem to 
be working. Seattle is one of those cities. In 2006, Seattle 
opened 1811 Eastlake, a housing complex for homeless 
people who are also alcoholics. The majority also live with 
various types of mental illness. Most are housed there at 
public expense, and none are required to stop drinking prior to 
being given housing or to stop drinking once they are housed. 
The program is based on a housing-first philosophy. The idea 
is that once people are no longer homeless, service providers 
can address their other problems. It is a change from the 
philosophy held by many housing programs that require 
people to stop using substances and cease drinking to receive 
housing and continue to remain housed. Original responses 
to the program in Seattle were mixed. Many residents were 
angry. They struggled to pay rising rents themselves and 
thought the $1.1 million being spent to house people who 
were not even required to stop drinking could be used in 
better ways. Concern was also raised that such an approach 
supported people in continuing to abuse alcohol. A study 
completed by the University of Washington a year after 1811 
Eastlake opened quieted some of the critics. The study found 
that days in jail, visits to centers to sober up, and visits to the 
local emergency room and clinics dropped dramatically for 

the residents who were now off the street. Savings in that first 
year topped $2 million dollars (Vanderkam, 2008).

Analyzing the Situation
■■ Conduct research into the areas of mental illness, 

homelessness, and substance abuse. Does the research 
support a relationship among the three? If so, how do 
researchers explain the relationship?

■■ Try to find the policies for some of your local programs 
that house homeless people. Do they house people who 
currently have substance abuse problems? If not, what 
options are available for these people?

■■ What do you think about the housing-first approach? 
Should the government or private organizations pay to 
provide housing for people who do not give up using 
alcohol or drugs? Why or why not?

What Can Social Workers Do?
Given your analysis and understanding of the relationship 
between mental illness, homelessness, and substance 
abuse, what can social workers do to address the problem? 
What can we do at the individual and family levels? What 
could be done at the community and policy levels?

What Can You Do?
What one step might you take now, alone or working with 
others, to address the needs of the substance-using, 
mentally ill homeless population in your community? What 
are the barriers that might keep you from taking this step? 
What could you do to reduce those barriers?

Box 10.6 Becoming a Change Agent  
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Children in the foster care system have increased risk for mental health 
challenges and face specific challenges in obtaining mental health care. Some 
of these challenges are caused by the fact that services are often provided in 
silos. This means that we only address one challenge or problem at a time. 
In the case of foster care, the problem is that the child is no longer able to  
be in the home with his or her birth parents. Service efforts are located in the 
child welfare system and have traditionally been on finding an appropriate 
placement outside the home. If mental health challenges come up, the focus 
then shifts to mental health. This has meant that responsibility for the child 
shifts to the mental health system, which has often resulted in children being 
placed in mental health facilities. Social workers and other advocates have ar-
gued that the systems need to work more effectively together, providing men-
tal health care for these children within the child welfare system. Some efforts 
to do this are underway, as can be seen in Box 10.7.

Policy Issues

By 1996, research on mental disorders was demonstrating the biological na-
ture of many mental illnesses, raising questions of fairness in the way insur-
ance coverage of physical illnesses differed from the limited insurance coverage 
most often provided for mental illnesses. State and federal lawmakers have 

The 2002 “Katie A.” class action lawsuit in California 
illustrates the problems of government programs that 
remain entrenched in siloed systems that do not cooperate 
to deliver effective care and support for families. Concerns 
had long been raised about a lack of collaboration 
between the County Departments of Social Services and 
Departments of Health Services, who are responsible for 
the provision of mental health care for low-income families. 
Several plaintiffs filed suit with the US District Court against 
the state alleging that children in foster care and those 
at risk of removal from their families were not receiving 
adequate mental health services. At that time, children 
in the child welfare system who were in need of mental 
health services were either treated in state hospitals or 
large group homes. This meant removing them from their 
homes and communities.

The lawsuit motivated the counties to change. A social 
worker was appointed to work with stakeholders to develop 
an integrated system of care to meet the mental health 
needs of children involved in the child welfare system. 
In 2011, after hundreds of hours of meetings with state 

and county leadership, a groundbreaking settlement was 
reached. The agreement determined that children in foster 
care or at risk of being removed from their homes would 
be provided intensive in-home and community-based 
mental health services. The provision of intensive care-
coordination under Medicaid would be the responsibility of 
the state and would be provided to eligible families at the 
county level.

A core practice model (CPM) was developed, outlining 
how the counties will ensure that child welfare, mental 
health, and community service providers coordinate care 
for children and youth in the child welfare system. The 
CPM is a practice framework that integrates planning, 
delivery, coordination, and management of county 
services for families. Social workers across the state have 
participated in meetings to develop an effective system, 
and are beginning to engage children and youth in services 
that were previously unavailable to them.

For more information on the statewide implementa-
tion of Katie A., look up http://www.dhcs.ca.gov/Pages 
/KatieAImplementation.aspx.

Box 10.7 Katie A. and Increased Collaboration 
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begun to address this issue. A number of states have passed laws requiring 
fairer coverage for mental health conditions by health insurance providers. In 
1996, Congress passed the Mental Health Parity Act, which prohibits insurers 
from imposing lifetime and annual benefit limits on mental health services 
that are not imposed on physical health care. Before passage of the act, an in-
surance plan could cap lifetime mental health benefits at $30,000 and physi-
cal health benefits at $1,000,000. Although this act was an important first 
step, it did not solve the problem of inadequate coverage. In 2008, Congress 
passed the Mental Health Parity and Addiction Equity Act (MHPAEA), which re-
quires that treatment limitations (e.g., number of visits) and financial require-
ments (e.g., co-pays and deductibles) be the same for mental health care as 
they are for physical health care. The MHPAEA applies to plans sponsored by 
private and public sector employers with more than 50 employees. These two 
pieces of legislation have been helpful in allowing better access to mental 
health care, but neither of them requires that insurers offer any mental health 
coverage on their policies. One way that insurance companies can get around 
both of these laws is to not offer any mental health coverage.

As discussed in Chapter 9, The Affordable Care Act (ACA) requires cov-
erage of mental health and substance abuse services by plans sold in health 
care exchanges. The requirements built on coverage requirements in the Men-
tal Health Parity and Addiction Equity Act, and if maintained should continue 
to improve access to mental health care for millions of Americans. The ACA 
required plans to cover preventive services, such as depression screening, in 
addition to treatment. However, as noted previously, as of this writing the fu-
ture of the ACA is in question. The American Health Care Act (AHCA) passed 
by Republicans in the House of Representatives eliminates the required men-
tal health coverage provisions in the ACA. If the AHCA becomes law, access to 
mental health treatment will likely be dramatically reduced.

Although expanded insurance coverage can help people access mental 
health care, barriers still exist. A 2014 study by the Robert Wood Johnson 
Foundation found that in some US counties there is only one mental health 
provider per 55,989 people. Other counties had a mental health practitioner 
for every 72 people (Robert Wood Johnson Foundation, 2014). This means 
that even if you have mental health coverage, if you live in an underserved 
county, it will be difficult to get the care you might need.

Mental Health Issues and the Military

It has been estimated that one-third of Iraq and Afghanistan war veterans have 
received a diagnosis of a mental health problem, most often post-traumatic 
stress disorder (PTSD) or depression (Dao, 2009). Their mental health prob-
lems seem to get worse the longer they are out of the service. Twenty-two per-
cent are diagnosed with PTSD, 17 percent with depression, and 7 percent with 
alcohol abuse. The problem may be even more serious than we realize, be-
cause traditionally only 4 out 10 veterans with PTSD seek help from a mental 
health professional (PTSD Research Quarterly, 2014). Suicides among veterans 

EP 5a, 5b
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318    CHAPTER 10

are at the highest level in nearly three decades. Each day in the United States, 
about 20 veterans commit suicide. Veterans account for 18 percent of all sui-
cides in the United States, though they make up less than 9 percent of the 
population (Shane & Kime, 2016).

The problem is not just among veterans. Suicide among active-duty soldiers 
has been steadily increasing for a number of years. In 2001, there were 141 sui-
cides in all branches of the military. That number rose to 265 in 2015 (Zoroya, 
2016). The stress of long and repeated deployments to war zones, the dangerous 
and confusing nature of both wars, wavering public support for the wars, and 
reduced troop morale have all contributed to the escalating mental health issues.

Though it is clear that soldiers and veterans are at increased risk of men-
tal illness, they have had difficulty receiving adequate mental health care 
for many years. Research estimates that between 56 and 87 percent of vet-
erans experiencing challenges do not receive mental health services (Ameri-
can Public Health Association, 2014). There are a number of reasons for the 
low treatment rates. One problem is that veterans must have an honorable 
or general discharge and must have served at least 24 continuous months to 
receive Department of Veterans Affairs (VA) benefits. This can be problematic 
because some mental health issues can result in behavior that leads to other 
than honorable (OTH) discharges, which means some veterans do not qualify 
for services. There are delays in processing disability claims, long waitlists for 
care because of a shortage of providers, and problematic scheduling systems 
at many VA locations. There are also a variety of cultural barriers for seeking 
treatment. Military culture stresses self-sufficiency and the inner strength to 
keep going through challenge and pain. This results in stigma when asking for 
help. One study found that one-quarter of veterans who have a mental illness 
report not seeking care because commanders discouraged their use of mental 
health services (Williamson & Mulhall, 2009).

Military and civilian social workers in the veterans’ health care system 
are providing services for our soldiers at home. But there are also soldiers on 
the front lines. For example, social workers work out of the NATO hospital in 
Afghanistan and make visits to provide counseling services at forward operating 
bases (Ward, 2009). Social workers are subject to the same debilitating stress 
and anxiety the troops face, in part because they listen to so many devastating 
stories. And it takes a toll on their mental health. We discuss more about services 
to veterans’ and social workers’ compassion fatigue and burnout in Chapter 14.

Values and Ethics

A number of ethical concerns in the Values and Ethics section after the first 
sentence, raise questions and pose value dilemmas for social workers in men-
tal health care (See Box 10.8). Confidentiality is a strongly held social work 
value. It requires all information to remain with the therapist and to be re-
leased only with the consent of the client. Clients can generally expect their 
personal information to stay private unless danger to themselves or others is 
involved. In some cases, social workers’ strict adherence to confidentiality has 

EP 1a
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meant not providing information to family members. If a family member is 
hospitalized because of a car accident, medical personnel keep the family in-
formed and ask their permission to provide treatment. If a family member is 
hospitalized because of mental illness, no information can be provided to the 
family unless the consumer has given express permission. Sometimes the con-
sumer may be too impaired to provide consent.

The managed care system has raised many ethical dilemmas for social 
workers, especially those working with people diagnosed with serious mental 
illnesses. In the managed care system, companies are paid a specified amount 
to provide mental health care to all people within a geographic area who need 
it. The company needs to stay within budget or make a profit. Money is saved 
when some people who need treatment do not seek it and when people are de-
nied treatment because they are evaluated as not meeting strict eligibility criteria. 
Social workers’ treatment recommendations may be overturned by administra-
tors who are untrained in clinical practice. Who is responsible? The legislators 
who failed to allocate sufficient funds? The companies whose profit margins are 
paramount? The social workers who did not raise these ethical issues?

The social work value of supporting self-determination has been challenged 
by an emerging mental health issue. Some people with serious mental illnesses 
do not seek or accept treatment that could help them control symptoms. A few 
untreated individuals experience symptoms that provoke them to commit vio-
lent acts. In response to this problem, some states have passed assisted treatment 
laws, also called community treatment orders and outpatient commitment. One 
of the first, called Kendra’s Law (New York Mental Hygiene Law §9.60), allows 
courts to order certain individuals with mental illnesses to accept treatment 
while living in the community. The law was named in honor of Kendra Web-
dale, who died after being pushed into the path of a subway train by a man with 
severe mental illness who had a history of noncompliance with treatment.

These problems are complex. Is it better to allow individuals to choose 
whether to seek treatment even if they experience such severe symptoms that 
they are incapable of making rational decisions? Should they be allowed to 
remain symptomatic even if their symptoms impinge on the rights of others 
and their behavior brings them to the attention of the criminal justice system? 
Should treatment be enforced, even against a person’s will, when experts deem 
that the person needs it? Social workers in the mental health field must deal with 
these questions.

Your neighbor, Sophie, has been diagnosed with 
schizophrenia. Your state has a program that provides 
free care to people with an SMI who have limited 
financial resources. Sophie has slightly too high of an 
income to access the free services, yet she does not 
have enough resources to pay for the care she needs. 
If she does not get help, her quality of life will clearly 

be diminished, and she may potentially be a risk to 
herself. She knows that you are a social worker; that you 
understand how important receiving treatment is for her; 
and that you know the mental health system. She asks 
you to help her find a way to hide some of her income so 
she can receive the mental health services she needs. 
What should you do?

Box 10.8 Ethical Practice...Cost or Care?

67046_ch10_ptg01.indd   319 2/2/18   11:15 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



320    CHAPTER 10

Conclusion

As the concept of recovery is increasingly used by consumers to describe their 
hopes for the future, the mental health field is more open to social workers 
who want to partner with consumers to help them meet their personal 
recovery goals. When consumers seek to live normal lives within their own 
community, social workers can be of assistance both to individual consumers 
and within larger systems to educate the community.

Stigma is being addressed by consumers, families, and advocates—including 
social workers—who view it as the largest obstacle to improving the lives of people 
recovering from mental illnesses who want to live normal lives integrated within 
their own communities. To address this problem, broad community education 
efforts are underway to provide accurate information about mental illnesses, to re-
spond to inaccuracies reported by the news media, and to address discriminatory 
practices (Corrigan, 2005). Social workers are active in these efforts.
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Questions for Discussion

1.	Briefly outline the major movements in mental health care in the United 
States.

2.	Identify and describe at least three barriers to receiving mental health care. 
How might workers intervene to reduce those barriers?

3.	Describe the recovery model and how it differs from the traditional medi-
cal model. Which seems a better fit with social work values? Explain why.

4.	Identify and describe three ways the mental health care delivery system 
could be improved.

5.	Identify the advantages and disadvantages of managed care for people 
with serious mental illnesses.

Change Agent Exercise

Writing letters to legislators is an important way to influence policies that can 
improve lives. Go online to find several websites that offer suggestions about 
writing effective letters to legislators. Make a list of the suggestions that they offer, 
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including both things they recommend doing and things they recommend not 
doing. Get together in small groups with your classmates, and compare what you 
found. Using the best information you have gathered, develop an information 
sheet about how to write effective letters to legislators. Is there an issue relating 
to mental health care that you would like to write a letter about to a legislator? 
What might such a letter include? To whom would you address it? Why?

Exercises

1.	Mental Health Ethics
Complete the following on your own or in a small group:

You are a counselor in a residential mental health facility. Two months 
ago, a client came in on his own to receive help. He frequently hears 
voices, believes that he is from another world, and thinks that he has 
been sent here to observe your culture. He now wants to be released. 
He has little money and no friends or relatives. He lived on the street 
in the past and says that he wants to return to the street, even though it 
is bitterly cold outside. You feel that he would be safer and more likely 
to receive help if he stayed at the residential facility, at least through 
the winter. What should you do?

List every response you can think of. What are the pros and cons of each?

What social work values come into conflict in this situation? How might 
the NASW Code of Ethics guide your decision?

2.	Defining Mental Illness
On your own or in a small group, develop a list of behaviors, beliefs, and 
actions that demonstrate mental illness.

Behaviors that demonstrate mental illness:

Beliefs that demonstrate mental illness:

Actions that demonstrate mental illness:

Is there anything on the list that might have a cultural component?

Are there things that people with a different cultural, religious, or eco-
nomic background might see as normal?

3.	Diagnostic and Statistical Manual Debate
Review Box 10.2 on page 303 and summarize the advantages and  
disadvantages of using the DSM as a tool for diagnosing mental illness.

Pair up with a classmate. You and your classmate each argue one side of 
the issue. Use this page as a guide in your debate. Join another pair and 
develop and support a position on one side or the other.

Your pair’s position:

4.	Recovery in Your Community
Contact a public mental health provider in your community and talk to one of 
the mental health providers. Ask whether recovery is part of the approach they 
use with consumers. If so, how does that shape the work they do with people?
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322    CHAPTER 10

Can they provide some examples of what recovery means to some of the 
consumers they serve? What does the provider like about the recovery 
model? Are there aspects of the model that he or she finds challenging? 
Discuss what you learn with others in the class.

5.	Media Images
Read a book or watch a movie that portrays a person with a mental illness.
I chose the book or movie ________________________________________ 
because _____________________________________________________.

How are people with mental illnesses portrayed?

Does the portrayal fit with what you have learned about mental illness? 
Why or why not?
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LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Recall key moments in the history of school social work.

2.	 Describe the roles and skills of school social workers.

3.	 Report on the rights of students with disabilities and students who are homeless.

4.	 Discuss the importance of multicultural and bilingual education.

5.	 List and summarize at least four challenges that school social workers face.

11 School Social Work
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It is not uncommon for Americans to turn on the news and hear about students 
shooting other students at school. Between 2013 and 2017, there were over 200 news 
reports of gunfire incidents in schools, including everything from fatal shootings to 
nonfatal assaults, to suicide attempts. One of the most infamous school shootings  
occurred on December 14, 2012. Adam Lanza, 20, killed his mother in her home 
and then entered the Sandy Hook Elementary School in Newtown, Connecticut, and 
killed 20 children and six adults. In Red Lake, Minnesota, in March 2005, a 16-year-
old male with a history of depression, drug use, and suicide attempts shot and killed 
his grandfather and his grandfather’s female companion. He then went to his school 
and killed seven more people before killing himself. Many people speculated that his  
“inspiration” was one of the worst school shootings in history that occurred at Columbine  
High School in Littleton, Colorado, in 1999. At Columbine, two male students shot 
and killed 12 other students and a teacher and wounded 23 others before killing 
themselves.

Children across the United States, in both urban and rural areas, live in a 
world where they experience violence (e.g., bullying, electronic aggression, gang 
violence, fighting) all around them—on television, in their neighborhoods, in their 
schools, and even in their families. As a result, children are both shocked by their 
surroundings and becoming increasingly numb to them. To help students and par-
ents cope and to help prevent further violence and emotional harm, schools across 
the nation are implementing violence awareness and prevention programs. Social 
workers who provide crisis counseling and support, social skills training, and treat-
ment for students are key components of these programs. Social workers also develop 
and implement education and awareness programs for the community, students, and 
their parents.

School social work is the provision of services in educational settings by creden-
tialed school social workers (NASW, 2010). School social workers use a distinct body 
of knowledge and a unique set of skills to enhance home–school–community collab-
oration. They help ensure the social functioning and success of every student. Besides 
school violence, social workers are involved in a host of other areas.

These include, but are not limited to, liaison work between home, school, and 
community; assessment and testing; case management services; development of pro-
grams to prevent students from dropping out, joining gangs, or using drugs and alco-
hol; development of support groups for students who are dealing with death or whose 
parents have divorced; helping students organize to address issues that hinder their 
education, such as bullying and discrimination; immigration concerns of nonnative 
students; truancy or attendance problems; child abuse and neglect; services for stu-
dents with disabilities; after-school services; counseling; referrals; teacher empower-
ment; peer mediation; interdisciplinary teamwork (with the school psychologist, school 
nurse, teachers); and school reform. Obviously, school social work includes a wide 
array of services. However, as in many countries throughout the world, within the 
US K–12 education system there have been few resources to realistically shift our 
focus from reactive social work to active promotion and prevention, in part because 
the number of school social workers is also insufficient for such a task. This chapter 
provides a context for these services and introduces the information basic to accepting 
the challenge of becoming a school social worker.
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The History of School Social Work    LO 1 

Prior to the twentieth century, most children did not attend school. But by the 
early 1900s, most states had passed legislation mandating school attendance. 
This was a significant turning point for children’s rights; no longer could chil-
dren be forced to work rather than attend school. As a result of mandatory 
attendance, schools were faced with a larger and more diverse student body, 
and they needed assistance to adjust to these new academic and cultural cir-
cumstances. The specialization of school social work was founded in the early 
1900s to respond to this need.

School social work traces its origins to private agencies and civic orga-
nizations in Boston, New York, and Hartford in 1906 and 1907. These or-
ganizations funded visiting teachers (the name given to early school social 
workers) to help support immigrant and “underprivileged” children in their 
schools. The Rochester, New York, Board of Education introduced the first 
school-financed visiting teachers in 1913. Their job was to increase interaction 
and cooperation between students’ families and the schools (Allen-Meares, 
2014). One of the most notable visiting teachers, Jane Fullerton Culbert, was a 
founder and the first president of the National Association of Visiting Teachers 
and Home and School Visitors in 1919 (McCullagh, 1998).

In 1923, the Commonwealth Fund of New York financed 30 school social 
workers in 30 different communities (Allen-Meares, 2014). This project raised 
the visibility of school social work. However, school social work then almost 
disappeared during the Great Depression of the 1930s. With unemployment 
at record highs, states could not afford the services performed by school social 
workers. By the late 1940s, the country was once again economically sound, 
and school social work reemerged. As was true of social work practice in gen-
eral during the 1940s and 1950s, school social work focused on social case-
work, or students’ identified problems.

The identity of school social work was solidified with the founding of 
the American Association of School Social Workers in the 1940s. In 1955, the 
association became part of the larger National Association of Social Workers 
(NASW) (McCullagh, 1998). Other organizations exclusive to school social 
workers later emerged, such as the School Social Work Association of America 
in 1994 (Pryor, 1998).

The focus of school social work changed again during the 1960s. At this 
time, the efforts of school social workers began to be assessed using social 
science research techniques. President Johnson’s War on Poverty programs 
pushed all social services to a new level of accountability, and survey results 
indicated that social workers were too focused on interactions with individual 
students. To better serve students, school social workers needed to take more 
advantage of group and community work methods (Allen-Meares, 2014. As a 
result, school social workers began to focus on school reform and to address 
the problem of inequality in educational opportunities. They also began to 
tackle such issues as racism and students’ rights in response to racial tensions 
brought about by integration and busing.
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School social workers became the case managers for children with disabil-
ities after the passage of the Education for All Handicapped Children Act of 1975. 
This act mandated an education for every child, including children with dis-
abilities. In 1990, the act was reauthorized as the Individuals with Disabilities 
Act (IDEA), which is discussed later in the chapter.

Throughout the 1980s, school social workers emphasized coalition build-
ing and collaboration with other social service agencies and the community 
and focused on getting parents involved in their children’s education. Parents 
were encouraged to participate in developing individualized education plans 
(IEPs) for children with disabilities and to network with other programs and 
services. The IEP outlines the expected level of educational performance; an-
nual goals, including short-term objectives; specific educational services that 
will be provided to the child; the extent to which the child will be able to par-
ticipate in regular education classes; and an evaluation process to determine 
how goals and objectives will be met. An IEP must be prepared for every child 
with a disability by a representative from the school district, the student’s 
teacher, and the parents. The plan must be revised annually.

The passage of the Improving America’s Schools Act in 1994 secured the 
role of school social workers as advocates and brokers of services for students 
with disabilities, students from nondominant groups, and students who are eco-
nomically disadvantaged. In addition, school social work became a conduit for 
bilingual Spanish-speaking social workers. This is especially true in California,  
Arizona, New Mexico, Texas, and Florida, where there are large populations 
of monolingual Spanish-speaking families. Sometimes, due to teachers’ and 
school administrators’ unfamiliarity with non-English-speaking students’ lack 
of English language skills, non-English-speaking students have been funneled 
into special education classrooms. Language barriers can result in misdiag-
nosing what the children need in school. Bilingual social workers can play an  
important role in protecting the rights of non-English-speaking students.

School Social Work Roles and Skills    LO 2 

According to Allen-Meares (2014), school social workers serve to link the 
school, home, and community by providing direct services, such as mental 
health intervention, crisis management and intervention, and community 
liaison in the schools while monitoring and evaluating the organization of 
school systems and policies. To achieve this goal, school social workers—like 
other trained social work professionals—rely on systems theory and the eco-
logical framework to analyze the transactions among students, teachers, par-
ents, and the school system (NASW, 2010).

For example, a school social worker receives a referral from a teacher indi-
cating that a student recently began to exhibit serious behavioral problems in 
the classroom. The social worker will investigate the teacher’s, student’s, and 
parent’s perspectives of the problem as well as the perspectives of other teach-
ers and school personnel who interact regularly with the child and perhaps the 
perspectives of significant classmates. Exactly what are the behaviors? When 
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and where are they exhibited? In only one class or in all classes? Which class 
or classes? Are the behaviors occurring at home as well? What events recently 
transpired in the student’s family, at school, or in an after-school activity that 
may help explain the sudden appearance of serious behavioral problems? To 
take effective action, the social worker will have to do more than simply talk 
to the student. She or he will have to investigate the systems of which the stu-
dent is a part and consult with other members of those systems.

Responsibilities of School Social Workers

About 5 percent of the nation’s social workers are at work in the public school 
system. The roles of these school social workers and the interventions utilized 
vary from state to state and from school district to school district. In some 
school districts, social workers are solely responsible for assessing and meet-
ing the needs of students using special education services. Their primary func-
tion is to ensure that students with disabilities receive free and appropriate 
educational services in the least restrictive environment. Each state must pro-
vide personalized instruction with sufficient support services to permit a child 
with disabilities to benefit educationally from that instruction. The state must 
ensure a continuum of alternative placements, including regular classes, spe-
cial classes, home instruction, and instruction in hospitals and institutions.

In other school districts, school social workers focus entirely on pro-
viding group and individual counseling for regular education students and 
sometimes, when necessary, for their families. In some schools, the school so-
cial worker is part of an interdisciplinary team, sometimes referred to as the  
pupil health or services team (Hjorne & Saljo, 2013). Teachers, school admin-
istrators, school psychologists, school nurses, parents, and perhaps a speech/
hearing therapist may also be part of the team. The purpose of the team is 
to make an ongoing assessment of students’ social, emotional, and physical 
needs as well as their strengths. The school social worker helps students use 
their strengths to meet the identified needs, and also helps them gain access to 
school and community resources when appropriate.

Some schools have developed family service centers on their campuses. 
These centers provide clothing and services ranging from family counseling 
to medical and dental treatment. Lack of dental services has become a serious 
problem for students in many low-income neighborhoods.

According to the National Association of Social Workers, school social 
workers are primarily advocates, consultants, and mediators (NASW, 2010). 
They advocate for the rights of all students, especially students who are socially 
and economically isolated and students with disabilities. Advocacy efforts take 
place in schools through the IEP process, in the community, and in the larger 
society through the promotion of state and national policies that advance and 
protect students’ rights and improve the educational environment.

School social workers have long advocated for educational equity—less dis-
parity between school programs in poor districts and in rich districts. Tradition-
ally, schools have been funded solely through local property taxes. This system 
has provided poorer rural and inner-city districts with fewer resources for 

EP 6a,  
EP 7a
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building maintenance, safety, books, special programs, and teacher salaries than 
their wealthier counterparts. Lawsuits have been filed in 45 states to address this re-
source inequity. Studies suggest that successful lawsuits have had a large impact in 
decreasing the inequity between rich and poor districts (Semuels, 2016).

For example, a legislative council in Oregon has developed the Quality Edu-
cation Model (QEM). The QEM uses research-based information to determine the 
best education practices with regard to appropriate class size, adequate profes-
sional development for teachers and instruction time for students, and appro-
priate access to computers and other learning supports. Schools can calculate 
the cost of implementing these practices on the basis of their enrollment and 
circumstances. QEM requires state-funding levels for schools to be based on the 
amount a school needs to achieve its goals, not on local property tax receipts or 
some other arbitrary method. It requires schools to be accountable for how they 
spend funds and whether they achieve their goals for student learning. Since the 
states that are moving away from property tax financing have not had enough 
time to fully develop and implement new funding methods, it remains to be seen 
whether the QEM and other similar models will achieve equitable funding.

School social workers act as consultants on school policy matters, such as 
discipline, cultural sensitivity, and child abuse and neglect (NASW, 2010). They 
consult with school boards, community members, and parent groups. School 
social workers trained in conflict resolution strategies can act as a mediators in 
conflicts between parents and schools or in conflicts among students.

The funding for school social work services comes from multiple sources, 
including federal, state, and local governments; private donations; and grants. 
Most of the federal and state funds are tied to providing free and appropriate 
public education in the least restrictive environment for children with disabil-
ities. As a result, more than half of all school social workers exclusively serve 
students with disabilities, particularly students with developmental disabil-
ities. The challenging economic situation that many states faced during the 
2008 recession resulted in cutting school social work positions (Tucker, 2010). 
This places at-risk students in an ever more precarious position.

EP 2b,  
EP 3b

CASE EXAMPLE
David is eight years old. He has Down syndrome and is in a special education 
class 20 miles away from his home. The bus ride takes 45 minutes each way, 
and he is exhausted when he gets home from school. David is isolated from the 
other neighborhood children because he doesn’t attend school with them, so 
he has no friends to play with. The special education class has been moved from 
school to school in the last three years. Each time, David has had to orient himself 
to new surroundings. The school district keeps pushing the special education  
classes out of the local schools to make room for more regular classes.

Working with Students at Risk    LO 3 
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CASE EXAMPLE
Luis is 10 years old. At least three times a week, he is in after-school detention 
for fighting or causing trouble. He is failing math and reading. The teachers are 
challenged because Luis is very bright but won’t cooperate and do his work.

His parents say he has no behavioral problems at home. Luis’s father 
thinks he is lazy; his mother disagrees. Luis has just been diagnosed with a 
learning disability.

CASE EXAMPLE
Jamika is six years old. She, her mother, and her two-year-old sister have been 
staying at the Salvation Army Homeless Shelter for the last two months. They 
will have to leave in another four weeks because of length-of-stay restrictions. 
Jamika’s family previously lived in the other shelter in town, and now there 
are no more shelters to turn to. Jamika hasn’t been to school in five months. 
She doesn’t have suitable clothes, and she doesn’t have transportation to the 
school, which is on the other side of town.

David, Luis, and Jamika are part of an ever-increasing group of schoolchildren 
who are at risk because they are not receiving an appropriate education in the 
least restrictive environment. Students who have physical, developmental, or 
learning disabilities and students who are living in poverty or are homeless are 
more likely to have negative school experiences, develop emotional or behav-
ioral problems, and never reach their full learning potential (Vandekamp, 
2013). Research suggests that receiving social work services at school reduced a 
variety of risk factors that hinder students’ chances of success in school  
(Newsome, Anderson-Butcher, Fink, Hall, & Huffer, 2008).

Developmental disabilities, as defined by the Developmental Disabilities 
Assistance and Bill of Rights Act of 1990, are attributable to mental or physical 
impairments (or a combination) that are manifested before age 22. The im-
pairment is likely to continue indefinitely and result in substantial limitations 
in major life activities such as self-care, mobility, economic self-sufficiency, 
and the capacity for independent living (CDC, 2014). David’s social isolation 
is common among school-age children who have Down syndrome. Advocates 
and family members who work to make the educational system more inclu-
sive for children like David often encounter negative attitudes from school 
officials, as well as a plethora of local school policies that make inclusion the 
exception, not the rule. The laws and national public policies that can be used 
to protect David’s interests are reviewed in the next section.

Diagnosis of autism, another type of developmental disability, has in-
creased more than 10-fold in the past decade. Currently, autism may affect as 
many as one in 68 children, up from 1 in 150 children as reported in 2007 
(National Autism Association, 2017). There is a great deal of debate about the 

EP 3b
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causes of autism in general, as well as the cause of the increase in diagno-
sis. Some researchers believe there has not actually been a dramatic increase 
in the number of children with autism. Instead, they suggest that a broaden-
ing of the definition of what constitutes autism spectrum disorders, inclusion 
of milder cases that would not have been considered autism in the past, and 
more public awareness of the disease account for much of the increase. Some 
people believe there is a relationship between childhood vaccines and autism. 
Although there is still no clear answer about the cause of autism, fear of vac-
cines has caused some parents to stop vaccinating their children. This raises 
concerns about the spread of other diseases that vaccines can prevent. This 
issue presents a challenging dilemma for social workers trying to work with 
schools and parents about how to best keep their children safe.

Luis is one of the estimated 4.6 million school-age children who have 
learning disabilities (Cortiella, 2014). A learning disability is characterized by 
a significant difference between the child’s overall intelligence and his or her 
ability to read, write, or do mathematical calculations. Most children with 
learning disabilities are intelligent, but get frustrated with school because they 
cannot master some academic skills as quickly as the other children. Early de-
tection and assessment is critical. If the teacher, parents, and child are unaware 
of the learning disability, as in Luis’s case, the child may be labeled stupid, 
dumb, or lazy and develop low self-esteem. Some children begin to misbe-
have and may be labeled bad.

Once a learning disability has been diagnosed, the school social worker 
works closely with teachers and resource personnel to develop an effective 
educational plan. The social worker focuses on the student’s strengths and 
provides opportunities for success in a supportive environment. This strategy 
helps the child build and maintain self-esteem (see Box 11.1).

The US Department of Education has ruled that students who are diag-
nosed with attention deficit hyperactivity disorder are eligible for special ed-
ucation services and resources. Attention deficit hyperactivity disorder (ADHD) 
is identified when a child repeatedly displays distractibility, hyperactivity, and 
impulsivity for more than six months. Since all children display these symp-
toms to some extent, detailed guidelines are followed in making the diagno-
sis. The cause of ADHD is unknown. Some experts believe that it is caused 
by a chemical imbalance or malfunction in the way the brain filters infor-
mation, while others consider it an inherited illness, like diabetes or high 
blood pressure. School social workers may need to advocate for children with 
ADHD because not all school districts may be aware of their responsibilities 
to provide services.

Attention deficit disorder (without hyperactivity; ADD) is also prevalent 
among school-age children, particularly girls. ADD often goes undiagnosed be-
cause the symptoms are different from those of ADHD Cantrill (2015). Parents 
of a child with ADD may think that their daughter or son is lazy or willful 
when in fact the child is not able to process information as efficiently as most 
people. As a result, children with ADD often lack organizational skills and have 
difficulty tracking things like homework. Research suggests that some of what is 
being diagnosed as ADHD may actually be coming from reducing play and the 
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I had been working as a school social worker for only two 
days when Joyce, the school nurse, came to my office to 
tell me about Angie, a seven-year-old second-grader who 
frequently missed school. When she did attend, she con-
stantly asked for food, clothing, and a ride home. People 
from Angie’s neighborhood had been calling to report that 
Angie often wandered around the neighborhood asking for 
food or shelter. The neighbors and the school had made 
numerous calls to Child Protective Services (CPS) and 
to the police, but so far no one had been able to get any 
outside agency involved.

The previous week, Angie had walked into traffic on her 
way home from school and was almost run over by a van. 
The van driver brought Angie back to school because he 
could not find her parents. Again, the school had tried to 
get some outside help for Angie, but neither CPS nor the 
police would open a case.

Ms. Graff, Angie’s teacher, told me that Angie’s school 
performance was considerably below grade level. Angie 
could not yet recognize letters or numbers, count, or write her 
name. Ms. Graff had referred her to the school psychologist 
for testing, writing, “Angie seems to always need my atten-
tion. She uses me for help with all of her assignments, and 
I don’t know whether she is just lazy or whether she really 
can’t do any of the work. She often seems so sad or unemo-
tional. She has no friends in our classroom. She always wants 
to play by herself. When she does try to play with others, 
she gets into fights.” Ms. Graff was concerned about Angie’s 
recent behavior: “I took her home after school whenever I 
could last week because I was so worried about her walking 
into traffic again. I’ve tried to get food for her family, and I’ve 
found ways to get clothes and school supplies for her. But 
how will she go on to third grade when she is so far behind? 
And what if she walks into traffic again and gets hurt?”

Dr. Stevens, the school psychologist, shared everyone’s 
concern about Angie but reported that her hands were tied 
because Angie had missed so much school. The special 
education laws required that a child be in school consis-
tently for a certain number of consecutive days before 
being tested for a learning disability. Angie had never been 
in school for that many days.

I met with Angie the next morning. She was happy 
to come to my office. She talked constantly and seemed 

to have a hard time sitting still. We played some games 
together to get to know one another. When I asked her to 
write a story with me so that I could learn more about her, 
Angie dictated the following story:

Once upon a time there was a little girl. She did not 
know where she was, and her name was Angie. Then 
she heard a call, “Help,” coming from a big old forest. 
Then she ran and ran and then she found a bike. Then 
she climbed up a tree and called, “Help, help! There 
is a big old wolf after me!” Then she said, “Hold on—I 
don’t see no wolf after me. Maybe I’m wrong.” Then all 
of a sudden the wolf came rushing after her. She just 
kept running and running for help but she never could 
find anyone.”

That day I took Angie home after school so that I could 
meet her family. Her parents shared their stories. Angie’s 
mother, Claire, had been diagnosed with bipolar disorder at 
age 20. Claire stayed in bed for days and even weeks at a 
time. During those times, she had a hard time getting An-
gie up and ready for school. Claire reported that she had a 
case manager and that their housing was provided by the 
state mental health system. However, she had not been 
actively engaged in treatment or taking her medication, so 
the case manager had terminated services. They would 
soon lose their housing. Claire also reported that Pete, 
Angie’s father, used crystal daily and that “he never comes 
down.” Pete did not confirm or deny this statement. Both 
said that there had been frequent incidents of domestic 
violence in the home. Each reported that the other was 
physically abusive. The police had often been called, but 
both parents seemed to be at fault, and neither would 
press charges, so there had been no arrests.

I began working on Angie’s case the next day. I started 
by filing another Child Protective Service report for neglect. 
Because of all the reports on file from the past, an investi-
gation was conducted, but still no case was opened. I also 
contacted Claire’s case manager to see if further help could 
be obtained for the family. The case manager was frustrat-
ed with Claire’s noncompliance and refused to talk with me.

Angie’s case frustrated all of us for a long time. 
However, little by little, we made progress. I continued to 
talk with people at Child Protective Services and at the 

Social Work Persistence  Barbara Weigand, MSW

Box 11.1 From the Field

(continued )
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increased use of structured play over the past several decades. Many of the activ-
ities that children engage in at school and at home are much more structured 
than they used to be. For example, computer games provide users a structure 
for the situation and characters involved. They require little imagination or cre-
ativity. The loss of free play where children use their imagination to create their 
own scenarios, characters, and games may be partially responsible for children 
having fewer executive function skills, including the ability to self-regulate. This 
can result in children who misbehave in class, have poor self-control, and gen-
erally lack self-discipline. Programs to improve executive function skills for 
children as young as preschool age have been showing success. Social workers 
can research programs that seem to have good potential to reduce classroom 
problems and advocate that schools utilize these programs.EP 2

mental health agency. Finally, through contacts with people 
I’d known in the past, I found help in both places. A friend 
and colleague from the local university CPS training unit 
agreed to talk with the family about a voluntary placement, 
which would qualify the family for intensive services. To 
everyone’s surprise, the family agreed.

Angie was placed in temporary custody while her fa-
ther went into treatment and her mother was hospitalized. 
Angie disliked the foster home. By now it was summer 
vacation. The protective services training unit arranged 
with the mental health agency to let me see Angie several 
times a week during the summer so that she would feel 
connected to the school. We often went out for ice cream 
or to the park with Angie’s CPS case manager. Sometimes 
we were joined by Mrs. Sundstrom, who would be Angie’s 
third-grade teacher in the fall.

Meanwhile, the school had worked on Angie’s 
attendance throughout the year. If she did not show up 
in the morning, someone went to her home to bring her 
to school. We had finally reached the required number of 
days, and she had qualified for testing. Dr. Stevens found 
that Angie had a learning disability, and she began to 
receive special education services. Because this was now 

an active CPS case, the mental health agency approved a 
psychiatric exam. Her psychiatrist prescribed Ritalin, which 
immediately helped Angie focus on both her academics 
and peers. The school placed her with a teacher who had 
exceptional skills in establishing rapport with children.

Angie returned to her family just before school started 
in the fall. By the end of third grade, she was reading at a 
second-grade level. She had also made a few friends in 
her class, and she loved her teacher. On Angie’s last day of 
third grade, I asked her to write another story about herself.

This is the story of Angie. Last year she used to be a 
monster. Now she’s just a kid. The End.

Angie’s case was successful because of collaboration 
and relationships. My contacts with people in the child 
welfare and mental health systems helped me intervene 
on her behalf. The new professionals in Angie’s family’s life 
used their ability to establish relationships to pursue new 
solutions for Angie’s mother and father. Most importantly, 
Angie’s third-grade teacher had exceptional relationship 
skills, and she created a safe haven at school for Angie. 
By the end of third grade, Angie saw herself as someone 
quite ready to cope with all that life had dealt her. Consider 
the questions posed in Box 11.2.

What do you think about Angie’s case? Should the social 
worker have done anything differently? The school social 

worker did not have to visit Angie during the summer and 
was not paid to do so. Would you have made the visit? Why?

Box 11.2 What Do You Think?

Box 11.1 (continued)
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Estimates are that about 2.5 million children (1 out of 30) experience 
homelessness each year in the United States (National Center on Family 
Homelessness, 2014). The number of homeless children in rural areas may 
be even higher. Homeless families like Jamika’s are often forced to move from 
shelter to shelter because of length-of-stay restrictions, or they may stay with 
relatives and friends for short periods of time. These conditions make it very 
difficult for the children to enroll in and regularly attend school.

Knowledge and Skills

NASW identifies the following as primary skills needed by school social 
workers:

■■ The ability to strengthen the connections with home, school, and commu-
nity by identifying and linking these constituents to create the best learn-
ing environment for the student

■■ The ability to build mutual communication and support among all par-
ticipants in the school system, including parents, students, staff, and the 
community

■■ The ability to develop preventive and healing intervention programs for 
problems in the school system, such as sexism, heterosexism, or racism

■■ The ability to provide meaningful and relevant consultation and in-service 
programs to teachers and school administrators concerning student needs 
and rights, and counterproductive school policies

■■ The ability to provide training and support for conflict resolution pro-
grams and other student support programs, such as drug prevention, sex 
education, alternative suspension programs, and parent education pro-
grams (Student Social Work Association [SSWA], 2017).

Within the framework of systems theory and the ecological perspective, 
school social workers draw from a broad research and knowledge base that in-
cludes information from child development, education, psychology, neurosci-
ence, communication theory, social learning theory, behavioral theory, case 
law, political science, and social work. The field of neuroscience has revealed 
that a child’s brain best absorbs and processes information when the child is 
immersed in compelling and lifelike situations, is in a state of relaxed alert-
ness, and has an overall sense of safety in the classroom and the school (Sori &  
Biank, 2016). School social workers use this information to promote and en-
courage thematic and creative teaching and the use of relaxation techniques in 
the classroom. It also suggests that students’ security and safety concerns 
should be a priority for school social workers (Arthur, 2016).

Growth and development research is important to school social workers 
because the public school experience spans a 12-year period for most chil-
dren, from age 6 to age 18. Social workers must be familiar with the physical, 
motor, cognitive, moral, gender-role, and pyschosocial growth and develop-
ment that normally occurs during this period (Zastrow & Kirst-Ashman, 2013; 
also see Chapter 7). The school social worker must also understand how the 
school’s environment and social rules affect a student’s growth and 

EP 7c
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development. Of particular importance is how the school setting affects the 
child’s sense of social acceptance and the development of self-esteem and ego 
identity (Jamil, Harper, & Bruce, 2013). This information is critical to the accu-
rate assessment of the strengths and needs of the student.

Above all, school social workers need good intervention skills and knowl-
edge of how to use the various approaches to social work practice outlined in 
Chapter 6. As described in Box 11.3, building relationships is critical. To do 
that well, the school social worker needs to feel comfortable with children and 
understand how to communicate and relate to them.

EP 6a

Experiencing School Social Work  Charlie Boyse, MSW

Box 11.3 From the Field

I had the opportunity to do a field placement at an 
elementary school that enrolled children in kindergarten 
through third grade. I had never worked with children this 
young before, and I wasn’t looking forward to it. Because 
I was one of few men on staff, one of my responsibilities 
was one-on-one relationship building with troubled male 
students in need of a positive male role model.

My first case, Robert, was referred to the counseling 
department by his second-grade teacher because of 
disturbing entries he made in his journal. Robert wrote 
about death and dying; he wrote that he wished he were 
dead and made many negatives remarks about himself, 
writing that he was stupid, unimportant, and so on. He had 
behavioral problems and was referred to the Responsibility 
Room almost daily. I had no idea how to start a relationship 
with Robert, and the school’s counselor and social worker 
met with me on a regular basis to mentor and guide me 
through the process.

Initially, I interviewed Robert’s teacher to gather 
information about his behavior. I then observed Robert in 
the classroom and on the playground. I also met with his 
mother to discuss his family life. Robert’s father had mys-
teriously disappeared a year earlier. He had been involved 
in illegal activities and had many dangerous acquaintanc-
es, and Robert’s mother suspected foul play. Robert had 
been close to his father and was just now coming to terms 
with the fact that his father might not return and might in 
fact be dead.

I was now ready to meet with Robert. At our initial 
meeting I explained that we would be meeting twice a week 
for a half an hour at a time to talk, play, or do whatever he 
wanted to do. I had Robert draw a picture of his family, and 

we discussed the picture. I was surprised by his openness, 
honesty, and directness as he discussed his father’s disap-
pearance and the probability that he was dead.

We continued to meet regularly for the rest of the school 
year. I was amazed by how quickly children bond to adults 
who give them attention and praise. I treated Robert as if he 
were the best kid in the world. I praised him often and hon-
estly. Robert decided what we would do during our time to-
gether, and we usually played soccer or basketball. I asked 
about his life and about how things were going at school 
and at home. Robert’s behavior improved dramatically.

We had many opportunities to discuss abandonment 
and death that year. Robert’s teacher left on maternity 
leave during the second semester. She and Robert had 
grown close, and he was upset at her leaving. A student at 
the school was murdered by his father. Robert told me that 
he believed the father must have been angry with the boy 
to have murdered him. I suggested other possibilities that 
placed the blame on the father, not on the murdered son. 
Robert then spoke about how sad the boy’s family must 
be and how the father probably didn’t really mean to do it. 
Robert asked me if I would be sad if he were murdered. 
I said that I would be and that lots of people would be. 
We then discussed all the people who would be sad if he 
were murdered. I ended the conversation by saying that 
he would be the saddest because of all the things that he 
would miss seeing and doing. Robert came up with a large 
list of things he would miss.

By the end of the school year, Robert was no longer 
talking about death and dying. He was no longer being 
sent to the Responsibility Room. His mother reported that 
his behavior and attitude had greatly improved. All of this 

(continued )
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was due to the fact that an adult had showed interest in 
him and had given him time and attention. An adult had 
treated him as though he was the best kid in the world, 
and he’d started to behave that way.

Here are some things I learned about building relation-
ships with children.

■■ Look at the child as though he or she is the best 
child in the world.

■■ Allow her or him to direct the activity of the day.

■■ Show interest in his or her home life and school life.

■■ Clearly state your high expectations.

■■ Be consistent in behavior, attitude, and expectations.

■■ Give praise openly and honestly.

■■ Verbalize your feelings, and verbalize and validate 
the child’s feelings for himself or herself.

■■ Allow yourself to learn from the child. Consider the 
question posed in Box 11.4.

What are some other ways to build relationships with young children in schools?

Box 11.4 What Do You Think?

If it seems as though school social workers do everything, in some schools 
they do. Regardless of specific tasks, there is a unifying perspective and philos-
ophy. School social work is based on the belief that every child is entitled to 
the best possible learning environment. School social workers contribute to 
the learning environment by matching the needs of students and their families 
with the resources available in the community and by creating new resources 
when the existing ones are inadequate. School social workers are employed by 
local school systems, school districts, county school boards, private schools, 
and charter schools.

Most states regulate and require certification of school social workers. Al-
though requirements for licensing and certification vary, they generally include 
some combination of the following: a BSW or MSW degree, a certificate for 
school social work from an accredited school of social work, practicum or profes-
sional experience in a school setting, and a passing grade on a state exam. Many 
states require the MSW degree. Box 11.5 summarizes the qualifications needed to 
receive the NASW school social worker specialist (SSWS) credential.

Box 11.3 (continued)

The National Association of Social Workers offers a  
special credential called school social work specialist. To 
receive the credential, you must complete the following  
requirements:

1.	 Graduate with an MSW degree from an accredited 
program.

2.	 Work as a school social worker for two years after 
completing your MSW. During the two years, you must 

be supervised by an MSW. Your supervisor will be asked 
to evaluate your performance and recommend you for 
certification at the end of the two years.

3.	 Obtain one reference from an MSW or doctoral-level 
social worker other than your supervisor.

Renew your certification every three years. The renewal 
requirement is 30 hours of continuing professional educa-
tion every three years.

Box 11.5 More About...School Social Work Credentials

67046_ch11_ptg01.indd   339 1/26/18   11:06 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



340    CHAPTER 11

Critical Public Policies

School social workers and other advocates have been working to make sure 
that students like David and Luis are not socially segregated from other 
children and that students like Jamika make it to school every day. Certain 
public policies and laws are relevant to advocating for the rights of students 
like David, Luis, and Jamika. The most critical policy is the one that guaran-
tees the right to free access to the least restrictive and most effective learning 
environment.

Students with Disabilities

Special education does not have to mean separate education. As noted earlier, 
the Education for All Handicapped Children Act of 1975, which set legal stan-
dards and requirements for education of children with disabilities, was reautho-
rized in 1990 as the Individuals with Disabilities Education Act (IDEA), and most 
recently reauthorized again in 2004. The intent of IDEA is to limit removal of 
children with disabilities from regular education classes or schools. IDEA’s policy 
of inclusion involves making every effort to educate a child with a disability in his 
or her own neighborhood school and with his or her own peers. Support services 
are brought to the child, rather than taking the child to services in a special 
school. Unless the IEP stipulates a special reason to move the child, he or she 
should attend the regular neighborhood school or be moved to an appropriate 
school as close as possible to his or her home. In other words, significant efforts 
must be made by the school district to find an inclusive placement.

By itself, the law does not protect David’s interests. If school administra-
tors, teachers, parents, and especially school social workers do not develop a 
culture of inclusion, children like David are often stared at and called names 
and receive inadequate support services. Sometimes, the school social worker 
and the parents have to fight the school district to be sure each child receives a 
free and appropriate education.

For example, in 1994, the Sacramento City school district was challenged 
in court by the Holland family (Sacramento City School District v. Rachel H., 
Ninth Circuit Court, 1994). Rachel Holland has a moderate intellectual dis-
ability with an IQ of 44. In 1989, when Rachel was seven, her parents asked 
the school district to mainstream her full-time in a regular education class. 
Mainstreaming is the act of removing a child with a disability from special 
education classes and placing him or her in one or more regular education 
classes. The school district rejected the request, instead proposing that Rachel 
be placed in a special education classroom for academic subjects and a regular 
education classroom for nonacademic activities such as art, music, and recess. 
The Hollands put Rachel in a private school while they battled the school dis-
trict in the courts. The court eventually decided in their favor.

The judge used four questions to guide his decision.

1.	What were the educational benefits of placing Rachel in a full-time regular ed-
ucation program? The judge decided that the academic benefits favored 
placing Rachel in a regular education classroom. Rachel’s private school 
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teacher testified that Rachel was a full member of the class, that she was 
doing well in math and the English and Hebrew alphabets, and that her 
communication skills were improving.

2.	What were the nonacademic benefits of a regular education placement? The 
Hollands submitted evidence that Rachel was doing well with her social 
and communication skills. Her self-confidence was also high. The dis-
trict’s evidence showed that Rachel had been isolated from her classmates 
during the time she spent in special education classes.

3.	What effect might Rachel have on the teacher and other students in the regular 
education classroom? The judge determined that Rachel was not disruptive 
or unruly in class and that she did not require a disproportionate amount 
of the teacher’s time.

4.	What are the costs to the school associated with this placement? The district ar-
gued that it would take $109,000 to educate Rachel full-time in a regular 
education classroom. The figure was based on providing a full-time aide 
for Rachel, plus $80,000 for schoolwide sensitivity training. The court 
found that the training could be provided at no cost by the California De-
partment of Education if it was needed. The judge also felt that Rachel 
would not need a full-time aide.

Each child’s situation, particularly the nature of the child’s disability, will 
result in varying answers to these questions. Evidence is mounting that students 
with mild disabilities benefit enormously from inclusion. Students with disabil-
ities who are included in regular education classes rank in the 80th percentile 
academically, while their counterparts in special education rank in the 50th per-
centile. In addition, students benefit from warm and caring friendships, growth 
in social cognition, and improvement of self-concept, and their classmates ex-
perience reduced fear of human differences, accompanied by increased comfort 
and awareness (Mastropieri, Scruggs, Guckert, Thompson, & Weiss, 2013).

In a landmark case, Garret Frey, a student who is quadriplegic, sued his 
local school district for refusing to furnish a trained aide to provide exten-
sive assistance while he was in school. Garret’s case went all the way to the  
Supreme Court (Frey v. Cedar Rapids Community School District, 1998). In 1999, 
the Court ruled that the school district must provide an aide because IDEA 
guarantees a “free and appropriate public education” to students with disabil-
ities (NAMI E-News, 1999).

Many children cannot afford to go to private school while their parents 
battle for their rights. To prevent long court battles, school social workers need 
to educate school districts about the requirements of IDEA, facilitate the inclu-
sion of children with disabilities into regular education, and ensure that stu-
dents are provided needed services.

Poor and Homeless Students

The Education of Homeless Children and Youth (EHCY) program was established 
under the Stewart B. McKinney Homeless Assistance Act of 1987. The EHCY 
program provides grants to state and local educational agencies to ensure that 
homeless children like Jamika have access to the same free and appropriate 
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education as other children. In 1990, the program was amended to include 
direct services to homeless children. In 1987, before creation of the program, 
over 50 percent of homeless children were not attending school. An evalua-
tion completed in 1995 showed that over 86 percent of homeless children in 
districts that received funding were attending school (Anderson, 1995). The 
McKinney Act was reauthorized in 2002 as part of the No Child Left Behind 
Act. In 2015 the education portion of EHCY was reauthorized and expanded 
to include public preschools.

Serious barriers to the education of homeless children remain. The 2008 
recession and foreclosure crisis caused an increase in the number of people, 
including children, who are homeless. School districts from around the coun-
try reported an increase in the number of homeless children beginning in the 
fall of 2008. As more people lost their homes, it is reasonable to assume this 
trend has continued. For example, the number of homeless children increased 
8 percent between 2012 and 2013, reaching a peak in 2014 when it was re-
ported that there were 1,301,239 homeless children in US schools (National 
Center for Homeless Education, 2017). Although need for the program’s ser-
vices has increased, funding has not kept pace with this need. School social 
workers have to continue advocating for full funding of the EHCY program 
and increased attention to the needs of homeless students as well as 
preschoolers.

The Elementary and Secondary Education Act (ESEA) of 1965 was the largest 
source of federal assistance to poor schools, communities, and children for  
30 years. President Bill Clinton reauthorized ESEA when he signed the  
Improving America’s Schools Act (IASA) into law in 1994. The new law 
supports schools in their efforts to move all children toward high academic 
standards. Title I, previously known as Chapter I, supports local educational 
agencies in helping disadvantaged students meet high academic standards by:

■■ Improving teaching by promoting effective instruction for at-risk children 
and for enriched and accelerated programs

■■ Catalyzing sweeping changes in the poorest communities, including 
providing new textbooks and more support for teachers and curriculum 
development

■■ Promoting effective parental participation
■■ Supporting coordination with health and social services agencies
■■ Focusing resources on schools with the highest percentage of students in 

poverty

The Migrant Education Program (MEP) is also authorized under Title I 
of IASA to ensure that migrant workers’ children have access to the same free 
and appropriate public education, including public preschool education, as 
other children. Title IX supports local school districts’ efforts to meet the ed-
ucational and related cultural needs of First Nations children so that they can 
achieve the same academic standards expected of all students. This legisla-
tion is critical because First Nations students are at risk for school failure due 
to a 31 percent poverty rate, health problems, and high unemployment on 
reservations.
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In 2001, President George W. Bush signed into law the No Child Left  
Behind (NCLB) Act, which required that every child must learn to read, write, 
multiply and subtract at grade level Fisher (2013). Every state was required to 
set standards, which applied to all schools that received Title I funding, and 
demonstrate whether they achieved those standards. Schools with consistently 
low-performing scores were to get extra federal funding to enhance outcomes. 
However, schools that did not improve faced the loss of federal funds and a 
loss of students because parents of low-income children in poor-performing 
schools were theoretically able to send their children to other public schools 
and get federal funds for private tutoring.

However, NCLB was controversial and was never fully funded (Klein, 
2008; Kolderie, 2008). One of the primary concerns was that the focus was on 
test taking and not helping students learn to think critically or creatively. The 
number of failing schools nationwide continued to increase. The lack of flexi-
bility and the complexity of the legislation also proved problematic. “The law’s 
tangled rules have mystified and demoralized many . . . Schools should be re-
warded for elevating achievement levels by some degree, rather than penalized 
for not meeting an absolute, unrealistic standard” (Fuller, 2004, p. 23). In 
2015 the Obama administration passed bipartisan legislation fundamentally 
replacing NCLB with the Every Student Succeeds Act. The main emphasis of the 
law was to remove the mandate that “one size fits all” allowing local districts 
and states more flexibility in how to achieve and measure success.

Diversity

At the beginning of the twentieth century, 1 of every 10 students was a mem-
ber of a nondominant group. By the end of the twentieth century, the number 
was one of every four. The ranks of Latino and Asian American students, in 
particular, have grown enormously due to immigration trends over the last  
20 years. This dramatic change in the demographics of American communities 
and schools has had a profound effect on education.

The US educational system has long been based on a dominant-culture, 
middle-class value structure. African American, Asian American, Latino, Is-
lamic, Jewish, and First Nation students are especially vulnerable to discrimi-
nation because their cultures, values, and interaction patterns have often been 
discounted or rejected in the educational structure and curriculum (Andreouli,  
Howarth, & Sonn, 2014). As a result, students from many nondominant 
groups have often been overrepresented in remedial programs.

Multicultural Education    LO 4 

One way to address discrimination and teaching styles or curricula that ignore 
the cultural characteristics of students is to raise the awareness of school adminis-
trators, parents, and teachers about the benefits of multicultural education. This is 
easier said than done. Many parents and educators still think of diversity as a bur-
den and do not realize that current curricula and teaching approaches are biased.
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A 30-student public school classroom that mirrors the population of the 
United States would have the following makeup of students: an almost even 
mix of girls and boys, 18 white, five African American, five Latino, one First 
Nation, and one second-generation Asian American student (Sleeter & Grant, 
2007). Our population and our public school classrooms are becoming more 
diverse each year. Multicultural education allows the US education system to 
adequately and fairly teach an increasingly diverse group of students. Multi-
cultural education embraces and affirms diversity among students. By doing 
this, it challenges and rejects all forms of oppression in schools and society. 
It is designed to teach principles of social justice. Multicultural education al-
lows students to develop their own identities and reach their true potential 
as learners. It respects individuality while promoting respect for others. In a 
multicultural setting, students learn to think critically about their world and 
take ownership of their lives. Multicultural education teaches students how to 
be better citizens. It empowers them to transform both themselves and society 
in positive ways (Joshee & Sinfield, 2013).

To promote multicultural education school social workers can:

1.	Provide opportunities and encourage teachers, students, and parents to 
share their own life stories, attitudes, prejudices, and values as they relate 
to dealing with different ethnic groups.

2.	Provide opportunities to acknowledge and appreciate the contributions of 
different groups.

3.	Encourage teachers to select content that includes different cultural view-
points and interpretations. Content should also reflect positive role mod-
els of different ethnic groups.

4.	Provide opportunities for students to discuss issues like racism, sexism, 
heterosexism, and classism.

5.	Provide students with opportunities to develop cross-cultural communica-
tion and conflict resolution skills (Diaz & Karp, 2013).

Bilingual Education and Immigration

Bilingual education was introduced in the United States in the 1960s under the 
Elementary and Secondary Education Act of 1965. Bilingual education means 
teaching students in two languages: their native language and English. As the 
student’s English proficiency improves, the amount of education conducted in 
English increases. There has long been debate about whether bilingual education 
is better than English immersion programs for English Language Learners (ELL). 
Over the years, people on both sides of the debate have claimed that the research 
supports their position. There have been a number of studies that suggest that 
students in bilingual programs do better in school, and others that have shown 
that English immersion programs produce more successful students. Several 
studies conducted a review of the literature on bilingual education and found 
that when the programs are done well, students in bilingual programs did better 
academically than their peers in English-only programs. The researchers stressed 
that not all bilingual programs work equally well (Diaz & Karp, 2013).
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In 1998, California voters passed a proposition that requires public school 
classes to be taught in English only. Students who speak limited English were 
required to take a one-year English immersion class. Thus far, the courts have 
judged the proposition to be constitutional. To the surprise of some, the ballot 
initiative was widely supported by Latinos, many of whom perceive English to 
be key to upward mobility (Streisand, 1997). A number of other states have 
followed California’s lead and voted on initiatives to end bilingual education. 
Initiatives have passed in some states, including Massachusetts and Arizona, 
but failed in Colorado.

Those who support bilingual education are concerned not only that students 
in English-only programs are being hurt academically. People stay connected to 
their cultures in part through language. Some are concerned that the elimination 
of bilingual education programs means more students will lose the ability to 
speak their traditional languages, thus becoming increasingly distant from their 
culture (Sarmiento, 2008). Culture has been shown to have a protective effect for 
at-risk youth, so loss of culture can be damaging. Additionally, research also sug-
gests that being bilingual may have both emotional and behavioral benefits for 
children. It not only keeps youth connected to their culture, but it also can result 
in higher self-esteem, stronger family cohesion, and better access to the resources 
available in their communities of origin (Han & Huang, 2010).

An influx of immigrants into the United States has meant an increase in 
the number of immigrant children in US classrooms and has fueled the debate 
about bilingual education, as well as about immigration in general. There are 
almost 19 million first- or second-generation immigrant children in the United 
States. Between 1995 and 2014, their numbers increased by 51 percent. Estimates 
are that by 2050, 34 percent of children in the United States will either be an im-
migrant themselves or a child of an immigrant (Murphy, 2016). Many of these 
children grew up speaking a language other than English and face language chal-
lenges at school. Inconsistent findings among research studies and conflicting 
views among educators, policy makers, and the general public leave the question 
of whether bilingual education is the best approach up in the air. The one thing 
that is certain is that as this population continues to grow, it is essential that 
policies and programs be developed that help these children succeed in school. 
School social workers are in an ideal position to conduct research and develop 
programs and policies to improve the likelihood of success for limited English 
proficient (LEP) students. Immigrant children in schools raise numerous social 
work practice issues. Consider the case described in Box 11.6.

Students Who Are Deaf or Hearing Impaired

Deaf and hearing impaired students have traditionally struggled in the US edu-
cation system. Put another way, the US education system has generally proven 
inadequate for deaf and hearing impaired students. On average, deaf and hard of 
hearing students have low academic achievement in the areas of language acqui-
sition, math, and reading skills. One example of this can be seen in the fact that 
50 percent of deaf and hearing impaired students who graduate from high school 
do so reading at only a third- or fourth-grade level (Redeafined Magazine, 2013).

EP 8c
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In June 2002, a group of high-achieving high school stu-
dents from Wilson Charter High School in Phoenix, Arizona, 
traveled to a national science competition in Buffalo, New 
York. The group wanted to take a side trip into Canada to 
visit Niagara Falls. A teacher traveling with the students 
asked officials if the students could cross into Canada 
using their student ID cards. Though they never crossed 
the border, four Latino students were detained and ques-
tioned about their immigration status. It turned out that all 
four had been brought to the United States from Mexico 
by their undocumented parents when they were young 
children. The students, who became known as the Wilson 
Four, were in a situation shared by many other children 
and youth. They had grown up in the United States, the 
only home most of them remembered, yet they were not 
citizens. Estimates are that as many as 65,000 students in 
a similar situation graduate from high school in the United 
States every year (Passel, 2003). These students are not 
eligible for many services and forms of assistance that US 
citizens can receive, including in-state college tuition and 
access to many types of student loans and grants. They 
are not able to work legally and are at risk of deportation 
back to a country that most have only lived in for a short 
time and few think of as home. Cases such as the Wilson 
Four prompted legislators to introduce the Development, 
Relief and Education for Alien Minors (DREAM) Act into the 
US House of Representatives and Senate. If passed, the 
DREAM Act would allow students brought to the United 
States before the age of 15, who graduate from high 

school or obtain their GED and who are of “good moral 
character,” to enter into a path to obtain citizenship.

Analyzing the Situation
■■ Research the situation of the Wilson Four. What hap-

pened in their case? Were they deported? Continue 
your research and learn more about children who were 
brought to the United States when they were young and 
are now caught in the dilemma described earlier. What 
challenges do they face? What options do they have?

■■ Learn more about the DREAM Act. What do its sup-
porters say? What do its opponents say? Are the 
arguments on one side or the other a better fit with 
social work values and ethics?

■■ How does the situation of children brought to the 
United States when they are young relate to the larger 
debate about immigration in the United States?

What Can Social Workers Do?
Given your analysis, what might social workers do to ad-
dress the needs and challenges of various parties involved 
in the situation described earlier? What interventions could 
you suggest at the individual level? The community level? 
The institutional level? And the policy level?

What Can You Do?
What one step might you take now, alone or working with 
others, to address the situation these students are stuck 
in? What are the barriers that might keep you from taking 
this step? What could you do to reduce those barriers?

Box 11.6 Becoming a Change Agent

Since the first one was founded in 1817, schools for the deaf have been 
established around the country to better address the educational needs of deaf 
students. Staff at these schools have an in-depth understanding of the aca-
demic and social needs of deaf and hearing impaired students. Deaf schools 
also serve an important cultural role: they teach a common language, American  
Sign Language, which focuses on the history of the deaf community; and they 
provide deaf students with deaf role models. However, the vast majority of 
deaf and hard of hearing students attend mainstream schools. In 2007, only 
about 15 percent of deaf and hearing impaired students attended a school for 
the deaf (Samuels, 2007). Deaf students in mainstream public schools have a 
variety of educational and social needs that may not be met. School social 
workers can help address the needs of deaf and hearing impaired students by 
gaining an understanding of deaf culture and of the students’ educational and 
social needs. School social workers must be prepared to provide direct services 
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and advocate for appropriate instruction and support for deaf and hard of 
hearing students. Social workers can also be involved in educating the com-
munity about the benefits of schools for the deaf and advocating for adequate 
funding for these institutions.

Lesbian, Gay, Bisexual, and Transgender Students

Conservative estimates suggest that there are between 2.25 and 2.7 million 
LGBT school-age youth in the United States. These students face a variety of 
challenges in schools. LGBT youth are three times more likely to drop out of 
school and four and a half times more likely to skip school than their hetero-
sexual classmates. A large part of the reason why LGBT students do not attend 
school is the abuse they face from classmates, and sometimes also from teachers 
and administrators, because of their sexual orientation and gender identity. In a 
2015 School Climate Survey conducted by the Gay, Lesbian, Straight Education 
Network (GLSEN), 85 percent of the students surveyed reported frequently hear-
ing homophobic remarks at school. Eighty-five percent of the LGBT students in 
the survey said that they had been verbally harassed because of their sexual ori-
entation, and 43 percent reported harassment based on gender identity. Over  
38 percent of the students said they had been physically harassed (being pushed 
or shoved) because of their sexual orientation, and more than 27 percent said 
they had been physically harassed because of their gender expression. Of even 
more concern, 13 percent of students reported sexual orientation–based physi-
cal assault (punched, kicked, or injured with a weapon), and 49 percent reported 
being electronically harassed via social media, texting, or email. Most students 
did not report these incidents, believing that nothing would be done. Eighty-two 
percent of students surveyed reported that their schools engaged in LGBTQ dis-
criminatory practices or policies (GLSEN, 2015).

All students deserve to go to school in a safe environment. School social 
workers can help create safe environments by helping school personnel un-
derstand the risks that LGBT students face at school. They can provide train-
ings in the schools for administrators, teachers, students, and parents to help 
reduce homophobia and the bullying it causes. School social workers can col-
laborate with groups, such as GLSEN, who are doing work around the country 
to make schools safe places. GLSEN helps create gay–straight alliances (GSAs) 
in schools. These groups offer support to LGBT students and their allies, and 
have been engaged in helping educate the school community about the reality 
of harassment and bullying. School social workers can serve as advisors to 
GSAs, and help the groups work more effectively, while giving students a safe 
staff member to approach when issues arise.

Social Work Values and Ethics

In addition to the National Association of Social Work Code of Ethics, school 
social workers should be familiar with the NASW Standards for School Social 
Work Services (2002), the NASW Standards for the Practice of Social Work with 
Adolescents (1993), and the NASW policy statement on “Education of Children 

EP 3a
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and Youths” (NASW, 1997). Excerpts from the Standards for School Social Work 
Services are reprinted in Box 11.7.

The school social work standards emphasize the social worker’s obligation 
to identify student needs and mobilize community resources to maximize op-
portunities for students to reach their potential. This requires school social work-
ers to become involved in school funding issues. The need to reduce class sizes, 
hire more teachers, and increase opportunities for tutoring and computer skills 
training is well documented. Ethically, social workers need to actively advocate 
and campaign for funding methods that will achieve these and other goals.

NASW Standards for School Social Work Services include 
the following:
Standard 2: As leaders or members of interdisciplinary 
teams, school social workers shall work collaboratively to 
mobilize the resources of the local education agencies [the 
school] and the community to meet the needs of children 
and families.

Standard 6: School social workers shall be responsible 
for identifying individual children and target populations 
in need of services. They shall do so through a process 
of needs assessment that includes planned consultation 

with personnel of the local education agency, community 
representatives, and children and their families.

Standard 12: School social work services shall be extended 
to children in ways that build on the children’s individual 
strengths and that offer them maximum opportunity to par-
ticipate in the planning and direction of their own learning 
experiences.

Standard 13: School social workers shall empower children 
and their families to gain access to and effectively use 
formal and informal community resources.

Source: National Association of Social Workers (1992).

Box 11.7 More About...School Social Work Standards

CASE EXAMPLE
Sixteen-year-old Alexandra has just discovered that she is pregnant. She asks 
her school social worker for information about adoption and abortion, and 
she mentions that she is also thinking about keeping the baby. Alexandra 
does not want her parents to know about the pregnancy. What should the 
school social worker do?

In a school setting, ethical issues and decisions related to confidentiality 
can be complicated. In 1974, Congress passed the Family Educational Rights 
and Privacy Act (FERPA), which allows parents access to their children’s school 
records and gives them control over access to the records by other people. Al-
though these parental rights are necessary and appropriate, they conflict with 
students’ rights to confidentiality.

In Alexandra’s case, the social worker must be certain of policies and laws 
pertaining to pregnancy counseling in schools, particularly when a student 
wants information about abortion. In some states, abortion counseling is per-
mitted on school sites, but in many others school social workers have to refer 
students to community social service agencies that offer pregnancy counseling 
services. The law does recognize Alexandra’s right to make her own decision 
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about whether to keep the child, place the child for adoption, or have an abor-
tion. However, in some states Alexandra’s parents would have to be notified 
before she could have an abortion.

What standard do school social workers use to determine whether to involve 
parents or other adults when students like Alexandra come to them for assistance? 
The NASW Code of Ethics clearly states that the only time confidentiality does 
not apply is when “disclosure is necessary to prevent serious, foreseeable, and im-
minent harm to a client or other identifiable person.” In Alexandra’s case, the de-
cision to breech confidentiality is not clear-cut. The social worker’s responsibility 
is much clearer when a student talks about wanting to harm another student or a 
teacher, or mentions having suicidal thoughts. If a student says to a school social 
worker, “I need to tell you something, but you have to promise not to tell my par-
ents,” the school social worker must explain the limits of confidentiality before 
the student proceeds. School social workers are mandated by law to report child 
abuse and neglect to law enforcement or child protective services.

The National Association of Social Workers and the American Association 
on Intellectual and Developmental Disabilities developed standards for social 
workers who work with persons who have developmental disabilities. These 
standards suggest that social workers should acquire basic knowledge about 
developmental disabilities and subscribe to a set of principles, for example, to 
help maintain clients in the least restrictive environments and to protect cli-
ents’ individual rights and personal dignity. Social workers should keep pace 
with current research on developmental disabilities.

Challenges Facing School Social Workers    LO 5  

School social workers face several serious challenges, including school vio-
lence, teen pregnancy, sexually transmitted diseases, drug and alcohol use, and 
high dropout rates. Social workers can best deal with these challenges by fo-
cusing on empirically based prevention and intervention efforts. This section 
briefly describes the major challenges and the way social workers are currently 
confronting them.

Violence Prevention

For every 1,000 students, 40 are victimized by crime while in school (Snyder & 
Truman, 2013). Approximately 28 percent of students report being bullied and 
being injured by bullies during school (Snyder & Truman, 2013). Burdick-Will 
(2013) found that “that violent crime rates affect the amount of material 
learned by the entire student.” The Burdick-Will study also demonstrated:

that students’ perceptions of safety go relatively unchanged, even in 
years when violent crime rates are low. One explanation may be that the 
research only looks at reported crimes that involved police intervention. 
There could be many more incidents, such as shoving in the hallway and 
verbal altercations, that go unreported but still have an effect on students’ 
sense of well-being.

EP 1a
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School social workers have a responsibility to help parents, faculty, and 
students address violence and bullying in their schools.

A survey of 1,200 school social workers found that those who are employed 
by inner-city schools are more likely than their peers to fear for their own safety 
(Astor, Behre, Wallace, & Fravil, 1998). Thirty-five percent of the respondents re-
ported being physically assaulted or threatened during the previous year. Addi-
tionally, in spite of statistics that suggest that school violence has decreased in 
recent years, a study of school social workers found that most believe that school 
violence remains the same or is increasing (Slovak, 2006). It is clear that social 
workers and other school personnel, as well as the general public, are concerned 
about school violence, in spite of the data that suggests it is on the decline.

Parent education groups, after-school recreation programs, family ther-
apy, antigang programs, street-savvy mentors, and early intervention programs 
with infants can effectively keep children from turning to guns and violence. 
Studies show that school-based violence prevention programs can reduce 
school violence by up to 50 percent. Programs that coordinate with and uti-
lize teachers and programs that deliver more intensive services, including one-
on-one attention, are the most effective in reducing school violence (Wilson, 
Lipsey, & Derzon, 2003). Rather than focus on deficits, social workers need to 
build on the strengths of the community as well as the strengths of the chil-
dren and families served by the school. One way of building on strengths is 
to help students become involved in confronting the conditions that encour-
age violence. Working together, student activists and school social workers can 
become involved in service learning projects that advocate for social justice. 
Research suggests that these projects leave students feeling more connected to 
their communities, less isolated, more compassionate, and with a new sense 
of social responsibility (McKay, 2010). All of this can reduce violence.

Teenage Pregnancy and Disease Prevention

In the last 20 years, the teen pregnancy rate has declined by over 50 percent, but 
there are still approximately 24.2 births for every 1,000 females between the ages 
of 15 and 19 (CDC, 2017). Despite the decline, the US teen birth rate remains 
higher than the rates in Great Britain and Canada. The two-decade decline in the 
teen pregnancy rate is due in part to the reduced number of teens that are sexually 
active. Recent research indicates that teens between the ages of 10 and 14 are very 
unlikely to be sexually active, while teens between the ages of 15 and 19 are delay-
ing sexual intercourse in larger numbers than they have in years (Finer & Philbin, 
2013). Unfortunately, the teens who are sexually active account for half of the  
20 million new cases of sexually transmitted diseases diagnosed each year.

In a comprehensive review of the research findings on programs to further 
reduce teen pregnancy and sexually transmitted diseases, there are several rel-
evant facts for school social workers (DiClemente, Brown, Sales, & Rose, 2013; 
Sullivan, Grey, & Rosser, 2013) to consider:

1.	Abstinence-only programs do not delay the onset of intercourse.
2.	Sex education programs, even those that include HIV/AIDS education 

and information on contraception use, do not hasten the onset of sexual 
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activity or increase the frequency of students’ sexual activity. Rather, these 
programs delay the onset of sexual activity, reduce the frequency of inter-
course, and reduce the number of sexual partners.

3.	Programs that included HIV/AIDS education increased condom use 
among participants.

4.	Most successful sex education programs:
■■ focus on reducing one or two behaviors that lead to unintended preg-

nancy or HIV/STD infection;
■■ use methods and materials that are appropriate to the age and culture 

of the students;
■■ employ long-term programs rather than short, time-limited programs;
■■ include activities that address the social pressures related to sex;
■■ teach communication, negotiation, and refusal skills;
■■ select teachers or social workers who believe in the program and train 

them to administer the program;
■■ do not provide condoms or other contraceptives without a requirement 

to participate in an educational program; and
■■ utilize social media, texting, and other electronic means of 

communication.

Latino and African American teens are three times more likely to become 
pregnant than a white teenager. Teenagers who live in poverty, grow up in sin-
gle-parent families, and have parents with low levels of education are most 
likely to become pregnant (DiClemente et al., 2013). In poor school districts, 
social workers may have to lobby for the resources to provide much-needed 
sex education programs.

Tobacco, Alcohol, and Illicit Drug Prevention

The most recent findings from the National Institute of Drug Abuse’s  
“Monitoring the Future Survey” (2016) indicate that US teenagers are in the 
midst of a steady decline in illicit drug use including marijuana, tobacco,  
alcohol, and even prescription opioids. However, drug use and abuse is still 
a problem in America’s schools, and social workers need to provide students, 
parents, and teachers with accurate information about the effects of drugs and 
help students understand and manage the pressures that can lead to their use. 
Appropriate interventions include stress management, assertiveness training, 
communication and decision-making workshops, and peer support groups. 
Many school social workers are involved in the Drug Abuse Resistance Edu-
cation (D.A.R.E.) program. A collaborative effort between schools and local 
law enforcement, the program begins in the sixth grade with 17 lessons on 
such topics as considering consequences, resistance techniques, and build-
ing self-esteem. Eighth-grade students receive 10 follow-up lessons, including 
dealing with pressures from gangs and gang violence. There is no current re-
search demonstrating the effectiveness of the D.A.R.E. program. School social 
workers have an obligation to demonstrate the effectiveness of drug preven-
tion programs that they promote and in which they participate.
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Dropout Prevention

Estimating accurate rates for those who drop out of high school in the United 
States is somewhat challenging. This is due to the fact that states calculate 
dropout rates differently. Less than 3 million students dropped out of school 
in 2014, or 7 percent of students nationwide (Child Trends Data Bank, 2015).

Dropout rates differ considerably on the basis of ethnicity. Asian students 
have the lowest dropout rate (1.1%) compared with 5.2 of white non-His-
panic students and 7.3 of African American students. Additionally, students 
with disabilities and LGBT students tend to drop out of school at higher rates 
than the general student population.

Dropping out of school can have a large impact on a person’s life. Drop-
outs are more likely to be unemployed, earn less money when they do work, 
receive public assistance, and be incarcerated (Wang & Fredericks, 2013). The 
reasons students drop out of school are complex and varied. There are per-
sonal and family reasons, including poverty and pregnancy, that compel youth 
to work full-time. Some students drop out due to poor academic achievement. 
Students also drop out because they feel they don’t belong or are being bul-
lied. Research suggests that the school’s culture, the general structure of high 
school, and how classes are taught may conflict with many students’ home cul-
ture and contribute to high dropout rates (Patterson, Hale, & Stessman, 2008). 
Schools are generally bureaucratic, which means a hierarchical structure and a 
focus on accountability, control, and impersonal relationships. They have also 
long had the mission of helping all students assimilate into American culture. 
As an increasing number of immigrant children enter schools, their cultures 
and their desire to maintain those cultures often clash with the school culture 
and structure.

Dropout prevention efforts by school social workers have focused on find-
ing ways to reduce feelings of alienation and helping students achieve a sense of 
belonging. Social workers have also attempted to make the school environment 
more relevant to students’ needs. Effective strategies include peer tutoring, men-
toring programs, outreach programs, cultural awareness activities, peer support 
groups, work-study programs, and service learning (Duckenfield &  
Reynolds, 2013). Service learning is a combination of community service and 
academic instruction designed to teach civic responsibility and commitment 
to the community as well as academic skills.EP 2

You are a social worker in a high school where you run a 
discussion group for teens. It is a drop-in group where the 
kids can come and talk about whatever is on their mind. 
One of the youths approaches you after the group and tells 
you that although he promised not to say anything, he is 
worried about his friend Stephen. It seems Stephen has 

been making comments about wishing he were dead, but 
then laughing about it. He asks you if he should worry about 
his friend. What do you recommend? What is your ethical 
responsibility? Does it differ from your legal responsibility? 
What would you do? Do you need to speak with other school 
personnel? Do you need to speak with Stephen’s parents?

Box 11.8 Ethical Practice...Confidentiality with Teens
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Conclusion

To effectively prepare students for the twenty-first century workplace, school 
social workers need to work on advocacy with school administrators, teachers, 
and parents. Equitable and creative funding methods for schools have to be 
instituted. Computer technology and telecommunications equipment should 
be made available to all students. Many schools, particularly in traditionally 
poor districts, need to be rewired to support such technology. Class size and 
teacher–student ratios need to be reduced.

Social workers must also be knowledgeable about the ongoing school 
choice debate. President Donald J. Trump’s Secretary of Education, Betsy 
Devos, strongly favors charter schools and vouchers. A school voucher is a 
tax-supported (e.g., tax credits or direct subsidies) education stipend provided 
to parents who want to remove their child from public school and place the 
child in a religious or secular private or charter school.

During the 1990s, because of strong opposition from teachers and labor 
unions and skepticism on the part of many parents, only a few public school 
systems offered pilot school voucher programs. In June 2002, in a 5 to 4 deci-
sion (Simmons-Harris v. Zelman), the Supreme Court ruled that the Cleveland city 
school district could use public money to underwrite tuition at religious schools 
as long as parents can choose to spend that money among a range of religious 
and secular schools. The Court saw no conflict with church–state separation be-
cause parents, not the state, choose children’s schools. Although the ruling de-
clared school voucher programs constitutional, it did not mandate their use.

It is no secret that some public schools are failing their students, particu-
larly in low-income neighborhoods. However, opponents of school vouchers ar-
gue that private schools, not children who live in poverty, will reap the benefits. 
Teachers worry that voucher programs could cause a significant dollar drain on 
public schools and that private schools will likely reject children with problems 
and those in special education, leaving the depleted public school system to ed-
ucate them. Even with school vouchers, many families living in poverty would 
not be able to afford to send their children to private schools. African American 
parents in particular are skeptical of the sudden interest of outsiders, many of 
whom are white, in helping African American children (Pierre, 2002).

Most importantly, the most recent research on school voucher programs 
indicates that students who transfer to private schools via the voucher system 
have significant losses in achievement, particularly mathematics and reading 
(Carey, 2017). The research suggests that private schools may not be as supe-
rior as many people assume.

To improve and maintain an effective public community school system 
with equal opportunities for all students, social workers will have to lobby 
hard against diverting funds to private schools. School social workers need to 
look at alternative solutions for school choice and create partnerships with 
community businesses that can provide funding for needed equipment and 
programs in public schools. An alternative to school vouchers is a tax credit to 
parents who choose to send their children to private schools.
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Research evidence suggests that we know how to prevent students from 
turning to drugs, getting pregnant, using violence to solve problems, and 
dropping out of school. Why, then, are so many young people mired in these 
situations? The short answer is lack of money. Successful school prevention 
programs are intensive, comprehensive, and costly in the short term. In the 
long term, they can save dollars and lives. School social workers need to pro-
mote and use programs and interventions that have proven track records. They 
must also search for creative ways to fund these programs.

Nationally standardized licensing or certification of school social workers 
would protect the profession from the growing number of uncertified person-
nel who perform social work tasks. Because specialized knowledge and skills 
are needed to be effective, it is critical that school social work responsibilities 
be performed by trained and certified professionals.
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Questions for Discussion

1.	How did the Education for All Handicapped Children Act of 1975 change 
the face of school social work? What significant changes were made when 
the act was reauthorized in 1990 as the Individuals with Disabilities Act 
(IDEA)?

2.	What is the purpose of a pupil health services team?
3.	According to NASW, what five primary skills do school social workers 

need?
4.	Should children who are homeless attend special schools for homeless 

children, or should they be mainstreamed into the public school system? 
Why? Is there a school in your area that serves homeless children?

5.	Should the government provide school vouchers that allow parents to 
send their children to any school, public or private?

Change Agent Exercises

Find the website for your state legislature. Conduct a search on the website 
to find any proposed legislation that would affect your local schools. This 
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could include bills about school vouchers, funding for schools, prayer in the 
schools, junk food for sale in schools, and bilingual education, to name just 
a few. If your state legislature is not in session or you cannot find bills on the 
website, try to find information about school-related bills at the federal level. 
A good website to try is http://thomas.loc.gov. Choose a bill related to schools 
that interests you. Decide whether you support or oppose the bill. Use what 
you learned about writing letters in Chapter 7 to write a letter to one of your 
legislators supporting or opposing the bill.

Exercises

1.	Mainstreaming Children with Developmental Disabilities
Should school-age children with disabilities be mainstreamed in regular 
education classes or placed in self-contained special education classes?

Research arguments on both sides of the issue.

Yes, school-age children with disabilities should be mainstreamed in 
regular classes.

No, school-age children with disabilities should be placed in self- 
contained special education classes.

Discuss the reasons the issue is controversial.

Is there adequate evidence to resolve the issue?

Is the evidence contradictory?

Are there definitions (e.g., mainstream, special education) that are in 
dispute?

What are the underlying values on both sides of the argument?

Do you have a personal interest in this issue? How does it affect  
your life?

Brainstorm a list of arguments that support one side. List and explain 
the strongest arguments.

Brainstorm a list of arguments that support the other side. List and  
explain the strongest arguments.

After reviewing the arguments on both sides, what gaps in the evidence 
can you identify? What do you still need to know to choose one side 
or the other? Where might you find the information?

After considering everything, which side of the argument do you most 
identify with? What specifically convinces you that this is the right side?

Use this exercise as a guide to have a debate with small groups of classmates.
2.	Bilingual Education

Research the topic of bilingual education. Interview one teacher who sup-
ports bilingual education and one teacher who does not. Ask the teachers 
to consider cost, available resources, benefits and disadvantages to students, 
and other important factors. List what you found out from both teachers.
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Supports bilingual education:

Does not support bilingual education:

Supplement their opinions with the facts you discovered in your research.

Eliminate opinions that are not fact based, and use the facts to list the 
pros and cons of bilingual education.

Pros:

Cons:

On the basis of your list, do you support bilingual education? Why?

3.	Alcohol and Illicit Drug Use among Children under Age 15
The Substance Abuse and Mental Health Services Administration (SAM-
HSA) maintains the Treatment Episode Data collection system (TEDS), 
which allows each state to report substance abuse treatment admissions 
by primary substance abuse according to sex, age, and race/ethnicity. Visit 
the latest TEDS report (http://oas.samhsa.gov/dasis.htm#teds2) and figure 
out how your state compares with other states. Compare and contrast your 
state’s data with at least two other states.

4.	School Social Work Activities

a.	 Sit in on a PTA meeting at a local school. What issues were discussed? 
How might a school social worker contribute to the group’s efforts?

b.	 Visit a drug prevention program. What are the goals of the program?

c.	 How does the program operate? What role might a school social worker 
play in this program?

d.	 Visit a school and find out how it addresses teenage pregnancy issues. 
Do you think these efforts are sufficient? If yes, why? If no, what else 
should school personnel be doing?

5.	Safety in Schools
Visit a local school. Have the school administrators developed an emer-
gency response plan in case serious violence breaks out? If yes, why? If no, 
why not? What suggestions would you make for such a plan?
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LEARNING OBJECTIVES  

After reading this chapter, students will be able to:

1.	 Compare and contrast definitions of drug misuse, substance abuse, addiction, 
dependence, and chemical dependency.

2.	 Identify and discuss causes of dependence and addiction.

3.	 Summarize the main developments in the history of drug and alcohol use, 
abuse, dependency, and treatment.

4.	 Discuss substance abuse issues relevant to various nondominant groups.

5.	 Discuss examples of how the social work Code of Ethics provides guidance in a 
substance abuse context.

6.	 Describe in detail at least two emerging issues in substance abuse.

12� Substance Abuse
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■■ Over 15 million Americans ages 12 or older use an illicit drug or abuse a pain 
reliever, stimulant, or tranquilizer.

■■ The misuse and abuse of prescription drugs is trending higher than any other 
illicit drug use, particularly pain relievers or opioids such as Vicodin and 
OxyContin. It is estimated that one in every three opioid prescriptions are 
being abused.

■■ Tobacco kills almost a half-million people each year, and another 8.6 million 
have tobacco-related illnesses.

■■ There are close to 90,000 alcohol-related deaths a year, and almost 45,000 of 
these are people killed by drunk drivers.

Sources: Centers for Disease Control and Prevention (2017b); National Institute on 
Drug Abuse (2017).

The global perspective on substance abuse is equally daunting. World Health 
Organization statistics indicate that there are 2 billion alcohol users, 1 billion smokers, 
and 230 million drug users worldwide (WHO, 2017). One drug addict is the epicen-
ter of a systemic disintegration that extends far beyond the addict’s mind and body 
to the lives of others, and ultimately, entire societies. Just as the addict’s organs begin 
to fail under the stream of chemicals, the societal connections that make civilization 
possible weaken and then collapse, the longer the addiction continues.

The confusion, tremors, convulsions, strokes, and other devastating symptoms 
“jump” the boundaries of the addict’s body. Consider that in the family of an addict, 
children are often abused and neglected; teenagers drop out of school; domestic vio-
lence escalates; there is lost productivity at work; and short-term disability is followed 
by job loss. Some parents spend their life savings trying to help their drug-addicted 
child, but eventually the family system disintegrates under the emotional and finan-
cial pressure. The health system is in turn overwhelmed by treatment costs, overdoses 
and deaths, the spread of HIV/AIDS, and hepatitis B and C, all through intravenous 
drug abuse. Families and strangers alike have their belongings stolen. Police officers 
are wounded or killed in the war on drugs, and their families are devastated. Prisons 
are overflowing with inmates who are there because of drug-related crimes. By one 
estimate, we spend over $700 billion annually to deal with the deleterious effects of 
drug abuse (National Institute on Drug Abuse, 2017). This includes health care as 
well as costs related to crime and lost work productivity.

The following real episodes highlight the devastating toll of alcohol and other 
drugs (AOD):

CASE EXAMPLE
More people died from drug overdoses in 2016 than any year on record. 
Sixty percent of those deaths involved opioid drugs such as heroin or pre-
scription painkillers like fentanyl and OxyContin. On November 19, 2016, at 
1:32 p.m., the Fort Lauderdale Fire Rescue Unit 47 sent two paramedics to a  
call on West Broward Boulevard. They found a man in his late thirties, dressed in  
shorts and barefoot, lying face down on the pavement outside a Walmart store. 

(continued )
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The paramedics gave the man three doses of NARCAN nasal spray, and then 
they waited for the usual projectile vomiting or “wakeful combativeness” to 
set in. Luckily, their man made it. Simultaneously, two other Fort Lauderdale  
paramedic units were both on heroin overdose calls. Every two hours 
someone in South Florida suffers an overdose of heroin, fentanyl, or another 
powerful prescription painkiller (Clary, 2016).

CASE EXAMPLE (continued)  

CASE EXAMPLE
Almost 2,000 college students between the ages of 18 and 24 die each year 
from alcohol-related injuries. The primary culprit is binge drinking. Binge 
drinking is usually defined as at least four to five drinks in one sitting. In 2016, 
Christian Ciammetti, age 20 and a junior at Temple University, died from 
binge drinking. Christian had loaded up on five-hour energy drinks and then 
started drinking hard liquor at a party. When he returned to his apartment, 
he could barely stand or talk. His roommates put him on his side to make 
sure that he would not be asphyxiated if he vomited. But his body tempera-
ture had dipped too low, and his heart stopped. Christian was on life support 
for six days before he died. College students are not the only binge drinkers. 
About six times every day, someone dies of alcohol poisoning. Over 75 percent 
of the deaths are of men between the ages of 35 and 64 (Snyder, 2016).

CASE EXAMPLE
The year 2016 was one of the worst years for drunk-driving deaths: it is 
estimated that 28 people a day were killed in DUI accidents that year (Van 
Cleave, 2016). In 2016, Eric Henderson, a retired army colonel, pleaded guilty 
to vehicular homicide while driving under the influence and received an 
eight-year sentence. Henderson was driving home from a Denver Broncos 
game on Interstate 25. Trooper Jursevics was trying to wave Henderson off 
the road after receiving a call that a drunk driver was on the Interstate. Henderson 
struck the trooper, who died at the scene, but Mr. Henderson never stopped 
his car, claiming he did not realize he had hit anyone. He exited the interstate 
and went down a side road, but was apprehended. He had a blood alcohol 
reading (0.199) of nearly four times the legal limit (Paul, 2016).

These case examples should be considered in the context of the general addictive 
nature of US society. According to Fish (2007), the overwhelming prevalence of ad-
diction in our society “indicates that the addict is our cultural canary in the coalmine, 
warning us that something is undoubtedly amiss.” Although the disease model of ad-
diction is commonly accepted among helping professionals, social workers must still 
approach the problem of addiction from a person-in-environment perspective and take 

67046_ch12_ptg01.indd   363 1/26/18   11:07 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



364    CHAPTER 12

into consideration the impact of the hedonistic and materialistic culture that we live 
in. Television, which provides us with vicarious pleasures, and other escapist technol-
ogies like the Internet encourage our separation from the natural world and from one 
another, leaving us feeling alienated and isolated. It is in this environment that addic-
tion to drugs, gambling, sex, shopping, plastic surgery, video games, Web surfing, 
sugar and caffeine, food, and many other things are nurtured and thrive.

Approximately 110,000 social workers are employed in mental health or substance 
abuse settings (Bureau of Labor Statistics, 2015). Regardless of their practice setting, all 
social workers deal with the consequences of substance abuse. In fact, they are often the 
first service workers that people with AOD problems meet when they enter social service 
delivery agencies. Most often, a client’s identified presenting problem is not alcohol or 
drug related. Therefore, all social workers need a working knowledge of AOD-related 
issues and must be able to recognize the signs and symptoms of AOD problems. However, 
your chances of employment in a substance abuse–specific job will increase exponentially 
with the credential of certified addiction counselor (CAC). Each state has somewhat 
different requirements, but most require a bachelor’s degree and extensive specialized 
knowledge, training, and experience in addiction counseling.

 LO 1  Terms used in the AOD field can be confusing because they can be used 
interchangeably or defined differently, depending on the context. In this chapter, 
drugs are any chemical substances taken internally that alter the body’s functioning, 
and drug use is a general term for all drug taking. Drug misuse refers to the inappro-
priate use of medications or prescribed drugs. Substance abuse is the continued use 
of alcohol or other drugs (legal or illegal) in spite of adverse consequences. Addiction 
is a compulsion toward a specific behavior, such as the use of alcohol or other drugs, 
despite negative consequences, and a psychological or physical dependence on the be-
havior or substance being abused (Fisher & Harrison, 2000). Chemical dependency 
describes addiction to alcohol or other drugs in contrast to nonchemical addictions like 
gambling (Fisher & Harrison, 2000).

Substance Abuse and Human Development

EP 7b

CASE EXAMPLE
Terry is a 27-year-old Caucasian male and the youngest of five children. He grew 
up in a middle-class household. His parents were practicing Catholics, though 
Terry stopped going to church in his early teens. Terry started experimenting with 
drugs when he was in high school. He smoked pot, occasionally used cocaine, 
and started drinking, mainly on the weekends. His experimentation continued 
through young adulthood. He tried heroin, LSD, and other hallucinogens.  
Terry’s drinking problem began to escalate when he was 20. By the time he was 
23, he was stealing money to support his alcohol, pot, and cocaine habits. When 
he turned 26, he hit bottom. He went into a 90-day rehabilitation program and 
has been sober for one year. One of Terry’s older brothers is also a recovering 
alcoholic. Terry’s grandmother was an alcoholic, as were two of her brothers.

(continued )
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Types of Drugs

Lawmakers developed a system that classifies drugs on the basis of their medi‑
cal use and potential for abuse during the early 1970s. Table 12.1 outlines the 
categories. Because the classification system is politically based and was not 
developed by pharmacologists, it has some problems. For example, many peo‑
ple believe that marijuana should not be a Schedule I drug because it is not as 
addictive as the other Schedule I drugs and has a number of beneficial medic‑
inal uses. However, politicians do not want to downgrade marijuana because 
they fear that such a step would be perceived as a pro‑marijuana position. 
In addition, some Schedule IV drugs, such as Valium, actually have a much 
higher potential for abuse than some Schedule I drugs like marijuana.

Table 12.2 provides an overview of some of the most commonly used illicit 
drugs as well as the most commonly misused prescription drugs and their effects.

Why did Terry become an alcoholic and drug addict? Some religious groups 
would call him a sinner and say that his behavior was caused by his moral failings 
(Miller & Hester, 1995). The American Medical Association (AMA) and the American 
Psychiatric Association (APA) have stated that alcoholism and addiction are dis-
eases that are treated by abstinence from alcohol and other drugs (see Box 12.1).

CASE EXAMPLE (continued)  

Table 12.1 US Government Drug Classification System

Schedule I Schedule II Schedule III Schedule IV Schedule V
No current medical use 
in the United States

Restricted medical 
use, prescription only

Medical use, prescrip-
tion only

Medical use, 
prescription only

Over-the-counter 
medications

High abuse potential High abuse potential 
and can lead to phys-
ical and psychological 
dependence

Low risk for physiolog-
ical dependence, but a 
high risk for psycho-
logical dependence

Low abuse potential 
and limited risk of 
addiction

Contain codeine or 
other drugs with limited 
dependence-causing 
potential

Heroin 
Marijuana

Cocaine 
Morphine

Steroids 
Codeine

Valium 
Xanax

Source: US Department of Justice (2017).

Alcoholism is the third leading cause of preventable mor-
tality and morbidity in the United States (after smoking and 
obesity). The AMA defines alcoholism as “a primary, chron-
ic disease [not a symptom] with genetic, psychosocial, 
and environmental factors influencing its development and 
manifestations. It is characterized by continuous or periodic 
impaired control over drinking, preoccupation with the drug 

alcohol, use of alcohol despite adverse consequences, 
and distortion in thinking, most notably denial” (Morse & 
Flavin, 1992, p. 1013).

Benshoff and Janikowski (2000) suggest that replacing 
alcoholism with addiction, and drinking with drug use, would 
give an accurate definition of addiction. The disease, whether 
alcoholism or addiction, is progressive and can be fatal.

Box 12.1 More About...Alcoholism
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Dependence and Addiction

Variations in the effects of the drugs described in Table 12.2 can be explained 
by physiological, psychological, and social factors, including body weight, 
gender, age, ethnicity, genetics, and emotional and physical health. For exam‑
ple, about 50 percent of people of Asian descent carry a gene that leads to an 
unusual increase in heart rate, facial flushing, sweating, and nausea when they 
consume alcohol. These symptoms are not as prevalent or as intense in other 
ethnic groups. Women tend to develop higher blood alcohol levels than men 
who drink the same amount because women have a lower percentage of body 
water and a higher percentage of body fat, which causes alcohol to be metabo‑
lized faster. As a result, women have more AOD health–related problems and 
deaths (CDC, 2017a).

The variability of drug effects may leave some individuals more vulner‑
able than others to developing an addiction to or a dependence on a sub‑
stance, and some may be able to use the same substance with no problematic 
effects. Dependence can be psychological or physical. In psychological de‑
pendence, the habit of using drugs or alcohol is motivated by emotional 
reasons, whereas in physical dependence the body needs the drug to func‑
tion normally. If the drug is withdrawn, the physically addicted person will 
experience physical symptoms or illness (American Society of Addiction 
Medicine, 2017).

Not all people who use drugs develop dependence or addiction. The 
criteria for determining whether an individual has developed dependence on 
or is abusing drugs are outlined in “More about . . . Drug Dependence.” These 
criteria were developed by the American Psychiatric Association (2013) and are 
listed in the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition 
(DSM-5).

Sugar and Caffeine Addiction

In addition to the drugs described earlier, a case can be made that Americans 
also struggle with what might be termed “addictions” to sugar and caffeine. 
The average American consumes 66 pounds of sugar a year (Treur, Boomsma, 
Ligthart, Willemsen, & Vink, 2016). Researchers do not all agree on whether 
sugar is addictive; some studies have produced evidence of sugar addiction 
(O’Callaghan, 2014) while others have found evidence to argue against it 
(Westwater, Fletcher, & Ziauddeen, 2016). At a minimum, everyone can agree 
that many people crave sugar.

Whereas refined sugar is a chemical and has a biochemical makeup very 
similar to alcohol, sugar addiction is defined as eating a large amount of high-
sugar foods each day and feeling tired or irritable after going without a hit for 
a few hours. The addiction or craving occurs because the body becomes used 
to the energy rush, and the brain becomes hooked on the release of opioids 
and dopamine.

Withdrawal from white sugar can include tremors, flu-like symptoms, 
headaches, and intense mood swings. The health consequences can be very 
severe and may include depression, mood swings, irritability, depletion of 
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mineral levels, hyperactivity, anxiety, panic attacks, chromium deficiency, de‑
pletion of the adrenal glands, type II diabetes, hypoglycemia, candida over‑
growth, and raised levels of cholesterol.

Caffeine is the most commonly used drug in the world. Approximately 
87 percent of adults and 76 percent of children in America regularly consume 
caffeine in their diets. Most researchers agree that regular caffeine use triggers a 
physical dependence or a mild form of addiction (Mills, Boakes, & Colagiuri, 
2016; Jain, Srivastava, Verma, & Maggu, 2017). Heavy caffeine users who go 
for a few hours without it may grow irritable, get headaches, or feel lethargic. 
The American Psychiatric Association (2013) included caffeine use disorder in 
the DSM-5, although not as a current psychiatric disorder, but rather as a psy‑
chiatric category that warranted further study.

There are 10 classes of substance use disorders: alcohol, 
caffeine, cannabis, hallucinogens, inhalants, opioids, 
sedatives, stimulants, tobacco, and other. “The essential 
feature of a substance use disorder is a cluster of cog-
nitive, behavioral, and physiological symptoms indicating 
that the individual continues using the substance despite 
significant substance-related problems” (p. 483).

The criteria for diagnosis include the following con-
densed components (p. 483):

Impaired Control
1.	 The individual may take the substance in larger amounts 

or over a longer period than was originally intended.

2.	 The individual may express a persistent desire to cut 
down or regulate substance use and may report multiple 
unsuccessful efforts to decrease or discontinue use.

3.	 The individual may spend a great deal of time 
obtaining the substance, using the substance, or 
recovering from its effects.

4.	 Craving is manifested by an intense desire or urge 
for the drug that may occur at any time but is more 
likely when in an environment where the drug has 
previously been obtained or used.

Social Impairment
5.	 Recurrent substance use may result in failure to fulfill 

major role obligations at work, school, or home.

6.	 The individual may continue substance use despite 
having persistent or recurrent social or interpersonal 
problems caused or exacerbated by the effects of the 
substance.

7.	 Important social, occupational, or recreational 
activities.

Risky Use
8.	 This may take the form of recurrent substance use in 

situations in which it is physically hazardous.

9.	 The individual may continue substance use despite 
knowledge of having a recurring or persistent phys-
ical or psychological problem that is likely to have 
been caused or exacerbated by the substance.

Pharmacological
10.	� Tolerance is signaled by requiring a markedly 

increased dose of the substance to achieve the 
desired effect or a markedly reduced effect when 
the usual dose is consumed.

11.	� Withdrawal is a syndrome that occurs when blood or 
tissue concentrations of a substance decline in an 
individual who has maintained prolonged and heavy 
use of the substance.

Source: American Psychiatric Association (2013), pp. 482–483.

Box 12.2 More About...Criteria in the DSM-5  
for Diagnosis of Substance Use Disorders   
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Causes of Dependence and Addiction    LO 2  

The social work profession has rejected the moral failing explanation for 
Terry’s behavior. Although most social workers have cautiously embraced the 
disease model, others reject it because it is not consistent with social work’s 
strengths perspective. Even some social workers in settings that accept the 
medical explanation of alcoholism view the disease model as only one part of 
the equation because of its emphasis on pathology. From a biopsychosocial, 
or person-in-environment, approach, the etiology (origin) of alcoholism or 
addiction includes environmental, social, psychological, and genetic variables.

The fact that 30 percent of children with alcoholic parents develop alco‑
holism themselves, whereas only 10 percent of children with nonalcoholic 
parents develop alcoholism, suggests that both environmental and genetic 
variables are in play (Gorka, Shankman, Seeley, & Lewinsohn, 2013). For 
example, children from disengaged, rigid families who repress emotions 
and have a lot of conflict, as well as children from rigid, moralistic families, 
are more likely to have AOD problems as adolescents. Without treatment, 
they continue to have AOD problems as adults (Schwandt, Hellig, Hommer,  
George, & Ramchandani, 2013).

Many human service workers argue that AOD problems are secondary 
symptoms of emotional pain or mental health problems rather than a pri‑
mary disease (Glantz et al., 2013). For example, in a recent study, 69 percent 
of the women who reported substance abuse also reported exposure to child‑
hood physical, sexual, or emotional abuse; the majority reported multiple 
forms of abuse (Schwandt et al., 2013). The findings suggest the importance of 
adapting models of residential substance abuse treatment to address concur‑
rent issues related to trauma history. Perhaps these women self-medicate with 
alcohol or other drugs to deal with clinical depression or suppress emotional 
pain. Some people may use alcohol and other drugs to help control anxiety. 
Addicts may use them to cope with (or avoid coping with) unemployment, 
legal conflicts, mental health problems such as bipolar disorder, or family 
problems. This theory of addiction is not accepted by groups like Alcoholics 
Anonymous (AA).

The way the problem is defined and assessed is critical because problem 
definition determines the type of intervention that will be used. For example, 
if AOD is defined as a moral failing, the intervention might be spiritual or 
moral counsel. If the problem is defined as a disease, the intervention will be 
geared toward legitimate medical treatment and the goal of abstinence. If the 
problem is defined as an adaptive response to a difficult situation, the goal of 
treatment will be to help the addict unlearn the adaptive response and replace 
it with a more functional response (Wood & Dunn, 2000).

People with AOD problems come from every socioeconomic category and 
every racial and ethnic background. They have varying degrees of dependence 
and respond differently to various types of treatment. Alcoholics Anonymous 
relies heavily on the disease model, in which blame is placed on the physio‑
logical incapacity to control alcohol consumption. This model seems to work 
well for people who have a severe dependence on alcohol, but it is not as 
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effective with the largest group of alcohol abusers—those who do not progress 
to severe dependence (Connors, Walitzer, & Dermen, 2002).

The person-in-environment, or biopsychosocial, framework is the foun‑
dation on which social workers base successful diagnosis, assessment, and 
treatment of AOD problems. Social workers using this model evaluate each 
individual on the basis of his or her unique circumstances. According to this 
approach, the reasons for addiction may include biological (e.g., depen‑
dence, physical illness), psychological (e.g., depression, anxiety), and social 
(e.g., family, employment, community) factors (Burman, 2000). The biopsy‑
chosocial framework explains why people respond differently to treatment 
and helps identify the treatment interventions that might work best for a 
particular client.

To successfully use the biopsychosocial approach, social workers must 
be knowledgeable in several areas. These include social learning theory; var‑
ious cognitive and behavioral treatment approaches; co-occurring mental 
health problems, including depression, bipolar disorder, and psychosis; cul‑
tural and economic factors; pharmacology and the use of medications such as 
methadone and naltrexone opiate to treat AOD problems; and fetal alcohol 
syndrome. Fetal alcohol syndrome (FAS) is a pattern of mental and physical de‑
fects that develops in some fetuses when the mother drinks too much alco‑
hol during pregnancy. The alcohol circulates through the pregnant woman’s 
bloodstream and crosses the placenta to the fetus. The alcohol interferes with 
the ability of the fetus to receive sufficient oxygen and nourishment. It is es‑
timated that FAS is involved in 2 of every 1,000 live births (CDC, 2017a). A 
baby born with FAS may be seriously handicapped and require a lifetime of 
special care.

Substance Abuse Treatment and Prevention

Social workers have often been at the forefront of substance abuse treatment 
and prevention efforts. However, until recently, they were more likely to have 
used a medical or disease model to plan intervention and prevention pro‑
grams. This section reviews the disease model and shows how social workers 
have slowly begun to move away from it in favor of the strengths model.

Historical Background    LO 3  

Benshoff and Janikowski (2000) summarized the main developments in the 
history of drug and alcohol use, abuse, dependency, and treatment in the 
United States. Alcohol use did not become a social issue until the early nine‑
teenth century. During the 1830s and 1840s, religious groups began to express 
opposition to alcoholic inebriation. Their efforts became known as the tem‑
perance movement. Proponents of the temperance movement developed and 
promoted the moral model of addiction, the belief that drunkenness was a 
sinful behavior and a moral failing. Public and private inebriate asylums were 
founded, and a variety of cures for alcoholism were explored. In the 1870s, 
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doctors first suggested that alcoholism might be inherited or caused by devel‑
opmental and environmental factors.

During the late 1800s, the temperance movement began to give way to 
the prohibition movement, the focus of which was to criminalize drug tak‑
ing. Cocaine and opium were legal and were used for medicinal purposes, but 
there was a growing awareness of the potential for abuse. In 1906, the Pure 
Food and Drug Act established the Food and Drug Administration (FDA), and 
all drugs were required to carry labels listing ingredients, including opium or 
cocaine.

In 1919, the prohibitionists claimed victory with the passage of the 
Eighteenth Amendment (also called the Volstead Act), which banned the 
manufacture and sale of beverages containing alcohol. As a result of the crim‑
inalization of alcohol distribution and use, many hospitals that attempted 
to treat alcohol-related problems closed. Despite the ban, many people con‑
sumed home-brewed or illegally obtained alcoholic beverages, got drunk, 
had accidents, and died. Criminal elements illegally imported and sold hard 
liquor. Marijuana was also popularized and was not made illegal until 1937. 
In 1933, the Twenty-First Amendment repealed the Eighteenth Amendment 
and ended prohibition.

In 1935, Alcoholics Anonymous was founded, and new research began on 
alcohol- and drug-related problems. In 1947, Jellinek published the seminal 
article on alcoholism viewed as a disease. However, it was not until 1956 that 
the AMA declared alcoholism a disease.

During the 1960s, marijuana reemerged as a recreational drug, and the so-
called drug culture began. Although LSD was not as widely used as marijuana, 
many experimented with it, and the word psychedelic was created to describe 
its effects. Heroin was the opiate of choice during the 1960s. The Community 
Mental Health Center Act, passed in 1963, funded some of the first AOD- 
dependent treatment programs.

The Comprehensive Alcohol Abuse and Alcoholism Prevention, Treat‑
ment, and Rehabilitation Act of 1970 created the National Institute of Alco‑
holism and Alcohol Abuse, which funds research, prevention, and treatment 
efforts. The Comprehensive Drug Abuse Prevention and Control (CDAPC) Act 
of 1971 expanded funding for drug-treatment services in public hospitals and 
community mental health centers, established the Commission on Marijuana 
and Drug Abuse to study the effects of drugs besides alcohol, and created the 
drug schedule (see Table 12.1) that is still used today. The National Institute 
on Drug Abuse (NIDA) was also created through federal legislation in 1971. 
NIDA researchers have become important advisers to presidents. Methadone 
was a successful treatment tool for heroin addiction, but there was concern 
that it would become a street drug if not tightly controlled. The Methadone 
Control Act of 1972 established the controls. In 1973, the Alcohol Drug Abuse 
and Mental Health Administration (ADAMHA) was created under the aus‑
pices of the Department of Health, Education, and Welfare. By 1974, there 
were over 900 federally funded drug programs.

Alcohol consumption reached an all-time high during the 1980s, and 
several grassroots movements were initiated to address the problem. One 
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of them was Mothers Against Drunk Drivers (MADD), which supported 
stiffer drunk-driving penalties. Parent Resources Institute on Drug Education  
(PRIDE Surveys, 2008) addressed the emerging adolescent drug problem. In 
1986, the Partnership for a Drug-Free America launched a comprehensive me‑
dia campaign against alcohol and drug use. The demand for substance abuse 
treatment programs far exceeded the supply, and the private sector responded 
with a proliferation of grant-funded, private, and nonprofit treatment centers; 
and, later, for-profit treatment centers. Employers were losing billions of dol‑
lars a year in productivity because of drug- and alcohol-related absenteeism, 
injuries, and death, and employee assistance programs (EAPs) began to provide 
substance abuse services.

In 1990, the Americans with Disabilities Act formally recognized sub‑
stance abuse and dependence as a disability (with some restrictions). In 1992, 
the ADAMHA was reorganized as part of the Substance Abuse and Mental 
Health Services Administration (SAMHSA) in the Department of Health and 
Human Services.

Despite the get-tough policies of the Reagan administration (1981–1989), 
the state of California was the first to legalize the medical use of marijuana in 
1996. Between 1996 and 2014, 19 more states and the District of Columbia, 
legalized the medical use of marijuana. In 2013, Colorado and Washington 
went one step further and legalized the use of marijuana for all adults, not just 
for medical use. Following suit, between 2014 and 2016, Alaska, California, 
Colorado, Massachusetts, Maine, Nevada, and Washington legalized recre‑
ational use, and some southern states are now discussing legalizing or decrim‑
inalizing marijuana. Colorado had $1 billion in legal sales in 2016 and made 
over $150 million in tax revenues (Huddleston, 2016).

Current Context

Today, with over 14,500 specialized drug treatment facilities and programs in 
the United States, there is still a shortage. People seeking AOD treatment can 
wait anywhere from one month to over a year to enter treatment (Wilkerson, 
2015). This is due in part to the heroin and opioid epidemic, discussed later 
in the chapter.

A program is likely to have an interdisciplinary staff that includes social 
workers, certified substance abuse counselors, psychiatrists, psychologists, 
physicians, nurses, and peer counselors, among others, many of whom are re‑
covering addicts. Drug treatment services provided by social workers include 
prevention, rehabilitation, individual and group therapy, behavioral therapy, 
medication management assistance, and case management. Substance abuse 
treatment settings that employ social workers include detoxification units; in‑
patient or residential facilities; and outpatient settings in hospitals, prisons 
and juvenile justice agencies, schools, courts, welfare agencies, psychiatric fa‑
cilities, and vocational rehabilitation centers.

The decision about where to place a client for treatment is most often 
determined by the client’s insurance coverage and the availability of treatment 
programs rather than the client’s medical condition, motivation, ability to 
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discontinue use, past treatment history, and social support network (DiCola, 
Gaydos, Druss, Cummings, 2013). Many managed care organizations have 
eliminated or placed a cap on treatment for AOD problems. Social workers 
need to advocate for parity in health, mental health, and substance abuse cov‑
erage. Until parity is obtained, social workers should question the diagnosis 
and assessment protocol of clients’ managed care organizations and advocate 
for appropriate placement and treatment.

A public policy statement by the National Association of Social Workers 
(1997) affirmed that abuse of alcohol; tobacco; and illicit, over-the-counter, 
and prescription drugs is a significant health problem and that the profession 
should focus on prevention efforts in addition to treatment.

The NASW statement indicates that social, economic, and environmental 
factors contribute to substance abuse problems. Social workers should there‑
fore initiate interventions that include strengthening communities and indi‑
viduals through empowerment and economic development, as well as engage 
in group, family, and individual treatment.

Additionally, it should be noted that AOD issues commonly occur in 
combination with other mental health challenges. Comorbidity between 
drug addiction and mental illness, also referred to as co-occurring disorders 
or dual diagnosis, is very common. For example, adolescents with substance 
use disorders have higher rates of depression (15–24%) than adolescents in 
the general population (DiCola et al., 2013); and 50 to 70 percent of psy‑
chiatric inpatients with bipolar disorder also have a substance use disorder. 
Addicts with a dual diagnosis are often successfully treated with behavioral 
interventions and medications, which may include antianxiety drugs, mood 
stabilizers, or antidepressants. Co-occurring disorders are discussed in greater 
detail in Chapter 10.

The Role of the Social Worker

AOD treatment interventions are individualized and have traditionally ad‑
dressed the client’s associated medical, psychological, social, vocational, 
and legal problems. This is due in part to the prevailing use of the medical 
model. However, the strengths perspective, which has only recently and often 
reluctantly been applied to clients with substance abuse issues, requires so‑
cial workers to de-emphasize problem areas and emphasize client strengths 
(Gruenert, Ratnam, & Tsantefski, 2006; Rapp et al., 2008). For example, if a 
client has had long periods of abstinence, the social worker should help the 
client determine what skills, strategies, resources, and assets served him or her 
and how they can again be invoked.

Denial occurs when the client does not recognize or admit that there is 
a connection between his or her life problems and the abuse of alcohol or 
another substance. Therefore, a significant part of treatment is dedicated to 
helping clients confront the problem and break through denial. Social work‑
ers who use the strengths perspective or solution-focused approach have sug‑
gested that the assumption that the client will be in denial and resistant to 
treatment may have adverse effects. The strong expectation that the client must 
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break through denial could dominate the social worker’s interactions with a 
drug abuser, making the intervention less sensitive to the client’s actual situa‑
tion and needs.

The social worker often acts as a case manager, networking with and mon‑
itoring family services, vocational services, mental health services, child-care 
services, medical and pharmacotherapy services, legal services, and behavioral 
therapy and counseling services. The strengths perspective requires the case 
management process to be driven by client-identified goals. Clients should be 
asked what they need and want to accomplish in terms of life skills, finance, 
leisure, relationships, living arrangements, occupation, education, health, in‑
ternal resources, and recovery. The answers may be general, such as improv‑
ing opportunities. The social worker must help the client break the general 
goal into specific objectives, for example, to visit a local employment office to 
check out available opportunities (Rapp et al., 2008). The social worker may 
also be the actual provider of the clinical or counseling services.

Drug treatment interventions can reduce drug use by 40 to 60 percent, 
a success rate as high as treatment for chronic diseases like diabetes and hy‑
pertension. Treatment programs are funded by local, state, and federal gov‑
ernments as well as by private insurance plans, and they are generally cost 
effective. The cost of treatment is approximately $5,000, whereas the cost of 
incarceration is about $25,000 (National Institute on Drug Abuse, 2017).

The stages of treatment include stabilization, rehabilitation, and mainte‑
nance. During stabilization, the client often needs to be forcefully confronted 
about the addiction and the need for treatment. In the Johnson model of in‑
tervention, family and friends, with the help of a trained facilitator, confront 
the addict about the negative personal and financial consequences of his or 
her behavior (Fisher & Harrison, 2000). The stabilization period includes de‑
toxification and abstinence from drugs and alcohol, acceptance of the prob‑
lem, and a commitment to permanently overcome the addiction.

The rehabilitation phase involves intense therapeutic services. Stabiliza‑
tion and rehabilitation generally take at least three months and include both 
inpatient and outpatient services. Cognitive behavioral therapy has proven to 
be effective in the rehabilitation stage. The client learns to identify maladap‑
tive behavior and thought patterns and to replace those patterns and behaviors 
with more positive thoughts and actions. Clients are taught to self-monitor in 
order to recognize drug cravings early and develop coping strategies (Carroll, 
Rounsaville, & Keller, 1991). During the maintenance stage, the priority is to 
engage the client in therapy and skill building focused on relapse prevention. 
Other interventions utilized during the rehabilitation and maintenance phases 
include self-help groups such as Alcoholics Anonymous, aversion therapy, so‑
cial skills training, and therapeutic community programs.

In addition to providing treatment interventions, social workers should 
also be on the forefront of substance abuse prevention programs. Several stud‑
ies sponsored have supported the hypothesis that prevention programs reduce 
substance abuse (Burrow-Sanchez & Hawken, 2007). Evidence-based practice 
indicates that there are four important protective factors that need to be ad‑
dressed in early intervention prevention programs: (1) parental investment 
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in the child-adolescent, (2) child-adolescent social competence, (3) child- 
adolescent self-regulation, and (4) child-adolescent school bonding and  
academic achievement.

Social workers have a responsibility to advocate for more funding for pre‑
vention and treatment programs and to evaluate prevention programs in order 
to demonstrate their effectiveness. The war on drugs will not be won by trying 
to prevent illegal drugs from entering the country or by putting drug users in 
jail. It can be won through prevention and treatment programs that effectively 
address the underlying reasons that lead people to abuse drugs (see Box 12.3).EP 5a

There are times in working with a chemically dependent 
client that we must call on nearly all of our resources and 
skills as social workers. The case of Twyla illustrates the 
varying levels of social work interventions necessary to 
bring about a positive outcome.

Twyla was a 38-year-old indigenous homemaker 
who had four school-aged children and a common-law 
husband of two years living with her. Her common-law 
husband was nearly 12 years her junior and was the 
family’s breadwinner. Twyla came to our agency seek-
ing help in attending a program for detoxification and 
treatment of substance dependence. She had become 
physically dependent on a prescription narcotic painkiller 
following a workplace injury 18 months earlier. She had 
built a massive tolerance to the drug and was taking nearly 
twenty 325-milligram tablets daily “just to feel normal”  
and avoid the pain of withdrawal. In order to maintain her  
dosage, she was “paying” 10 physicians to get them to 
write prescriptions. She said, “I am just tired of all the 
lying, games, and feeling sick all of the time. I really want 
to be a better mother to my children.”

About three years earlier, Twyla had been diagnosed  
with panic disorder, major depression, and post- 
traumatic stress disorder, and she took a physically ad-
dictive prescription medication to treat her anxiety. Her 
marriage to the children’s father had involved escalat-
ing and unspeakable physical and emotional abuse. 
She had escaped the marriage, and her estranged 
husband had since abandoned the family and moved 
back to Mexico.

The agency was able to help Twyla obtain placement 
in a 30-day residential rehabilitation facility where she 

would be medically supervised during withdrawal from the 
narcotic drug. She would eventually undergo group and 
individual therapy, drug and alcohol education, and family 
therapy. Twyla expressed concern that other people might 
label her a common drug addict.

Part of the initial therapeutic approach was to gently 
remind Twyla that although her addiction was not the result 
of recreational drug use, it was nonetheless an important 
medical problem. The route to becoming addicted matters 
little, and the path to recovery is often difficult, involving 
false starts, slips, and possibly disillusionment.

Twyla’s family spent the final week of treatment with 
her, receiving education and support from the professional 
staff at the facility. She was surprised that her children 
knew more about her condition than she had realized. She 
was also relieved that her entire family was supportive of 
her recovery process.

Twyla remained engaged in outpatient aftercare group 
therapy for nearly a year after completing the rehabilita-
tion program. She became stabilized on medication and 
maintained medication checks with a psychiatrist. She was 
also referred to a therapist to help her work through some 
of the fear, resentment, and self-doubt brought about by 
years of spousal abuse and a genetic predisposition to 
mental illness.

Today, Twyla is happily married and attending commu-
nity college full time. She hopes to become an elementary 
school teacher. She still has panic attacks some mornings, 
and she continues to feel the effects of depression, but 
she now has tools to help her cope. She volunteers at the 
agency as a peer supporter and sees herself as an impor-
tant community member in the recovery effort.

The Case of Twyla  Paul Rock Krech, MSW, CISW, CSAC 

Box 12.3 From the Field
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Diversity Issues and Populations at Risk    LO 4  

The prevalence of substance abuse issues among nondominant groups and 
populations at risk may be explained in part by such societal factors as social 
isolation, institutional racism, and poverty. For example, alcohol abuse by 
older adults is difficult to detect because of their isolation and is believed to 
be symptomatic of other chronic and mental health conditions. Alcoholism is 
more prevalent among older African Americans, Latino men, and men in 
general, although women’s rates of alcoholism have almost caught up to 
men’s. There is little research available on the effectiveness of substance abuse 
interventions among the elderly.

Women

Alcohol and drug addiction can destroy the lives of women. Twelve to  
15 percent of women are heavy drinkers, and women are the largest group to 
abuse benzodiazepines or tranquilizers. This may explain why female alco‑
holics have a death rate that is more than 50 percent of the male death rate 
(National Institute on Alcohol Abuse and Alcoholism, 2017). Traditionally, 
women have been doubly stigmatized by AOD problems. Women with sub‑
stance abuse problems are often viewed as promiscuous or as unfit mothers 
or “fallen.” Women are less likely to seek treatment than men because of 
the stigma as well as other barriers. For example, women are less likely to 
have insurance or full-time jobs that will help cover the costs of treatment,  
and they have a hard time finding child care for their children (United 
Nations Office on Drugs and Crime, 2015).

EP 2

CASE EXAMPLE
Frida’s roommate found her unconscious on the couch and immediately 
called 911. When the paramedics arrived, they had reason to suspect 
opioid overdose, so they administered naloxone intravenously, and 
Frida’s responsiveness improved almost immediately. Frida had been 
prescribed OxyContin two years ago after injuring her back in a car 
accident. She had recently lost her waitressing job because her back 
pain was so intense, and she was very depressed. Frida admitted to in-
creasing her dose of the medication without doctor approval and think-
ing before she overdosed that it might be a good way to never wake up. 
She was admitted to the psychiatric unit of the hospital and released 
after doctors replaced her OxyContin prescription with a long-acting 
nonsteroidal anti-inflammatory drug and a lidocaine patch (Glerum & 
Choo, 2015).
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Because of the above-mentioned stigma and barriers, women are less 
likely than men to seek treatment (Dworkin, Wanklyn, Stasiewicz & Coffeey, 
2018). There is a strong correlation between sexual or domestic violence and 
substance abuse in women. This correlation seems to indicate that women 
have more of a problem with shame than with guilt, which is the focus of 
many male-driven rehabilitation programs. Most rehabilitation programs do 
not emphasize women’s developmental needs and the importance of healthy 
relationships in their lives (Salter & Breckenridge, 2014). Bassuk, Dawson, and 
Huntington (2006) contend that the absence of these relationships often re‑
sults in low self-esteem and feelings of powerlessness that can contribute to 
serious AOD problems. Also, programs often do not accommodate a woman’s 
need to arrange for child care before entering treatment. Some of these issues 
are being addressed in newer treatment programs that emphasize women’s 
development and empowerment through positive and mutually enhancing re‑
lationships (Salter & Breckenridge, 2014).

African Americans

African Americans males, compared to white males, start drinking later and 
have lower rates of alcohol use. However, research also indicates that African 
American males suffer more severe health consequences than white males and 
are more likely to encounter legal problems because of their drinking (Zapolski,  
Pedersen, McCarthy, & Smith, 2014).

Patterns of alcohol use within the African American community also 
differ from patterns within the white community. The majority of the 

CASE EXAMPLE
Once upon a time, men “boozed it up” 12 times as much as women. How-
ever, in a recent study men were just 1.2 times more likely than women to 
have drinking problems (Dziemianowicz, 2016). Marcy, 32 years old, was at 
a friend’s baby shower. She had been sipping on several glasses of fireball 
whiskey and coke. She was feeling a little sorry for herself because her five-
year relationship had just ended. On her way home, she was pulled over by 
a police officer and was given a field sobriety test (i.e., walk a straight line 
and turn, stand on one leg). Marcy failed the test and was arrested on the 
spot. She spent the night in jail and was charged with DUI. Three years later, 
Marcy still feels humiliated and embarrassed by the incident. As women 
have gained more economic independence, it has become more socially 
acceptable for them to drink as much as men. Women have as much on-the-
job stress as men and perhaps experience even more relationship stress than 
men. Finally, because women metabolize alcohol differently, they get intoxi-
cated more quickly than men. All of these factors and more contribute to the 
trend of increasing DUI arrests for women.
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African American population abstains from alcohol, and heavy drinking oc‑
curs among a small subgroup. The extent of drug use in the African American 
community is difficult to gauge. Most data about the use of illegal drugs 
come from national surveys in which African Americans have been underrep‑
resented. However, recent research indicates that white Americans are more 
likely than black Americans to have used most kinds of illegal drugs, including 
cocaine, marijuana, and LSD; and whites are also more likely to abuse pre‑
scription drugs. However, blacks are far more likely to go to prison for drug 
offenses (Travis & Redburn, 2014).

Like women, African Americans have been doubly stigmatized by AOD- 
related problems. In colonial America, anyone caught selling or giving alco‑
hol to a Negro had to pay a heavy fine. There was fear that intoxicated slaves 
would foment rebellion (Fisher & Harrison, 2000). African Americans them‑
selves viewed alcohol consumption as equivalent to promoting slavery. In the 
early twentieth century, African Americans who used alcohol were perceived as 
sexual predators (Wallace et al., 1999).

Racism explains these stereotypes. Racism also contributes to the fact that 
African Americans are six times more likely than whites to be arrested for 
AOD-related crimes. Inner-city areas are often targeted by the police, and of‑
fenses involving crack cocaine, which is more likely to be used in inner-city 
poverty areas among people of color, carry stiffer penalties than offenses involv‑
ing powder cocaine, which is more likely to be used by wealthier, usually white, 
individuals (Gil, Wagner, & Tubman, 2004). The African American community 
has been particularly hard hit by the federal government’s war on drugs.

Robbins (2008) found that substance abuse in the African American popula‑
tion was related to economic deprivation, racism, and stress. High rates of poverty 
and the experience of racism cause added stress and pain in the lives of many 
African Americans. Additionally, many African Americans struggle to maintain 
their cultural identity and at the same time respond to the expectations of the 
dominant culture. Alcohol and drugs serve to medicate the emotional pain. Easy 
access to alcohol and drugs has also been a reason for AOD use. In high-poverty 
areas in which many African Americans live, liquor stores are often the most com‑
mon businesses, and selling drugs is one of few income-producing activities.

Prevention programs that have been particularly effective among African 
American youth are based on the values of the traditional African American 
community, which emphasize extended community involvement and spiri‑
tuality. To be effective, treatment programs must account for historical, social, 
and economic disparities when developing assessment and treatment proto‑
cols. They must also consider ways to involve kin as well as members of the 
person’s church (Burman, 2000). Social workers must advocate for more cul‑
turally appropriate treatment programs in African American communities be‑
cause access to treatment has been inequitable (Robbins, 2008).

Latino Populations

Research suggests that Latino adolescents have an early onset of AOD use, 
in particular the use of low-cost inhalants, and in general they have higher 
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rates of drug use than other teens (Goldberg, 2013). Several factors account 
for the early drug use in this population, including acculturative stress, lan‑
guage barriers, and poverty. Poverty contributes to low self-esteem, gang in‑
volvement, and higher than average teen pregnancy, substance abuse, and 
dropout rates.

Latino men who have left their families behind when they legally or il‑
legally immigrated to the United States constitute another high-risk group. 
Forced separation from family results in a higher risk of intravenous drug 
abuse and unsafe sex practices, both of which can result in contraction of HIV/
AIDS. This may be one reason why Latino men are overrepresented in the 
HIV/AIDS population (CDC, 2016).

Drinking and driving is a serious problem among males in the Mexican 
American or Chicano community. When compared with Puerto Ricans, 
Cubans, and whites, Mexican Americans are more likely to be arrested for 
driving while intoxicated, and they are more likely to die in car accidents 
while intoxicated (65% compared to 46% among whites). Mexican American 
men tend to overestimate the number of drinks it takes to become an unsafe 
driver. In one survey, Mexican American men estimated that it takes an av‑
erage of 8 to 10 drinks to impair driving ability. The average answer among 
white men was four to five. The average male who weighs 170 pounds can 
only have about four drinks and still be considered sober enough to drive 
(Worby & Organisat, 2007). The machismo tradition, which emphasizes 
honor, dependability, and responsibility, can be used to encourage respon‑
sible drinking.

Latino populations are heterogeneous, and cultural identity is signifi‑
cant. Cubans, Dominicans, and Puerto Ricans identify themselves cultur‑
ally as Hispanics; and Central Americans and South Americans identify 
themselves as Latinos for the most part. However, family is important to all 
groups. Therefore, interventions designed for use with Latinos or Hispanics 
should allow clients to remain fully involved and engaged with their fam‑
ilies whenever appropriate. Religion should also be incorporated in treat‑
ment. Many prevention and intervention programs in Latino communities 
are sponsored by the Catholic Church or other religious organizations. For 
example, the Teen Institute in New Orleans is designed to empower Latino 
high school students to embrace a lifestyle free of drugs, tobacco, and al‑
cohol. The program includes workshops on conflict resolution and drug 
pharmacology as well as information about the consequences of drug and 
alcohol use (Serafini et al., 2017).

For Latino men who are isolated from their families, group interventions 
tend to be successful because they allow the men to establish contacts, develop 
mutual support relationships, and receive validation of their experiences 
(Serafini et al., 2017). Natural support networks among family and friends in 
Latino communities, often referred to as personalismo, are very common. Mutual- 
aid groups designed to support isolated Latino men who have AOD-related 
problems would be viewed as a natural way to build personalismo. Outreach 
is another essential component for this community, especially because of cul‑
tural isolation and language barriers.
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Indigenous People

CASE EXAMPLE
Indigenous youth in the United States, when compared to non-Hispanic 
whites, are twice as likely to live in poverty, are twice as likely to die before the 
age of 24, and have higher exposure to trauma rates, leaving them as suscepti-
ble to PTSD as US veterans of Afghanistan war (Horowitz, 2014). These high-risk 
factors are extremely challenging and underscore the need for comprehensive 
alcohol and substance abuse prevention programs within indigenous com-
munities. The Communities Mobilizing for Change on Alcohol (CMCA) is one 
such program geared for youth between the ages of 13 and 20. The goal of 
CMCA is to communicate that underage drinking is unacceptable. CMCA uses 
social organizing techniques to reduce alcohol sales to youth, and it involves 
community members at all levels—schools, civic groups, faith organizations, 
law enforcement, liquor licensing agencies, and advertising outlets. CMCA has 
demonstrated its effectiveness through decreased substance use, decreases in  
the number of youth trying to buy alcohol, and a significant decline in alcohol- 
related arrests (Komro, Livingston, Watenaar, & Kominsky, 2017).

The stereotype of the drunken Indian and the myths associated with it 
are powerful in indigenous communities and the general American society. 
One myth that has been internalized by Indigenous Peoples is that they have 
a genetic predisposition or physiological weakness toward alcohol and al‑
coholism. Research suggests that this is not the case. In fact, Cunningham, 
Solomon, and Muramoto’s (2016) research demonstrated convincingly that 
alcohol consumption rates among indigenous Americans are the same, and 
in some cases even lower, than in the white population. However, racism, eco‑
nomic, and cultural factors help explain the AOD problems that do exist in 
indigenous communities.

Patterns of alcohol use in indigenous communities are similar to patterns 
in the general population. The primary problem is with AOD-abusing clusters 
of young people who do not do well in school, do not strongly identify with 
either their indigenous culture or Western culture, and come from families who 
abuse alcohol, similarly to other groups. However, the disproportionate number 
of young indigenous males who meet these criteria is explained by the higher 
rates of poverty and joblessness in native communities. AOD-related problems 
also seem disproportionately high among unmarried, isolated individuals who 
drink alone. This is also similar to the pattern in the general population.

First Nations people have a long tradition of noninterference in individuals’ 
life choices. This tradition may partly explain why some tribal elders, many of 
whom abstain from alcohol use, have sometimes been reluctant to interfere in 
the alcohol abuse of other people (Benshoff & Janikowski, 2000). Because of 
the heterogeneity among indigenous tribal peoples, it is difficult to generalize 
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about specific interventions for AOD-related problems. Any intervention in an 
indigenous community should take cultural and spiritual traditions and tribal 
languages into consideration. Indigenous youth who identify with their culture 
are less likely to use alcohol. Successful prevention and intervention efforts have 
incorporated cultural components, including the display of indigenous handi‑
crafts and artifacts, practices such as sweats or praying with a sacred pipe, and 
the participation of traditional healers (Moran & May, 1997).

The LGBT Community

The extent of AOD problems in the LGBT community is difficult to determine. 
Research on alcohol and drug use among members of this community is par‑
ticularly challenging because many people are not comfortable admitting 
their sexual orientation, nor are they willing to admit abuse of alcohol and/
or drugs. Obtaining accurate information from two hidden populations is dif‑
ficult. However, various research studies suggest that rates of AOD problems 
within the LGBT community range from 20 to 25 percent, compared to 3 to 
10 percent of the heterosexual population (Feinstein & Newcomb, 2016).

There are a number of possible explanations for the higher rates of al‑
cohol and drug use in the LGBT community. It is difficult to live in a ho‑
mophobic society that condemns and rejects lesbians, bisexuals, gay men, and 
transgendered people without taking on some degree of self-hatred or inter-
nalized homophobia, including feelings of shame. Shame has been found to be 
closely related to AOD abuse (Held, Owens, & Anderson, 2016). Those LGBT 
individuals who do not disclose their sexual orientation to family, friends, or 
coworkers often experience intense feelings of depression, anxiety, low self-es‑
teem, and even suicidal despair. Without alternative coping skills, drugs and 
alcohol can be very tempting.

Gay and lesbian bars have been the central meeting places in many LGBT 
communities, largely because there are few other places members of the com‑
munity can congregate without the fear of rejection, ridicule, or violence. 
Members of other oppressed groups, such as people of color, have historically 
been able to find safe havens within their communities and families of ori‑
gin, but for LGBT people, the family of origin may not be a safe haven from 
bias. Bars have also been the sites of fundraising activities and political work. 
Spending a great deal of time in bars increases access to alcohol and social 
pressure to drink. Research suggests that it also increases the pressure to use 
other drugs (Halkitis, Palamar, & Mukherjee, 2007).

Awareness of the role of bar culture is essential for AOD prevention and 
intervention. Within the heterosexual community, people undergoing treat‑
ment for AOD abuse are usually encouraged to stay away from bars and other 
settings that encourage drug and alcohol consumption. If the bar is the only 
social outlet for the LGBT community in a town, encouraging them to stay 
out of it is essentially telling them to have no social connection. This may be 
unrealistic. Lesbian and gay bars can be used as sites to recruit participants 
and conduct programs to reduce internalized homophobia, increase social 
support, and improve self-esteem.
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Many LGBT people may be reluctant to enter treatment because few pro‑
grams are sensitive to their issues. Members of the LGBT community have 
reported overt homophobia from service providers and other program partic‑
ipants. For programs to be effective, service providers must be truly accepting 
of their LGBT clients. Awareness and sensitivity training can help achieve that 
goal. Specialized programs that offer members of this population a safe space 
to explore difficult issues have been developed in many communities, and 
more are needed.

Social Work Values and Ethics    LO 5  

In addition to monitoring their own behavior as direct practitioners, the 
broad social work focus requires social workers to work toward the passage 
of ethical policies and to encourage agency administrators to act ethically. As 
in other types of ethical decision making, there is not necessarily one “right” 
answer to ethical dilemmas, but the social work Code of Ethics can provide 
guidance. One approach to making difficult choices is to ask which course of 
action would most effectively reduce harm and would cause the least harm 
or produce the most good. Keep these questions in mind while exploring 
substance abuse–related issues and as you consider the questions posed in 
Box 12.4.

Should Drug Use during Pregnancy Be Prosecuted?

EP 1a

CASE EXAMPLE
In 2014, Tennessee passed a two-year law criminalizing drug use by 
pregnant women. The law had no record-keeping component; however, 
it is estimated that during the two-year enforcement period, about  
100 women were arrested or charged with the crime of fetal assault. Most 
of the arrested women were poor, and most were black and lived in a city 
rather than a rural area. Brittany was addicted to painkillers and afraid she 
would be jailed, so in 2014 she gave birth without medical help on the 
side of a road in the foothills of the Smoky Mountains. She eventually got 
help for her addiction, and she has a healthy 3-year-old child. Jamillah 
sought treatment for her opioid addiction at four different Tennessee  
clinics but was turned away each time because she was pregnant or because 
of 8 to 10 month waiting lists (Burke, 2016; Soderberg, 2016). Because of so 
many cases like Brittany’s and Jamillah’s, the Tennessee law was allowed to 
“sunset” in 2016 instead of being renewed. However, some southern states 
like Oklahoma, North Carolina, South Carolina, and Alabama are still using 
different laws and methods to prosecute pregnant women who have a 
drug addiction.
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Whose rights—the mother’s or the unborn infant’s—are primary in the Tennes‑
see law case example? Social workers are often presented with difficult decisions 
in substance abuse cases, and strong arguments can be made on behalf of preg‑
nant mothers with addiction problems as well as for babies born drug depen‑
dent. Some social workers who have seen the effects of prenatal drug addiction 
contend that jailing pregnant drug users is the only way to ensure that they will 
not continue to use drugs and harm their unborn children. Other social workers 
argue that treatment and positive intervention are more effective than jail. They 
assert that when social workers turn clients in for their drug use, others will not 
come in for services, thus increasing the risk to their unborn children.

In 2000, the NASW took the position that professional doctors, nurses, and 
social workers should not be asked to assist in a campaign to arrest and prosecute 
their patients and clients and that drug testing without prior consent is invasive 
and interferes with the trust relationship between the professional and the pa‑
tient. The best solution is to provide high-risk pregnant women with increased 
access to prenatal drug treatment centers. Prospective mothers will be more likely 
to patronize a place in which they can receive treatment without fearing arrest.

Are Needle Exchange Programs Ethical?

The evidence suggests that needle exchange programs save lives and reduce 
the amount of money spent on treating AIDS and hepatitis (Strike & Watson, 
2014). The primary argument of people who oppose such programs is that 
making needles more available will inevitably increase drug use and will send 
the message that using drugs is acceptable (Abbott, 2000). There is merit on 
both sides of the argument, and social workers must keep up with research 
and practice that support both sides. As with most ethical issues, the primary 
concern is protecting life, but it is not always clear how best to do so.

Should Some Drugs Be Legalized?

Should women who use illegal drugs or alcohol during a 
pregnancy be prosecuted for child abuse? Why? If your 

pregnant client disclosed that she had been drinking 
alcohol, what would you do?

Box 12.4 What Do You Think?

CASE EXAMPLE
On May 12, 2007, in the District Heights neighborhood of Washington, DC, 
seven young men and boys were wounded in a drug-related, drive-by shooting. 
The boys and young men ranged in age from 12 to 22, and they were treated 
at hospitals for gunshots in their feet and legs. Witnesses said the shootings 
abruptly ended a quiet afternoon in which many residents were outside enjoy-
ing the spring weather. One witness said, “They shot little kids. It was like what 
you see on TV. People were on the ground. Bullets in them” (Wagner, 2007).
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Proponents of legalizing drugs might say that the case example of the District 
Heights shooting was the result of laws prohibiting the possession and use 
of certain substances. If drugs were legalized, fewer people would be arrested 
for drug trafficking crimes, and the violence associated with turf protection 
would be reduced. Additionally, the government could regulate the quality 
and sale of legalized drugs as they do the sale of alcohol and tobacco. This 
would mean a reduction in the harm caused by drugs that are mixed with dan‑
gerous substances, and it would bring in more tax revenues. The money from 
drug taxes could support drug prevention and treatment efforts. Opponents of 
legalization counter that most drug-related violence is not perpetrated by drug 
traffickers in low-income neighborhoods, but rather by people who are under 
the influence of drugs. Legalizing drugs would increase the number of people 
using them, thereby increasing drug-related violence. Both sides can cite re‑
search evidence to support their claims. Consider the issue of legalization of 
marijuana in Box 12.5.

For social workers, the question is whether the drug prohibition laws 
cause more violence or less violence than drug use itself. In other words, how 
effective are laws in preventing damage from drugs compared with the amount 
of injury caused by the laws themselves? The goal of social work is to reduce 
harm, and social workers need to advocate for actions that reduce harm most 
effectively. The profession remains open to a definitive answer.

Emerging Issues and Future Concerns    LO 6  

The struggle against AOD-related problems takes place on three main fronts: 
the elimination of AOD from the workplace, the prevention of HIV/AIDS, 
and the decriminalization of addiction. The abuse of steroids and human 
growth hormone has received extensive press in the United States in the last 
five years, but these are also global problems in the developed world. Social 
workers must engage in these struggles on each front.

AOD Problems in the Workplace

Employees who abuse drugs and alcohol cost their employers about twice 
as much in medical and workers compensation claims as their drug-free co‑
workers. Drug and alcohol use is associated with the majority of injuries 
and fatalities that occur in the workplace. Workers’ AOD problems cost 

EP 1c

Marijuana use is now legal in Alaska, California, Colorado, 
Massachusetts, Maine, Nevada, and Washington.  
Should its use be legalized in all states? Why or 
why not? Medical use of marijuana is legal in a few 
states because it can, among other things, reduce 

nausea for chemotherapy patients and people with 
AIDS. Thus, some advocates support states that 
categorize marijuana as a medicine. If you think it 
should remain illegal, how do you feel about its use 
in medical treatment?

Box 12.5 What Do You Think?
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employers over billions of dollars each year in added workers’ compensation 
claims, sick days, injuries, and overall lost productivity (Miller, Zaloshnja, & 
Spicer, 2007).

Detection of drug and alcohol use in the workplace has been a subject of 
much debate in recent years. Some employers require a drug test as part of a 
physical examination before they will hire a new employee. For example, at 
Sterling Technologies in Eerie, Pennsylvania and similar factories throughout 
the manufacturing belt, over 20 percent of employees fail drug tests. Because of 
the number of positive drug tests, more and more refugees like Talib Alzamel, 
45, from Syria are being hired in manufacturing towns for menial jobs at a 
rate of $8–$14 per hour. This has caused tension in many areas of the country 
and helps explain, in part, the election of President Donald Trump in 2016 
(Gannon, 2017).

The damage from AOD use in the workplace highlights the importance 
of effective employee assistance programs with well-defined drug and alco‑
hol policies. AOD prevention efforts are effective in the workplace for sev‑
eral reasons. The vast majority of American adults work, so large numbers 
of people can be reached. Receiving a paycheck is an economic incentive 
for not using AOD. Prevention programs in the workplace are usually cost 
effective for employers. Research suggests that for every dollar an employer 
invests in an EAP, between $5 and $16 can be saved in increased pro‑
ductivity and decreased medical claims and absenteeism (OSHA Report, 
2004–2005).

Social workers can help employers address AOD problems. They can help 
shape and implement creative alcohol-free and drug-free workplace policies. 
They can assist in educating employees about the individual and the business 
costs of drug and alcohol abuse. They can train managers and supervisors to 
detect and prevent AOD abuse and to encourage employees to seek help. So‑
cial workers can also help employers develop prevention programs not only 
for employees but also for their families and the larger community.

The Opioid Epidemic

The United States is the grip of an unprecedented public health crisis. Seven‑
ty-eight people die each day from opioid overdoses and at least half of those 
deaths involve a prescription (Barron, 2017). In response to this crisis the 
Comprehensive Addiction and Recovery Act (CARA) of 2016 was signed by Pres‑
ident Obama before he left office. CARA is the first major federal legislation 
dealing with addictions in 40 years and is a specific response to the opioid 
epidemic that has spread across the country. CARA funds ($180 million) are 
designated for opioid prevention, treatment, recovery, law enforcement, crimi‑
nal justice reform, and overdose reversal.

Opioids are prescription painkillers and can be incredibly useful for 
chronic pain sufferers. Each year over 100 million Americans are prescribed 
opioid drugs such as OxyContin and Vicodin. Heroin users find opioids to be 
less expensive and a better high if the drugs are crushed and snorted or lique‑
fied and injected. The time-release aspect of the medication is altered when 
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the tablets are crushed or liquefied, so the user gets the entire rush of the med‑
ication all at once (Lawn, 2016).

OxyContin is known as “hillbilly heroin” in the Appalachian hills of Ken‑
tucky, West Virginia, and other southern states. The opioid epidemic has hit 
this area hard. Doctors were unaware of the addictive quality of the drugs, and 
they were serving relatively poor families who had worked hard all their lives, 
and many had chronic pain conditions. However, the epidemic is not limited 
to the Deep South, in recent years New York State has experienced a 30 per‑
cent increase in opioid-related deaths. In response, doctors are using more un‑
conventional treatments such as mindfulness meditation, yoga, acupuncture, 
and biofeedback to help patients learn to deal with intense pain, rather than 
exposing so many patients to the serious and deadly side effects of opioid use 
(Sutherland, 2017).

Drugs and HIV/AIDS

Lisa Mysnyk contracted HIV from a man who could not stay out of jail and off 
drugs. Sometimes they used condoms; sometimes they did not. Ms. Mysnyk, 
who is black, now knows that “sometimes” can be a very dangerous word. 
When the doctor told her she had HIV, Ms. Mysnyk started to cry. Her doctor 
cried with her. A few days later, she taught her younger son, who was seven 
at the time, how to use a condom. She had a no-nonsense conversation with 
her 14-year-old about sexually transmitted diseases (STDs). “I didn’t want him 
to ever have to be afraid,” she said. Ms. Mysnyk takes six pills a day, her vi‑
rus level is undetectable, and her immune system continues to be strong. She 
thinks she could live 30 or 40 more years as long as the drugs keep working. 
She imagines that having the virus is a lot like having any other chronic dis‑
ease. But she knows that, unlike most other diseases, HIV can almost always 
be avoided. AIDS has become a disease that hits African Americans with par‑
ticular force. Recent data suggest that blacks, who represent 13 percent of the 
country’s population, compose half of those living with HIV in the United 
States (Goodman, 2007).

In the United States, most women, like Lisa Mysnyk, are infected with 
HIV during sex with an HIV-infected man or while using HIV-contami‑
nated syringes for the injection of drugs such as heroin, cocaine, or am‑
phetamines. Of the new HIV infections diagnosed among women in the 
United States in 2004, the Centers for Disease Control (CDC) estimated 
that 70 percent were attributed to heterosexual contact and 28 percent to 
injection drug use (National Institute of Allergy and Infectious Diseases 
[NIAID], 2006). Intravenous drug users who do not enter treatment are six 
times more likely to become infected with HIV/AIDS than those who do 
enter treatment. Persons who are addicted to alcohol or other noninjected 
drugs also have an increased risk of contracting HIV. AOD use impairs 
judgment and often leads users to engage in risky sexual behavior. The 
immune-suppressing side effects of many drugs further the progression 
of HIV and leave users vulnerable to opportunistic infections (Moreno, 
El-Bassel, & Morrill, 2007).
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Throughout the world, AIDS hot spots include well-known parts of Africa, 
but also lesser known large urban areas within China and Russia. Due to drug 
users sharing dirty needles, infection rates have spiked to 50 percent from  
2 percent in just two years in urban areas of China and Russia. HIV is steadily 
spreading among intravenous drug users, their sexual partners, and their off‑
spring, who account for one-third of new cases. Whereas China’s HIV infec‑
tion rate is still relatively low, at about 0.1 percent, the virus is spreading fast 
because of a lack of comprehensive education/prevention programs (United 
Nations, 2017).

The number of women with HIV infection and AIDS has increased 
steadily worldwide. In 2015, according to UNAIDS, 17.8 million women 
worldwide had AIDS. Most contracted the virus from intravenous drug use 
or from sexual partners who were intravenous drug users (NIAID, 2017). 
These women come from predominantly poor neighborhoods with limited 
access to medical and prevention services and limited information about un‑
safe sex practices.

Social workers have a special obligation to help educate people of color 
living in poverty areas about the risks of contracting the disease and preventive 
measures. Outreach programs that are gender specific and culture specific, and 
include empowerment as a theme, have been effective in many communities 
of color (United Nations, 2017). Finally, social workers must advocate for bet‑
ter access to and more affordable medications worldwide.

Criminalization or Treatment

During the early 1970s, the Nixon administration began a war on drugs. 
That war dramatically expanded during the 1980s and 1990s. Its focus has 
been to stop the flow of drugs into the United States and to impose stiffer 
penalties for drug offenses. These approaches address the supply side of 
the drug problem, meaning that they attempt to decrease the supply of 
available drugs. The assumption is that reduced availability will result in 
less use. Treatment and prevention programs address the demand side of 
the drug problem: they are based on the assumption that lower demand 
will cause fewer drugs to be manufactured, imported, and sold. Nearly 
the entire US drug control budget during the 1980s and 1990s was spent 
on the law enforcement or supply side. Little was spent on treatment and 
prevention. By 2015, the United States spent over $25 billion for drug 
control, of which about 66 percent went toward incarceration, border con‑
trol, international production reduction, and other supply-side activities; 
32 percent went to prevention and treatment (The Federal Drug Control 
Budget, 2015).

The effectiveness of current efforts is questionable. Past experience 
suggests that it is not possible to keep drugs from being brought into the 
United States or to stop the sale of drugs within the United States. As long 
as there is strong demand, there is likely to be a supply. The prisons are 
overcrowded in large part because so many people have been locked up 
for drug offenses. It is estimated that as many as 48 percent of inmates in 
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federal prisons and 16 percent in state prisons are there for drug-related 
offenses (Roeder, 2015).

Many people favor a shift in focus away from punishment and toward pre‑
vention and treatment. They contend that this would not only be more effec‑
tive, but would also be less expensive. Petteruti and Walsh (2008, pp. 26–27) 
outlined the following:

1.	Treating cocaine users reduces serious crime 15 times more effectively 
than incarceration.

2.	Treatment programs reduce substance abuse, crime, and homelessness, 
while increasing employment.

3.	Drug treatment not only provided $10,054 in benefits per participant after 
deducting costs of treatment but also lowered the chance that a person 
will commit crimes in the future by 9.3 percent.

4.	Diverting nonviolent offenders, particularly drug offenders, into commu‑
nities relieved the stress on overcrowded facilities, saved money, and pro‑
vided space for people charged with more serious, violent crimes.

By allowing people convicted of nonviolent offenses to return to the com‑
munity, they will be less likely to commit crimes in the future and more likely 
to return to work, family, and community obligations.

One treatment model being implemented nationwide is the use of drug 
courts, in which people arrested for drug-related offenses can choose treat‑
ment rather than incarceration. Participants must agree to plead guilty and 
to undergo regular drug testing after they complete treatment. The number 
of drug courts grew dramatically in the 1990s in part because of support and 
funding from the Clinton administration. The drug court participant under‑
goes an intensive regimen of substance abuse treatment, case management, 
drug testing, supervision and monitoring, and immediate sanctions and in‑
centives while reporting to regularly scheduled status hearings before a judge 
with expertise in the drug court model. In addition, drug courts increase the 
probability of participants’ success by providing ancillary services such as 
mental health treatment, trauma and family therapy, and job skills training. 
Studies have found the courts to be extremely effective (Marlowe, DeMatteo, & 
Festinger, 2003; Worcel, Green, Furrer, Burrus, & Finigan, 2007). This dilemma 
is explored in Box 12.6.

You are working with a neighborhood association as part 
of your job at a community center. You get a call from a 
representative of the association to discuss the associ-
ation’s concerns about drug use and related violence in 
the neighborhood. Members of the group feel that the 
drug culture of the area is having a negative effect on 
their children and putting all those in the neighborhood 
at risk. The group is asking for your help to promote a bill 

that would require those caught using or selling drugs 
to be sentenced to jail time. The proposed bill would 
take money away from drug treatment and prevention 
and put it into enforcement. Although you respect the 
community’s concerns, you know that the profession of 
social work places a greater emphasis on prevention and 
treatment. How would you respond to the request from 
the community?

Box 12.6 Ethical Practice...Punishment or Treatment?  
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Steroids and Human Growth Hormone

Recent performance-enhancing drug investigations into famous athletes, like 
baseball players Barry Bonds and Roger Clemens, and track star Marion Jones, 
have put steroids and human growth hormone (HGH) abuse in the headlines. 
The problem is not limited to the United States. International investigations 
have also uncovered the illicit trade of performance-enhancing drugs. Sadly, 
interscholastic investigations in colleges and high schools have underscored 
the seriousness of the problem and the young age at which many people be‑
gin abusing anabolic steroids. In 2014, it was estimated that 7 percent of male 
12th-graders had used steroids in the previous year (NIDA, 2014).

The nonprescription use of anabolic androgenic steroids has been linked 
to changes in behavior such as depression, hypomania, hostility and aggres‑
siveness, suicide, and violent antisocial or impulsive acts (Amsterdam, Opper‑
huizen, & Hartgens, 2010). An extreme example can be found in the life of the 
World Federation wrestler, Chris Benoit, a known user of steroids and HGH, 
who murdered his wife and son and then killed himself. Public awareness has 
grown, but the use of steroids and HGH continues. Social workers have an ob‑
ligation to participate in prevention and treatment of steroid and HGH abuse, 
particularly with young people.

Conclusion

Abuse of alcohol and other drugs continues to be a major concern for society 
in general and for social workers and other social service providers in particu‑
lar. Addiction thrives where poverty and racism are most prevalent. Substance 
abuse exacerbates the original problems in a vicious cycle that prematurely 
ends far too many lives and irreparably damages others.

Present efforts to control AOD problems lean toward punishment, a bias 
that has had mixed results, some of them profoundly negative. Even when 
our national policies follow the drug sources internationally, the efforts at 
eradication lean toward punishment (see Box 12.7). There are a number of 
alternative strategies, and for many decades social work has been at the fore‑
front in exploring and using them. The practical experience of service providers 
who fight addiction in the trenches suggests that a shift in focus and funding 
toward prevention and treatment could go a long way toward reducing the 
incidence of drug and alcohol abuse.

The United States has long tried to address its drug 
problems by eliminating the growth in other countries of 
plants that are used to produce drugs. The activities the US 
government has been engaged in to reduce drugs coming 

into this country include fumigating drug crops in Colombia 
and funding and training the Colombian army to more 
effectively police drug plant growth and drug production. 
In Colombia, for the past 10 years the United States has 

Box 12.7 Becoming a Change Agent  

(continued )
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been spraying defoliants (products that kill plants) on 
fields where they suspect coca is grown. Coca is a central 
ingredient in the production of cocaine, and is grown 
primarily in Peru, Bolivia, and Colombia. The spraying has 
wiped out many fields of coca, but it has also destroyed 
fields of legal crops, such as bananas. Critics of US drug 
actions in Central and South America point out that after 
10 years and more than $6 billion, there is as much coca 
being grown in Colombia as there was when the effort 
started. In fact, there is now a genetically modified “super 
coca” that is more impervious to the spraying. They note 
that without legal options for making a living, people 
will continue to find ways to grow profitable coca crops. 
Supporters of the US effort to stem the drug trade by elim-
inating the drugs at their source argue that the program 
is working. They stress the importance of reducing both 
supply and demand if we are to be successful in reducing 
drug use.

Analyzing the Situation
The United States has been actively involved in trying to 
control coca production in Bolivia and Peru, in addition 
to Colombia. Try to learn more about US drug policy that 
focuses on controlling drug production in these countries 
by conducting an Internet search and by looking for 
articles on the subject in the library. How effective has this 
approach been in reducing the production of illegal drugs 
and reducing their use in the United States? What has 
the impact been on the people living in Bolivia, Peru, and 
Colombia? Given what you learn about what is being done 
and how effective it is, does this seem to be a good ap-
proach to addressing the US drug problem? What are the 

pros and cons to this approach? Do any of the social work 
values and ethics provide any guidance about whether this 
is a good approach to take?

What Can Social Workers Do?
Given your analysis, what might social workers do to 
promote continuance of this policy or to promote a change 
in US drug policy? Does the social work community have 
an obligation to intervene in US policies that are directed 
toward other countries or only in policies that are directed 
toward the United States? What approaches to controlling 
US substance abuse do you think would be more effective 
for social workers to support and engage in?

What Can You Do?
What one step might you take now, alone or working with 
others, to address the problem of substance abuse or to 
try to shape US drug policy? What are the barriers that 
might keep you from taking this step? What could you do 
to reduce those barriers?

Social workers have long been key providers for 
those who seek help for drug- and alcohol-related prob-
lems. They are involved in all stages of recovery, from 
creating prevention programs in schools and preschools, 
to urging safer practices among addicts, to assisting and 
supporting people in recovery. In addition, social workers 
can connect populations affected by substance abuse 
with the mainstream culture, helping each side under-
stand the aims and objectives of the other, and informing 
attempts to reduce the damage caused by addictive 
chemicals. In all these ways, social workers provide hope 
to the millions of people whose lives are affected by drug 
and alcohol abuse.

Box 12.7 (continued)  
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Questions for Discussion

1.	Discuss the key elements in the historical development of Americans’ at‑
titudes toward drug and alcohol use, abuse, dependency, and treatment.

2.	Describe the system used to classify drugs in the United States, and ex‑
plain why it may not accurately classify some drugs in terms of their true 
level of risk.

3.	Discuss some ways gender, race or ethnicity, and sexual orientation can 
affect drug and alcohol use. How might these factors influence the type of 
treatment social workers would use with each population?

4.	Compare the criminalization and treatment approaches to drug abuse. 
Which approach do you think is more effective, and why?

5.	Discuss the pros and cons of legalization of some or all drugs as a method 
of addressing drug abuse in the United States.

6.	Explain why the strengths perspective has not been completely embraced 
by social workers in substance abuse settings.

How to Become a Change Agent

Working with others in your class, find out who in your community is provid‑
ing prevention or treatment services in the area of substance abuse. Contact 
one organization and ask how their programs are funded. Determine if you 
could participate in any fundraising efforts that are currently underway. If that 
is not possible, brainstorm with others in your class about how you could 
raise money for the organization (or another organization of interest to you).

Exercises

1.	Addressing Substance Abuse
		 There are two distinct views on how to address drug use in the United 

States.

		 Some people see drugs as a personal failing and hence a crime problem. 
Describe how they believe the United States should deal with drug abuse.

		  Drug use is a personal failure and should be treated as a crime because:

		 Other people see drug use as a disease. Describe how they believe the 
United States should deal with drug abuse.

		  Drug use is a disease and should be treated as an illness because:

		 Which view do you support? Why?

	 2.	Community Assessment
		 What types of substance abuse prevention programs exist in your commu‑

nity? How are they funded?
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		 Does your community have a needle exchange program?

		 If not, why do you think it does not have one?

		 What could your community do differently in preventing and treating 
substance abuse?

	 3.	Substance Abuse and Diversity
		 In a small group, brainstorm the factors that contribute to the double 

stigmatization of women and members of nondominant groups in the 
context of substance abuse.

		  Factors:

		 For each factor, suggest how social workers could intervene to diminish 
the effect of the double stigma.

	 4.	 Imaging
		 Think about the term drug abuser. What images come to mind?

		 How do these images and thoughts compare with the data on people who 
abuse drugs presented in the chapter?

	 5.	Media Portrayals
		 How do the news and entertainment media portray drug use and drug 

abuse? Provide examples from books, movies, television shows, websites, 
or news programs to support your view.

		 Do these media support drug use, condemn it, or give mixed messages?
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LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Articulate the primary goal of the criminal justice system.

2.	 Compare and contrast the theories of criminal behavior.

3.	 Discuss why and how the needs of female prisoners are different from male 
prisoners.

4.	 Identify three key moments in the history of forensic social work.

5.	 Describe the five social practice settings covered in this chapter.

6.	 Discuss in detail several policy issues surrounding violence, victims, and criminal 
justice.

13 Violence, Victims,  
and Criminal Justice
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Social workers respond to all kinds of social problems. Violence, criminal behavior, and 
victims of crime are the concerns of social workers across many domains. For example, 
as discussed in the previous chapter, substance abuse can go hand in hand with crime. 
Survivors of crime and violence often have major emotional and mental health prob-
lems. This chapter explores these concerns, and highlights the ways that social workers 
interact with the criminal justice system.

Violence, Crime, and Punishment  
in the United States

There are over 10 million people in prison around the globe. Over the last 
three decades, the United States has consistently had the fastest-growing 
prison population. There are over 2 million Americans behind bars, or a per 
capita rate of 666 out of every100,000. No other nation has a per capita rate 
over 600 (Jacobson, Heard, & Fair, 2017). When parolees and probationers 
are included, there are over 7 million people under the supervision of the US 
criminal justice system. Several factors help explain why the United States is 
the leading producer of prisoners, including higher levels of violent crime, 
easy access to guns, laws that require longer sentences, institutional racism 
(black men are incarcerated at seven times the rate of white men), increasing 
numbers of private for-profit prisons, America’s deeply held values of individ-
ualism and personal responsibility, the war on drugs and the criminalization 
of addicts, and the lack of an effective social safety net. The growing disparity 
in the number of prisoners in the United States compared to those of the rest 
of the world did not really begin until the 1980s. During this time period, the 
war on drugs began, and it exponentially increased the number of drug-related 
offenders in prison from 40,000 to over 500,000 in 2008 (Pew Report, 2011).

Since the 1980s, serious crime has taken a somewhat uneven (there have 
been spikes from time to time) downward trend. However, regardless of this 
downward trend, since 1984 the number of prisoners serving life sentences 
has quadrupled. Approximately 50 percent of prisoners serving life terms are 
African American, and one in six are Latino (Sentencing Project, 2013).

Although the overall rate of violent crime in the United States is dropping, 
Americans are still the victims of seemingly random spectacular gun deaths, 
including drive-by gang shootings and mass murder in shopping malls, movie 
theaters, schools, and other public places. As alarming as these massacres are, 
it may be even more disturbing to learn that every day, eight children and 
teenagers are killed by gun violence. American children are more at risk from 
firearms than the children of any other industrialized nation, with a death rate 
that is 500 percent higher than anywhere in Europe and Japan (Grinshteyn 
& Hemenway, 2016). Every year in America over 110,000 people are killed 
by guns. Since 1970, the number of Americans killed by guns is more than 
the combined US combat deaths in all the wars in all of US history (Herbert, 
2007). Herbert (2007, p. 6) declared that “Americans are addicted to violence, 
specifically gun violence. We profess to be appalled at every gruesome out-
break of mass murder (it’s no big deal when just two, three, or four people are 
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killed at a time), but there’s no evidence that we have the will to pull the guns 
out of circulation, or even to register the weapons and properly screen and 
train their owners.”

The extent of violence, crime, and victimization is significant, and social 
workers are often faced with the consequences of these problems. Some so-
cial workers do so as formal participants in law enforcement and legal justice 
systems, and some work directly with victims. Because violence and crime are 
part of American society, they are also part of social work practice.

The Criminal Justice System    LO 1 

The primary goals of the criminal justice system are to maintain public safety 
and punish lawbreakers by confining or controlling them (Miller, 1995). 
With this emphasis on control and punishment, is the criminal justice system 
a place for social workers? Some of the most dedicated and idealistic social 
workers answer this question with an impassioned yes!

Social work in a criminal justice setting covers an enormous amount of 
territory. Social workers specialize in juvenile corrections, rehabilitation in the 
adult correctional system, case management and counseling services in pro-
bation and parole, police social work, and victim assistance services. Social 
workers are most often employed by federal, state, or local governments and 
nonprofit victim assistance agencies or lobbies. Regardless of setting, criminal 
justice social workers advocate for public policies that address poverty, unem-
ployment, and hopelessness.

The prevalence of criminal behavior is closely watched by ordinary cit-
izens, policy makers, and social workers alike. Many theories have been 
proposed to explain the causes and varieties of crime, and several of those 
theories, from all fields of social science, can help inform social workers who 
deal directly with crime and its effects.

The Extent and Variety of Crime in the United States

The extent of crime in the United States is measured by the annual National 
Crime Victimization Survey (NCVS), sponsored by the US Justice Depart-
ment, Bureau of Justice Statistics, and the annual FBI Uniform Crime Report 
(UCR) (FBI, 2012). Neither measurement is entirely accurate. The NCVS sur-
vey, which makes use of statistical sampling, polls about 160,000 people every 
six months. It includes reported and unreported crimes and relies on people’s 
memories. The UCR is based on data that are systematically collected from 
police department reports. It does not include unreported crimes. This is a 
substantial omission, as victims report only half of all violent crimes and one-
third of property crimes to the police (Bureau of Justice Statistics, 2017a).

In 2015, the rate of violent victimizations in the United States was 22.6 
per 1,000 persons age 12 or older. In 2012, for every 1,000 people there were 
1.3 rapes or sexual assaults, 3.8 aggravated assaults, and 2.8 robberies. Inti-
mate partner violence impacted 3.1 out of 1,000 persons. Despite trends 
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indicating that crime is decreasing, the basic facts of crime and punishment 
are dauntingly grim, and the statistics do not begin to do justice to the toll 
crime takes on its victims.

Residents in poor urban areas continue to experience the highest rates of 
crime. Victims of crime who live in poor areas, with few social supports, some-
times end their journey of victimization by becoming criminals themselves. 
One study (Bennett, 2007) identified three pathways to explain how the cycle 
of violence can be perpetuated or victimization can lead to offending: retalia-
tory violence toward the perpetrator, the victim lashing out indiscriminately 
out of frustration and anger, or the victim befriending his or her attackers. This 
is evidence of why crime victims, especially children, adolescents, and young 
adults, need social work assistance.

And as the cycle of violence continues, criminals are increasingly becoming 
victims themselves. In Baltimore, about 91 percent of murder victims in 2006 had 
criminal records. In Philadelphia, 75 percent of murder victims had a criminal 
past, and in Newark it was 86 percent. Finally, in Milwaukee, 77 percent of homi-
cide victims were found to have had an average of nearly 12 arrests. Although it has 
been known for some time that many murder victims have criminal records, the 
current levels are surprising even to analysts who study homicides (Johnson, 2007). 
The fact that most murder victims in large cities are criminals has remained largely 
off the radar. However, the impact in many of these cities has been mind-numbing 
to the point that the slaying of truly innocent victims gets very little reaction be-
cause people are so anesthetized to murder.

Theories of Criminal Behavior Relevant to Social Work    LO 2 

In his bestselling book, The Gift of Fear, security specialist Gavin de Becker 
wrote:

Though our experiences as children will affect much of what we do, a 
violent history does not ensure a violent future. . . . The boy who suffers 
violence . . . might grow up to help people avoid violence. . . . The boy 
whose father is killed by robbers might grow up to be a Secret Service 
agent. . . . Unfortunately, many children of violence will contribute some-
thing else to our nation: more violence—against their children, against 
their wives, against you or me. . . . When you can find no other common 
ground . . . remember that the vast majority of violent people started as 
you did, felt what you felt, wanted what you wanted. (1997, pp. 52–53)

De Becker’s insights raise an age-old question: Why do some people com-
mit crimes, whereas others do not? Social workers need to be familiar with the 
various answers to this question. The reason that is most accepted by society 
at a given time inevitably determines how the criminal justice system treats 
offenders.

Individualistic Theories  Table 13.1 summarizes some of the theories that 
have been proposed to explain criminal behavior. Individualistic theories tend 
to be the most popular. They see criminals not as societal victims, but instead 
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Table 13.1 Theories about Why Some People Commit Crimes and Others Do Not

Theory Action Implication

Individualistic Theories

Deterrence Theory
First proposed by Cesare Beccaria, the father of criminol-
ogy, in the late 1700s.

People who do not associate certain, swift, and severe 
punishment with criminal activity will choose crime.

Underlying Assumption:
We all have a free will and are responsible for  
our actions.

Major Point:
Criminals willfully choose crime.

Swift and severe punishment must be exacted, even for 
minor crimes.

Example: In some countries where lawmakers apparently 
accept deterrence theory, legal authorities cut off the hand 
of a person caught stealing.

Biological Determinism
First proposed by Cesare Lombroso in 1876.

Criminals are genetic misfits or throwbacks to a more 
primitive, violent time. They may have an extremely low 
IQ or a biochemical imbalance.

Underlying Assumption:
Criminal tendencies are atavistic and inborn.

Major Point:
Criminals cannot help themselves; they are destined to 
be violent and commit crimes.

Lock them up indefinitely. Rehabilitation is not possible.

Psychological Determinism
First popularized in the 1920s. Defects of the mind are 
the cause of all misbehavior, including crime.

Underlying Assumption:
Internal forces, beyond the offender’s control, determine 
destiny.

Criminal offenders should be housed in secure mental 
health facilities—some for life, others for whatever length of 
time necessary for them to be rehabilitated through therapy.

Major Point:
Criminals either have a mental illness or they are 
psychopaths; in other words, in Freudian terms, their 
superego/conscience failed to develop.

Sociological Theories

Social Disorganization, the Subcultural Hypothesis,  
and Cultural Transmission
The roots of these theories come from the nineteenth- 
century French sociologist/philosopher Émile Durkheim. 
Criminals emerge from poverty-stricken, deviant, and 
delinquent subcultures that have rejected the values 
of mainstream society. Criminal values and actions are 
passed from one generation to the next.

Eliminate poverty. Prisons and prison personnel must 
model a positive and supportive environment for prisoners. 
Offer legitimate educational opportunities and job skills to 
offenders so that when they return to the outside world, 
they will have the means to access mainstream society’s 
reward system.

(continued )
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as responsible individuals who must be punished. Individualistic theories re-
quire society to do very little and to change nothing. Deterrence theory, us-
ing punishment to discourage people from committing crimes, and biological 
determinism are more punitive than behaviorist theories and psychological 
determinism, but all four locate the root cause of criminal behavior within the 
perpetrator of the crime.

Sociological Theories  By contrast, sociological explanations of criminal be-
havior hold individuals accountable but also suggest that society and prison 
environments need to change. Structural problems such as poverty, inequal-
ity, constrained residential patterns, and institutionalized racism (discussed in 
Chapters 3 and 4), rather than personal, psychological, or biological prob-
lems, are viewed as the root causes of criminal behavior (De Coster, Heimer, & 
Wittrock, 2006). The findings from the De Coster et al. study (p. 751) suggest 
that “violent delinquency is largely a product of family disadvantage, commu-
nity disadvantage, weakened family bonds, and exposure to some elements 
of a criminogenic street milieu.” In other words, the evidence suggested that 
people of color and disadvantaged families have fewer residential choices and 
are more likely to live in neighborhoods that provide opportunities for, and 
even encourage, youth to commit acts of violence.

In a Texas study, violent female prisoners were more likely than non-
violent female prisoners to be African American, come from single-parent 
households, and to have been the victims of sexual abuse (Pollock, Mullings,  
& Crouch, 2006). Perhaps the most telling example of racism in the crimi-
nal justice system is the fact that police response time is faster, effort exerted 
stronger, and follow-up more rigorous when the crime victims are white 
(Howerton, 2007). Studies such as these provide compelling evidence that 
institutionalized racism, poverty, and economic inequality breed crimi-
nals. There is a need for programs in low-income neighborhoods to help 

Table 13.1 Theories about Why Some People Commit Crimes and Others Do Not (continued)

Theory Action Implication

Underlying Assumptions:
The poverty conditions of a geographic area, not the people 
who live there, are responsible for crime. However, if people 
live there long enough they begin to share similar values, 
such as using violence as an accepted means to solve 
problems. Criminal behavior is learned.

Major Point:
If the conditions of the geographic area are changed, 
people will have no reason to turn to crime. Otherwise, 
people living in poverty must either accept their fate 
and work hard to gain little, or reject a classist society’s 
values and resort to crime.

Source: McGuire (2004); Pratt, Cullen, Blevins, Daigle & Madensen (2009); Sampson & Goves (1989).
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children stay in school and provide parents with economic opportunities 
and jobs.

At the end of the twentieth century, James Q. Wilson and George Kelling 
proposed the broken window theory, which views criminal behavior as a func-
tion of social context (Gladwell, 2000). The idea is that the level of crime com-
mitted in an urban area is correlated with the number of broken windows. The 
theory suggests that neighborhoods in which police tolerate misdemeanors 
are most likely to have high rates of felony-level crimes. A misdemeanor is the 
least serious type of crime, usually punishable by a fine or a combination of a 
fine and less than one year of incarceration. According to the broken window 
theory, changing the context will eliminate or radically reduce the criminal 
behavior. It suggests that focusing on little things in the environment is more 
effective than trying to directly fix the problems of institutionalized racism 
and poverty.

To test the broken window theory, Kelling and Sousa (2001) isolated 
four variables—unemployment, population of male teenagers, usage of crack  
cocaine, and enforcement of laws related to minor crimes or misdemeanors—
in order to determine whether they were associated with the 60 percent de-
crease in crime in 78 New York City precincts during the 1990s. Their only 
consistent and significant finding was a strong negative correlation between 
the enforcement of laws against minor crimes and the overall crime rate, in-
cluding the most violent crimes such as murder and rape. In other words, in 
places where minor laws were being enforced, the overall crime rate was lower. 
Surprisingly, in the 78 precincts studied there was no association between the 
crime rate and unemployment, a large population of male teenagers, or the 
use of crack cocaine. In fact, crime decreased the most in some of the precincts 
with the highest unemployment rates.

When Rudolph Giuliani was elected mayor of New York in 1994, he used 
the broken window theory to implement a crime prevention strategy. Police 
officers and prosecutors were required to aggressively enforce misdemeanor 
laws against defacing property with graffiti, approaching cars and demanding 
money for washing windshields, turnstile jumping in subways, urinating in 
the street, and engaging in other petty street crimes. The Kelling and Sousa 
study is at least partial evidence that Giuliani’s crime prevention strategy may 
have contributed to a substantial decrease in crime during the 1990s.

Theories and Social Work  The person-in-environment and systems theory 
frameworks require social workers to consider both individual and sociologi-
cal factors. Some criminals are sociopaths or psychopaths; some have mental 
illnesses; and some have grown up in areas of extreme poverty and rampant 
violence. Others meet none of these criteria. Social workers must remain open 
to all explanations that seem applicable.

Do you believe that institutionalized racism and poverty may be root causes of criminal behavior? Why?

Box 13.1 What Do You Think?
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At the micro level, social work values require treating each offender as a 
unique individual and developing a specific plan of action to meet the per-
son’s needs. From a systems theory perspective, social workers must campaign 
vigorously for policies that promote social and economic justice. Combining 
the elimination of injustice with the broken window strategy is probably most 
likely to significantly reduce crime. Society has tried many forms of deterrence 
and imprisonment, but crimes continue to be committed, and the prisons are 
overflowing. On the other hand, society has not substantially invested in pre-
vention and treatment programs or education and job skills training. Nor have 
large-scale, nonpunitive ways to eliminate poverty been instituted. Prevention, 
treatment, and training all require a strengths perspective to be successful.

The social work profession supports:

■■ Using the political system to eliminate poverty and make society’s rewards 
accessible to all

■■ Making prisons humane and safe environments in which inmates can 
learn from the model behaviors of prison personnel

■■ Giving inmates access to effective therapy, educational opportunities, and 
job skills training

■■ Removing offenders who have been diagnosed with mental illnesses or 
substance abuse problems from prisons and providing treatment in secure 
environments

■■ Accepting that violent career criminals, sociopaths, serial killers, and 
psychopaths will probably never change and are a continuing danger to 
themselves and others, and isolating them in maximum-security prisons

The Criminal Justice System

Social workers have not always been comfortable working within institution-
alized structures created to deal with crime. These structures have been called 
“an authoritarian system that dehumanizes, discriminates, and focuses on cus-
tody instead of rehabilitation” (van Wormer, 1999, p. 82). The social work 
profession’s reliance on the strengths perspective is in direct conflict with the 
criminal justice system’s goals of social control and punishment. If a strengths 
perspective were utilized, the primary goals of the system would be preven-
tion, treatment, and rehabilitation.

Although there has been a six-year trend in the decline of prison popula-
tions, overcrowding in adult and juvenile facilities is still a serious problem. 
The response has generally been to build more prisons, to put more people 
in them, and to refer more juveniles to the adult criminal justice system. In 
stark contrast, the social work profession’s response has been to argue that 
convicted criminals can be rehabilitated, that more funds should be spent on 
juvenile prevention and treatment programs, and that all victims should re-
ceive assistance. Even more fundamentally, the profession has argued for more 
funds to prevent crime by alleviating poverty and healing people’s emotional 
wounds. Unfortunately, as long as mainstream society embraces individualis-
tic theories of criminal behavior, punishment will win out over rehabilitation. 
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As a result, a discouragingly small percentage of criminals are successfully re-
habilitated in the US criminal justice system.

Racial Imbalance

Both the juvenile justice and adult criminal justice systems have long been 
plagued by charges of racism, largely because of the disproportionate number 
of nondominant group members in them. For example, in society as a whole, 
about 40 percent of adults in prison are African American, but they account 
for only 13 percent of the population. Although whites account for the largest 
percentage of the population, they account for only 39 percent of the prison 
population. Latinos make up 19 percent of the prison population. The racial 
disparity in prisons is especially egregious in the Midwest and Northeast. Iowa 
has the widest disparity in the nation, imprisoning blacks at more than  
13 times the rate of whites (Sentencing Project, 2017).

Harrington and Spohn (2007) found black males were significantly less 
likely than white males, white females, and black females to be placed on pro-
bation rather than sentenced to jail. Schanzenbacj and Yaeger (2006) found 
that, when controlling for as many relevant characteristics as possible, blacks 
and Latinos received longer prison sentences than whites for white-collar 
crimes. In the criminal justice system, women and girls are not exempt from 
unequal treatment based on race. Recent research found that African American 
girls were more likely to get rearrested than were white girls, even though both 
groups reported similar amounts of criminal behavior (Chauhan, Reppucci, 
Burnette, & Reiner, 2010). The most significant factor in determining who got 
arrested was the neighborhood where the young women lived. People in dis-
advantaged neighborhoods get more attention from the police, and a greater 
number of people of color live in these neighborhoods.

Many different theories have been put forth to explain racial differences 
in the correctional system; however, institutionalized racism and racial bias 
in sentencing are two of the most likely culprits (Sentencing Project, 2017). 
The Pew Report (2010) found that African American drug offenders generally 
receive longer sentences than white drug offenders. In addition, even after 
controlling for prior criminal record and the type of offense, African Ameri-
cans were twice as likely as whites to receive habitual offender sentences. Part 
of this discrepancy is explained by federal legislation that passed during the 
1980s and was designed to address the growing concern about crack cocaine 
in urban areas. Under federal law, a small-time drug addict caught with one-
fifth of an ounce of crack (the less expensive form of cocaine prevalent in 
poor, urban African American areas) received an automatic five-year sentence, 
whereas someone caught with the identical amount of cocaine (more typi-
cally used by dominant group people) had only committed a misdemeanor 
and was less likely to go to jail. In addition, four out of five defendants in 
federal crack cases are black (Hensley, 2008). Advocates have been lobbying 
Congress to pass legislation to correct the disparity and clear racial bias in 
sentencing between crack and powder cocaine. The Fair Sentencing Act of 2010 
will go a long way toward correcting this problem, though it will not yet make 
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sentencing completely fair. As a result of the law, the quantity of possession 
disparity between crack and powder cocaine will be reduced from 100 to 1 to 
18 to 1. Advocates continue to lobby for legislation to have crack and powder 
cocaine possession treated the same and to have the bill applied retroactively 
(Eckholm, 2010).

The correctional system reflects society’s racial tensions and problems. 
Until society is able to effectively deal with racism, especially institutional rac-
ism, people of color will continue to be overrepresented in the criminal justice 
system. The tension that results from this imbalance will also continue.

Women    LO 3 

Women make up about 6.8 percent of the prison population (Federal Bureau 
of Prisons, 2017). During the last 30 years, there has been a huge increase in 
the number of women inmates serving sentences of more than a year. Between 
1977 and 2004, there was a 574 percent increase, nearly twice the 388 percent 
increase for men (Women’s Prison Association, 2006). The increase is largely 
due to mandatory drug sentencing, with women (one out of three) more 
likely than men to be in jail for a drug offense. Although the surge occurred 
nationwide, it was most notable in the mountain states, where the number of 
incarcerated women soared by 1,600 percent. Almost half of female convicts 
are survivors of physical or sexual abuse. Two-thirds are unmarried and have 
children under the age of 18; over 59,000 children have mothers in prison. 
Women in prison are more likely than men to test positive for HIV/AIDS 
(CDC, 2017). As in the male population, African Americans and Latinos are 
disproportionately represented in the female inmate population (Sentencing 
Project, 2017).

The needs of women offenders are different from those of men because of 
their disproportionate victimization from sexual or physical abuse and their 
responsibilities to their children. They are also more likely to be addicted to 
drugs or have mental illnesses than male inmates. When cut off from their 
children, families, and friends, female inmates are far more likely than male 
inmates to experience feelings of helplessness, powerlessness, and despair 
(Women’s Prison Association, 2006).

Among the key elements of successful programs for women offenders are 
the following:

■■ Program staff should include women who are former addicts and former 
offenders to serve as role models.

■■ Inmates must help run the program.
■■ The program should address issues of self-esteem, domestic violence, em-

powerment, and self-sufficiency.
■■ Participants need to acquire marketable job skills, parenting skills, and an-

ger management techniques. (Pollack, 2005)

Successful programs address the special needs, both emotional and medi-
cal, of women inmates. They also help them return home to their children and 
lead productive lives. For example, the Bedford Hills Correctional Facility in 
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New York State houses a nursery in which inmates’ infants under 18 months 
old are cared for. The purpose of the program is to address the mental health 
needs of inmates and help them learn to be mothers (Farmer, 2007).

Inmates with Disabilities

Under the Americans with Disabilities Act (ADA), correctional facilities must 
provide programs, services, and activities for inmates and employees with dis-
abilities (Rubin & McCampbell, 1995). For example, mental health screening, 
evaluation, and treatment must be provided to the estimated 30 percent of 
offenders who have mental disabilities (Pollack, 2005).

According to Rubin and McCampbell (1995), there are several ways for 
correctional facilities to accommodate inmates with disabilities, including 
providing specialized housing units and diverting inmates to more specialized 
facilities. Under the ADA, inmates who are hearing or speech impaired must 
be provided with auxiliary aids, including listening devices, taped texts, and 
other telecommunications devices. In some cases, inmates with developmen-
tal disabilities must be allowed alternative visiting procedures if traditional 
procedures are inadequate for effective communication.

Inmates with Chronic Health Problems

Prisoners tend to be in worse health than the general population. Estimates 
are that 38.5 percent of federal prisoners, 42.8 percent of state prisoners, and 
38.7 percent of the local jail population have a chronic medical condition 
(CDC, 2017). Almost 3 percent of all female prison inmates and 1.9 percent 
of mail inmates are HIV positive. The overall rate of confirmed AIDS cases 
(of about 0.5%) is three and a half times larger than in the general popula-
tion (Bureau of Justice Statistics, 2017b). Public health experts estimate that 
17 percent of prison inmates are infected with hepatitis C (HCV), a virus that 
damages the liver. The nation’s prisons could be characterized as incubators 
for such infectious diseases as HIV, tuberculosis, syphilis, and HCV.

Most prisons now offer medical treatment for many of these diseases, 
but many do not provide treatment for hepatitis C because it costs about 
$189,000, per person per year. One of the newest and most effective drugs, 
Harvoni, is a direct-acting antiviral and cures about 96 percent of the people 
who take it (Morris, 2016).

About 85 percent of people who contract HCV suffer from chronic infec-
tion and die from liver failure 10 to 40 years later.

Social workers must advocate for the protection and rights of inmates 
who have been diagnosed with infectious diseases. Currently, the Alabama 
and South Carolina prison systems segregate HIV-positive inmates from the 

Should rehabilitation programs for women differ from rehabilitation programs for men? Why or why not, and if so, how?

Box 13.2 What Do You Think?
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general population. Mississippi stopped this practice in 2010 (Human Rights 
Watch, 2010). In 2000, the Supreme Court upheld Alabama’s right to segre-
gate these prisoners, stating that prison officials should be allowed to make 
judgments about the difficulty of controlling prisoners in various settings 
and programs (Greenhouse, 2000). Though Alabama officials claim that they 
have been more successful than most states in preventing the spread of HIV 
in the prison population, HIV-positive inmates are excluded from 70 differ-
ent programs, including job training, educational, and work-release pro-
grams. They are offered some alternative programs, but these are more limited 
and appear to be less effective than the programs provided to the general 
population. Most states have not found it necessary to segregate infected pris-
oners. If they are to be segregated, they should have the right to programs of 
the same quality.

Undocumented Immigrants and Crime

For the eighth straight year, the number of undocumented immigrants in the 
United States is estimated to be just over 11 million (Passel & Cohn, 2017). In 
2013, 62 percent of undocumented immigrants came from Mexico, whereas 
by 2017 the percentage had dropped to 50. This drop may be due in part to 
an improved economy in Mexico, Mexican families are having fewer children, 
and finally enforcement along the border has become progressively more in-
tense over the last 10 years. The most prevalent occurrence of undocumented 
people has been found in the states that border Mexico, as this has been the 
transit route for migrants from Mexico and the rest of Latin America. How-
ever, people who lack legal documentation can be found living throughout 
the United States.

Although immigration is not new for the country, in recent years, attention 
has been focused on the danger that is posed by the surge in immigrants who 
either overstay their visas or permits to visit, or sneak over the border. Since 
2005, the Department of Homeland Security (DHS) has increased efforts to 
detain undocumented immigrants and remove them from the United States 
(National Immigration Law Center, 2017). These efforts have been accompa-
nied by increased state and local enforcement of immigration law. Although 
the initial impetus was in response to the illegal entry of the terrorists from 
the 9/11 attacks on the World Trade Center, it has become focused primar-
ily on Latino undocumented immigrants. Enforcement of immigration laws 
was minimal prior to 2000. From 1996 to 2000, fewer than 12,000 people 
had been deported and barred from reentry; in 2006 alone, more than 13,000 
people were barred from reentering the United States for 10 years (Gonzalez, 
2008). In contrast, under direction of the Obama administration 410,000 im-
migrants were deported in 2012 and 369,000 in 2013 (Nakamura, 2013). The 
difference is not in the laws on the books, which have not been changed, but 
in the enforcement of those laws.

Immigration detainees are held under civil law, not criminal law. As such, 
they are legally entitled to better living conditions than convicted prisoners 
or pretrial detainees (American Civil Liberties Union [ACLU], 2017). Civil 
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law covers issues such as property rights, child custody, divorce, contracts, 
and agreements and are not considered crimes. Therefore, under law, undoc-
umented people are to be tried for a breach of contract, not for committing a 
crime. However, the reality of detaining thousands of undocumented people 
in recent years has led to the accusation of abuses of their rights.

The DHS detainee population has more than tripled since 9/11, and now 
exceeds 400,000 people a year (National Immigration Forum, 2017). The 
detention is civil and not punitive, yet the vast majority are held in prisons, 
housed with criminal convicts. Other than entering or staying in the country 
illegally, the detainees have not committed any other crime.

The surge in immigration law enforcement has affected the criminal 
justice system and social workers in numerous ways. The numbers of un-
documented people in prisons and requiring legal authorities’ attention has 
grown dramatically, particularly in the border states of California, Arizona, 
and Texas. The cost for the increase in incarceration is growing, and the  
extra efforts at border control are costly. Some states argued that the federal 
government was not doing enough to address immigration concerns, and 
passed laws to address these concerns. In 2010, the Arizona State Legislature 
passed Senate Bill 1070, called by many the “papers please” immigration law. 
“Papers please” referred to the provision in the law that made it a crime for 
legal immigrants to be without their immigration papers. It gave the police 
broader powers to detain anyone in Arizona whom they suspected of being 
in the United States illegally. Opponents feared that the law would make 
harassment of Latinos widespread and that it would encourage racial profil-
ing (Richey, 2010). There were protests in Arizona and other states after the 
bill was passed, as well as threats to boycott the state, and in June 2012 the 
US Supreme Court upheld the provision requiring immigration status checks 
but struck down three other provisions, including the “papers please” com-
ponent. One of the rationales for increased enforcement measures to combat 
crimes committed by immigrants is very controversial. Do immigrants, par-
ticularly undocumented immigrants, actually cause more crime? Although 
there may be a public perception that they do, studies indicate that it may 
not be true. In fact, research indicates that the opposite may be the case; 
crime decreases with growth in immigrant populations (Press, 2006). Immi-
grant communities are often tight-knit, and there is an informal system of 
social control.

The challenge to social workers is to address public perceptions of im-
migrants while also serving immigrant populations. People who are un-
documented are fearful of accessing social or public services. Fear of 
becoming known to authorities and potentially detained or deported holds 
people back. This fear includes reluctance to report crimes or make oneself 
known to school authorities. Undocumented immigrants, already margin-
alized due to language and economic barriers, are now even more margin-
alized due to fear of all authorities. This means that social workers have an 
even greater task of helping families who are undocumented access ser-
vices such as health care, education, and protection from becoming victims 
of crimes.EP 2, 3a
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Social Work Roles and Skills

Social workers have played a role in forming many aspects of our current ju-
dicial system. They have contributed to significant changes in the way society 
handles crime and punishment, working to make the system more fair and 
beneficial to both convicted criminals and their victims. Social workers are 
also called to respond to violent events to aid survivors in dealing with the 
aftermath.

Historical Background    LO 4 

In Great Britain during the 1740s, a sheriff named John Howard and an or-
dinary citizen, Elizabeth Gurney Fry, began to create prisoner assistance pro-
grams (Fox, 1997). Sheriff Howard focused on improving prison conditions 
while Fry provided direct aid to prisoners. By the late 1800s, Americans in 
Massachusetts, Maryland, and New York were attempting to duplicate How-
ard’s and Fry’s prison reform efforts. The foundation of criminal justice social 
work had been laid. The prevailing belief among social workers of the time  
(a view still held by some today) was that they could not help people help 
themselves in an authoritarian prison context, and the profession largely 
avoided work with adult criminal offenders until the 1920s (Roberts, 1997a).

In 1841, John Augustus, a Boston philanthropist, became the first unoffi-
cial probation officer when he convinced the Boston courts to release people 
convicted of alcohol-related offenses to his care so that he could help with 
rehabilitation efforts (Allen, 1995). In today’s world, probation is a sentence 
that does not, at least initially, require incarceration. It may involve a fine, 
supervision, community service, restitution, or home confinement. The goal 
of probation is to reintegrate offenders into the community. In many cases, if 
the conditions of probation are not met, the person who was convicted can 
be incarcerated. The concept of parole was officially introduced into the US 
criminal justice system in 1884. Parole is the conditional release of a prisoner 
from incarceration to supervision after part of his or her sentence has been 
completed (Allen, 1995).

Prior to the twentieth century, juveniles were treated in about the 
same way as adult criminals. In 1897, social workers began advocating for  
delinquent youth—children under the age of 18 years who have violated a  
local, state, or federal law for which an adult can be prosecuted—and began 
fighting for a separate court system to serve them (Ezell, 1995). The first of-
ficial juvenile court was established in Chicago in 1899 (Office of Juvenile 
Justice and Delinquency Prevention, 1999), paving the way for the creation of 
the juvenile justice system.

Jane Addams and other social workers played an important role in devel-
oping the first juvenile courts and promoting juvenile reform measures. By 
the early 1900s, the entire juvenile court system had acquired a social work 
emphasis. The goal was to provide treatment and rehabilitation for youth. 
Thanks in part to the efforts of social workers, due process was introduced into 
the juvenile system during the 1960s. Due process includes the right to a fair 
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trial, the right to be present at the trial, the right to an impartial jury trial, 
and the right to be heard in one’s own defense. Previously, only adults had 
these constitutional rights. By the 1980s, the perceived failure of juvenile re-
habilitation to control delinquency would lead to a shift toward the control 
and punishment philosophy that dominated the adult corrections system. The 
social work profession’s influence on juvenile courts was largely lost, and the 
juvenile court system began to once again mimic the worst of the adult system 
(Miller, 1995).

During the early 1900s, social workers in many large cities initiated pro-
grams to do protective and preventive work with female and juvenile prison-
ers (Roberts, 1997b). These programs, originally called women’s bureaus, were 
the first examples of police social work, which evolved into a specialization 
that provides social work services to victims and offenders who are referred by 
the police (Treger, 1995). By the 1940s, social workers had begun to interact 
regularly with adult offenders in the court system, and police social workers 
were routinely engaged in counseling women and troubled children (Roberts, 
1997a). Police social work experienced a resurgence during the 1980s, when 
many social workers were hired with funds from a federal grant program, the 
Law Enforcement Assistance Administration. When the grants ran out in the 
mid-1980s, many police social workers lost their jobs (Roberts, 1997a).

During the 1960s, rehabilitation had become the focus of adult cor-
rections in the US legal system. Rehabilitation is treatment that helps crim-
inal offenders change their antisocial styles of thinking, feeling, and acting 
(Gendreau, 1995). Because rehabilitation requires employees to understand 
human behavior and have the skills to make successful interventions, more 
social workers than ever before began working with adult prisoners. Judges  
began to rely on social workers to provide information on family history,  
social environment, attitudes, and motivation before making sentencing rec-
ommendations (Treger & Allen, 1997).

In the late 1960s, reformers introduced the practice of offering diversion 
as part of criminal rehabilitation. Diversion involves officially suspending 
criminal or juvenile proceedings so as to allow defendants to meet specified 
conditions, such as completing treatment, community service, or an educa-
tional program. On successful fulfillment of the conditions, the charges may 
be dismissed. Diversions are now being used more frequently, particularly for 
minor first offenses in the juvenile justice system. During the 1970s, social 
workers also began to assist in reintegration services, providing a bridge to the 
community for adults released from prison (Mays & Winfree, 1998).

During the 1970s, victim assistance programs were a rarity. In 1982, per-
haps because the number of people victimized by crime had reached an all-
time high, the federal government organized the first President’s Task Force on 
Victims of Crime. The task force focused attention on the psychological trauma 
suffered by victims of violent crime. The Office for Victims of Crime (OVC) 
was instituted by the Department of Justice in 1983, and the federal Victim of 
Crime Act (VOCA) was enacted in 1984. Both provide federal funds to sup-
port victim assistance programs and advocate for the fair treatment of crime 
victims (US Department of Justice, 1998). The Office of Victim Assistance also 
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414    CHAPTER 13

provides direct services, including crisis counseling and temporary shelter, on 
tribal and federal lands and sponsors a training program for multidisciplinary 
teams that handle child sexual abuse cases and comprehensive victim services 
on tribal lands. The OVC is partially funded by fines and penalties paid by 
federal crime offenders.

The Academy of Forensic Social Work was started in 1985. Many certified 
members of the academy also belong to the National Organization of Foren-
sic Social Workers (NOFSW), which is a clearinghouse for information regard-
ing forensic social work and provides a forum for professional networking. 
Forensic social work is the application of social work to questions and issues 
relating to law and the legal system (NOFSW, 1998), which essentially covers 
the entire criminal justice system as well as civil family matters such as divorce 
and custody issues. Certification as a diplomate in forensic social work by the 
National Organization of Forensic Social Work is required by many employers 
in correctional facilities, courts, and police departments.

Social work’s effect on the criminal justice system has been uneven. Over 
time, the system has become increasingly punitive. It has almost never pro-
vided criminals with appropriate access to effective treatment and rehabilita-
tion programs (Pew Report, 2010). Instead, the correction system emphasizes 
containment and punishment. Although it is difficult to advocate for criminal 
offenders in a system and a society that promote punishment over rehabilita-
tion, social workers continue to strive to improve the criminal justice system.

Practice Settings    LO 5 

Forensic social workers practice in a variety of legal settings, from juvenile and 
family courts to adult corrections, probation, parole, and victim assistance. 
Their presence helps monitor and modify legal processes to ensure fair treat-
ment for all concerned.

Juvenile and Family Courts  The juvenile and family court system is the or-
ganizational and policy context for social work practice with children, youth, 
and families.

EP 5a 

CASE EXAMPLE
Sheila was 16 when she was arrested for shoplifting in a Dallas mall. Because 
this was her first offense, she was sent to a juvenile diversion program, which 
worked with first-time offenders, their families, and their schools. The purpose 
of the program is to keep young people out of the court system and prevent 
them from committing other crimes. For the next 18 weeks, Sheila’s social 
worker spent six to eight hours a week in Sheila’s home, working with her and 
her family. Sheila was also required to attend shoplifting prevention classes. 
Because shoplifting is often a sign of problems at home, including abuse, the 
social worker spent a lot of time working with Sheila’s family. Sheila successfully 
completed the diversion program and to date has not had another arrest.
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The juvenile and family court system is intended to (1) prevent delinquency, 
(2) protect society by reeducating children who break the law, (3) prevent abuse 
and neglect, (4) protect children who are being abused and neglected, and  
(5) preserve and strengthen families (Ezell, 1995). The system deals with two 
kinds of offenses: delinquent youth offenses and status offenses. Delinquent 
youth offenses are violations of the law for which an adult can also be prosecuted. 
Status offenses, on the other hand, are illegal only for people young enough to be 
considered minors. Missing school and running away from home, for example, 
are not crimes when carried out by a person over 18 years of age (Ezell, 1995).

The functions of social workers in the court system can include making 
psychosocial assessments, conducting court investigations, giving courtroom 
testimony, supervising probation, and fulfilling court-assigned social services 
(Needleman & Needleman, 1997). When social workers investigate reports of 
abuse, perform custody evaluations, or find shelter for runaway youths, they 
are acting as agents of the court, and the powers and protections of the court 
allow them to intervene (Ezell, 1995). There is no consistency in the way juve-
nile and family courts operate from state to state, so social work functions 
may vary according to location.

Social workers can make and have made important contributions to 
juvenile delinquency prevention programs, including parent training inter-
ventions, early intervention, child abuse prevention, violence prevention, 
substance abuse prevention, gang prevention, conflict resolution, and truancy 
reduction. These programs are best situated in family, school, or community 
settings. The evidence suggests that a comprehensive program that includes 
components drawn from virtually all theories of criminal behavior best 
prevents juvenile delinquency (Welsh & Farrington, 2007).

Juvenile Corrections  Juvenile corrections encompass a wide range of interven-
tions for young people who have broken the law. Juvenile corrections social 
workers play major roles in the system as caseworkers, counselors, administra-
tors, policy analysts, program evaluators, and advocates.

EP 7c 

CASE EXAMPLE
When Joey was 16, he robbed a cabbie in Los Angeles with an unloaded gun. 
Instead of going to trial, Joey pleaded guilty and agreed to participate in a one-
year substance abuse treatment program at a youth development center. As 
part of the program Joey’s family had to agree to participate as well. After Joey 
completed the program, he was assigned a social worker/case manager. The 
social worker was required to develop a three-month follow-up treatment plan 
for Joey and his family, including identifying community resources they could 
use to help Joey maintain his drug-free lifestyle.

Adjudication is the process of formal accusation, trial, and sentencing. Most 
adjudicated juveniles are sent to training schools. Typically, training schools are 
physically similar to maximum-security prisons, although some are more like 
secured communities of houses or cottages (Mays & Winfree, 1998).
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After a juvenile has been adjudicated, a comprehensive assessment is com-
pleted, and the corrections system attempts to recommend effective treatment 
programs that can utilize the offender’s strengths to address the needs identi-
fied in assessment. Seven components are key in making juvenile treatment 
programs effective:

1.	Programs should be holistic in their approach to placement and treatment 
of juvenile offenders.

2.	Treatment must be family centered instead of working only with the iden-
tified juvenile client.

3.	The needs of the youth should take priority over the institutional needs of 
the placement agencies and services.

4.	Ethnically and culturally appropriate programs should receive priority 
funding.

5.	Administrators must be willing to think “outside the box” to create placement 
and treatment options that are best suited to the individual needs of the client.

6.	Each state should determine priorities and hold treatment providers 
accountable.

7.	Community-based programs are more effective than incarceration. (NASW,  
1997, p. 195)

Although the vast majority of violent crimes and felonies committed by 
juveniles can be traced to male offenders, the crime rate among female ju-
veniles is actually increasing faster (Grascia, 2006). This has created a prob-
lem for juvenile correctional facilities that were developed with boys in mind.  
Juvenile corrections programs have traditionally used sports and team-oriented 
tasks and games to keep boys busy, and there is a significant gender gap in  
services (van Wormer & Kaplan, 2006).

For girls, the first step toward becoming an offender is being physically, 
sexually, and emotionally victimized (Belknap & Holsinger, 1998). A female 
offender needs and wants to process her experience of victimization and  
determine how it has affected her life. In addition, girls mature differently 
than boys do, so developmentally appropriate services are crucial, particularly 
for 8- to 11-year-olds (van Wormer & Kaplan, 2006).

The Maryland Department of Justice developed a female intervention 
team to assess the needs of female offenders and to develop gender-specific 
services for them. The team was staffed in large part by social workers. Two 
years after it began work in Baltimore, 50 percent fewer females were commit-
ted to Maryland’s secure commitment facility. By its third year of operation, 
commitments to the secure facility were down 95 percent (Daniel, 1999). The 
social workers on the team served as case managers, advocates, and counsel-
ors. Perhaps even more important is protecting young girls from violence and 
abuse both inside and outside the juvenile justice system.

Despite the development of innovative programs for male and female  
juvenile offenders, most continue to be punished rather than treated. The  
Coalition for Juvenile Justice, which is mandated by federal law to examine 
the juvenile justice system, found that research indicates that there is still  
limited access to effective treatment or rehabilitation services (Kupchik, 2007).

67046_ch13_ptg01.indd   416 1/26/18   11:09 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� Violence, Victims, and Criminal Justice     417

Social workers in correctional facilities similar to the one where Thiret re-
sided evaluate inmates’ behavior, write comprehensive psychosocial histories, 
and prepare reports for parole boards. They may administer treatment pro-
grams to sex offenders, alcoholics, and addicts. They might spend most of 
their time conducting individual and group therapy, teaching life skills, or ad-
vocating for prisoners’ rights.

Every day, thousands of prisoners—some illiterate, some mentally ill, 
many addicted to drugs—are released throughout the United States. They often 
lack the job skills or education they need to become successful, law-abiding 
citizens. The conditions they experienced in prison, including the withholding 
of human contact and basic rights, may have impaired their ability to function 
peacefully and productively in society. Two out of three eventually return to 
prison (Pew Report, 2010).

In 2008, President George W. Bush signed the Second Chance Act (SCA). 
This policy is designed to help reduce the recidivism rate. Newly released in-
mates are often driven right back to prison by difficulty in obtaining jobs,  
education, and housing, as well as by the social stigma that comes from having 
been in prison. In addition, many of these people suffer from mental illnesses 
but have no access to treatment. Some states have begun offering assistance 
in these areas, but much more needs to be done. The SCA established a federal 
reentry task force, along with a national resource center to collect and dis-
seminate information about proven programs. It also broadened access to 
high-quality drug treatment and encourages states to work harder at reuniting 
families, which are often torn apart when a parent goes to prison.

The social work value of self-determination and the strengths perspective 
emphasize the need to educate the public, political leaders, and prison of-
ficials about the cost-effectiveness of sound rehabilitation programs as com-
pared to simply building more prisons. According to some analysts, the few 
prisons that offer inmate work and education, in-prison drug treatment, and 

EP 8 

CASE EXAMPLE
In February 2017, Michael S. Boyd was released from Collins Correctional  
Facility in Wyoming. In 2005, Boyd was convicted and served an11-year,  
six-month sentence for hosting drug, alcohol, and sex parties for children as 
young as age 12. His trial included graphic testimony that Boyd gave children 
drugs and alcohol and then performed sex acts on some of them, raping 
others and forcing them to have sex with one another. Although he will have 
to register as a sex offender, he is not required to participate in any other 
treatment programs because he completed his full term (Desmit, 2017).

Adult Corrections  Imagine walking into a dark concrete tunnel, hearing bars 
close behind you, and being surrounded by violent men. If this scenario dis-
turbs you, adult criminal justice probably is not the context in which you want 
to practice social work. On the other hand, it may present precisely the kind of 
challenge you would like to take on.
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community aftercare programs have reduced the recidivism rate by as much 
as 50 percent (Pew Report, 2011). Recidivism refers to a criminal offender’s 
return to criminal behavior after a period of correctional treatment. More than 
40 percent of offenders return to prison within three years.

EP 8c

CASE EXAMPLE
Sixteen-year-old Daniel is on probation for breaking gumball machines outside 
stores and stealing the change. Daniel has a developmental disability; his IQ of 
70 puts him in the category of mildly mentally retarded. He lives with his grand-
parents, who are elderly and have needed a lot of support in raising Daniel.

Probation, Parole, and Community Corrections

CASE EXAMPLE
Rolanda is 28 years old and has been diagnosed with bipolar disorder. She is 
on parole after serving a six-month sentence for writing bad checks. Rolanda 
was homeless before she was arrested. Her eight-year-old daughter lives with 
Rolanda’s mother.

CASE EXAMPLE
Franklin is 40 years old and is on probation for possession of cocaine. As part 
of his probation agreement, he is currently staying in a halfway house that 
provides drug treatment services. Franklin had been unemployed for two years 
before his latest drug arrest. He has a wife and three children. He also has a 
prior conviction for spouse abuse.

Case management and counseling are the primary services provided by social 
workers to people like Daniel, Rolanda, and Franklin who are on probation or 
parole or are participating in community corrections programs. Social workers 
may be hired by a state or county government as probation or parole officers, 
or they may be assigned to work in conjunction with probation or parole offi-
cers. The term community corrections refers to punishments or sanctions that 
occur outside of secure correctional facilities in halfway houses, treatment pro-
grams, work or educational release programs, community service programs, 
and diversion programs (particularly for juvenile offenders) or when offend-
ers are on furlough or under house arrest. Community corrections allow of-
fenders to work and support their families while paying restitution and 
defraying program costs (Mays & Winfree, 1998).

EP 6b, 7a, 
7c, 8
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The social worker/case manager who deals with probationers and parol-
ees has 10 primary responsibilities.

1.	Engage the client in the helping process: The social worker must be able to 
establish rapport with possibly resistant clients who come from diverse 
backgrounds and circumstances.

2.	Assess the needs of the client: Daniel needs developmental disability ser-
vices, educational and job resources, and independent living skills.  
Rolanda needs a place to live, access to medication for her bipolar dis-
order, and appropriate psychiatric treatment. Franklin needs job skills, 
employment resources, and perhaps some assistance in resolving family 
issues and problems.

3.	Develop a service plan: The service plan must identify the strengths of the 
client and capitalize on them to help the client succeed. For example,  
Rolanda is bright but has little formal education. Her service plan might 
encourage and support attendance at an educational institution.

4.	Link the client with appropriate services: The services needed in the discussed 
cases include batterer intervention, mental health treatment, employment 
services, substance abuse treatment, and developmental disability services.

5.	Coordinate with other case managers and helping professionals involved in the 
client’s service plan: Franklin’s probation officer/case manager brokers ser-
vices and provides court liaison, informal counseling, and guidance. The 
probation officer/case manager also coordinates the efforts of a substance 
abuse treatment case manager, a batterer’s intervention case manager, and 
Franklin’s therapist.

6.	Monitor the progress of the client: The purpose of monitoring is to ensure that 
services are delivered and that the service plan is effectively implemented.

7.	Intervene with sanctions when necessary: Sanctions can range from proba-
tion or parole revocation, to more intense supervision and restrictions on 
travel, to random drug testing (Healey, 1999).

8.	Advocate for the client when necessary: Sometimes it is necessary to advocate 
for the client to the courts or to the client’s employer. For example, Daniel 
was accused of stealing supplies at his new job as a janitor for a local school. 
His probation could have been revoked, but the case manager intervened on 
his behalf and helped sort out the situation with Daniel’s employer and the 
police. It turned out that Daniel did not steal the supplies, but instead gave 
them to an unauthorized person who took advantage of his inexperience.

9.	Provide counseling and informal guidance: Case managers are generally not 
expected to do therapy with their clients, but they do need well-developed 
clinical skills. Rolanda often discusses her feelings and thoughts with her 
case manager, who uses reflective listening and cognitive restructuring 
techniques to help Rolanda expand her self-awareness and enhance her 
decision-making ability.

10.	Evaluate the effectiveness of the service: The case manager must be able to 
determine whether Daniel, Rolanda, and Franklin are experiencing posi-
tive outcomes from their service plans. If not, alternative plans have to be 
developed. (Martin & Inciardi, 1993)
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The goals of probation, parole, and community-based corrections are pro-
tection of the community and reintegration of the offender. Both goals have 
become increasingly difficult to accomplish in recent years because caseloads 
have increased dramatically. A single case manager may work with as many 
as 300 probationers or parolees (American Correctional Association, 2007). 
In addition, because of the overcrowding in prisons, many violent criminals 
are being released early. The social work case manager must find a balance 
between support for the client’s successful reentry into the community and a 
level of supervision that protects the community.

Victim Assistance Services

In addition to working with offenders, social workers also assist victims of 
crime. A victim is not only the person against whom a criminal offense has 
been committed but also, if that person has been killed or incapacitated, his 
or her spouse, parent, child, family, or other lawful representative.

CASE EXAMPLE
Less than 24 hours after the school shooting at Columbine High School in 
Colorado (see Chapter 11), American Red Cross social workers and other 
mental health professionals from California to Utah were en route. All were 
certified to provide services to victims of traumatic events. Their immediate 
goal was to provide crisis intervention services to the students, teachers, and 
parents, who were all victims. Their longer-term objectives were to reassure 
the victims of their safety and to help them express their thoughts, feelings, 
and reactions. The social workers hoped to provide victims with information 
and assistance that would help them deal with the aftermath of the tragedy.

Criminal victimization is physically, psychologically, and financially 
devastating. Victims may develop emotional problems, including intense 
anger, fear, isolation, low self-esteem, depression, and helplessness (Kopiec,  
Finkelhor, & Wolak, 2004). The financial effects often include missing work 
as a result of physical and psychological injuries, paying for expensive med-
ical treatment, having to replace or repair property, and paying for therapy. 
Survivors of prolonged or repeated criminal victimization, such as bat-
tered women and abused children, often suffer from debilitating emotional  
distress. When these crime victims seek help, they are often revictimized or 
stigmatized by the criminal justice system, and sometimes even by friends 
and family members who are overwhelmed by their own anger, guilt, and 
fear (Davis, Taylor, & Bench, 1994). This has been particularly true for rape 
victims (see Box 13.3).

Social workers in victim assistance are advocates and counselors. They 
need to be skilled in advocacy, negotiation, mediation, and crisis intervention 
(Roberts, 1995). They must know how to prepare victim impact statements, 
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victim compensation forms, and applications for emergency monetary as-
sistance for food and shelter. They must also be able to facilitate victim– 
offender mediation. Most victim assistance programs are housed in prosecutors’ 
offices, hospitals, police and fire departments, sheriffs’ offices, and nonprofit 
organizations.

Crisis intervention skills are critical for social workers in criminal justice 
contexts. Social workers respond to all kinds of emergencies, including rape, 
homicide, suicide, and death notification, to name a few. Crisis intervention—
the mobilization of needed resources in emergency situations—can help pre-
vent further disruption at the crime scene and help victims immediately begin 
to deal with the trauma (Hendricks & Byers, 1996).

After the immediate effect of the crisis has been dealt with, the client 
needs ongoing support. Eventually, referral for longer-term counseling services 
may be necessary. This is particularly true when children are victims of crime 
and experience traumatic crisis. They are the primary victims in cases of child 
abuse and gang violence, and they can also be secondary victims. For example, 
children may be traumatized if they witness spousal abuse or see their parents 
abusing drugs. Children who witness violent acts are at risk to become violent 
themselves as they grow older (Frank, 2000); this makes early intervention 
even more critical.

For social workers to effectively intervene in a crisis situation with a child, 
they must understand how children think and develop. Social workers use 
play therapy, puppets, dolls, and drawings to help children tell their stories 
and express their emotions. For example, after a four-year-old witnessed her 
mother’s murder in a shopping mall parking lot, she was unable to say more 
than that a man killed her mother. However, the child was able to use a toy 
shopping mall, a toy parking lot, and dolls to reenact the events that led up to 
and followed the murder (Goodman, 1984).

Policy Issues    LO 6  

The social work profession’s goal in dealing with criminal justice is to serve 
the public interest by developing, advocating for, and implementing effective 
public policies. This section identifies some of the most critical policy issues 
that criminal justice social workers are confronting in the early twenty-first 
century.EP 5a

Social workers are on call at the Rape Treatment Center 
at Santa Monica–UCLA Medical Center 24 hours a day, 
seven days a week. They provide long-term counseling, in-
formation, and referrals for rape victims and their families. 
They also help educate medical, law enforcement, criminal 

justice, judiciary, school, and other personnel about the 
particular traumas associated with rape. Social workers 
support victims throughout the investigation of the crime 
and the prosecution of the perpetrator.

Box 13.3 More About...Victim Assistance
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Juvenile Offenders

During the 1960s, the Supreme Court required juvenile courts to become 
more like adult criminal courts by giving defendants protection against 
self-incrimination, the right to question and present witnesses, the right to an 
attorney, and the right to due process—a standard of proof that is “beyond a 
reasonable doubt” rather than merely a “preponderance of evidence” (Kent v. 
United States, 383 US 541, 86 S.Ct. 1045, 1966; In re Gault, 387 US 1, 87 S.Ct. 
1428, 1967). These changes eventually led to the Juvenile Justice and Delin-
quency Prevention Act of 1974, which required states to deinstitutionalize or 
decriminalize status offenders and to separate juvenile delinquents from adult 
offenders. In 1980, the act was amended to require states to remove juveniles 
from adult jails (Snyder & Sickmund, 1999). The act also established the Of-
fice of Juvenile Justice and Delinquency Prevention (OJJDP) to provide na-
tional leadership, coordination, and resources to prevent and respond to child 
victimization and juvenile delinquency.

Increases in the number of juvenile crimes during the 1980s caused many 
states to change their juvenile justice laws. In some states, certain classes of juve-
nile offenders were automatically remanded to the adult criminal court system. 
Other states treated the youths as criminals in juvenile court. For the first time, 
many juveniles were facing mandatory sentences. State laws have made it easier 
to move juveniles to adult criminal courts and adult correctional facilities. Confi-
dentiality laws were modified or eliminated in some cases, and judges were given 
expanded sentencing options that included blended sentences—sentencing a  
juvenile to serve time in a juvenile correctional facility and to be transferred to an 
adult facility at the age of 18 or 21 (Allard & Young, 2002).

Between 1985 and 1997, the number of juveniles sentenced to adult pris-
ons doubled. Of juveniles sentenced to adult prison, 58 percent were African 
American, 25 percent were white, 15 percent were Latino, and 2 percent were 
Asian American (Campaign for Youth Justice, 2013). In the mid-2000s on any 
given day, there were over 11,000 children in adult jails and prisons (Deitch, 
Barstow, Lukens, & Reyna, 2009).

Treating children and youth as adults raises many questions and concerns. 
People who propose transferring violent juveniles to criminal court argue that 
doing so will reduce recidivism. This line of reasoning assumes that young 
people will be sobered by their experiences in the adult criminal system and 
will not commit further crimes. However, research suggests that this may not 
be true, and that youth treated as adults are actually more likely to reoffend 
(Deitch et al., 2009). There are many other concerns about having children in 
adult facilities. Youth do not get the education and treatment that they need in 
adult jails and prisons. Many youth spend months in adult jails while awaiting 
trial and have no access to education. Due to their smaller size, overcrowding, 

Should violent juvenile offenders be transferred to criminal court and tried as adults?

Box 13.4 What Do You Think?
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and high inmate-to-staff ratios, and the lack of a social network to protect 
them, youth are also much more at risk for physical and sexual assault in adult 
jails and prisons. One report found that youth in adult facilities are five times 
more likely to be sexually assaulted than those in the juvenile system (Deitch 
et al., 2009). In 2008, two youths serving time in adult prisons in Colorado 
committed suicide.

In the wake of the youth suicides and as well as two important Supreme 
Court decisions limiting the use of mandatory life sentences for juveniles, 
Graham v. Florida (2010) and Miller v. Alabama (2012), several states have be-
gun to question and change laws pertaining to charging juveniles as adults 
(Campaign for Youth Justice, 2013; Eckholm, 2014). There is a great deal of re-
search that demonstrates that children’s brains are not fully developed in ways 
such that they have true choice about their actions and good impulse control. 
This means that in most areas, we treat children differently from how we treat 
adults. We do not let them vote, drink, or in most states even get a tattoo with-
out parental permission. The fact that children’s brains are still developing 
also suggests that there is a better possibility that they can be rehabilitated as 
they get older if they get needed treatment.

Most of the youth who engage in criminal behavior stop doing so as they 
get older (Deitch et al., 2009). Given all of this, social workers must protect 
the rights and needs of juveniles who are placed in the adult criminal justice 
system, and advocate for more funds and policies that emphasize rehabilita-
tion and treatment for both adult and juvenile correctional facilities. If state 
laws require some young people to be placed in adult facilities, social workers 
should argue for the separation of adults and juveniles within those facilities 
and should work to change these laws.

Domestic Violence

Domestic violence is a pattern of assaultive behaviors, including physical, sex-
ual, and psychological attacks and economic coercion, by adults and juveniles 
against their families or intimate partner or both. Family violence, particularly 
violence between spouses, gained recognition as a social problem during the 
1970s when the women’s movement pushed for examination of conditions 
for battered women, women who were physically abused by their intimates. 
Although the incidence of domestic violence is difficult to measure because 
some victims are reluctant to report it, domestic violence impacts approxi-
mately one in three women and one in seven men. Females between the ages 
of 15 and 44 have the greatest risk of being a victim (Black et al., 2011). Be-
ginning in 1993, there was a slow downward trend in domestic violence inci-
dences. Part of reason for the decline in domestic violence may be the increase 
in attention and services for victims and potential victims.

The Violence Against Women Act, enacted in 1994, made available  
$1.6 billion in support of programs that research domestic violence and sexual 
assault. One of the funded efforts is the Violence Against Women Grants Office 
(VAWGO), which was designed to respond to the needs and concerns of vic-
tims and potential victims of domestic violence. The first national response to 
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424    CHAPTER 13

the problem of domestic violence, the Violence Against Women Act may have 
contributed to the decline in incidents from 1993 to 2002. The VAWGO was 
strengthened in 2000 to improve protections and again in 2005 to increase 
funding for grants. With greater attention to and funding of support for victims 
of intimate violence, the role of social work practitioners in the treatment and 
prevention of domestic violence will continue to be important (see Box 13.6).

In April 2008, the International Violence Against Women Act (IVAWA) was 
presented to Congress. It did not pass and was introduced again in February 
2010. This unprecedented legislation would make the global crisis of violence 
against women a top US foreign policy priority. The bill would authorize US 

Should violent juvenile offenders be housed in the same correctional facilities as adults?

Box 13.5 What Do You Think?

I chose a career in social work because I wanted to help 
adults who suffered from various forms of mental illness. 
After a few years of clinical practice, I discovered that the 
majority of the people with whom I worked were victims of 
family or domestic violence. From that time forward, clients 
affected by family violence have become the focus of my 
practice, and for the past 17 years, I have concentrated 
on assisting women who have survived domestic violence, 
most recently First-Nations women survivors.

Approximately six years ago, I began working as a do-
mestic violence consultant to a First-Nations agency. The 
public defender’s office was looking for someone to pro-
vide expert testimony in the case of an indigenous woman 
who had admitted to killing her partner and had been 
charged with second-degree murder. The defense believed 
that the defendant was a victim of domestic violence and 
had acted in self-defense. I accepted the case and began 
a new phase of my career.

My social work education and practice experience were 
invaluable during the interview and assessment process. I 
drew on all the fundamental tools from the first-year prac-
tice course: reflective listening, paraphrasing, assessment, 
and conducting culturally appropriate interviews. The 
defendant was initially hesitant to tell me her story, but she 
became more comfortable over time. Eventually she was 
able to describe a 19‑year history of domestic violence 

victimization by the father of her children. My task was to 
reconstruct her life story and that of her children in the 
context of her culture and to present that story to the jury.

The defendant was convicted of negligent homicide 
and received the minimum sentence of four years, with 
a recommendation from the judge for clemency. At the 
most recent clemency hearing, three of the five members 
of the clemency review board voted in favor of clemency. 
Because it was not a unanimous vote, the governor did not 
have to review the findings of the board within a certain 
period of time, and the defendant would complete her 
prison sentence without the governor’s review.

We all could give up at this point, say that we did our 
best, and walk away. But my social work training and prac-
tice experience have taught me to move forward. We will 
continue to fight for the defendant’s right to protect herself.

I became a part of this criminal proceeding four years 
ago. Since then, I have served as a consultant to numer-
ous attorneys during their trial preparation in domestic 
violence cases, have assessed women in jail, and am 
currently preparing for another trial. Social work education 
prepares students for this work, but it is often overlooked 
as a career opportunity. The combination of interview and 
assessment, the strengths perspective, and the per-
son-in-environment framework is perfect preparation for 
working within the criminal justice system.

An Unexpected Journey  Sharon Murphy, MSW, PHD

Box 13.6 From the Field
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aid to promote international violence prevention programs. It would support 
health care and other services for survivors, promote access to education and 
economic opportunity, and better address violence against women in humani-
tarian crises. The crisis of rape in the Democratic Republic of Congo illustrates 
the urgent worldwide need for pragmatic ways to prevent violence against 
women. This legislation offers just that and should be passed with broad con-
gressional support. As this book goes to press in 2018, despite a strong lobby, 
the IVAWA has still not passed the US Congress.

Crime and Mental Illness

CASE EXAMPLE
On June 20, 2001, in Houston, Texas, 37-year-old Andrea Yates drowned her 
five children, who ranged in age from six months to seven years, in the bath-
tub. She told the police that she knew killing her children was against the law 
but that killing them was the only way to save them from the fires of hell and 
keep Satan from tormenting them. Mrs. Yates’s attorneys entered a plea of in-
nocent by reason of insanity and presented evidence that she suffered from 
a severe form of postpartum depression complicated by schizophrenia. Nev-
ertheless, she was convicted on two counts of capital murder and sentenced 
to 40 years in prison without the possibility of parole. However, in 2006, on 
appeal, she won a retrial and was eventually acquitted by reason of insanity. 
Texas has found a middle ground that allows defendants like Yates who are 
truly sick to use the defense, while blocking sane criminals from trying to get-
ting off the hook by claiming temporary insanity. In January 2007, Yates was 
moved to a low-security state mental hospital in Kerrville, Texas, where she 
remains today.

The judge will have to reevaluate her case every year. Texas law requires 
more than mental illness to involuntarily hospitalize someone. The person 
must also be considered a danger to him- or herself or others. Currently, 
juries in most states can find a person guilty but mentally ill, but the finding 
does not mandate treatment, and the defendant is typically sent to prison.

Mrs. Yates is not the only prisoner who suffered from mental illness while in-
carcerated. Research indicates that as many as 20 percent of inmates in jail or 
prison are in need of psychiatric care, frequently because of a serious mental 
disorder (Metzner, 2007). James and Glaze (2007) found that over 70 percent 
of inmates who had a mental health problem met criteria for substance de-
pendence or abuse; jail inmates who had a mental health problem were three 
times as likely as those who did not to report being physically or sexually 
abused in the past; and women had higher rates of mental health problems 
than men.

Mrs. Yates has not been the only imprisoned person who suffers from 
mental illness. It is estimated that as many as 70 percent of juvenile offenders 
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suffer from mental disorders, and 20 percent of them are suicidal. Another 
20 percent suffer from such serious mental illnesses as schizophrenia, major 
depression, and bipolar disorder. Over half of them suffer from conduct dis-
orders, attention deficit hyperactivity disorder, or substance abuse problems 
(Mears, 2002).

Juvenile offenders who are mentally ill rarely receive proper treatment 
and are often abused and neglected by corrections officers. Some have been 
restrained with shackles, placed in isolation for long periods of time, and 
harshly punished. Because mental illness is believed to be rare in the general 
population as well as in the prison population, social workers advocate for the 
right of seriously mentally ill prisoners to receive mental health treatment and 
for juveniles and adult prisoners to have access to rehabilitative services.

Overcriminalization and Privatization

Beginning in the 1980s, the “war on drugs” resulted in tremendous growth in 
the jail and prison populations largely due to the overcriminalization of and 
longer sentences for nonviolent drug-related and property crimes. Laws were 
also added that forced prisoners to serve more of their sentences before being 
released (Simon, 2010).

During the 1990s, many states tried to deal with overcrowding and rising 
costs by building more prisons and by privatizing many of the new prisons. 
Although some states are still actively building more prisons (e.g., Pennsyl-
vania, California), in 2013, six states actually closed 20 correctional facilities, 
and since 2011, 17 states have reduced their prison capacity (Sentencing Proj-
ect, 2014).

In most jurisdictions, but not all, the “more prisons and privatization” 
strategy has failed to alleviate the intense pressure on the correctional system 
and has not reduced crime. According to Haditabar and Abdi (2013, p. 40), 
“Claims of significant cost-savings and improved efficiency from private pris-
ons have not proven true. Furthermore, private profit interests in sentencing 
policy and limited public oversight of private facilities complicate the debate 
over expansion of private prisons.” The social work profession promotes the 
idea that crime can be decreased significantly if the recidivism rate among of-
fenders can be reduced through rehabilitation. In other words, no matter how 
many prisons or jails are built, if inmates are not rehabilitated, the rate of 
crime will not appreciably decline.

The Death Penalty

CASE EXAMPLE
Glenn Ford was released from a Louisiana prison in 2014, after having been on 
death row for 30 years. Ford was the 144th inmate released from death row in 
the last 40 years. At least 43 of the men were acquitted of all charges. In other 
cases, charges were dismissed.
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The death penalty is very controversial (see Box 13.7). Those who are against it 
point to the lack of reliable evidence that it decreases murder rates (Tures, 2016). 
In addition, carrying out the death penalty costs taxpayers three times more than 
keeping an offender in a maximum-security prison for 40 years (Logan, 2008). 
The United States is one of the few industrialized nations that still employs the 
death penalty, others include Japan, Singapore and South Korea.

Nineteen states—Alaska, Connecticut, Delaware, Hawaii, Illinois, Iowa, 
Maine, Maryland, Massachusetts, Michigan, Minnesota, New Jersey, New 
Mexico, New York, North Dakota, Rhode Island, Vermont, West Virginia, and  
Wisconsin—and the District of Columbia do not have the death penalty 
(Death Penalty Information Center, 2017). Thirty-two states, mostly in the 
south and mountain west, still have the death penalty. The death penalty 

In 2016, there were 20 executions in the United States. 
Seven of these, or 35 percent, were carried out in the 
state of Texas. Texas has executed 474 people since 
1976. But the most controversial execution in Texas may 
have occurred in 2004, when Cameron Todd Willingham 
was the first and only man executed in the United States 
for suspected arson after his three children were killed in 
a fire. His children were all under the age of three. They 
burned to death at their home in Corsicana, Texas, in 
December 1991. When Mr. Willingham was executed in 
2004, his final words were: “The only statement I want to 
make is that I am an innocent man, convicted of a crime I 
did not commit,” he said. “I have been persecuted for  
12 years for something I did not do.”

Willingham testified at his trial that he narrowly es-
caped the fire himself, that he tried and failed to rescue his 
children, and that he then made repeated attempts to call 
for help and reenter the building, at one point smashing a 
window with a pool cue in the hope of reaching the chil-
dren’s bedrooms. Mr. Willingham was convicted primarily 
on the testimony of the Deputy State Fire Marshall Manuel 
Vasquez: “The fire tells a story, I am just the interpreter. I 
am looking at the fire, and I am interpreting the fire. That is 
what I know. That is what I do best. And the fire does not 
lie. It tells the truth.” Mr. Vasquez went on to testify that the 
fire was intentionally started.

In 2004, Project Innocence commissioned a report 
completed by four nationally known arson experts who 
used all the most recent advances in the understanding 
of arson evidence. Their conclusion in December 2004 

(about 10 months after the execution): Willingham’s 
conviction was based on bad science, and none of the 
evidence should have ever led investigators to believe 
the fire was set deliberately. “While we have no doubt 
that . . . witnesses believed what they were saying, each 
and every one of the indicators relied upon have since 
been scientifically proven to be invalid,” the report says. In 
other words, Willingham likely did not commit a crime, and 
his execution was just one more ghastly element in an 
unspeakable family tragedy.

The Innocence Project claimed that the release of their 
report “marked the first time in the nation that scientific 
evidence showing an innocent person was executed.” 
Perhaps most poignant for Willingham’s surviving relatives 
is that, at the time of his execution, a similar case was 
going through the Texas legal system, that of Ernest Willis, 
who had been sentenced to death for his alleged role in 
setting a fatal fire in West Texas in 1987. One of the arson 
experts examined his case; he too found the forensic 
evidence similarly flawed, and said he saw no evidence 
of arson. Willis was able to have his case reopened and 
dismissed. He walked out of death row a free man seven 
months after Willingham’s execution.

The Project Innocence lawyers have been instrumental 
in forcing courts to take new DNA-testing technology into 
account when reviewing convictions. Since 1992, when 
the Innocence Project first began, over 350 prisoners have 
been exonerated, including 20 who had spent time on 
death row. Texas continues to lead the nation in execu-
tions (Innocence Project, 2017).

Box 13.7 The Case of Cameron Todd Willingham:  
Is the System Too Fallible? 
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was briefly suspended nationwide during part of 2007 and 2008, while the 
Supreme Court considered whether lethal injection was cruel and unusual 
punishment (Baze v. Rees). The case was based on a death row inmate in Ken-
tucky whose lawyers argued that lethal injection was contrary to the Eighth 
Amendment. In April 2008, in a 7-to-2 decision, the court decided that as 
long as lethal injection was implemented properly, it was not cruel and un-
usual. The decision lifted the temporary nationwide ban on the death pen-
alty. However, the ban may be revisited soon because of an execution that 
took place on January 16, 2014. On that day in Ohio, Dennis McGuire was 
put to death for the 1989 murder of Joy Stewart, 22. Due to a nation-wide 
shortage of the painkillers and sedatives normally used for lethal injection, 
Ohio authorities used a new combination of available drugs. Dennis gasped 
and snorted while it took 26 minutes for him to die. The lethal injection 
drug shortage in America is due to the fact that European companies manu-
facture the lethal injection drugs, and most of these companies have stopped 
making them because of widespread disapproval of the death penalty in Eu-
rope (Graczyk, 2014). The lethal injection chemical shortage and overturned 
convictions have contributed to a downward trend in the use of the death 
penalty in recent years.

In Illinois, a moratorium on the death penalty was imposed because 
more people on death row had been exonerated (13) than executed (12) since 
1976 (Cole, 2000). DNA evidence was increasingly being used to acquit many 
death row inmates, and the governor, who favored the use of the death pen-
alty, wanted to “be sure with moral certainty” that no more innocent people 
were headed for execution. Before he left office in 2003, Governor Ryan com-
muted the sentences of everyone (167 people) on Illinois’s death row to life 
in prison. In 2001, New Jersey, Indiana, Kentucky, and Pennsylvania instituted 
studies on whether to place a moratorium on the death penalty. New Jersey 
has not executed anyone since 1963; and in 2007, Governor John Corzine 
abolished the death penalty.

Pennsylvania has executed only three people since 1978 (all three asked 
to be executed). The results of the Pennsylvania study were similar to findings 
in the other states. Pennsylvania must work to reduce the likelihood of false  
confessions, crime-lab errors, witness misidentification, and racial disparities 
(Shiffman & Couloumbis, 2007). The death penalty remains legal in Pennsylvania. 
It is important to note that in June 2002, in a 6 to 3 Supreme Court decision  
(Atkins v. Virginia), the death penalty was deemed to be cruel and unusual 
punishment for a person with mental retardation (Kaminer, 2002). In Ring v.  
Arizona, also in June 2002, the Supreme Court ruled that only juries, not judges, 
could impose the death penalty. Ring v. Arizona overturned more than 100 
pending death penalty cases in Arizona alone. Finally, in 2005, the US Supreme 
Court abolished the use of the death penalty for persons who were under the 
age of 18 when the crime was committed.

Policy change to influence the ways we view and treat criminals can be 
daunting. Factors such as race and class play significant parts in our public 
response to crime. Box 13.8 asks you to consider how you might advocate for 
change in the criminal justice system.
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Are some victims of crime more important than others? 
School shootings have become increasingly common 
events and many receive a great deal of media attention. 
Some incidents of violence become national news stories 
and are discussed nationwide for weeks or months after 
they occur. But shootings occur at schools on a regular 
basis that we rarely hear about. When low-income students 
of color are shot at school, the events often receive limited 
local coverage and no national coverage. For example, 
in the first two months of 2008, there were three school 
shootings in Memphis, Tennessee, at Mitchell High School, 
Manassas High School, and Hamilton High School. The 
victims in all three were African American, and none of the 
three received much media attention.

The victims in the vast majority of school homicides 
are African American, and most of these are not widely 
reported (Finkelhor & Ormrod, 2001). Looking at the situ-
ation another way, some argue that the intense attention 
to where children are shot, at school, poses a problem. 
School shootings garner media attention, but homicides of 
children that take place away from school do not receive 
the same attention. Between 1992 and 2002, 261 youth 
ages 5 to 19 were victims of homicide at school. During 
this same time period, 28,500 youth ages 5 to 19 were 
homicide victims away from school (DeVoe et al., 2004).

Similar concerns can be raised about media atten-
tion paid to cases of kidnapped children and victims of 
domestic violence. Many people around the country know 
the name Laci Peterson, a missing pregnant woman whose 
husband was later accused and convicted of the crime. It 
was difficult to watch the news after her disappearance 
and during her husband’s trial without hearing about the 
case. Laci Peterson was white. Statistics tell us that most 

pregnant homicide victims are young and African American 
(Goldwert, 2008). Yet few if any of these cases receive any 
media attention, much less the massive media attention 
given to the Peterson case.

Analyzing the Situation
■■ Conduct research on youth homicides at school or 

kidnapped children. Have you heard about most of the 
cases where the victims were white? Have you heard 
about most of the cases where the victims were children 
of color? If you see a disparity, why do you think that 
disparity occurs?

■■ Does media coverage matter? Does broad coverage 
say something about the importance or worth of the 
victims, or does it shape how we see and understand 
crime and violence and our fears about crime and 
violence?

■■ What makes something worthy of news coverage? Is it 
the event, the types of people involved, the location, or 
something else?

What Can Social Workers Do?
Given your analysis, what might social workers do to influ-
ence what and who the media decides is newsworthy? Can 
you think of possible approaches to shape media coverage 
that involve the use of community practice or legislative 
advocacy?

What Can You Do?
What one step might you take now, alone or working with 
others, to influence media coverage about an issue that 
matters to you? What are the barriers that might keep you 
from taking this step? What could you do to reduce those 
barriers?

Box 13.8 Becoming a Change Agent

Victims’ Rights

In 1982, Ronald Reagan established the President’s Task Force on Victims of 
Crime. Tobolowsky’s (1999) evaluation of the impact of the Task Force’s Final 
Report indicates there was a surge in federal and state legislative and judicial 
action on behalf of crime victims. As a result of the task force’s recommenda-
tions, “the federal government and the majority of the states have constitu-
tional or legislative provisions (or both) which require victim notification of 
important events and actions in the criminal justice process and allow, to vary-
ing degrees, crime victim presence and hearing at critical stages of the crim-
inal justice process” (p. 25). The most recent federal legislation addressing 
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victims’ rights is the Justice for All Act: Crime Victims’ Rights (2004). This law 
and other state laws or constitutional amendments give crime victims in most 
states the following rights:

■■ Victims must receive timely notice of any release, escape, and public pro-
ceeding involving the crime.

■■ Victims must not be excluded from such proceedings.
■■ Victims can consult with the prosecutor about important decisions in the 

prosecution and are to be heard at release, plea, sentencing, commutation, 
and pardon proceedings.

■■ Victims are not to be subjected to undue delay or to decisions that disre-
gard their safety or their just claims to restitution.

■■ Victims may be eligible for cash or in-kind assistance from victim com-
pensation funds.

Perhaps the most important victims’ right is that victims must be given 
notice of the existence of their participatory rights. Law enforcement officers, 
prosecutors, and victim services personnel, including social workers, all share 
notification responsibility.

The victim rights movement does have some limitations. For example, many 
states only apply victims’ rights to felony cases or cases involving physical or sex-
ual violence or injury. Unfortunately, there is evidence to suggest that some law 
enforcement officers do not always notify victims of the availability of compen-
sation funds (Fritsch, Caeti, Tobolowsky, & Taylor, 2004). Also, questions are in-
creasingly being raised about the ways that technology is impacting victims and 
their rights. Newer crimes, including identity theft and harassment via the com-
puter, are testing the limits of existing legislation. Questions are also being raised 
about how far victims can go to get back at those who victimized them. Technol-
ogy provides an opportunity for victims to post pictures, videos, and text accusing 
others of wrongdoing. A term, digilantism, has even been created to describe this 
technological vigilantism (Prins, 2010). Finally, it is not always clear what the rem-
edies are if victims’ rights are violated or ignored. Therefore, one of the most im-
portant roles social workers have when working in victim assistance programs is 
to be knowledgeable about victims’ rights in the state in which they are practicing. 
Most importantly, they must continue to advocate for the expansion and more 
effective enforcement and implementation of victims’ rights.

In your work with juvenile probation, one of your jobs is to 
write reports for the court. In these reports, you provide an 
assessment for the juvenile court judge about the behavior 
of those on probation. One of your clients, Michele, lives in 
a group home and left for the weekend. You find out she 
went to help her younger brother resolve a problem. When 
it is time to write the report, you find yourself struggling. You 
believe that Michele was fulfilling a familial obligation when 

she went to help her brother, and you were impressed that 
she came back. You know that the judge to whom you will 
give the report is extremely strict and will probably be harsh 
on Michele if he finds out that she left the home for the 
weekend. Other than this incident, Michele has been doing 
extremely well, and you believe it is in her best interest to 
have a positive report to the judge. Would you include the 
weekend incident in the report? Why or why not?

Box 13.9 Ethical Practice...Rehabilitation or Punishment?
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Ethics and Values

Supporters of the death penalty argue that, as the ultimate punishment, it de-
ters crime. Some feel that keeping perpetrators of especially heinous crimes 
alive sends the message that society condones their acts. This presents an ideo-
logical dilemma for social workers.

Social workers have a professional commitment to ensure the right of all 
people to receive treatment. In addition, the profession is based on the belief 
that, with intervention, people can be rehabilitated. The decision that a crimi-
nal is not worthy of living and cannot be changed is subjective. Who is quali-
fied to decide that an act is evidence of inability to change? Are all people who 
commit murder incapable of change or remorse? Is that true of only some 
murderers? How do people know who can change?

Probably the most profound practice challenge and value dilemma faced 
by social workers in adult and juvenile corrections is how to use the strengths 
perspective in a system that promotes punishment over rehabilitation. Some 
social workers have left their jobs in criminal justice settings because of this 
dilemma, whereas others have chosen to stay and advocate for change. Social 
workers need to provide empirical evidence that rehabilitation programs can 
and do work for politicians and prison officials. Although treatment programs 
may be more expensive in the short term, over the long haul they are cost-ef-
fective because they reduce recidivism rates.

Conclusion

The three major areas of concern for social workers involved with the justice 
system are improved prevention efforts, better assessment of needs, and the 
institution of effective rehabilitation interventions. In all these areas, social 
work has experienced a slow and pendular evolution, and the system has 
moved back and forth between prevention and punishment. Social workers 
who choose to focus on the criminal justice system are likely to encounter 
some of the most intense experiences, both positive and negative, that the pro-
fession has to offer. Although social work practice in juvenile and criminal 
justice settings can be demanding and at times overwhelming, it provides a 
valued contribution to promoting a socially just society.
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Questions for Discussion

1.	What is the primary goal of the criminal justice system? Do you agree with 
the goal? Why?

2.	Compare the following theories about why people commit crimes: deter-
rence, biological determinism, psychological determinism, behaviorism, 
social disorganization, and broken window.

3.	What is the difference between rehabilitation and diversion programs?
4.	Describe the characteristics of successful treatment programs for juvenile 

offenders.
5.	What is the difference between probation and parole?

Change Agent Exercise

Voting is an important right that Americans enjoy. The officials we choose to 
elect have a major impact on the funding that is available for social services 
and the policies that shape many areas of our lives. Before people can vote, 
they must be registered to vote. Find out how people in your state can register 
to vote. Is everyone afforded the right to vote? What about prisoners or people 
who have committed a crime? Find out whether they have the right to vote. 
What do you think of these policies? Make sure you are registered to vote, and 
help others to register to vote.

Exercises

1.	Theories of Criminal Behavior
Describe the central theories used to explain why people commit crimes. 
Choose one theory or a combination of theories that make the most sense 
to you. Discuss why the theory or theories you’ve chosen explain criminal 
behavior better than the other theories.

Using your theory as the underlying framework, describe a policy that 
could be implemented to reduce crime.

2.	The Death Penalty
Should the United States continue to use the death penalty in cases of 
violent crime?

Do research on arguments on both sides of the issue. Describe why the 
death penalty is a controversial issue.

■■ Is there adequate evidence to resolve the issue?
■■ Is the current evidence contradictory?
■■ What are the underlying values on each side of the issue?
■■ Examine your personal beliefs on this issue. Does the death penalty 

affect your life? If so, how? Have you had personal experiences related 
to the death penalty?
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■■ Choose one side. Brainstorm arguments that support your side. List 
and explain the strongest arguments.

■■ Do the same for the arguments on the other side.
■■ What gaps do you see in the information? What would you need to 

know to help convince you to favor one side or the other? Where 
might you find this information?

■■ Which side do you favor? What specifically convinces you that this is 
the right side? Is this the same position or a different position than 
you had before researching this topic?

3.	Current Issues in Criminal Justice
Find at least one article about the criminal justice system in a newspaper 
or a newsmagazine.

Describe the article.

How is the information in the article relevant to social work practice in 
criminal justice settings?

What questions does the article raise for you?

What would you like to know about the topic, and how could you find the 
information you seek?

Does the article make you more or less interested in working in criminal 
justice social work? Why?

4.	Interpreting Data from the Criminal Justice System
Examine the data below and answer the questions that follow. Ethnicity of 
Juveniles in the Juvenile Justice System

White			  33%
African American	 41%
Latino			  24%

Other			    2%

Ethnicity of Adults in the Criminal Justice System
White			  37%
African American	 35%
Latino			  25%

Other			    3%

Ethnicity in the General Population
White			  73%
African American	 13%
Latino			  11%

Other			    3%

How would you describe the differences between ethnicity in the 
general population and ethnicity in the juvenile and criminal justice 
systems?

What do you think accounts for the differences between ethnicity in the 
general population and ethnicity in the juvenile and criminal justice 
systems?
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Identify two social policies that might eliminate the differences between 
ethnicity in the general population and ethnicity in the juvenile and crim-
inal justice systems.
1.	
2.	
Explain how these policies would make a difference.

	 5.	Dialogues with People with Differing Points of View
Interview a public official who believes that youth who commit serious 
crimes should be prosecuted and sentenced as adults. Interview an official 
who believes that they should remain in the juvenile justice system. Sum-
marize each person’s main points.

Which position do you agree with the most? Why?
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LEARNING OBJECTIVES

After reading this chapter, students will be able to:

1.	 Define crisis, trauma, and disasters.

2.	 Identify what differentiates crisis from trauma, from disasters.

3.	 Assess the impact of post-traumatic stress.

4.	 Contrast the micro and macro roles of social workers in times of crisis, trauma, 
and disasters.

5.	 Consider emerging techniques to respond to the impact of crisis, trauma, and 
disasters.

6.	 Discuss relevant social work values and ethics.

14 Crisis, Trauma, and Disasters
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The previous 13 chapters demonstrate that social workers are found in every area of 
human services. Some are in unexpected places, such as legislative advisors in state 
capitols and even mortgage lenders working with community banks, but most are in 
social service settings. What all these positions have in common is the need for social 
work practitioners with knowledge and understanding of human behavior and a skill 
set that enables them to help empower clients. Social and behavioral concerns cut 
across all areas of social work. For example, Chapters 12 and 13 discussed substance 
abuse and violence, two problems that can be found in every social work practice 
setting. This chapter covers another problem that is found in all fields of social work 
practice: dealing with the effects of trauma.

The previous chapter discussed the impact of trauma for victims of crime, and in 
Chapter 7 the trauma of abuse and neglect for children and families was analyzed 
from a strengths-based perspective. Dealing with the impact of trauma on the individ-
ual level is a significant part of social work intervention. Schools in this country have 
been the site of numerous tragedies, some nationally known, such as the fatal shooting 
of 20 children and 6 teachers in 2012 at Sandy Hook Elementary School. But many 
schools face the loss of students’ lives in less public ways, such as from suicides or drug 
overdoses. In response to this reality, the School Social Work Association of America,  
the national organization that represents those social workers employed in school 
systems, has developed numerous resources “to assist you in working with students, 
schools, families and communities following a heartbreaking event” (see http://www 
.sswaa.org/?page=663).

In response to the growing need for social workers trained in trauma work, two 
schools of social work in New York City, Fordham University and Hunter College, 
together developed the National Center for Social Work Trauma Education and 
Workplace Development. This center includes an interactive resource database of ev-
idence-based trauma treatments and programs for children and adolescents that is 
publicly available. The approach being used today is often referred to as trauma- 
informed practice.

Trauma-informed practice is newly evolving and does not necessarily center only 
on response to traumatic events. Being trained in trauma-informed intervention means 
that social work practitioners are sensitive to the possibility that a client might be a 
survivor of trauma, and thus the social worker is sure to create a safe environment 
where clients can focus on managing stress and develop healthy skills for day-to-day 
living while acknowledging there may have been trauma in their lives (Levenson, 
2017). Generally there are four principles for trauma-informed practice. The social 
worker normalizes and validates what clients are feeling and have experienced; guides 
clients in gaining understanding of how such trauma has impacted their lives; facili-
tates clients taking control of their current lives; and helps clients gain insight into how 
past victimizations may challenge them today (Knight, 2015). Applying these skills in 
a large-scale crisis, trauma, or disaster is not always covered in social work training. 
However, nothing calls for social work skills and abilities more than the need to help 
empower people and communities who have been victimized on more macro levels by 
crises, trauma, or disasters. This chapter explores a variety of contexts in which trauma 
can occur, on macro and micro levels, including natural and human-made disasters; 
and provides an overview of the roles social workers play in these situations.
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What Do We Mean By Crisis, Trauma,  
and Disaster?    LO 1, 2  

Chapter 6 discussed the role of social workers in crisis intervention. As a prac-
tice method, it emphasizes assisting victims and survivors to return to precrisis 
levels of functioning. Therefore, a crisis is an event that disrupts a person’s 
equilibrium, the person’s usual ways of coping fail, and there is evidence of 
distress and impairment of functioning (Roberts, 2005). Personal crises can re-
sult from life events such as divorce or death of a loved one. Community crises 
can result from violent acts or natural disasters such as hurricanes or floods. 
“The main cause of a crisis is an intensely stressful, traumatic, or hazardous 
event” (Roberts, 2008, p. 485). In many ways, crisis is the overall framework 
under which several types of events fall: stress, trauma, and disasters. All of 
these can be regarded as crises.

A trauma can be defined as “an injury to the body or psyche by some type 
of shock, violence, or unanticipated situation” (Barker, 2014, p. 436). And a 
disaster is “an extraordinary event, either natural or human-made, concen-
trated in time and space, that often results in damage to property and harm to 
human life or health and that is disruptive of the ability of some social insti-
tutions to continue fulfilling their essential functions” (Barker, 2014, p. 120). 
Stress is typically part of all of these events. It is characterized by a physiolog-
ical response to a real or perceived threat, and leads to anxiety, which is the 
physical discomfort experienced because of the increased production of stress 
hormones (Scaer, 2005).

It is difficult to separate these types of events. For example, consider a 
soldier returning from the war in Afghanistan. After serving months and 
months in a hostile region of the world, where every move could end in in-
jury or death, the soldier returns to the United States, where life is relatively 
peaceful and safe. It is very difficult to simply turn off the state of readiness 
and alarm that the soldier has been living under for the previous year. First, 
the soldier served in a very traumatic environment, with crises or unexpected 
hazardous events occurring regularly. Second, over time, the pressure caused 
continuous levels of stress. Third, in some ways the destruction and turmoil 
reflects a disaster, albeit human-made as opposed to natural. The end result 
is that the returning soldier is experiencing stress because of crisis, trauma, 
and disaster.

On May 14, 2008, Sergeant Travis N. Twiggs, 36 years old, led police on 
a 130-mile vehicle pursuit. In the end, he killed his brother, who was 
traveling with him, and then turned the gun on himself and committed 
suicide. Sergeant Twiggs was a Marine and had served four tours of duty 
in Iraq and Afghanistan. He was placed on several medications after he 
developed post-traumatic stress disorder. He wrote about his struggles in 
“PTSD: The War Within” in the Marine Corps Gazette. His wife described 
him as a great father and husband who needed help, not just medication. 
(Galvin, 2008). (Consider the questions posed in Box 14.1).
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From 2001, when the United States went to war, through 2013, 2.5 mil-
lion US military personnel were deployed in Iraq or Afghanistan, with a third 
of them having been deployed more than one time (Adams, 2013). According  
to a major study, more than 18 percent of them have or will suffer from PTSD 
and/or depression, while another 19 percent have traumatic brain injuries  
(Rand Report, 2011). According to the National Center for PTSD, about  
7 to 8 percent of the US populations will experience PTSD at some point in 
their lives, while 11 to 30 percent of veterans of wars will experience PTSD (US 
Department of Veterans Affairs, 2014). Veterans today tend to be young, and 
not all their struggles are easily identified or fit the traditional services of the 
Department of Veterans Affairs because of the uniqueness of the combat they 
experienced and incompatibility between life and work done in the military, 
and life and work as a civilian (Zogas, 2017). Thus, there is a growing need 
for mental health and other social services for these men and women, already 
identified as the field of military social work. Throughout this chapter, we dis-
cuss the role of social work in helping individuals, families, and communities 
to cope with devastating crises and trauma, as well as the specialized field of 
military social work.

Stress

Not all stress is the same. The National Scientific Council on the Developing 
Child (2005) identified three types of stress—positive, tolerable, and toxic. Al-
though the council directed its report specifically toward children and their 
development, they described the types of stress we all face.

1.	Positive stress: Stress generated by short-lived adverse experiences that re-
sult from events such as starting a new job, meeting new people, or seeing 
a doctor for routine medical care.

2.	Tolerable stress: Stress generated by adverse experiences that are more in-
tense, but still of relatively short duration, such as the death of a loved 
one, an accident, divorce, or separation; this stress can become positive 
and help people develop emotionally or psychologically, or it can become 
more severe and lead to the toxic level.

3.	Toxic stress: Stress generated by intense adverse experiences sustained over 
a long period of time, such as abuse or exposure to violence, which place 
the body under a prolonged physiological and psychological response.

High levels of stress, particularly over prolonged periods of time, mean 
the body emits high levels of stress hormones such as cortisol, which have se-
verely negative effects on people’s health. In children, toxic stress can suppress 

EP 7b

Imagine if you were a social worker meeting with 
Sergeant Twiggs’s wife. How might you respond to her 
comment that medications were not what he needed,  

that “he needed help”? What kind of help might social 
workers offer in this case?

Box 14.1 What Do You Think?
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immunity to infections, impair brain development, and cause other perma-
nent damage that affects learning and memory (CDC, 2008). The link be-
tween stress in childhood and adult health is significant. Studies have found 
that adverse childhood experiences are common among people in the United 
States, and the consequences are distressing (National Scientific Council on 
the Developing Child, 2010). The Adverse Childhood Experiences (ACE) Study 
(CDC, 2006) focused on the occurrence and impact of 10 adverse events: emo-
tional abuse, physical abuse, sexual abuse, emotional neglect, physical neglect, 
household dysfunctions of mother treated violently, household substance 
abuse, household mental illness, parental separation or divorce, and incar-
cerated household member. On the basis of responses of over 17,000 adults, 
the ACE Study found that almost 66 percent reported at least one experience, 
and 25.5 percent reported three or more adverse experiences. The study further 
documented that as the number of adverse experiences increased, the risk for 
negative health outcomes increased. These negative outcomes include alco-
holism and alcohol abuse, depression, illicit drug use, heart disease, sexually 
transmitted diseases, smoking, and suicide attempts. Overall, there is signifi-
cant evidence that demonstrates that early life deficits and stress contribute to 
poor health outcomes and greater psychiatric disorders in adults (Taylor, 2010; 
Meyer-Lindenberg & Tost, 2012). This interrelationship of stress and trauma 
with mental and physical well-being make the understanding of crises and in-
tervention key concerns for social workers.

Stress in the United States is a major health problem (APA, 2017). The APA 
conducts an annual nationwide survey, and it found that one-fifth of people in 
this country live with extreme stress, and 31 percent report that their stress has 
increased over the past year. Of particular concern is the finding from the study 
that young people report higher levels of stress than do those who are among 
older age groups. The result of stress hits on the personal as well as societal lev-
els. For individuals, there are declines in health and poor relationships, and for 
society there is a decrease in work productivity and social interactions. Stress 
increases with major events and conditions in our society. Although the worst 
of the economic downturn has passed, it still impacts people. The 2017 sur-
vey found that adults reported that the top three reasons for their stress were 
money, work, and the economy. Current events can have a powerful impact 
as well. In 2016, psychologists were reporting a new anxiety they were seeing 
among their patients, related to the political climate. So, new to the 2017 survey 
was a question about stress in relation to the presidential election. More than 
half the respondents (57%) reported that the political climate was a source 
of stress. Overall, the 2017 poll showed a statistically significant increase in 
stress for the first time since 2007. And this increase in stress impacted people’s 
health, with 80 percent reporting at least one physical or emotional symptom, 
such as headache, feeling overwhelmed, or depression.

Social workers face the impact and consequences of stress on people all 
the time. It covers many groups and circumstances in society. However, there 
are some groups who are more prone to stress and its debilitating effects. 
Many years of research indicate that people in subordinate or marginalized 
groups have additional stressors in their lives that often have a negative impact 
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on mental and physical health. When asked about some of the symptoms of 
stress, particularly nervousness, restlessness, and psychological distress, adults 
in poor families and those with low educational achievement were more likely 
than adults in nonpoor families and adults with bachelor’s degrees or higher 
to report those feelings (CDC, 2014).

As was discussed in Chapter 9, health disparities between those living in 
poverty and those with more financial resources have been noted for many 
years. Although a number of causes for health disparities have been suggested, 
ongoing stress from structural causes, such as poverty and oppression, must be 
noted among them. This type of stress is often chronic, meaning it recurs over 
long periods of time. Research demonstrates that stress from living in poverty 
or being a member of an oppressed group has a negative impact on health and 
well-being across the life span (Abdou et al., 2010). Similarly, as discussed in 
Chapter 10, structural or societal issues can increase the risk of mental illness, 
including stress experienced due to poverty and oppression. Being oppressed 
and living in poverty mean extreme exposure to a variety of social stressors 
(Sanders-Phillips, Settles-Reaves, Walker, & Brownlow, 2009). There are on-
going societal conditions, viewed by many as “normal,” that cause ongoing 
stress for members of oppressed groups. These include living in high-crime 
neighborhoods; lack of adequate preventative health care; unequal access to 
education; and discrimination in housing, employment, and other realms. 
This chronic stress offers one explanation for higher levels of mental illness 
among people of lower socioeconomic status. Stress is a critical area that war-
rants social work attention. One specific form of stress that has received public 
attention and may be on the increase is post-traumatic stress. This problem is 
discussed in the following section.

Trauma

Trauma is categorized by the DSM-5 (APA, 2013) as witnessing or experiencing 
an event that involves actual injury, death, or serious physical danger, or the 
threat of such. Trauma often precipitates stress, as discussed earlier. Although 
there is clearly overlap in the occurrence of stress, disasters, and trauma, the key 
variable in understanding trauma is that it is the tendency for traumatic events 
to have a deep impact that is a threat or feels like a threat to one’s survival.

People experience many types of trauma in their lives. Some trauma is con-
fined to a single individual or family. Examples of this could be a house fire 
that threatens the lives of a family, a serious car accident, domestic violence, or 
a robbery where a person or group of people is threatened at gunpoint. Other 
traumas affect larger groups of people. Thousands of people are traumatized 
during natural disasters such as hurricanes, cyclones, or earthquakes. Similarly, 
large numbers of soldiers and civilians experience trauma during wars. Many 
members of communities around the United States experience trauma from 
persistent violence in their communities.

The extent of trauma in society is difficult to gauge. Trauma can be experi-
enced in many ways, including through domestic violence and child maltreat-
ment, school violence, natural disasters, witnessing violence in communities, 

EP 2
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and personal medical traumas and grief. The most comprehensive national 
study (National Comorbidity Study, 2007) found that the indicator of severe 
stress, which is the diagnosis of post-traumatic stress disorder, affects almost 
7 percent of the population. Women are more likely than men to experience 
severe trauma, almost 10 percent compared to 4 percent for men. Overall ex-
posure to trauma is much greater, with a number of life events that could be 
witnessed or experienced by people. Traumatic events include seeing someone 
injured or killed, being involved in a disaster, physical attack, rape, sexual mo-
lestation, and physical abuse or neglect. Estimates place the exposure to trauma 
at 50 to 60 percent of the population (National Comorbidity Study, 2007). 
(Consider the impact of national trauma, as discussed in Box 14.2).

Trauma can affect entire communities or nations. Legalized 
racial segregation, known as apartheid, was the practice in 
South Africa from 1948 to 1994. Under the early apartheid 
system, South Africans were classified into three racial 
groups: black, white, and colored (people of mixed race), 
and racial discrimination was institutionalized. Whites held 
all the official power under the apartheid system, and they 
created a series of race laws that touched every aspect of a 
person’s life. These laws banned interracial marriage, creat-
ed white-only jobs, and formed the foundation of a separate 
and very unequal education system for black and colored 
residents. In the early 1950s, the apartheid government 
created a series of homelands. All black South Africans were 
assigned to a homeland, where they had voting rights. After 
being assigned to a homeland, they were stripped of their 
South African citizenship. Although the government said that 
the homelands were independent states, the white South 
African government sill maintained the ultimate authority 
over what happened there. The homelands were in the most 
barren and resource-poor parts of the country. Nine million 
South Africans were assigned to homelands, and thus lost 
most of their rights in South African society. Those fighting 
against the apartheid system were treated harshly. Killings, 
long prison terms, rape, and torture became common, and 
mistreatment of the black population increased over the 
years as the government fought to maintain power.

Forty-six years of the brutal apartheid system created 
community-wide trauma in South African society. The first 
truly free elections were held in 1994, and the majority 
black population elected a National Unity Government, 
with the country’s first black president. One of the early 

decisions made by the new government was to estab-
lish the Truth and Reconciliation Commission (TRC). The 
government noted that extreme human rights violations 
had been committed by people on all sides of the conflict 
during apartheid. If the country were to move forward in a 
unified way and avoid repeating the violence and abuses 
that had occurred, the trauma that many had experienced 
needed to be addressed in an official way, which is the 
goal of truth and reconciliation interventions. The 
TRC gave the many victims of trauma an opportunity to 
face those who had harmed them and talk about what had 
happened to them. The belief was that remembering what 
happened was important and that truth was the path to 
healing, reconciliation, and possibly even forgiveness. This 
approach may offer interesting insight to social workers 
and others who deal with the aftermath of trauma and 
attempt to avoid additional trauma in the future. As one of 
the staff members of the commission stated:

South Africans face the challenge of how to embrace 
the past without being swallowed by the tide of 
vengeful thinking. The Truth and Reconciliation Com-
mission was a strategy not only for breaking the cycle 
of politically motivated violence but also for teaching 
important lessons about how the human spirit can 
prevail even as victims remember the cruelty visited 
upon them in the past. If memory is kept alive in order 
to cultivate old hatreds and resentments, it is likely to 
culminate in vengeance, and in a repetition of violence. 
But if memory is kept alive in order to transcend 
hateful emotions, then remembering can be healing. 
(Gobodo-Madikizela, 2003)

Box 14.2 More About...Trauma A Unique Approach  
to Recovery from Trauma 
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With so many people exposed to trauma, the likelihood of impact and 
long-term consequences are major concerns for social workers. Research 
suggests that there may be physical impacts that last long after the trauma 
(Taylor, 2010) and, although not always severe enough to be diagnosed as 
a stress-related disorder, can affect people’s behavior. There appears to be a 
slow recovery of our stress-response system after exposure to trauma, and es-
pecially the deeper or closer to the trauma a person has been. This may lead 
to a greater sensitivity to new, fearful events and provide a quicker pathway to 
stress. Therefore, the potential for needing more mental health treatment for 
exposure to trauma is significant for a large portion of our population. The 
most severe mental health diagnosis of the fallout from exposure to trauma is 
post-traumatic stress disorder.

Post-Traumatic Stress Disorder    LO 3  

The longer-term impact of trauma can be the development of severe stress. 
Post-traumatic stress disorder (PTSD) is included in the category of anxiety 
disorders from the Diagnostic and Statistical Manual of the American Psychiatric 
Association (DSM-5) (APA, 2013). Although stress can be a common occur-
rence of daily living, when the situation is severe and typically perceived as life 
threatening, the reactions are more intense and considered to have the poten-
tial to lead to PTSD (Van Der Kolk, Weisaeth, & McFarlane, 1996).

PTSD was first recognized in relation to war veterans, particularly of 
the Vietnam War, which occurred from the late 1950s through the early 
1970s. However, we now know that a variety of traumatic events, such as 
sexual assault, natural disasters, car or plane accidents, and many other 
stressful experiences can lead to PTSD. Symptoms, which generally begin 
within three months of the event, can include emotional numbness or dis-
association, depression, heightened startle response, irritability, aggression, 
and sometimes violence (DSM-5). The symptoms must be experienced 
for at least a month before the diagnosis applies. Victims often relive the 
trauma event in their thoughts during the day and in their dreams at night. 
Sufferers of PTSD tend to avoid distressing reminders of their traumatic 
experience because these triggers can lead to dramatic flashbacks that can 
be accompanied by the same smells, sounds, and feelings that surrounded 
the initial events. Anniversary dates can be especially stressful. The course 
of the illness varies. Some people recover within six months, but others 
have symptoms that last much longer, and in some, the condition becomes 
chronic (see Box 14.3).

The wars in Iraq and Afghanistan have caused increased attention to the 
connection between armed conflict and PTSD, and the high fiscal and human 
mental health costs caused by war. Estimates are that between 20 and 30 percent 
of soldiers returning from Iraq had PTSD (Thomas et al., 2010). Soldiers most 
likely to experience PTSD are those who experienced more frequent combat, in-
cluding those who were shot at, handled dead bodies, knew someone who was 
killed, or killed someone else (Hoge et al., 2004). Evidence suggests that sexual 
assault and sexual harassment increase for soldiers during war times, and both 
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are causes of stress and PTSD (Litz, 2007). The cost of care for returning soldiers 
with PTSD is escalating. One estimate suggests that PTSD care for veterans may 
cost up to $200 million per year (Harrison, Satterwhite, & Ruday, 2010). The Vet-
erans Health Administration found that treatment costs for patients diagnosed 
with PTSD were four to six times greater than for patients without those con-
ditions (Congressional Budget Office, 2012). The overall high cost is true even 
though only a fraction of returning soldiers who experience PTSD even come in 
for care. These numbers will only increase over time due to a change in federal 
policy that now makes it easier for veterans who have PTSD to receive benefits 
(Dao, 2010). In the past, the Veterans Administration (VA) required that veterans 
document a specific event that caused their PTSD. Many found this impossible 
to do. In 2010, the VA changed the rules and no longer require this documen-
tation. This means that fewer submitted claims will be rejected, so more people 
may be willing to apply for benefits.

There is also evidence of a strong relationship for women between victim-
ization and PTSD (US Department of Veterans Affairs, 2017). Sexual assault 
is a traumatic event that women are more likely to experience and that causes 
PTSD more than other stressful events. And women tend to react with depres-
sion and anxiety compared to men with PTSD, who are more likely to exhibit 
problems with alcohol and drugs.

The 9/11 attacks demonstrated that PTSD is not only associated with war, 
sexual assault, and violent crime. Following the attacks, clinicians noted that 
thousands, if not millions, of Americans experienced high levels of stress and 
were potentially at risk for developing PTSD (Arehart-Treichel, 2001). The at-
tacks were certainly a national trauma, and even years later we are still learn-
ing about their effects. Although political violence and terrorism have been 

According to the National Center for PTSD, people are 
more likely to experience long-term PTSD when the 
following conditions accompany exposure to trauma:

■■ Threat to life

■■ Physical harm

■■ Witnessing death, bodily injury, or dead or maimed 
bodies

■■ Extreme environmental destruction

■■ Witnessing extreme human violence

■■ Losing one’s home, valued possessions, neighborhood, 
or community

■■ Experiencing fatigue, weather exposure, hunger, or sleep 
deprivation

■■ Long-term or continued exposure to danger, loss,  
or stress

■■ Prior exposure to trauma

■■ Chronic poverty

■■ Prior incidence of a psychological disorder (Young,  
Ford, & Watson, 2007)

Although most survivors return to normal, for some the 
brain engages a survival mechanism that does not recede, 
and so the automatic reactions increase over time. Other 
problems to watch for include these:

■■ Depression

■■ Alcohol and drug abuse

■■ Memory problems

■■ Worsening intimate relationships

■■ Difficulty in performing daily living and work activities 
(Priest & Hull, 2007)

Box 14.3 More About...PTSD
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common in other countries, Americans had been relatively isolated from them 
prior to 9/11. However, the specter of terrorism has led to increased stress. In the 
previously mentioned stress survey conducted by the American Psychological 
Association (2017), almost 60 percent of Americans cite worry about acts of 
terrorism to be a significant source of stress for them. Social workers and others 
are still learning about how this large-scale trauma has changed individuals and 
the society as a whole and how to deal with the threat of trauma, which, even if 
it never happens, has a detrimental effect on people’s mental health.

Disasters—Natural and Human Made

Harding (2008) defines human-created disasters as processes or events that 
facilitate the breakdown of families and communities. Human-made disas-
ters are caused both by unintended consequences from state policies and by 
deliberate decisions by governments or individuals. They can include, but are 
not limited to, drug infiltration in African American communities (Stevens & 
Capitman, 2005), chronic poverty, dislocation, and violence against women 
(Lohokare & Davar, 2000), wars, repressive regimes, and the failure to halt 
preventable diseases. Sometimes the natural and human-made disasters can 
converge as in human error in response to a natural disaster, which com-
pounds the impact and makes the disaster worse.

Examples of national and international crises include the human-created 
disasters of the terrorist attacks in New York on September 11, 2001, and the 
ensuing Afghanistan and Iraq wars; the BP oil spill; school shootings; and nat-
ural disasters such as Hurricane Katrina in 2005, the earthquake in Haiti in 
2010, and Superstorm Sandy in 2012 that affected millions along the Eastern 
shores. Although there is a dearth of literature on psychological trauma caused 
by catastrophic disasters such as these, we do know that appropriate treatment 
can mitigate the effects of these disasters (Schein, 2006).

Human-made disasters are often more devastating over the long term 
than natural disasters. For example, between 1990 and 2003, there were 
over 59 armed conflicts in the world that displaced millions and killed over 
1.5 million children (UNICEF, 2004). Women, children, older people, peo-
ple with disabilities, people living in poverty, and nondominant groups are 
most vulnerable to these events. By 2014, 37 million people were living with 
HIV worldwide, with 13 million children orphaned by AIDS; 15 percent of 
the world population lived below the extreme poverty level of $1.90 per day 
while an additional 21 percent lived below the moderate poverty level of $3.10 
per day; and between 2005 and 2012, 15 percent of children were involved in 
child labor (UNICEF, 2014, 2016). A sense of urgency motivated millions of 
donors worldwide during the 2004 Indian Ocean tsunami; however, this sense 
of urgency often does not translate to human-made disasters such as AIDS, 
pervasive poverty, and war-torn areas (Harding, 2008).

Social workers have a significant international, national, and local role to 
play in policies that are designed to ameliorate the effects of such disasters 
(Harding, 2008; Zakour, 2006). Skills that are beneficial in work with survi-
vors of such disasters include working with groups, involving people in ways 
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that are empowering, focusing on rebuilding to enhance social capital, main-
taining cross-cultural awareness, and networking, all abilities that are central 
to social work training (Dominelli, 2015). Our core values of social justice 
and the elimination of discrimination and inequality demand that we de-
velop and promote strategies to prevent human-created disasters. In addition, 
in the case of both human-made and natural disasters, we have put forward 
effective mental health and social service interventions as well as postdisaster 
strategies for reconstruction and development. After first responders (e.g., 
EMTs, police, firemen), social workers are the major professionals involved in 
helping victim-survivors in the immediate aftermath of a crisis or disaster 
(Dominelli, 2008).

Terrorist Attacks on American Soil—September 11, 2001

Almost all people in the United States and many around the world are famil-
iar with the events of September 11, 2001. By most accounts, these events fit 
the criteria of a disaster. The planes that crashed into the World Trade Center, 
the Pentagon, and the field in Pennsylvania killed more than 3,000 people. As 
discussed earlier, the events also caused tremendous trauma for many people. 
Individuals and families directly affected by the attacks included all those killed 
and injured on the planes and in the World Trade Center and the Pentagon and 
their families and friends. Rescue workers and emergency responders had to 
deal directly with the aftermath of the attacks. Many experienced mental and 
physical health problems in the ensuing years. These problems included respi-
ratory symptoms, increased rates of cancer, and PTSD (Mauer, Cummings, & 
Carlson, 2007). Family members of those helping victims after the attacks were 
also found to be experiencing trauma even several years later (Linkh, 2005). 
Additionally, the September 11 attacks had an impact on the general public 
as a whole. Estimates are that 10 percent of people in Manhattan and 4 per-
cent of US residents experienced serious emotional reactions post-9/11 (Hajer 
& Walsh, 2005). Research found that anxiety-related visits to emergency rooms 
within 50 miles of the World Trade Center increased in the months after the 
attacks (Adinaro, Allegra, Cochrane, & Cable, 2008). Nationally, people who 
reported acute stress following 9/11 were 53 percent more likely to have cardio-
vascular ailments during the three-year period following the attacks (Holman 
et al., 2008).

The ramifications of September 11 are not limited to individuals and com-
munities experiencing loss, stress, and trauma. The wars in Afghanistan and 
Iraq were directly related to the 9/11 attacks. These conflicts have had a large 
impact on the United States economically and socially. Together, the two wars 
had cost US taxpayers $4.8 trillion by 2016, making these the most expensive 
wars in the history of the country (Crawford, 2016). Money that is being spent 
on the wars is money that is not available for domestic uses, such as education 
and social services. For example, the money spent on the two wars since 2001 
could have been spent to provide millions of low-income people with health 
care for a year, paid for all eligible children to be in Head Start programs, and 
provided scholarships for university students. As discussed in Chapter 4, fear 
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450    CHAPTER 14

of more terrorist attacks prompted legislation that has limited the civil rights 
of all Americans. The attacks have also been introduced into the immigration 
debate, providing anti-immigration forces with an argument that immigrants, 
and particularly those in the country illegally, pose a threat to national secu-
rity and that further measures should be taken to secure the borders. Thus, the 
impact of disasters can ripple far beyond the immediate initial event.

The Unexpected Nature of Disasters

On October 29, 2012, hurricane Sandy made landfall on the eastern seaboard, 
and left in its wake damage and destruction affecting 650,000 residential 
homes, more than 300,000 businesses, and left more than 9 million people 
without electricity. Over the next several days, the entire eastern coast was im-
pacted and at a standstill—more than 20,000 flights were cancelled. Overall, 
Sandy caused $68 billion in economic losses (Aon Benfield, 2013).

On April 27, 2011, more than a hundred tornadoes hit the states of  
Alabama, Mississippi, and Georgia, leaving behind severe destruction and 
the loss of over 300 lives. “It happened so fast it was unbelievable,” said Jerry 
Stewart, 63, a retired firefighter. “They said the storm was in Tuscaloosa and 
it would be here in 15 minutes. And before I knew it, it was here” (Roney & 
Pesce, 2011). Often natural disasters hit with very little warning, and impact 
those who are most vulnerable.

On March 11, 2011, a devastating 9.0 earthquake triggered a tsunami that 
killed over 12,000 people and washed away entire towns on the northern sea-
coast of Japan. The 30-foot-high wall of water damaged the Fukushima nuclear 
power plant, resulting in a radiation leak. Tens of thousands of people living 
within a 100-mile radius of the plant had to be evacuated. Some towns may 
never be safe for people to return home to. The Japanese military, the inter-
national Red Cross, and the Salvation Army were among the first responders. 
Patrick Fuller of the International Federation Red Cross (IFRC) helped rescuers 
at the disaster zone and described the scene as “destruction on a scale I’ve 
never seen before” (Roberts, 2011, p. 1). It is estimated that the quake caused 
over $250 billion in damage to property. This is the worst crisis to hit Japan 
since the atomic bomb attacks during World War II. The Japan quake disas-
ter and response offer many lessons about catastrophic disaster preparedness. 
The United States needs to build a culture of preparedness that includes more 
self-reliant communities. Many towns and communities were cut off from 
help for days. Each community needs to have local resources to help residents 
during the initial days of a natural disaster (Carafano, 2011).

The impact of natural disasters lasts years, even decades. Such is the 
case for many people from New Orleans. Hurricane Katrina came ashore on  
August 29, 2005. It ripped through the Gulf coasts of Louisiana, Mississippi, 
and Alabama, creating the largest natural disaster in US history. The storm was 
responsible for the deaths of 1,836 people, and it caused over $80 billion worth 
of damage. It also resulted in the dislocation of more than a million people 
from their homes and the separation of family members and social networks. 
Many thousands of people lost their homes and all of their belongings. They 
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were relocated to other cities and states into temporary housing, where many 
are still living three years later. Hundreds of thousands of people left their lives, 
family, friends, and jobs to live in states all over the country, often where they 
knew no one and where the culture was quite different from what they were 
used to. The suffering caused by the storm was magnified by an inadequate 
government response to the disaster. Charges have been levied by many that 
the government response was both slow and inadequate because most of those 
affected were African American and low-income people. Three years after the 
storm hit, the devastation was still evident. Much needed aid had not materi-
alized. Many neighborhoods in New Orleans remained uninhabitable, particu-
larly those that had been home to low-income and African American residents. 
More than half of the residents of Louisiana and Mississippi who were affected 
by the storm continued to experience significant mental health problems for 
years (Abramson, Stehling-Ariza, Garfield, & Redlener, 2008). The impact of 
disasters of this magnitude continues to touch citizens for years to come.

The storm exposed vast racial and class differences. A study by the Kaiser 
Family Foundation conducted in New Orleans a year after the storm found 
large disparities along racial lines. Fifty-nine percent of African American re-
spondents, as opposed to only 29 percent of white respondents, stated that 
their lives were still disrupted. Larger numbers of African American residents 
reported continuing financial and housing difficulties. Seventy-two percent of 
African Americans reported storm-related health care problems, while only  
32 percent of white residents reported health-related concerns (Kaiser Family 
Foundation, 2007). As noted earlier, rebuilding in low-income and primarily 
African American parts of New Orleans has been particularly slow, even after 
10 years (Rivlin, 2016).

Social workers were effective in advocating for the most marginalized cit-
izens who were displaced after the New Orleans disaster. These people faced 
multiple barriers after the disaster, including finding safe, affordable housing 
and living-wage jobs (Pyles, 2008). The key to effective intervention was to 
help survivors deal with the psychological fallout and then to organize grass-
roots efforts by the citizens to press for change. Social workers were also in-
volved in developing policies (e.g., about housing) and utilizing the local 
political process to get them implemented (see Box 14.4).

EP 2

Although it is clear that Hurricane Katrina represented an 
immense natural disaster, some people argue that it is also 
a human-made disaster. Scientists and nonscientists have 
suggested that increasingly frequent and strong hurri-
canes may be the result of human-made climate change. 
Those who support this belief point to the fact that four 
hurricanes hit Florida in 2004, something that had never 
happened before. That same year, 10 cyclones or typhoons 
hit Japan. The previous record was six in one season. Two 

studies found a roughly 80 percent increase in powerful 
cyclones and hurricanes over the past 35 years (Kerr, 
2005). One study published in the journal Science found 
that a compilation of available data supported the conten-
tion that human activity is likely affecting hurricane inten-
sity but that the current available data are not clear of the 
effect on the number of storms (Trenberth, 2005). Other 
scientists argue that we do not yet have the data to know 
whether human activity is contributing to either the number 

Box 14.4 Becoming a Change Agent 

(continued )
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452    CHAPTER 14

International Events

Even after the 9/11 terrorist attacks, Americans are still relatively sheltered 
from the level of devastation and trauma experienced by people around the 
world. There are a number of examples of disasters of enormous proportions, 
affecting hundreds of thousands of people around the world. The 2008 Myanmar  
(formerly known as Burma) cyclone killed over 150,000 people and dis-
placed millions more. The 2008 Sichuan, China, earthquake killed approx-
imately 80,000 people, and left 5 million people homeless. Although China 
accepted some international aid, Myanmar is a closed country and was there-
fore very reluctant to accept international aid or allow international aid work-
ers into the country. In 2010, an earthquake in Haiti devastated much of that 
country. Much of the capital, Port-au-Prince, was left in ruins. According to 
government estimates, more than 300,000 people were killed and hundreds 
of thousands were injured, many permanently disabled. More than 3,000 
schools were destroyed, and more than 1.5 million people were displaced. 
Months after the earthquake hit, many Haitians were still living in the streets 
(Sontag, 2010).

However, another example may give us insight into the kinds of activities 
aid workers and social workers undertook in Myanmar, China, and Haiti. In 
December 2003, a devastating earthquake hit the city of Bam, Iran. Social 
workers were among the professionals who joined the rescue efforts. Javadian 
(2008) describes the activities of social workers in Bam. They helped those 
who survived find their family members; consoled victims by helping them 
deal with feelings of anger, loss, fear, and grief; helped set up makeshift shel-
ters and find transportation; and collected and distributed food and supplies. 
And they linked survivors with resources (Cronin, Ryan, & Brier, 2008). These 
are the roles that social workers take in responding to crises and disasters.EP 7c

or the intensity of storms. Whether or not human activity 
and climate change played a role in Katrina’s intensity, it is 
clear that a number of policy decisions and the govern-
ment’s response before and after Katrina hit impacted the 
scale of the devastation and human suffering.

Analyzing the Situation
Research the basic science of climate change and its 
impact on major storms. Do the data support a human 
connection? Given what you have learned about the 
human cost of Hurricane Katrina from news reports and 
in various chapters in this text, is the issue of climate 
change and possible related disasters something that 
social workers should be involved in? How does it fit with 
the profession’s values and ethics? What can you learn 
about the policy decisions made both before and after 

the storm that had an impact on the scope and scale of 
this disaster?

What Can Social Workers Do?
Given your analysis, what can social workers do to help 
reduce the human suffering that comes from natural 
disasters? What type of prevention seems possible? 
What types of interventions could be undertaken at the 
individual and family levels? What could be done at the 
community and policy levels?

What Can You Do?
What one step might you take now, alone or working with 
others, to reduce suffering caused by a recent natural or 
human-caused disaster? What are the barriers that might 
keep you from taking this step? What could you do to 
reduce those barriers?

Box 14.4 (continued)  
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The Iraq War  Although studying social welfare policy is a requirement of so-
cial work education, we do not always include global policies as an important 
area of understanding. Military engagement in Iraq is a powerful example of  
human-made disaster that had a long political and economic history leading up 
to the actual war. The devastating impact of the Iraq war and the preceding events 
and circumstances on the Iraqi people has not received much attention, even 
though it is one of the most destructive human-made disasters in recent history. 
Harding (2008) summarizes the events prior to the 2003 war and the effects of 
the war itself. During the 1980s, the Reagan administration, the Soviet Union, and 
France, among others, implemented foreign policies in Iraq that condoned and 
supported, through trade agreements and military support, the repressive regime 
of Saddam Hussein, a regime that committed unconscionable human rights vio-
lations on its own people. Some people argue that the economic and strategic in-
terests of the United States and other countries were the focus, not human rights.

In the early 1990s, the United Nations imposed economic sanctions on Iraq 
for its invasion of Kuwait, which caused severe hardship for the Iraqi people. The 
Iraqi infrastructure was destroyed during the US bombing in the 1991 Gulf War. 
As a result of these events and the repressive regime, by 2003 (before the Iraq 
war), the Iraqi health care system, which had been one of the best in the region, 
was almost nonexistent. In addition, child malnutrition, disease, and infant mor-
tality skyrocketed; long-standing family networks were destroyed; one-fifth of the 
Iraqi population was living in poverty; and emotional and psychological stress 
was pervasive. In the 1990s alone, it is estimated that 300,000 to 500,000 Iraqis 
lost their lives due to economic sanctions and the effects of the Kuwait war.

The US-led war in 2003 produced a deepening disaster for the Iraqi people. 
The war created more than 3 million refugees. The Iraqi government estimates 
that the war has been responsible for over 300,000 civilian deaths, with more 
than 100,000 deaths caused directly by US troop actions; and water, sewer, and 
electricity systems are unreliable, generating even more health problems. Unem-
ployment is as high as 40 percent. Violence has become normalized, as sectarian 
violence and retaliatory killings have destroyed entire neighborhoods. Although 
no one event created terrorism, the war and disruption of people’s lives in the 
region helps to contribute to conditions that gave rise to militant in-fighting 
and the rise of factions including terror groups. The impact of these traumas 
touched those living there and those who served there in deep and lasting ways.

Prolonged exposure to combat-related stress over multiple rotations has 
taken a devastating psychological toll on the men and women in uniform (Rand 
Report, 2011). In fact, the psychological effects may be disproportionately high 
compared with the physical injuries of combat. Although the two most debili-
tating combat-related injuries are post-traumatic stress disorder and traumatic 
brain injury, as already discussed, there is also a lingering impact that can affect 
whose who are charged with the work of helping survivors of disasters.

Secondary Traumatic Stress

Workers who feel emotionally spent or drained are considered to suffer from 
burnout and can be found in high-stress areas of social work, such as child 
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protective or domestic violence services. Working with victims of trauma and 
disasters is draining, but the fallout has been identified as something differ-
ent from burnout. Pryce, Shackelford, and Pryce (2007) differentiate secondary 
traumatic stress (STS) from burnout. Burnout occurs in jobs where there is some 
combination of insufficient support, long hours, high caseloads, burdensome 
paperwork, and a long-term degradation of energy and spirit. STS is the second-
hand exposure to traumatic events. For example, social workers involved in the 
care of survivors and family members of survivors of the 9/11 attacks reported 
that “they felt as if they were re-experiencing the trauma of 9/11 when their cli-
ents discussed their own stories. They also reported experiencing flashbacks of 
their clients’ stories” (Pulido, 2007, p. 280). These reports reflected the symp-
toms of trauma—intrusive thoughts, avoidance, and feelings of anger and ir-
ritability. They were secondary because the social workers were reacting to the 
reports of their clients, although not themselves having experienced the trauma 
directly. And in cases of disasters, some of the social workers are local and have 
their own experiences related to the trauma, but not as directly as the clients.

Figley (1995) coined the term compassion stress to describe the natural and 
not pathological outcome of prolonged exposure of helping professionals to 
stressful situations. Cronin, Ryan, and Brier (2008) describe the symptoms of 
compassion fatigue as feelings of helplessness, confusion, and isolation. Long-
term exposure to stressful situations causes physical, mental, and emotional 
exhaustion and mild, normal stress reactions in most cases. However, one out 
of three disaster workers will experience severe stress symptoms (Fullerton, 
Ursano, & Wang, 2004).

The importance of self-care and preventative measures for relief workers can-
not be stressed enough. It is akin to the metaphor of being on an airplane and be-
ing told, in case of emergency, to put on your own oxygen mask first and only help 
others, even your own children, with their masks after. Obviously, the message is 
that if you do not take care of yourself first, you cannot continue to effectively 
help others. Awareness is important, and thus recognizing secondary traumatic 
stress is the first step in dealing with it. Other ways to address it include basic 
care, such as sufficient sleep, exercise, and eating well; social support; asking for 
and receiving supervision and guidance on the job; and understanding your own 
history of trauma (Stoesen, 2007; van Heugten, 2011). Peer support can also be a 
tool for coping with stressful conditions, including the impact of STS (Cronin &  
Jones, 2015). Social workers will continue to be among the frontline workers 
providing care to disaster survivors and their families. In addition to having the 
knowledge and skills to deal with people in crisis, social workers must be aware of 
their own feelings and of the possibility of experiencing the trauma secondhand.

Social Work Practice    LO 4  

As discussed earlier, stress and trauma can be experienced by individuals, fam-
ilies, small groups, and entire communities. Social workers have opportunities 
to intervene to prevent crises, trauma, and disasters at all of these levels and 
to provide a variety of interventions to help reduce stress and assist in healing 
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I still can never imagine what it would be like to lose 
everything. Your favorite things, your pets, your home, your 
sense of safety and comfort, or your family can all be gone 
within a matter of hours. A disaster or an event, no matter 
how little or big, can change your life forever, and how you 
react immediately to help can make all the difference.

Samantha, Nick, and Amy grew up in a normal family—
at least it was to them. Their mother and father fought a lot, 
and sometimes the police came to the house, but the kids 
always thought it would work out. However, their parents 
ended up filing for divorce. A nasty custody battle ensued. 
The father, Michael, worked many jobs over the years, and 
the mother, Tina, stayed at home with the kids. When they 
decided to get divorced, the kids stayed in the home with 
Tina, and Michael moved into an apartment. At first, the 
visitation worked out. Then came the fights about money 
and who was going to spend how much time with the kids. 
In court, the fights brought out the worst about Michael’s 
drug use, taking the kids out of state, and hitting them.

One day, Tina was cooking dinner for the kids, their 
favorite-corn dogs cooked in grease in a frying pan on the 
stove. She thought she had enough for all three kids, but 
then decided to run down the street to the grocery store to 
get some chips and more corn dogs. She left nine-year-old 
Samantha in charge. Samantha was mature for her age 
and responsible.

When Tina was walking back, she saw that there were 
two fire trucks in front of the house, along with police cars, 
news vans, and a group of people watching her house 
burn. She began running frantically, screaming the chil-
dren’s names. She spotted them clutching their neighbor 
Angie, and holding the family cat and dog. The kids were 
in shock. Tina grabbed them while news reporters tried to 
ask her questions about the fire. “What happened? Where 
were you? Why were the kids alone?”

When the police came over and questioned her, she was 
so distraught that she could not speak. The police called 

Child Protective Services to investigate the case because it 
appeared as though the kids were alone during the fire.

We workers at the CPS office were familiar with this 
family; there had been reports before. We had talked to 
the kids, the parents, and others who knew the family. I 
stood with the family and watched as firefighters tried to 
save the home and its contents. Although this was the 
main concern at the time, I also had to focus on the safety 
of the kids. The kids were concerned about their toys and 
schoolwork. I can only imagine the desperation and feeling 
of powerlessness they felt watching their home engulfed in 
flames, not knowing where they would sleep that night. All 
the things they had worked so hard to buy were gone.

There are the short-term effects of a crisis: the phys-
iological response, the emotional response, the physical 
consequences, the panic and hopelessness. Most people 
cannot be prepared for a crisis or disaster to occur. And 
even when they feel as though they are prepared for a 
storm or a death, they still cannot be completely prepared 
for how they will feel or deal with the aftermath.

Social workers have always been an essential part of an 
emergency response team, whether it be a crisis interven-
tion team that works with police and fire crews or one that 
works on a larger scale with natural disasters, school shoot-
ings, or terrorist acts. Social workers work with people on 
an individual level to attend to the immediate emotional and 
psychological shock, to calm and reassure while providing 
follow-up and resources to ensure safety after the event.

Following an event such as a fire or a tornado, there 
are long-term effects that can affect an individual or 
family. There are stressors put on a family, such as the 
financial consequences of a loss of job or income, the loss 
of a home and having to deal with an insurance compa-
ny, or managing to pay bills on time. Dealing with these 
unexpected losses is much more difficult when a person’s 
emotional stability is compromised. Many individuals who 
lived through events such as 9/11 or Hurricane Katrina 

We Didn’t Start the Fire  Jennifer Mullins Geiger, PHD

Box 14.5 From the Field

at all levels after traumatic events have occurred. Part of social work practice is 
the unexpected nature of trauma and disasters. Consider the experience of one 
social worker addressing the stress of divorce for a family and investigation of 
child abuse when suddenly the family faces the disaster of a fire and the loss 
of their home and all their belongings. See Box 14.5.

(continued )
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Intervention following disasters includes micro and macro practices. On 
the micro level, social workers intervene with the individual, and on the macro 
level, social workers engage in rebuilding communities. These two tasks are in-
terrelated, and although we discuss them separately, should be simultaneous 
in application. In the cases of large natural disasters, the immediacy of macro 
support, such as providing food, water, and shelter, may take precedence, but 
individual attention must also be addressed.

Micro-Level Interventions

Disaster aid is not included in most social work curricula; however, crisis 
intervention, generalist social work knowledge, and skills can be easily ap-
plied to disaster situations. Social workers train for crisis and trauma on the 
micro level, dealing with cases of abuse and victims of violence. Because of 
that training, social workers are uniquely prepared to deal with the complex 

developed post-traumatic stress disorder and deal with the 
emotional aspects of the disaster every day.

In this case, our team would have to help this family 
secure a new home, furnishings, and clothes for the kids 
while addressing the psychological needs of the family. 
All this, on top of the work we had been doing to help the 
family deal with the divorce.

Fortunately, none of the kids in the fire were injured or 
required medical attention. However, they were already in 
a state of shock, trying to recover from the initial panic, 
danger, and trying to get out alive. However, they were 
soon told by a stranger that they would be staying some-
where new that night and that things would be alright. 
Samantha worried about her mom. Was she going to jail? 
Samantha also worried about her cat, her toys, and her 
clothes. And when could she go to school?

Three days later, we met with Samantha. I asked Saman-
tha to tell me what had happened. She said that she had 
been in charge while her mom went to the store. After her 
mom left, a small fire started with the grease on the stove. 
Samantha said they tried to put it out, but it started to spread. 
She said her brother got her little sister while she got the cat 
and the dog out, and they all ran to the neighbor’s house to 
call 911. She wanted to know when she could go home and 
if her stuff was still there. She kept apologizing about the fire. 
She felt a lot of guilt about what had happened.

In such complex cases, we can only imagine the 
trauma and feelings of loss and worry that these children 
experience. Samantha felt a tremendous amount of guilt 

for the fire but also a great sense of loss for her favorite 
movies, photo album, and flute. We too would feel immedi-
ate panic and fear when we’re removed from our parents 
and placed in a strange environment. Samantha’s father 
was really upset with her mother for letting this happen, 
and blamed her for the fire.

As social workers who work with victims of disasters, we 
have to act quickly but calmly and somehow manage not to 
have the situation affect us, which is nearly impossible for a 
human. We have to be prepared, supportive, and able to cre-
ate a more calming and safe situation among the chaos. Even 
though my purpose for being at the home was to investigate 
the allegations of child neglect, I also had to consider the 
current situation and the effects on the children and family.

Such an event can be devastating in all aspects of life, 
but it can also be an opportunity to change. In the Japa-
nese language, the characters meaning crisis are “danger” 
and “opportunity.” Many people who have experienced 
natural disasters use the act of rebuilding as a means of 
healing. A crisis situation has also been shown to bring 
families and communities closer together.

Samantha and her family were reunited after some 
help from a team of social workers, counselors, and 
family service agency staff. They received an insurance 
settlement and were able to move into a new home and 
replace some of the things lost in the fire. Michael and 
Tina divorced and are working to co-parent their children. 
I have learned that you cannot take anything for granted 
because you can lose it all in the blink of an eye.

Box 14.5 (continued)
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situations following disasters. The skills needed for trauma on the micro level 
include immediate attention to fundamental needs such as safety, food and 
shelter, psychological first aid, and crisis intervention (Cronin & Jones, 2015). 
One skill that is important for social work practitioners is to develop extended 
networks of support and service in the communities in which they work that 
reflect their expertise in information and referral. Social workers are also 
uniquely trained to understand the culture-related strengths and needs of a 
community, and in times of crisis, culture can be an important factor to draw 
on for survivors.

These skills can help social workers reduce chaos in the aftermath by 
quickly identifying resources and helping create access to those resources, es-
pecially for vulnerable populations like children, older people, disabled peo-
ple, and those living in poverty before the disaster. Social workers have been 
effective working with children after disasters and trauma by encouraging 
them to draw pictures of their experiences and support one another by telling 
their stories in a group, and by playing music that will help them discuss their 
feelings (Javadian, 2008).

Yueh (2003) identified the key social work functions after a disaster as 
providing emotional support to individuals and families, consoling them and 
offering grief counseling and debriefing services, and linking people with 
needed resources. Debriefing is one way that victims can describe their per-
sonal experience, express feelings of grief and loss, and create a narrative that 
in retelling can help prevent stress and PTSD. Consoling and debriefing in 
small groups can help victims gain support from one another. Once partici-
pants have had a chance to share their grief and tell their stories, they should 
be encouraged to identify their strengths, promote hopefulness among them-
selves, and mobilize to take action. This will help victims becomes survivors.

Ehrenreich (2001) outlines a number of principles that should guide our 
practice in response to disasters. The first principle is that, first and foremost, 
both victims and relief workers must be assured of their safety and security. 
This prioritizes access to food, water, and shelter, as well as security from dan-
gers such as assault, theft, or victimization. The second principle stresses the 
awareness that initial emotional responses that reflect trauma are expected 
and workers need to assure people that experiencing those symptoms is com-
mon. This can destigmatize people and leave them more receptive to mental 
health interventions. Additional principles to guide practice include taking 
into account people’s culture, traditions, and spiritual beliefs as well as possi-
ble differences between men and women in response to trauma.

Young, Ford, and Watson (2007) suggest that there are a number of roles 
for mental health providers, including the following:

Protection—helping preserve people’s safety, privacy, health, and self-esteem

Direction—getting people to where they belong

Connection—helping people communicate with family, friends, and 
service providers

Detection—screening for risk of deeper problems, identifying need, and 
providing crisis care

EP 7c

EP 2
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Referral—connecting people to health, mental health, social support, and 
financial services

Validation—providing formal and informal education to affirm the nor-
malcy and value of each person’s reactions, concerns, and ways of coping

Techniques for Reducing Stress

A very effective way to respond to trauma and disaster is to deal with the stress 
that has built up within a person. There are a number of stress reduction ap-
proaches, some involving medication, others using mind–body work, and 
some combining both. Approaches that combine interventions that address 
both the mind and body are advantageous. The risks involved are minimal, 
and the interventions can be taught easily. Research suggests that mind–body 
interventions improve psychological functioning and can help people cope 
with chronic conditions and stress (National Center for Complementary and 
Alternative Medicine, 2007; Benn, Akiva, Arel, Roeser, & Eccles, 2012).

 LO 5 	 Mindfulness and stress  One approach that is often successful in prevent-
ing and reducing stress is the application of mindfulness, the state of being 
aware of everything in the present moment, and doing so without judgment 
or analysis. Our bodies are hardwired to respond to stress with an immediate 
sense of urgency and alert, and this can act to save us from danger. However, 
once the emergency is past, bringing down this level of alert from the acute 
state is difficult. In order to do so, a person might use some of the following 
techniques:

■■ Becoming aware of his or her thoughts, feelings, and fears
■■ Breathing slowly to reduce the state of arousal
■■ Reframing the event to calm him- or herself
■■ Seeing options and alternative behaviors (Napoli, 2007)

The goal of mindfulness and the techniques listed is to take action to re-
duce stress and deescalate the body’s pattern of responding in a hyperstate of 
readiness and stress. When a person is in a state of distress, mindfulness train-
ing can offer an alternative that once learned can be practiced by the individ-
ual in any setting at any time those symptoms emerge.

Cognitive-behavioral therapy  Cognitive behavioral therapies (CBTs) are among 
the most researched and most used treatments for stress and trauma, includ-
ing PTSD (Dobson, 2002). For example, one study demonstrated the efficacy 
of CBT in alleviating post-traumatic stress symptoms among adolescents after 
a catastrophic disaster (Shooshtary, Panaghi, & Moghadam, 2008). According 
to the National Association of Cognitive Behavioral Therapists, CBT is not a 
distinct therapeutic technique, but instead a group of therapies that share cer-
tain common elements. The central premise of CBT is that thoughts, rather 
than the external environment, cause emotions. CBT therapies are relatively 
brief in duration and usually involve the client practicing outside of sessions 
what he or she has learned. The therapist usually has a structured agenda 

EP 4c
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for each session. The discussions of CBT and crisis intervention in Chapter 6  
reflect these approaches from a general practice standpoint. These forms of in-
tervention provide social workers with excellent treatment choices to use with 
people exposed to significant stress and trauma.

Emerging techniques—energy psychology and trauma-releasing exercises  
Energy psychology includes several therapeutic techniques that focus on 
recalling past trauma combined with physical stimulation. The therapies  
include thought field therapy (TFT), emotional freedom techniques (EFT), and 
Tapas acupressure technique (TAT). Each of these therapies is relatively new, 
and continued research is needed to determine their effectiveness to address 
stress, including PTSD. However, some of the early research suggests that they 
may provide promising alternatives to more conventional treatments. One 
study examining the effectiveness of EFT on people with PTSD found it to be  
33 percent more effective than using cognitive behavioral therapy combined 
with antianxiety drugs (Rowe, 2005). All of the techniques claim to reduce 
trauma symptoms in a shorter period of time than traditional therapies, and 
they are structured in such a way that they can be taught to groups of people 
suffering from the effects of trauma, and then can be continued without the 
need for a professional to be present. This can be important in situations where 
there is mass trauma and not enough trained practitioners to address it all.

Trauma-releasing exercises (TREs) were developed by David Berceli 
(2007), a social worker who worked with people around the world suffering 
from trauma-related stress and PTSD. TRE is a set of exercises premised on the 
understanding that healing from PTSD requires involvement of both the mind 
and the body. The technique is based on the fact that humans seem to react 
similarly to other mammals, following trauma. After a traumatic experience, 
mammals tend to shake or shiver. It is common to see pets shake after an 
event that frightens them. One theory is that this shaking allows the animal to 
release the trauma from its muscles. TRE uses a set of exercises that cause slight 
fatigue in the leg and pelvic muscles. Following the exercises, clients experi-
ence tremors that allow the body to release stress from the traumatic event, 
thus relieving symptoms of PTSD. Like the energy psychology techniques de-
scribed earlier, TRE can be taught to large groups of people who can do the 
exercises on their own and reduce problems associated with PTSD without 
ongoing need of a therapist.

Eye Movement Desensitization and Reprocessing  Eye movement desensitiza-
tion and reprocessing (EMDR) was developed by Francine Shapiro in 1987 and is 
increasingly used to treat stress and trauma. It incorporates components of sev-
eral therapeutic techniques, including cognitive behavioral, psychodynamic, 
and body therapies. EMDR involves paying attention to past and current ex-
periences while simultaneously focusing on an external stimulus. During the 
treatment, clients focus on troubling memories, images, or feelings while they 
follow an external stimulus, usually the therapist’s fingers, with their eyes. 
They also identify alternative positive beliefs. Adding eye movement to other  
therapeutic techniques has been found to be effective in reducing stress and 
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increasing confidence in positive beliefs in a relatively short period of time. 
Studies suggest that EMDR is an effective intensive and brief therapy that can 
dramatically reduce PTSD symptoms for many people in as few as two ses-
sions (Hogberg et al., 2007; Kemp, Drummond, & McDermott, 2010).

Pharmacological Treatment

Most people who live through a trauma or disaster experience stress and anxi-
ety. As noted previously, more than half the population will likely be exposed 
to trauma, and about 8 percent will experience stress that is severe enough to 
be diagnosed as clinical PTSD. Pharmacological intervention can be an op-
tion for treatment in cases of severe stress, particularly when the person is ex-
tremely agitated, dangerous, or psychotic (National Center for PTSD, 2014). 
A persistent state of anxiety, panic, irritability, and hypervigilance that may 
follow surviving a disaster means there is higher risk for PTSD. This higher risk 
might suggest that in addition to psychotherapy, relaxation, and breathing, 
survivors would benefit from antianxiety medications. The co-occurrence of 
depression is also a possibility for trauma and disaster survivors, and is an-
other aspect to assess that may lead practitioners to consider medication as a 
possible intervention.

The American Red Cross’s Disaster Mental Health (DMH) program cur-
rently has tens of thousands of mental health volunteers who can respond 
to an emergency situation anywhere in the country. The volunteers are all li-
censed mental health practitioners: 40 percent are social workers, 22 percent 
are psychologists, and only 1 percent are psychiatrists. Although the psychia-
trists and some psychologists are the only ones who can prescribe medication, 
social workers can play a critical role in identifying victims who may need 
pharmacological intervention (Cronin et al., 2008).

Macro-Level Interventions

Disasters such as Hurricane Katrina or the attacks of 9/11 clearly cause com-
munity-wide trauma. However, ongoing community conditions, such as gang 
violence or large numbers of deaths from AIDS, can also produce trauma and 
cause residents of an area to lose their sense of safety and feel tremendous 
fear and grief. The ramifications of community-wide trauma can affect a com-
munity for years or even generations. As the trauma specialist Dr. Richard  
Ornstein notes, “The South Asia tsunami recovery will not be measured in days, 
weeks, months, years or even decades, but will take generations. The impact will 
remain within the affected nations’ legacies for possibly centuries” (Hajer &  
Walsh, 2005, p. 8).

Social workers can provide support and counseling for groups and entire 
communities after traumatic events. This is a common practice after school 
shootings and other events that produce large-scale trauma. We often see com-
munities pulling together to provide assistance after disasters. Social workers 
can use community-building techniques to help strengthen communities so 
that they can work effectively together to help one another recover from 
trauma. Neighborhoods can be organized and encouraged to think about what 
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their needs may be after a disaster and how they can best prepare and work to-
gether to meet those needs. Community workers can assist neighborhood resi-
dents to think about issues such as how the culture of residents affects their 
experience with trauma, how the diverse people living in the area can best 
work together, and how to recruit and maintain volunteers so that the area is 
ready if a disaster should strike. Social workers can use lobbying and public 
education skills to encourage governments to develop and fund plans to ad-
dress community-wide trauma. These plans should include having adequate 
mental health practitioners and community organizers available to address 
needs that arise from various types of crises and disasters.EP 5a, 8

CASE EXAMPLE
Tulsa, Oklahoma, includes plans to address community-wide trauma in their 
disaster response program. When large numbers of families in the area  
experienced extreme stress during the Gulf War in 1991, the city formed the 
Tulsa Human Response Coalition (THRC) to coordinate the city’s response to 
community-wide trauma. The coalition now has a rapid response team that 
is ready to respond as needed to local crises and disasters. The team is made 
up of mental health professionals who have additional critical incident stress 
training (Hajer & Walsh, 2005).

Social workers can also organize community residents to lobby for needed 
policies and funding to prevent or decrease community-wide trauma. For ex-
ample, residents of an area with a high violent crime rate may be experiencing 
a great deal of stress and fear related to the trauma, caused by ongoing vio-
lence. Social workers can assist local residents to become a unified voice to call 
for funding for youth programs and additional resources to support commu-
nity patrols or block-watch programs to reduce the violence.

Using the strengths perspective with communities can be helpful in re-
sponding to crises, trauma, and disasters. The process begins by identifying 
the strengths and assets that are already in the community. Restoring people’s 
sense of ownership and belonging to the community can be achieved through 
quickly rebuilding schools, businesses, religious institutions, and social ser-
vice organizations; ensuring police and fire protection; and facilitating social 
networks (Ehrenreich, 2001). Trying to find meaning when faced with tragedy 

CASE EXAMPLE
Begun in 2010 in Syracuse, New York, the Trauma Response Team (TRT), a 
group of mostly volunteer residents living in neighborhoods with the high-
est murder rates, partnered with local police, emergency response teams, 
health care organizations, and faculty of Syracuse University to address the 
consequences of this violence (Jennings-Bey et al., 2015).
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can also be a way to help communities heal. Bringing together community 
members to honor those who died, creating memorials, forming advisory 
groups to work on prevention efforts, or initiating community-building proj-
ects can all bring some deeper meaning to a tragedy (SAMHSA 2014). The 
challenge for social workers, as aptly demonstrated in New Orleans and Haiti, 
is that rebuilding is more difficult to accomplish when communities are poor 
before the disaster. Therefore, part of macro intervention should be efforts di-
rected toward prevention so that the limited resources of a community are not 
overtaxed with a crisis, as well as recognizing the assets a community has and 
building on those strengths.

Prevention

Of course, the best course of action with crises, trauma, and disasters is mak-
ing sure they never happen (Tsuchiya & Shuto, 2007). As cited in several places 
in this chapter, the incidence of trauma and stress is significant and crosses 
through many facets of American lives. Prevention of any such events is bene-
ficial to individuals as well as society. The cost of treatment, in financial mea-
sures as well as personal emotional aspects, is expensive, and the lasting effects 
of experiencing trauma can compromise a person’s quality of life.

Prevention can be directed at predictable problems as well as unpredict-
able events. There are several areas of prevention that affect the incidence of 
crises, trauma, and disasters (Harding, 2008). There is the category of risk pre-
vention, for example, taking measures to prevent or minimize financial loss or 
health problems. There is hazard prevention, which can include preparation 
for a possible natural disaster or efforts to protect from a natural disaster. An 
example of the breakdown of both these strategies was the case of Hurricane 
Katrina. Authorities were unprepared to address the destruction from the 
storm and also care for the numbers of people displaced and in need. In addi-
tion, postdisaster analysis of the levees that were designed to keep the city 
from being flooded revealed that they were insufficient to control the water 
from that category of storm. Other forms of prevention include crime preven-
tion, which strives to stop criminal behaviors from happening, and preventive 
medicine, which emphasizes behaviors that promote healthy living and the 
prevention of illness and disease (Nafziger, 2002).

Legislation and regulation can serve as preventive measures. For example, ve-
hicle accidents and misuse of firearms have been addressed through laws. Man-
datory seatbelt laws are designed to mitigate injury in the event of an accident, 
and regulations of the sale of firearms are passed with the intent to minimize 
the misuse and illegal distribution of handguns. Individuals practice prevention 
when they do not engage in risky behaviors that might be dangerous. Smoking- 
cessation campaigns advocate lowering a person’s health risks by the promotion 
of not smoking. Communities address prevention through efforts to anticipate 
potential disasters, such as weather emergency warnings that keep people in safe 
locations during storms or educational campaigns advertising healthy behaviors. 
Social workers can be involved in all these prevention efforts.

EP 2a

EP 7c
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Military Social Work

Military social work is a specialized field of practice that provides an excellent 
example of the roles in which social workers engage related to crises, trauma, 
and disasters. Military social workers assist service members, their families, and 
their communities. Serving in the military can be stressful for individual service 
members and their families. It often involves difficult and dangerous work and 
long deployments away from home. While in the military, soldiers must learn to 
adapt to military culture, which can be quite different from what they are used to. 
Often they must also learn to adjust to being in foreign countries with very differ-
ent cultures. Social workers employed by the Department of Defense work with 
active-duty service members in the field, including in combat areas. They provide 
education and support to help soldiers adjust to military and other cultures. They 
provide counseling services to help soldiers cope with mental health challenges 
that may be exacerbated by the stress of war, including PTSD, substance abuse, 
depression, and anxiety. Social workers in combat areas also assist service mem-
bers in coping with the loss of friends and colleagues, and are involved in pre-
vention by assessing morale and providing suggestions for improving it.

Many social workers are employed by the VA, where they help former ser-
vice members in a variety of ways. As noted earlier, soldiers often return home 
with PTSD, depression, and other types of mental health challenges. Some 
come back and have to learn to live with a disability. Many have experienced 
a disruption in their work lives and need help finding employment. VA social 
workers provide individual and group mental health counseling and job train-
ing services. They also serve as advocates to help veterans who are not getting 
all the benefits to which they are entitled or all the benefits they need. Addi-
tionally, military social workers lobby for more funding for veterans’ services 
and are involved in education, helping the public understand that the soldiers 
who have risked their lives for their country are often not receiving the best 
treatment when they come home.

There are also challenges associated with being a member of a military 
family. Family members spend extended periods of time apart and live with 
the knowledge that their partner or parent may be hurt or killed. Social work-
ers run support groups for family members whose loved ones have been de-
ployed overseas. They also help family members get connected with military 
support systems and with community resources, including child-care and fi-
nancial support. When military personnel return home, their reunion with 
family members can be challenging. Social workers provide family counseling 
when needed, assess for and intervene in situations of domestic violence, and 
offer parenting support.

Military social work brings up a variety of unique ethical challenges. The 
needs of the individual service member may be very different from the needs 
of the military unit or the military mission (Simmons & Rycraft, 2010). When 
this happens, that social worker must choose which needs are top priority and 
whether the soldier or the military is the primary client. An example of this occurs 
when a service member has experienced a trauma and wants to be sent home, 
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but military personnel believe that the mission would most benefit by keeping 
the soldier with his or her unit. Trauma during wartime is common, and what 
would happen if all soldiers experiencing trauma were allowed to go home?  
On the other hand, a central social work value is that of self-determination. 
Should the individual be allowed to decide when the trauma is severe enough 
that he or she should be allowed to leave the unit? Similarly, the value of the 
preservation of life can cause a struggle. A primary function of a military social 
worker is to help service members be healthy enough to stay with their unit 
and be in harm’s way. This can go against the value of preserving life. But on 
the other side, the military mission’s primary goal may be the preservation of 
many lives. Confidentiality poses another ethical consideration for military so-
cial workers. A social worker must weigh the importance of keeping a soldier’s 
concerns private with a commander’s need for the information. An individual’s 
mental health status can directly relate to his or her ability to perform during 
battle, and can thus be important to unit safety (Simmons & Rycraft, 2010).

Social Work Values and Ethics    LO 6  

Terrorism and other types of human-made and natural disasters can impact 
social workers’ lives in much the same way they affect other people. Social 
workers are at risk of being victims of terrorism or of natural disasters to the 
same degree that other people are at risk. Social workers experience fear and 
anger, as others do. When a disaster hits an area, how do social workers re-
spond as professionals rather than as members of the community who are 
being affected by what is going on around them? If a social worker’s home is 
destroyed in a flood, how does he or she put the trauma aside, at least for a 
while, to be fully present to address the needs of clients?

Living in the post-9/11 world challenges social workers to examine their 
personal values and ethics and how social work values and ethics fit into this 
changing world (Ellis, 2006). Social work has taken a leading role in help-
ing victims of the terrorist attacks and other human-made disasters, but what 
about the perpetrators? This issue comes up in a number of social work prac-
tice areas, but it may be particularly acute when addressing something as large 
and devastating as the 9/11 attacks.

Since 9/11, there has been a good deal of discussion about profiling and 
whether it is discrimination. Profiling involves giving added scrutiny to cer-
tain populations on the basis of a group characteristic that they share. All of 
the assailants on 9/11 were Muslim men from Middle Eastern countries. Faces 
similar to theirs have become the faces of terrorism that many Americans fear. 
Many law enforcement efforts, from airport screenings to general surveillance, 
are now focused on members of this population. The NASW Code of Ethics 
notes the value that social workers should place on safety and the preservation 
of human life. Going from this, one could argue that profiling is good, as it 
may have the effect of stopping another terrorist attack, thus increasing safety 
and preserving human life. The Code of Ethics also talks about social justice, 
equality, and nondiscrimination. Although the 9/11 assailants were all Middle 
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Eastern Muslim men, clearly the vast majority of Middle Eastern Muslim men 
are not terrorists and pose no threat. Is it acceptable to target people just be-
cause some people like them are involved in terrorist activities? Is that just and 
fair, or is it discriminatory and racist?

Little research has been conducted on how social workers have responded 
to the 9/11 attacks and the threat of future terrorism. While waiting for more 
formal research, some anecdotal information has emerged. A social worker 
in New York who has long been involved in trauma services reported seeing 
changes in attitudes, including her own. She admitted having a different atti-
tude toward Arab-looking men post-9/11 and struggling with her biases (Ellis, 
2006). Are there circumstances where social workers should remove them-
selves from a case if they are not able to control their fear or prejudice? Can so-
cial workers treat each person with respect and dignity if they are experiencing 
the fear that is shared by other Americans in the post-9/11 United States?

Conclusion

With societies’ propensity for conflict and war, stressful living conditions, 
and periodic natural disasters, the need for prevention and intervention in 
the areas of crisis, disasters, and trauma will be ongoing. Social workers will 
face situations and clients with needs related to immediate crises or with the 
lingering effects of earlier traumatic events. The incidence of such needs cuts 
across all areas of social work. Awareness of the signs of PTSD and secondary 
traumatic stress, as well as understanding the sense of loss and powerlessness 
that survivors feel, are necessary for all of today’s social workers.
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crime prevention (p. 462)
crisis (p. 441)
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hazard prevention (p. 462)
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preventive medicine (p. 462)
risk prevention (p. 462)

secondary traumatic stress  
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trauma-informed practice (p. 440)
truth and reconciliation (p. 445)

Questions for Discussion

1.	Looking at natural and human-caused disasters around the world, it is 
clear that the magnitude of destruction of property and loss of life is much 
greater in developing nations than it is in the United States. Why do you 
think that is the case?

2.	In this chapter, when discussing the war in Sudan, the word genocide is used. 
There is debate as to whether what happened in Sudan is actually genocide. 
Given the situation that was described, what do you think? Why?

EP 1
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3.	The attacks of September 11, 2001, prompted a great deal of anxiety and 
stress among the American people and increased limitations on civil rights. 
Where is the balance between safety and the protection of civil rights?

4.	What distinguishes a natural disaster from a human-made disaster? Is it 
possible for social workers to intervene to prevent both?

5.	What distinguishes post-traumatic stress disorder from other types of 
stress reactions that people have?

Change Agent Exercise

Read your local newspaper or conduct an Internet search to find out where 
disasters have happened recently throughout the world or where a population 
is experiencing a great deal of trauma. Learn what you can about the struggles 
that people are facing who live in the disaster area. Try to find out what groups 
in your area are doing to assist with disaster relief. What are others around the 
country or around the world doing to help relieve the suffering in the disaster 
area or prevent future trauma? Work with other people in your class to find a 
way to get involved in a disaster relief effort.

Exercises

1.	Contemporary Issues Journal
Find at least one newspaper article that relates to crisis, disaster, or trauma.

Describe the central points from the article. Which of the three or what 
combination of the three does it relate to?

What questions or concerns does it raise for you?

What else would you like to know about the topic, and how might you 
find the information?

Discuss how social workers could be involved to help those suffering from 
the event in your article. Would any type of social work intervention have 
been possible to prevent this crisis, disaster, or trauma?

2.	Ethical Concerns
What are the primary ethical concerns for social workers who work in the 
area of crisis and trauma?

Social workers often work with trauma victims. Is the decision of whether 
to work with those who cause trauma by harming others an ethical 
concern? 

In pairs or small groups, discuss your thoughts on working with those 
who have caused trauma to others.

3.	Intervention versus Prevention Debate
There is limited money available to address the various challenges that 
social workers address, including issues related to crises, disasters, and 
trauma. Strong cases can be made about whether the bulk of the resources 
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should go into interventions designed to help people who have experi-
enced a crisis, disaster, or trauma or whether resources are better spent 
trying to prevent future crises, disasters, and trauma from happening.

Research arguments on both sides of the issue.

Meet with classmates to discuss the pros and cons of using resources for 
interventions to treat people experiencing trauma, and the pros and cons 
of using resources for trauma prevention.

Divide into teams and debate the issue. After the debate, discuss what you 
have learned, and see whether your group can reach agreement about how 
resources are best used in the areas of crisis, disaster, and trauma.

4.	Crisis Intervention Social Work Interview
Identify agencies or organizations in your area that provide crisis interven-
tion services. Try to learn who receives these services.

Arrange an interview with a social worker who provides crisis intervention 
services. Find out what is rewarding, challenging, and unique about this 
type of work. Does he or she have thoughts about what type of person is 
best suited to crisis intervention work?

Reflect on your interests, strengths, and areas for growth. Given what you 
know about the field of crisis intervention and about yourself, do you be-
lieve this would be a good fit for you? Why or why not?

5.	Trauma and Diversity
People deal with stress, crises, disasters, and trauma in different ways. 
Some part of how we view these events and how we cope with them and 
heal from them is shaped by the culture we were raised in or currently 
live in. Think about what you learned from your family and cultural back-
ground that might shape how you cope with stress or traumatic events.

Meet in small groups to share your thoughts on the relationship between 
your cultural background and coping with stress and trauma.

Trauma can also be caused by societal conditions such as discrimination 
and oppression. Discuss some of the ways that experiencing discrimina-
tion or oppression can be traumatic for members of oppressed groups. 
What is social work’s role in preventing or reducing the trauma caused by 
social injustice?
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Preamble
The primary mission of the social work profession is to enhance human well-
being and help meet the basic human needs of all people, with particular 
attention to the needs and empowerment of people who are vulnerable, op-
pressed, and living in poverty. A historic and defining feature of social work 
is the profession’s focus on individual well-being in a social context and the 
well-being of society. Fundamental to social work is attention to the environ-
mental forces that create, contribute to, and address problems in living.

Social workers promote social justice and social change with and on 
behalf of clients. “Clients” is used inclusively to refer to individuals, fami-
lies, groups, organizations, and communities. Social workers are sensitive 
to cultural and ethnic diversity and strive to end discrimination, oppres-
sion, poverty, and other forms of social injustice. These activities may be in 
the form of direct practice, community organizing, supervision, consulta-
tion administration, advocacy, social and political action, policy develop-
ment and implementation, education, and research and evaluation. Social 
workers seek to enhance the capacity of people to address their own needs. 
Social workers also seek to promote the responsiveness of organizations, 
communities, and other social institutions to individuals’ needs and social 
problems.

The mission of the social work profession is rooted in a set of core values. 
These core values, embraced by social workers throughout the profession’s 
history, are the foundation of social work’s unique purpose and perspective:

■■ Service

■■ Social justice

■■ Dignity and worth of the person

■■ Importance of human relationships

■■ Integrity

■■ Competence

This constellation of core values reflects what is unique to the social work 
profession. Core values, and the principles that flow from them, must be bal-
anced within the context and complexity of the human experience.

Appendix
NASW Code of Ethics
Approved by the 1996 NASW Delegate Assembly  
and revised by the 2008 NASW Delegate Assembly
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Purpose of the NASW Code of Ethics
Professional ethics are at the core of social work. The profession has an obli-
gation to articulate its basic values, ethical principles, and ethical standards. 
The NASW Code of Ethics sets forth these values, principles, and standards to 
guide social workers’ conduct. The Code is relevant to all social workers and 
social work students, regardless of their professional functions, the settings in 
which they work, or the populations they serve.

The NASW Code of Ethics serves six purposes:

1.	 The Code identifies core values on which social work’s mission is based.
2.	 The Code summarizes broad ethical principles that reflect the profession’s 

core values and establishes a set of specific ethical standards that should 
be used to guide social work practice.

3.	 The Code is designed to help social workers identify relevant consider-
ations when professional obligations conflict or ethical uncertainties arise.

4.	 The Code provides ethical standards to which the general public can hold 
the social work profession accountable.

5.	 The Code socializes practitioners new to the field to social work’s mission, 
values, ethical principles, and ethical standards.

6.	 The Code articulates standards that the social work profession itself can 
use to assess whether social workers have engaged in unethical conduct. 
NASW has formal procedures to adjudicate ethics complaints filed against 
its members.

In subscribing to this Code, social workers are required to cooperate in its 
implementation, participate in NASW adjudication proceedings, and abide by 
any NASW disciplinary rulings or sanctions based on it.

The Code offers a set of values, principles, and standards to guide deci-
sion making and conduct when ethical issues arise. It does not provide a set 
of rules that prescribe how social workers should act in all situations. Spe-
cific applications of the Code must take into account the context in which it 
is being considered and the possibility of conflicts among the Code’s values, 
principles, and standards. Ethical responsibilities flow from all human rela-
tionships, from the personal and familial to the social and professional.

Further, the NASW Code of Ethics does not specify which values, prin-
ciples, and standards are most important and ought to outweigh others in 
instances when they conflict. Reasonable differences of opinion can and do 
exist among social workers with respect to the ways in which values, ethical 
principles, and ethical standards should be rank-ordered when they conflict. 
Ethical decision making in a given situation must apply the informed judg-
ment of the individual social worker and should also consider how the issues 
would be judged in a peer review process where the ethical standards of the 
profession would be applied.

Ethical decision making is a process. There are many instances in social 
work where simple answers are not available to resolve complex ethical issues. 
Social workers should take into consideration all the values, principles, and 
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standards in this Code that are relevant to any situation in which ethical judg-
ment is warranted. Social workers’ decisions and actions should be consistent 
with the spirit as well as the letter of this Code.

In addition to this Code, many other sources of information about ethi-
cal thinking may be useful. Social workers should consider ethical theory 
and principles generally, social work theory and research, laws, regulations, 
agency policies, and other relevant codes of ethics, recognizing that among 
codes of ethics social workers should consider the NASW Code of Ethics 
as their primary source. Social workers also should be aware of the impact 
on ethical decision making of their clients’ and their own personal values 
and cultural and religious beliefs and practices. They should be aware of 
any conflicts between personal and professional values and deal with them 
responsibly. For additional guidance, social workers should consult the rel-
evant literature on professional ethics and ethical decision making and seek 
appropriate consultation when faced with ethical dilemmas. This may in-
volve consultation with an agency-based or social work organization’s eth-
ics committee, a regulatory body, knowledgeable colleagues, supervisors, or 
legal counsel.

Instances may arise when social workers’ ethical obligations conflict with 
agency policies or relevant laws or regulations. When such conflicts occur, so-
cial workers must make a responsible effort to resolve the conflict in a manner 
that is consistent with the values, principles, and standards expressed in this 
Code. If a reasonable resolution of the conflict does not appear possible, so-
cial workers should seek proper consultation before making a decision.

The NASW Code of Ethics is to be used by NASW and by individuals, 
agencies, organizations, and bodies (such as licensing and regulatory boards, 
professional liability insurance providers, courts of law, agency boards of di-
rectors, government agencies, and other professional groups) that choose to 
adopt it or use it as a frame of reference. Violation of standards in this Code 
does not automatically imply legal liability or violation of the law. Such deter-
mination can only be made in the context of legal and judicial proceedings. 
Alleged violations of the Code would be subject to a peer review process. Such 
processes are generally separate from legal or administrative procedures and 
insulated from legal review or proceedings to allow the profession to counsel 
and discipline its own members.

A code of ethics cannot guarantee ethical behavior. Moreover, a code of 
ethics cannot resolve all ethical issues or disputes, or capture the richness and 
complexity involved in striving to make responsible choices within a moral 
community. Rather, a code of ethics sets forth values, ethical principles, and 
ethical standards to which professionals aspire and by which their actions can 
be judged. Social workers’ ethical behavior should result from their personal 
commitment to engage in ethical practice. The NASW Code of Ethics reflects 
the commitment of all social workers to uphold the profession’s values and to 
act ethically. Principles and standards must be applied by individuals of good 
character who discern moral questions and, in good faith, seek to make reli-
able ethical judgments.
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Ethical Principles
The following broad ethical principles are based on social work’s core values 
of service, social justice, dignity and worth of the person, importance of hu-
man relationships, integrity, and competence. These principles set forth ideals 
to which all social workers should aspire.

VALUE: Service

ETHICAL PRINCIPLE: Social workers’ primary goal is to help people in need and to address social problems.

Social workers elevate service to others above self-interest. Social workers draw 
on their knowledge, values, and skills to help people in need and to address 
social problems. Social workers are encouraged to volunteer some portion 
of their professional skills with no expectation of significant financial return 
(pro bono service).

VALUE: Social Justice

ETHICAL PRINCIPLE: Social workers challenge social injustice.

Social workers pursue social change, particularly with and on behalf of vul-
nerable and oppressed individuals and groups of people. Social workers’ 
social change efforts are focused primarily on issues of poverty, unemploy-
ment, discrimination, and other forms of social injustice. These activities seek 
to promote sensitivity to and knowledge about oppression and cultural and 
ethnic diversity. Social workers strive to ensure access to needed information, 
services, and resources; equality of opportunity; and meaningful participation 
in decision making for all people.

VALUE: Dignity and Worth of the Person

ETHICAL PRINCIPLE: Social workers respect the inherent dignity and worth of the person.

Social workers treat each person in a caring and respectful fashion, mind-
ful of individual differences and cultural and ethnic diversity. Social work-
ers promote clients’ socially responsible self-determination. Social workers 
seek to enhance clients’ capacity and opportunity to change and to address 
their own needs. Social workers are cognizant of their dual responsibility 
to clients and to the broader society. They seek to resolve conflicts between 
clients’ interests and the broader society’s interests in a socially responsible 
manner consistent with the values, ethical principles, and ethical standards 
of the profession.

VALUE: Importance of Human Relationships

ETHICAL PRINCIPLE: Social workers recognize the central importance of human relationships.

Social workers understand that relationships between and among people 
are an important vehicle for change. Social workers engage people as part-
ners in the helping process. Social workers seek to strengthen relationships 
among people in a purposeful effort to promote, restore, maintain, and en-
hance the well-being of individuals, families, social groups, organizations, 
and communities.
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VALUE: Integrity

ETHICAL PRINCIPLE: Social workers behave in a trustworthy manner.

Social workers are continually aware of the profession’s mission, values, ethi-
cal principles, and ethical standards, and practice in a manner consistent with 
them. Social workers act honestly and responsibly and promote ethical prac-
tices on the part of the organizations with which they are affiliated.

VALUE: Competence

ETHICAL PRINCIPLE: Social workers practice within their areas of competence and develop and enhance their profes-
sional expertise.

Social workers continually strive to increase their professional knowledge and 
skills and to apply them in practice. Social workers should aspire to contribute 
to the knowledge base of the profession.

Ethical Standards
The following ethical standards are relevant to the professional activities of 
all social workers. These standards concern (1) social workers’ ethical respon-
sibilities to clients, (2) social workers’ ethical responsibilities to colleagues,  
(3) social workers’ ethical responsibilities in practice settings, (4) social 
workers’ ethical responsibilities as professionals, (5) social workers’ ethical  
responsibilities to the social work profession, and (6) social workers’ ethical 
responsibilities to the broader society.

Some of the standards that follow are enforceable guidelines for profes-
sional conduct, and some are aspirational. The extent to which each standard 
is enforceable is a matter of professional judgment to be exercised by those 
responsible for reviewing alleged violations of ethical standards.

1. Social Workers’ Ethical Responsibilities to Clients

1.01  Commitment to Clients
Social workers’ primary responsibility is to promote the well-being of clients. 
In general, clients’ interests are primary. However, social workers’ responsibil-
ity to the larger society or specific legal obligations may, on limited occasions, 
supersede the loyalty owed clients, and clients should be so advised. (Exam-
ples include when a social worker is required by law to report that a client has 
abused a child or has threatened to harm self or others.)

1.02  Self-Determination
Social workers respect and promote the right of clients to self-determination 
and assist clients in their efforts to identify and clarify their goals. Social work-
ers may limit clients’ right to self-determination when, in the social workers’ 
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professional judgment, clients’ actions or potential actions pose a serious, 
foreseeable, and imminent risk to themselves or others.

1.03  Informed Consent
a.	 Social workers should provide services to clients only in the context of a 

professional relationship based, when appropriate, on valid informed 
consent. Social workers should use clear and understandable language to 
inform clients of the purpose of the services, risks related to the services, 
limits to services because of the requirements of a third-party payer, rel-
evant costs, reasonable alternatives, clients’ right to refuse or withdraw con-
sent, and the time frame covered by the consent. Social workers should 
provide clients with an opportunity to ask questions.

b.	 In instances when clients are not literate or have difficulty understanding 
the primary language used in the practice setting, social workers should 
take steps to ensure clients’ comprehension. This may include providing 
clients with a detailed verbal explanation or arranging for a qualified inter-
preter or translator whenever possible.

c.	 In instances when clients lack the capacity to provide informed consent, 
social workers should protect clients’ interests by seeking permission from 
an appropriate third party, informing clients consistent with the clients’ 
level of understanding. In such instances, social workers should seek to 
ensure that the third party acts in a manner consistent with clients’ wishes 
and interests. Social workers should take reasonable steps to enhance such 
clients’ ability to give informed consent.

d.	 In instances when clients are receiving services involuntarily, social workers 
should provide information about the nature and extent of services and 
about the extent of clients’ right to refuse service.

e.	 Social workers who provide services via electronic media (such as com-
puter, telephone, radio, and television) should inform recipients of the 
limitations and risks associated with such services.

f.	 Social workers should obtain clients’ informed consent before audiotaping 
or videotaping clients or permitting observation of services to clients by a 
third party.

1.04  Competence
a.	 Social workers should provide services and represent themselves as com-

petent only within the boundaries of their education, training, license, cer-
tification, consultation received, supervised experience, or other relevant 
professional experience.

b.	 Social workers should provide services in substantive areas or use interven-
tion techniques or approaches that are new to them only after engaging 
in appropriate study, training, consultation, and supervision from people 
who are competent in those interventions or techniques.

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

1.05  Cultural Competence and Social Diversity
a.	 Social workers should understand culture and its function in human be-

havior and society, recognizing the strengths that exist in all cultures.
b.	 Social workers should have a knowledge base of their clients’ cultures and be 

able to demonstrate competence in the provision of services that are sensitive 
to clients’ cultures and to differences among people and cultural groups.

c.	 Social workers should obtain education about and seek to understand the 
nature of social diversity and oppression with respect to race, ethnicity, na-
tional origin, color, sex, sexual orientation, gender identity or expression, 
age, marital status, political belief, religion, immigration status, and men-
tal or physical disability.

1.06  Conflicts of Interest
a.	 Social workers should be alert to and avoid conflicts of interest that inter-

fere with the exercise of professional discretion and impartial judgment. 
Social workers should inform clients when a real or potential conflict of 
interest arises and take reasonable steps to resolve the issue in a manner 
that makes the clients’ interests primary and protects clients’ interests to 
the greatest extent possible. In some cases, protecting clients’ interests may 
require termination of the professional relationship, with proper referral of 
the client.

b.	 Social workers should not take unfair advantage of any professional rela-
tionship or exploit others to further their personal, religious, political, or 
business interests.

c.	 Social workers should not engage in dual or multiple relationships with 
clients or former clients in which there is a risk of exploitation or potential 
harm to the client. In instances when dual or multiple relationships are 
unavoidable, social workers should take steps to protect clients and are 
responsible for setting clear, appropriate, and culturally sensitive bound-
aries. (Dual or multiple relationships occur when social workers relate 
to clients in more than one relationship, whether professional, social, 
or business. Dual or multiple relationships can occur simultaneously or 
consecutively.)

d.	 When social workers provide services to two or more people who have a re-
lationship with one another (e.g., couples, family members), social workers 
should clarify with all parties which individuals will be considered clients 
and the nature of social workers’ professional obligations to the various in-
dividuals who are receiving services. Social workers who anticipate a conflict 
of interest among the individuals receiving services or who anticipate having 
to perform in potentially conflicting roles (e.g., when a social worker is asked 
to testify in a child custody dispute or divorce proceedings involving clients) 
should clarify their role with the parties involved and take appropriate action 
to minimize any conflict of interest.
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1.07  Privacy and Confidentiality
a.	 Social workers should respect clients’ right to privacy. Social workers 

should not solicit private information from clients unless it is essential to 
providing services or conducting social work evaluation or research. Once 
private information is shared, standards of confidentiality apply.

b.	 Social workers may disclose confidential information, when appropriate, 
with valid consent from a client or a person legally authorized to consent 
on behalf of a client.

c.	 Social workers should protect the confidentiality of all information ob-
tained in the course of professional service, except for compelling pro-
fessional reasons. The general expectation that social workers will keep 
information confidential does not apply when disclosure is necessary to 
prevent serious, foreseeable, and imminent harm to a client or other iden-
tifiable person. In all instances, social workers should disclose the least 
amount of confidential information necessary to achieve the desired pur-
pose; only information that is directly relevant to the purpose for which 
the disclosure is made should be revealed.

d.	 Social workers should inform clients, to the extent possible, about the dis-
closure of confidential information and the potential consequences, when 
feasible, before the disclosure is made. This applies whether social workers 
disclose confidential information on the basis of a legal requirement or 
client consent.

e.	 Social workers should discuss with clients and other interested parties the 
nature of confidentiality and limitations of clients’ right to confidentiality. 
Social workers should review with clients circumstances where confidential 
information may be requested and where disclosure of confidential infor-
mation may be legally required. This discussion should occur as soon as 
possible in the social worker–client relationship and as needed throughout 
the course of the relationship.

f.	 When social workers provide counseling services to families, couples, or 
groups, social workers should seek agreement among the parties involved 
concerning each individual’s right to confidentiality and obligation to 
preserve the confidentiality of information shared by others. Social work-
ers should inform participants in family, couples, or group counseling 
that social workers cannot guarantee that all participants will honor such 
agreements.

g.	 Social workers should inform clients involved in family, couples, marital, 
or group counseling of the social worker’s, employer’s, and agency’s pol-
icy concerning the social worker’s disclosure of confidential information 
among the parties involved in the counseling.

h.	 Social workers should not disclose confidential information to third-party 
payers unless clients have authorized such disclosure.

i.	 Social workers should not discuss confidential information in any setting 
unless privacy can be ensured. Social workers should not discuss confiden-
tial information in public or semipublic areas such as hallways, waiting 
rooms, elevators, and restaurants.
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j.	 Social workers should protect the confidentiality of clients during legal 
proceedings to the extent permitted by law. When a court of law or other 
legally authorized body orders social workers to disclose confidential or 
privileged information without a client’s consent and such disclosure 
could cause harm to the client, social workers should request that the court 
withdraw the order or limit the order as narrowly as possible or maintain 
the records under seal, unavailable for public inspection.

k.	 Social workers should protect the confidentiality of clients when respond-
ing to requests from members of the media.

l.	 Social workers should protect the confidentiality of clients’ written and 
electronic records and other sensitive information. Social workers should 
take reasonable steps to ensure that clients’ records are stored in a secure 
location and that clients’ records are not available to others who are not 
authorized to have access.

m.	 Social workers should take precautions to ensure and maintain the confi-
dentiality of information transmitted to other parties through the use of 
computers, electronic mail, facsimile machines, telephones and telephone 
answering machines, and other electronic or computer technology. Disclo-
sure of identifying information should be avoided whenever possible.

n.	 Social workers should transfer or dispose of clients’ records in a manner 
that protects clients’ confidentiality and is consistent with state statutes 
governing records and social work licensure.

o.	 Social workers should take reasonable precautions to protect client confi-
dentiality in the event of the social worker’s termination of practice, inca-
pacitation, or death.

p.	 Social workers should not disclose identifying information when discuss-
ing clients for teaching or training purposes unless the client has consented 
to disclosure of confidential information.

q.	 Social workers should not disclose identifying information when discuss-
ing clients with consultants unless the client has consented to disclo-
sure of confidential information or there is a compelling need for such 
disclosure.

r.	 Social workers should protect the confidentiality of deceased clients, con-
sistent with the preceding standards.

1.08  Access to Records
a.	 Social workers should provide clients with reasonable access to records 

concerning the clients. Social workers who are concerned that clients’ 
access to their records could cause serious misunderstanding or harm 
to the client should provide assistance in interpreting the records and 
consultation with the client regarding the records. Social workers should 
limit clients’ access to their records, or portions of their records, only in 
exceptional circumstances when there is compelling evidence that such 
access would cause serious harm to the client. Both clients’ requests and 
the rationale for withholding some or all of the record should be docu-
mented in clients’ files.
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b.	 When providing clients with access to their records, social workers should 
take steps to protect the confidentiality of other individuals identified or 
discussed in such records.

1.09  Sexual Relationships
a.	 Social workers should under no circumstances engage in sexual activities 

or sexual contact with current clients, whether such contact is consensual 
or forced.

b.	 Social workers should not engage in sexual activities or sexual contact 
with clients’ relatives or other individuals with whom clients maintain 
a close personal relationship when there is a risk of exploitation or po-
tential harm to the client. Sexual activity or sexual contact with clients’ 
relatives or other individuals with whom clients maintain a personal re-
lationship has the potential to be harmful to the client and may make it 
difficult for the social worker and client to maintain appropriate profes-
sional boundaries. Social workers—not their clients, their clients’ rela-
tives, or other individuals with whom the client maintains a personal 
relationship—assume the full burden for setting clear, appropriate, and 
culturally sensitive boundaries.

c.	 Social workers should not engage in sexual activities or sexual contact 
with former clients because of the potential for harm to the client. If social 
workers engage in conduct contrary to this prohibition or claim that an 
exception to this prohibition is warranted because of extraordinary circum-
stances, it is social workers—not their clients—who assume the full burden 
of demonstrating that the former client has not been exploited, coerced, or 
manipulated, intentionally or unintentionally.

d.	 Social workers should not provide clinical services to individuals with 
whom they have had a prior sexual relationship. Providing clinical services 
to a former sexual partner has the potential to be harmful to the individual 
and is likely to make it difficult for the social worker and individual to 
maintain appropriate professional boundaries.

1.10  Physical Contact
Social workers should not engage in physical contact with clients when 
there is a possibility of psychological harm to the client as a result of the 
contact (such as cradling or caressing clients). Social workers who engage 
in appropriate physical contact with clients are responsible for setting clear, 
appropriate, and culturally sensitive boundaries that govern such physical 
contact.

1.11  Sexual Harassment
Social workers should not sexually harass clients. Sexual harassment includes 
sexual advances, sexual solicitation, requests for sexual favors, and other ver-
bal or physical conduct of a sexual nature.
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1.12  Derogatory Language
Social workers should not use derogatory language in their written or verbal 
communications to or about clients. Social workers should use accurate and 
respectful language in all communications to and about clients.

1.13  Payment for Services
a.	 When setting fees, social workers should ensure that the fees are fair, rea-

sonable, and commensurate with the services performed. Consideration 
should be given to clients’ ability to pay.

b.	 Social workers should avoid accepting goods or services from clients as 
payment for professional services. Bartering arrangements, particularly in-
volving services, create the potential for conflicts of interest, exploitation, 
and inappropriate boundaries in social workers’ relationships with cli-
ents. Social workers should explore and may participate in bartering only 
in very limited circumstances when it can be demonstrated that such ar-
rangements are an accepted practice among professionals in the local com-
munity, considered to be essential for the provision of services, negotiated 
without coercion, and entered into at the client’s initiative and with the cli-
ent’s informed consent. Social workers who accept goods or services from 
clients as payment for professional services assume the full burden of dem-
onstrating that this arrangement will not be detrimental to the client or the 
professional relationship.

c.	 Social workers should not solicit a private fee or other remuneration for 
providing services to clients who are entitled to such available services 
through the social workers’ employer or agency.

1.14  Clients Who Lack Decision-Making Capacity
When social workers act on behalf of clients who lack the capacity to make 
informed decisions, social workers should take reasonable steps to safeguard 
the interests and rights of those clients.

1.15  Interruption of Services
Social workers should make reasonable efforts to ensure continuity of services 
in the event that services are interrupted by factors such as unavailability, relo-
cation, illness, disability, or death.

1.16  Termination of Services
a.	 Social workers should terminate services to clients and professional rela-

tionships with them when such services and relationships are no longer 
required or no longer serve the clients’ needs or interests.

b.	 Social workers should take reasonable steps to avoid abandoning cli-
ents who are still in need of services. Social workers should withdraw 
services precipitously only under unusual circumstances, giving careful 
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consideration to all factors in the situation and taking care to minimize 
possible adverse effects. Social workers should assist in making appropriate 
arrangements for continuation of services when necessary.

c.	 Social workers in fee-for-service settings may terminate services to clients who 
are not paying an overdue balance if the financial contractual arrangements 
have been made clear to the client; if the client does not pose an imminent 
danger to self or others; and if the clinical and other consequences of the cur-
rent nonpayment have been addressed and discussed with the client.

d.	 Social workers should not terminate services to pursue a social, financial, 
or sexual relationship with a client.

e.	 Social workers who anticipate the termination or interruption of services 
to clients should notify clients promptly and seek the transfer, referral, or 
continuation of services in relation to the clients’ needs and preferences.

f.	 Social workers who are leaving an employment setting should inform cli-
ents of appropriate options for the continuation of services and of the ben-
efits and risks of the options.

2. Social Workers’ Ethical Responsibilities to Colleagues

2.01  Respect
a.	 Social workers should treat colleagues with respect and should represent ac-

curately and fairly the qualifications, views, and obligations of colleagues.
b.	 Social workers should avoid unwarranted negative criticism of colleagues 

in communications with clients or with other professionals. Unwar-
ranted negative criticism may include demeaning comments that refer to 
colleagues’ level of competence or to individuals’ attributes such as race, 
ethnicity, national origin, color, sex, sexual orientation, gender identity or 
expression, age, marital status, political belief, religion, immigration status, 
and mental or physical disability.

c.	 Social workers should cooperate with social work colleagues and with colleagues 
of other professions when such cooperation serves the well-being of clients.

2.02  Confidentiality
Social workers should respect confidential information shared by colleagues 
in the course of their professional relationships and transactions. Social work-
ers should ensure that such colleagues understand social workers’ obligation 
to respect confidentiality and any exceptions related to it.

2.03  Interdisciplinary Collaboration
a.	 Social workers who are members of an interdisciplinary team should par-

ticipate in and contribute to decisions that affect the well-being of clients 
by drawing on the perspectives, values, and experiences of the social work 
profession. Professional and ethical obligations of the interdisciplinary team 
as a whole and of its individual members should be clearly established.
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b.	 Social workers for whom a team decision raises ethical concerns should at-
tempt to resolve the disagreement through appropriate channels. If the dis-
agreement cannot be resolved, social workers should pursue other avenues 
to address their concerns consistent with client well-being.

2.04  Disputes Involving Colleagues
a.	 Social workers should not take advantage of a dispute between a colleague 

and an employer to obtain a position or otherwise advance the social 
workers’ own interests.

b.	 Social workers should not exploit clients in disputes with colleagues or 
engage clients in any inappropriate discussion of conflicts between social 
workers and their colleagues.

2.05  Consultation
a.	 Social workers should seek the advice and counsel of colleagues whenever 

such consultation is in the best interests of clients.
b.	 Social workers should keep themselves informed about colleagues’ areas of 

expertise and competencies. Social workers should seek consultation only 
from colleagues who have demonstrated knowledge, expertise, and compe-
tence related to the subject of the consultation.

c.	 When consulting with colleagues about clients, social workers should dis-
close the least amount of information necessary to achieve the purposes of 
the consultation.

2.06  Referral for Services
a.	 Social workers should refer clients to other professionals when the other pro-

fessionals’ specialized knowledge or expertise is needed to serve clients fully 
or when social workers believe that they are not being effective or making 
reasonable progress with clients and that additional service is required.

b.	 Social workers who refer clients to other professionals should take appro-
priate steps to facilitate an orderly transfer of responsibility. Social workers 
who refer clients to other professionals should disclose, with clients’ con-
sent, all pertinent information to the new service providers.

c.	 Social workers are prohibited from giving or receiving payment for a refer-
ral when no professional service is provided by the referring social worker.

2.07  Sexual Relationships
a.	 Social workers who function as supervisors or educators should not engage 

in sexual activities or contact with supervisees, students, trainees, or other 
colleagues over whom they exercise professional authority.

b.	 Social workers should avoid engaging in sexual relationships with col-
leagues when there is potential for a conflict of interest. Social workers 
who become involved in, or anticipate becoming involved in, a sexual rela-
tionship with a colleague have a duty to transfer professional responsibili-
ties, when necessary, to avoid a conflict of interest.
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2.08  Sexual Harassment
Social workers should not sexually harass supervisees, students, trainees, or col-
leagues. Sexual harassment includes sexual advances, sexual solicitation, requests 
for sexual favors, and other verbal or physical conduct of a sexual nature.

2.09  Impairment of Colleagues
a.	 Social workers who have direct knowledge of a social work colleague’s im-

pairment that is due to personal problems, psychosocial distress, substance 
abuse, or mental health difficulties and that interferes with practice effec-
tiveness should consult with that colleague when feasible and assist the 
colleague in taking remedial action.

b.	 Social workers who believe that a social work colleague’s impairment in-
terferes with practice effectiveness and that the colleague has not taken 
adequate steps to address the impairment should take action through ap-
propriate channels established by employers, agencies, NASW, licensing 
and regulatory bodies, and other professional organizations.

2.10  Incompetence of Colleagues
a.	 Social workers who have direct knowledge of a social work colleague’s in-

competence should consult with that colleague when feasible and assist 
the colleague in taking remedial action.

b.	 Social workers who believe that a social work colleague is incompetent 
and has not taken adequate steps to address the incompetence should 
take action through appropriate channels established by employers, 
agencies, NASW, licensing and regulatory bodies, and other professional 
organizations.

2.11  Unethical Conduct of Colleagues
a.	 Social workers should take adequate measures to discourage, prevent, ex-

pose, and correct the unethical conduct of colleagues.
b.	 Social workers should be knowledgeable about established policies and 

procedures for handling concerns about colleagues’ unethical behavior. So-
cial workers should be familiar with national, state, and local procedures 
for handling ethics complaints. These include policies and procedures cre-
ated by NASW, licensing and regulatory bodies, employers, agencies, and 
other professional organizations.

c.	 Social workers who believe that a colleague has acted unethically should 
seek resolution by discussing their concerns with the colleague when fea-
sible and when such discussion is likely to be productive.

d.	 When necessary, social workers who believe that a colleague has acted un-
ethically should take action through appropriate formal channels (such as 
contacting a state licensing board or regulatory body, an NASW committee 
on inquiry, or other professional ethics committees).

e.	 Social workers should defend and assist colleagues who are unjustly 
charged with unethical conduct.
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3. Social Workers’ Ethical Responsibilities in Practice Settings

3.01  Supervision and Consultation
a.	 Social workers who provide supervision or consultation should have the 

necessary knowledge and skill to supervise or consult appropriately and 
should do so only within their areas of knowledge and competence.

b.	 Social workers who provide supervision or consultation are responsible for 
setting clear, appropriate, and culturally sensitive boundaries.

c.	 Social workers should not engage in any dual or multiple relationships 
with supervisees in which there is a risk of exploitation of or potential 
harm to the supervisee.

d.	 Social workers who provide supervision should evaluate supervisees’ per-
formance in a manner that is fair and respectful.

3.02  Education and Training
a.	 Social workers who function as educators, field instructors for students, or 

trainers should provide instruction only within their areas of knowledge 
and competence and should provide instruction based on the most current 
information and knowledge available in the profession.

b.	 Social workers who function as educators or field instructors for stu-
dents should evaluate students’ performance in a manner that is fair and 
respectful.

c.	 Social workers who function as educators or field instructors for students 
should take reasonable steps to ensure that clients are routinely informed 
when services are being provided by students.

d.	 Social workers who function as educators or field instructors for students 
should not engage in any dual or multiple relationships with students in 
which there is a risk of exploitation or potential harm to the student. Social 
work educators and field instructors are responsible for setting clear, ap-
propriate, and culturally sensitive boundaries.

3.03  Performance Evaluation
Social workers who have responsibility for evaluating the performance of oth-
ers should fulfill such responsibility in a fair and considerate manner and on 
the basis of clearly stated criteria.

3.04  Client Records
a.	 Social workers should take reasonable steps to ensure that documentation 

in records is accurate and reflects the services provided.
b.	 Social workers should include sufficient and timely documentation in re-

cords to facilitate the delivery of services and to ensure continuity of ser-
vices provided to clients in the future.

c.	 Social workers’ documentation should protect clients’ privacy to the extent 
that is possible and appropriate and should include only information that 
is directly relevant to the delivery of services.
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d.	 Social workers should store records following the termination of services 
to ensure reasonable future access. Records should be maintained for the 
number of years required by state statutes or relevant contracts.

3.05  Billing
Social workers should establish and maintain billing practices that accurately 
reflect the nature and extent of services provided and that identify who pro-
vided the service in the practice setting.

3.06  Client Transfer
a.	 When an individual who is receiving services from another agency or col-

league contacts a social worker for services, the social worker should care-
fully consider the client’s needs before agreeing to provide services. To 
minimize possible confusion and conflict, social workers should discuss 
with potential clients the nature of the clients’ current relationship with 
other service providers and the implications, including possible benefits or 
risks, of entering into a relationship with a new service provider.

b.	 If a new client has been served by another agency or colleague, social work-
ers should discuss with the client whether consultation with the previous 
service provider is in the client’s best interest.

3.07  Administration
a.	 Social work administrators should advocate within and outside their agen-

cies for adequate resources to meet clients’ needs.
b.	 Social workers should advocate for resource allocation procedures that are 

open and fair. When not all clients’ needs can be met, an allocation proce-
dure should be developed that is nondiscriminatory and based on appro-
priate and consistently applied principles.

c.	 Social workers who are administrators should take reasonable steps to en-
sure that adequate agency or organizational resources are available to pro-
vide appropriate staff supervision.

d.	 Social work administrators should take reasonable steps to ensure that the 
working environment for which they are responsible is consistent with and 
encourages compliance with the NASW Code of Ethics. Social work admin-
istrators should take reasonable steps to eliminate any conditions in their 
organizations that violate, interfere with, or discourage compliance with 
the Code.

3.08  Continuing Education and Staff Development
Social work administrators and supervisors should take reasonable steps to 
provide or arrange for continuing education and staff development for all staff 
for whom they are responsible. Continuing education and staff development 
should address current knowledge and emerging developments related to so-
cial work practice and ethics.
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3.09  Commitments to Employers
a.	 Social workers generally should adhere to commitments made to employ-

ers and employing organizations.
b.	 Social workers should work to improve employing agencies’ policies and 

procedures and the efficiency and effectiveness of their services.
c.	 Social workers should take reasonable steps to ensure that employers 

are aware of social workers’ ethical obligations as set forth in the NASW 
Code of Ethics and of the implications of those obligations for social work 
practice.

d.	 Social workers should not allow an employing organization’s policies, pro-
cedures, regulations, or administrative orders to interfere with their ethi-
cal practice of social work. Social workers should take reasonable steps to 
ensure that their employing organizations’ practices are consistent with the 
NASW Code of Ethics.

e.	 Social workers should act to prevent and eliminate discrimination in the 
employing organization’s work assignments and in its employment poli-
cies and practices.

f.	 Social workers should accept employment or arrange student field place-
ments only in organizations that exercise fair personnel practices.

g.	 Social workers should be diligent stewards of the resources of their em-
ploying organizations, wisely conserving funds where appropriate and 
never misappropriating funds or using them for unintended purposes.

3.10  Labor-Management Disputes
a.	 Social workers may engage in organized action, including the formation of 

and participation in labor unions, to improve services to clients and work-
ing conditions.

b.	 The actions of social workers who are involved in labor-management dis-
putes, job actions, or labor strikes should be guided by the profession’s 
values, ethical principles, and ethical standards. Reasonable differences of 
opinion exist among social workers concerning their primary obligation 
as professionals during an actual or threatened labor strike or job action. 
Social workers should carefully examine relevant issues and their possible 
impact on clients before deciding on a course of action.

4. Social Workers’ Ethical Responsibilities as Professionals

4.01  Competence
a.	 Social workers should accept responsibility or employment only on the 

basis of existing competence or the intention to acquire the necessary 
competence.

b.	 Social workers should strive to become and remain proficient in profes-
sional practice and the performance of professional functions. Social work-
ers should critically examine and keep current with emerging knowledge 
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relevant to social work. Social workers should routinely review the profes-
sional literature and participate in continuing education relevant to social 
work practice and social work ethics.

c.	 Social workers should base practice on recognized knowledge, includ-
ing empirically based knowledge, relevant to social work and social  
work ethics.

4.02  Discrimination
Social workers should not practice, condone, facilitate, or collaborate with any 
form of discrimination on the basis of race, ethnicity, national origin, color, 
sex, sexual orientation, gender identity or expression, age, marital status, po-
litical belief, religion, immigration status, or mental or physical disability.

4.03  Private Conduct
Social workers should not permit their private conduct to interfere with their 
ability to fulfill their professional responsibilities.

4.04  Dishonesty, Fraud, and Deception
Social workers should not participate in, condone, or be associated with dis-
honesty, fraud, or deception.

4.05  Impairment
a.	 Social workers should not allow their own personal problems, psychoso-

cial distress, legal problems, substance abuse, or mental health difficul-
ties to interfere with their professional judgment and performance or to 
jeopardize the best interests of people for whom they have a professional 
responsibility.

b.	 Social workers whose personal problems, psychosocial distress, legal prob-
lems, substance abuse, or mental health difficulties interfere with their 
professional judgment and performance should immediately seek consul-
tation and take appropriate remedial action by seeking professional help, 
making adjustments in workload, terminating practice, or taking any other 
steps necessary to protect clients and others.

4.06  Misrepresentation
a.	 Social workers should make clear distinctions between statements made 

and actions engaged in as a private individual and as a representative of 
the social work profession, a professional social work organization, or the 
social worker’s employing agency.

b.	 Social workers who speak on behalf of professional social work organiza-
tions should accurately represent the official and authorized positions of 
the organizations.

c.	 Social workers should ensure that their representations to clients, agen-
cies, and the public of professional qualifications, credentials, education, 
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competence, affiliations, services provided, or results to be achieved are ac-
curate. Social workers should claim only those relevant professional cre-
dentials they actually possess and take steps to correct any inaccuracies or 
misrepresentations of their credentials by others.

4.07  Solicitations
a.	 Social workers should not engage in uninvited solicitation of potential cli-

ents who, because of their circumstances, are vulnerable to undue influ-
ence, manipulation, or coercion.

b.	 Social workers should not engage in solicitation of testimonial endorse-
ments (including solicitation of consent to use a client’s prior statement 
as a testimonial endorsement) from current clients or from other people 
who, because of their particular circumstances, are vulnerable to undue 
influence.

4.08  Acknowledging Credit
a.	 Social workers should take responsibility and credit, including authorship 

credit, only for work they have actually performed and to which they have 
contributed.

b.	 Social workers should honestly acknowledge the work of and the contribu-
tions made by others.

5. Social Workers’ Ethical Responsibilities  
to the Social Work Profession

5.01  Integrity of the Profession
a.	 Social workers should work toward the maintenance and promotion of 

high standards of practice.
b.	 Social workers should uphold and advance the values, ethics, knowledge, 

and mission of the profession. Social workers should protect, enhance, and 
improve the integrity of the profession through appropriate study and re-
search, active discussion, and responsible criticism of the profession.

c.	 Social workers should contribute time and professional expertise to activi-
ties that promote respect for the value, integrity, and competence of the 
social work profession. These activities may include teaching, research, 
consultation, service, legislative testimony, presentations in the commu-
nity, and participation in their professional organizations.

d.	 Social workers should contribute to the knowledge base of social work 
and share with colleagues their knowledge related to practice, research, 
and ethics. Social workers should seek to contribute to the profession’s 
literature and to share their knowledge at professional meetings and 
conferences.

e.	 Social workers should act to prevent the unauthorized and unqualified 
practice of social work.
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5.02  Evaluation and Research
a.	 Social workers should monitor and evaluate policies, the implementation 

of programs, and practice interventions.
b.	 Social workers should promote and facilitate evaluation and research to 

contribute to the development of knowledge.
c.	 Social workers should critically examine and keep current with emerging 

knowledge relevant to social work and fully use evaluation and research 
evidence in their professional practice.

d.	 Social workers engaged in evaluation or research should carefully con-
sider possible consequences and should follow guidelines developed for 
the protection of evaluation and research participants. Appropriate institu-
tional review boards should be consulted.

e.	 Social workers engaged in evaluation or research should obtain voluntary 
and written informed consent from participants, when appropriate, without 
any implied or actual deprivation or penalty for refusal to participate; with-
out undue inducement to participate; and with due regard for participants’ 
well-being, privacy, and dignity. Informed consent should include informa-
tion about the nature, extent, and duration of the participation requested and 
disclosure of the risks and benefits of participation in the research.

f.	 When evaluation or research participants are incapable of giving informed 
consent, social workers should provide an appropriate explanation to the 
participants, obtain the participants’ assent to the extent they are able, and 
obtain written consent from an appropriate proxy.

g.	 Social workers should never design or conduct evaluation or research that 
does not use consent procedures, such as certain forms of naturalistic ob-
servation and archival research, unless rigorous and responsible review of 
the research has found it to be justified because of its prospective scientific, 
educational, or applied value and unless equally effective alternative proce-
dures that do not involve waiver of consent are not feasible.

h.	 Social workers should inform participants of their right to withdraw from 
evaluation and research at any time without penalty.

i.	 Social workers should take appropriate steps to ensure that participants in 
evaluation and research have access to appropriate supportive services.

j.	 Social workers engaged in evaluation or research should protect par-
ticipants from unwarranted physical or mental distress, harm, danger, or 
deprivation.

k.	 Social workers engaged in the evaluation of services should discuss col-
lected information only for professional purposes and only with people 
professionally concerned with this information.

l.	 Social workers engaged in evaluation or research should ensure the ano-
nymity or confidentiality of participants and of the data obtained from 
them. Social workers should inform participants of any limits of confiden-
tiality, the measures that will be taken to ensure confidentiality, and when 
any records containing research data will be destroyed.

m.	 Social workers who report evaluation and research results should protect 
participants’ confidentiality by omitting identifying information unless 
proper consent has been obtained authorizing disclosure.
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n.	 Social workers should report evaluation and research findings accurately. 
They should not fabricate or falsify results and should take steps to cor-
rect any errors later found in published data using standard publication 
methods.

o.	 Social workers engaged in evaluation or research should be alert to and 
avoid conflicts of interest and dual relationships with participants, should 
inform participants when a real or potential conflict of interest arises, and 
should take steps to resolve the issue in a manner that makes participants’ 
interests primary.

p.	 Social workers should educate themselves, their students, and their col-
leagues about responsible research practices.

6. Social Workers’ Ethical Responsibilities  
to the Broader Society

6.01  Social Welfare
Social workers should promote the general welfare of society, from local to 
global levels, and the development of people, their communities, and their 
environments. Social workers should advocate for living conditions condu-
cive to the fulfillment of basic human needs and should promote social, eco-
nomic, political, and cultural values and institutions that are compatible with 
the realization of social justice.

6.02  Public Participation
Social workers should facilitate informed participation by the public in shap-
ing social policies and institutions.

6.03  Public Emergencies
Social workers should provide appropriate professional services in public 
emergencies to the greatest extent possible.

6.04  Social and Political Action
a.	 Social workers should engage in social and political action that seeks to 

ensure that all people have equal access to the resources, employment, ser-
vices, and opportunities they require to meet their basic human needs and 
to develop fully. Social workers should be aware of the impact of the politi-
cal arena on practice and should advocate for changes in policy and legisla-
tion to improve social conditions in order to meet basic human needs and 
promote social justice.

b.	 Social workers should act to expand choice and opportunity for all people, 
with special regard for vulnerable, disadvantaged, oppressed, and exploited 
people and groups.

c.	 Social workers should promote conditions that encourage respect for 
cultural and social diversity within the United States and globally. Social 
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workers should promote policies and practices that demonstrate respect 
for difference, support the expansion of cultural knowledge and resources, 
advocate for programs and institutions that demonstrate cultural compe-
tence, and promote policies that safeguard the rights of and confirm equity 
and social justice for all people.

d.	 Social workers should act to prevent and eliminate domination of, exploita-
tion of, and discrimination against any person, group, or class on the basis 
of race, ethnicity, national origin, color, sex, sexual orientation, gender iden-
tity or expression, age, marital status, political belief, religion, immigration 
status, or mental or physical disability.

National Association of Social Workers
750 First Street NE, Suite 700
Washington, DC 20002-4241
202-408-8600 | 800-638-8799
Copyright © 2011, National Association of Social Workers, Inc.
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ableism (p. 106) Oppression of people with 
disabilities.

absolute poverty (p. 72) Level of economic need de-
termined by a set dollar amount.

acquired immune deficiency syndrome (AIDS)  
(p. 282) Chronic disease that damages and destroys 
the immune system.

active euthanasia (p. 241) Doctor-administered 
cause of death of terminally ill patients.

acute care (p. 273) Medical attention to immediate 
problems.

addiction (p. 364) Compulsion toward a specific be-
havior or substance despite negative consequences 
and a psychological or physical dependence on the 
behavior or substance being abused.

adjudication (p. 415) Process of formal accusation, 
trial, and sentencing.

adoption (p. 200) Process of legally moving a child 
to another family, which becomes the child’s own.

advance directive (p. 244) A formal written state-
ment that outlines the medical options and proce-
dures a person may or may not want to prolong life.

advocacy (p. 178) Pleading the cause of another or 
speaking up and supporting what one believes in.

affirmative action (p. 116) Plans by employers and 
educational institutions to diversify workforces and 
student bodies by creating opportunities for women 
and people of color.

Affordable Care Act (ACA) (p. 262) First significant 
reform to health care in the United States in 40 
years.

Age Discrimination in Employment Act (ADEA)  
(p. 113) Law that protects employees over 40 years 
old from age discrimination in their workplace.

ageism (p. 106) Belief in the superiority of youth 
over age and the systematic oppression of people 
because they are older.

Alzheimer’s disease (p. 249) Most common form of 
dementia.

ambulatory care (p. 276) Outpatient, education, 
counseling, and community health services.

Americans with Disabilities Act of 1990 (p. 113) 
Legislation that provides civil rights protections for 
people with disabilities.

amphetamines (p. 368) Drugs that stimulate the 
central nervous system.

anti-Semitism (p. 106) Systematic discrimination, 
oppression, or belief in the inferiority of Jews.

Area Agencies on Aging (AAA) (p. 230) Federally 
sponsored statewide offices designed to coordinate 
and fund social services for older people.

assessment (p. 165) Determination of the present-
ing concerns in the context of the person’s environ-
ment, personal history, and background in order to 
identify appropriate services.

assisted living facilities (p. 277) Places for congregate 
living for people who need some assistance with 
daily living skills and medical attention.

attention deficit hyperactivity disorder 
(ADHD) (p. 334) Repeated displays of distractibility, 
hyperactivity, and impulsivity for more than  
six months.

baby boomers (p. 232) Americans born between 
1946 and 1964.

case management (p. 156) Coordination and refer-
ral of services for a client.

cash assistance (p. 53) Provision of resources 
through financial transfers.

change agent (p. 28) Social worker or other helping 
professional or a group of helpers whose purpose is 
to facilitate improvement.

Charity Organization Society (COS) (p. 58) Asso-
ciations begun in the 1870s with the primary goals 
of learning what caused individual poverty and pro-
viding organized services to alleviate poverty, and an 
emphasis on serving individuals and their families.

chemical dependency (p. 364) Addiction to alcohol 
or other drugs.

Glossary
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consumer (p. 298) Term used by advocacy groups for 
a person who has received or is currently receiving 
services.

Council on Social Work Education (CSWE) (p. 3) 
Nonprofit national association that represents over 
3,000 individual members, 191 graduate programs, 
and 463 undergraduate programs of professional 
social work education; founded in 1952 and recog-
nized by the Council for Higher Education Accredi-
tation as the sole accrediting agency for social work 
education in the United States.

crime prevention (p. 462) Efforts to stop criminal 
behaviors from happening.

crisis (p. 441) Event that disrupts a person’s equilib-
rium so that the person’s usual ways of coping fail 
and from which there is evidence of distress and 
impairment of functioning.

crisis intervention (p. 162) Short-term social work 
practice that is designed to assist victims and survi-
vors to return to their precrisis level of functioning.

cultural competence (p. 138) Understanding of how 
and why people are different and awareness of the effect 
of oppression and discrimination on people’s lives.

cultural pluralism (p. 111) People mixing socially 
and economically with other groups while retaining 
their unique cultural characteristics.

culture-bound syndrome (p. 311) Pattern of aberrant 
or problematic behavior unique to a local culture.

culture of poverty (p. 76) Belief that people learn to 
be poor from growing up in impoverished areas.

Defense of Marriage Act (DOMA) (p. 115) The 1996 
federal law enacted to define marriage as only between 
a man and a woman and to permit states not to recog-
nize as legal marriages those between persons of the 
same sex as sanctioned by other states.

deinstitutionalization (p. 298) The shift in the loca-
tion of psychiatric care for inpatient facilities to the 
community.

delinquency (p. 216) Behavior that is illegal and 
could cause a child to become involved with the  
juvenile justice system.

delinquent youth (p. 412) Children under the age 
of 18 who have violated a local, state, or federal law 
for which an adult can be prosecuted.

dementia (p. 249) Condition of loss of intellectual 
and social abilities that is severe enough to interfere 
with daily functioning.

childhood (p. 193) First period of life that begins at 
birth and ends at age 18.

child welfare (p. 199) Activities, programs, interven-
tions, or policies that are intended to improve the 
overall well-being of children.

civil rights (pp. 49, 112) Rights to which people are 
entitled because they are members of society, in-
cluding equal protection under the law, which is 
often regarded as protection from discrimination 
and oppression.

Civil Rights Act of 1964 (p. 49) Legislation that pro-
hibits segregation and discrimination based on race.

Civil Rights Act of 1968 (p. 113) Legislation that 
prohibits discrimination in housing.

classism (p. 105) Institutional and cultural attitudes 
and behaviors that stigmatize the poor and place a 
higher value on wealthier people.

cognitive behavioral therapies (CBTs) (p. 458) Prac-
tice interventions designed to weaken or lessen ha-
bitual reactions to troublesome situations in order 
to calm the mind and body so the person can think 
more clearly and make better decisions.

cognitive development (p. 197) Developmental 
stages that children must go through in order to 
progress to higher levels of thinking; thinking starts 
out basic and concrete in infancy and becomes 
more abstract and complicated.

colonization (p. 133) Settlement and occupation of 
a new country.

community change (p. 176) Working toward outcomes 
that improve social and economic conditions.

community corrections (p. 418) Punishments or 
sanctions that occur outside of secure correctional 
facilities in halfway houses, treatment programs, 
work, or educational release programs.

community development (p. 176) Process of helping 
individuals improve the conditions of their lives by 
increased involvement in the social and economic 
conditions of their communities.

community organizing (p. 176) Bringing people to-
gether to work for needed change.

community planning (p. 176) Collecting data,  
analyzing a situation, and developing strategies to 
move from a problem to a solution.

confidentiality (p. 318) Situation in which all infor-
mation remains with the therapist and is released 
only with the consent of the client.
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drug misuse (p. 364) Inappropriate use of medica-
tions or prescribed drugs.

drug use (p. 364) General term for all drug taking.

drugs (p. 364) Any chemical substances taken inter-
nally that alter the body’s functioning.

DSM-5 (p. 303) Manual published by the American 
Psychiatric Association that lists all currently rec-
ognized mental disorders and provides a detailed 
description of each diagnostic category and specific 
diagnostic criteria.

due process (p. 412) Right to a fair trial, right to be 
present at the trial, right to an impartial jury trial, 
and right to be heard in one’s own defense.

ecological systems framework (p. 11) Perspective 
with emphasis on understanding people, their  
environments, and their transactions; major con-
cepts of this orientation include goodness of fit  
between people and the environment, reciprocity, 
and mutuality.

Education for All Handicapped Children Act  
(p. 330) Mandate for educating every child, includ-
ing children with disabilities.

Educational Policy and Accreditation Standards  
(p. 18) The criteria used to guide schools of social 
work in the development of professional social 
work curricula, as outlined by the Council on Social 
Work Education.

Education of Homeless Children and Youth 
(EHCY) (p. 341) Federal program that provides grants 
to state and local educational agencies to ensure that 
homeless children have access to education.

elder abuse (p. 246) Maltreatment of older people.

Elementary and Secondary Education Act (ESEA) (p. 
342) Law requiring federal assistance to poor schools 
and communities for educating children.

Elizabethan Poor Laws (p. 42) first social welfare 
policy implemented in colonial America, which 
outlined the public’s responsibility for people who 
were poor.

empathy (p. 165) the automatic or unconscious affec-
tive process that allows us to recognize another’s emo-
tional state, coupled with the top-down conscious 
cognitive processes that enable us to explain and 
predict not only our own behaviors but the behaviors 
of others as well.

employee assistance programs (EAPs) (p. 374) 
Programs set up by employers or unions to provide 

denial (p. 375) When a person does not recognize or 
admit that there is a connection between his or her 
life problems and the abuse of alcohol or  
another substance.

dependence (p. 369) Addiction to a substance.

deterrence theory (p. 404) Belief that the use of pun-
ishment will discourage people from committing 
crimes.

developmental disability (p. 278) Severe, chronic 
disability that is attributable to a mental or physical 
impairment that manifests itself before the age of 22 
and is likely to continue indefinitely.

devolution (p. 50) Decreasing the federal govern-
ment’s role in social welfare and turning responsi-
bility back to the local level.

devolution of services (p. 86) Movement of social 
programs from the federal level to the state level.

direct services (p. 167) Social services provided by 
social workers.

disability (p. 281) Physical or mental impairment 
that substantially limits one or more major life 
activities.

disaster (p. 441) Extraordinary event, either natural 
or human made, concentrated in time and space, 
that often results in damage to property and harm 
to human life or health and is disruptive of the abil-
ity of some social institutions to continue fulfilling 
their essential functions.

discharge planning (p. 275) Arranging to help  
patients in acute care settings transition out of the 
facility and receive necessary care on leaving,  
included in the role of social workers.

discrimination (p. 101) Actions of treating people 
differently on the basis of their membership in a 
group, usually involving denial of something.

diversion (p. 413) Officially suspending criminal 
or juvenile proceedings so as to allow dependents 
to meet specified conditions, such as completing 
treatment, community service, or an educational 
program.

diversity perspective (p. 13) Theoretical framework 
that emphasizes the broad and varied differences of 
social workers and their clients and how these  
differences can enhance society.

domestic violence (p. 423) Pattern of assaultive be-
havior by adults and juveniles against their families 
or intimate partners.
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fetal alcohol syndrome (FAS) (p. 372) Pattern of 
mental and physical defects that develop in some 
fetuses when the mother drinks too much alcohol 
during pregnancy.

Fifteenth Amendment (p. 113) Constitutional 
amendment of 1870 that gave all men, regardless  
of race, the right to vote.

forensic social work (p. 414) Application of social 
work to questions and issues related to law and the 
legal system.

foster care (p. 200) Social welfare program designed 
to care for children outside of their families.

Fourteenth Amendment (p. 113) Constitutional 
amendment of 1868 that offered early civil rights 
protections.

generalist social work practice (p. 157) Social work 
practice backed with broad range of training and 
primarily used to guide and coordinate service.

general systems theory (p. 8) Belief that the behavior 
of people and societies is explained by identifying 
the components of subsystems of the larger (or 
host) system and how those subsystems interact 
and impact on the larger system; holistic framework 
concerned with system boundaries, roles, relation-
ships, and interactions between people in the system 
or its subsystems.

gerontology (p. 227) Study of the biological,  
psychological, and social aspects of aging.

global perspective (p. 182) Drawing on the knowl-
edge and practice of other social workers across  
international boundaries.

hate crimes (p. 98) Illegal acts against people because 
of their race, ethnicity, religion, sexual orientation, 
ability, or gender.

hazard prevention (p. 462) Preparation for a pos-
sible natural disaster or efforts to protect from a 
natural disaster.

health (p. 263) State of complete physical, mental, 
and social well-being.

health maintenance organization (HMO) (p. 270) 
Managed health care structure that requires referrals 
from a primary care physician.

heterosexism (p. 105) Institutionalized bias directed 
at gay men, lesbians, bisexuals, and people who are 
transgender.

homophobia (p. 105) Fear of homosexuality or fear 
of lesbians and gay men.

health and social services to employees and their 
families.

Employment Non-Discrimination Act (ENDA)  
(p. 115) Proposed legislation that would prohibit 
employers from discrimination based on sexual 
orientation.

empowerment (p. 12) Psychological state that  
reflects a sense of competence, control, and entitle-
ment; allows one to pursue concrete activities aimed 
at becoming powerful; and gives control over the 
environment, which makes it possible for people to 
improve their lives.

engagement (p. 165) Process of establishing a rela-
tionship with a client.

entitlements (p. 54) Guaranteed social support to all 
eligible persons through services or financial  
remuneration without time limits.

ethnic group (p. 130) Group of people who share 
common cultural patterns or national origins.

ethnopsychopharmacology (p. 312) Area of study 
that looks at the way ethnic and cultural influences 
affect a client’s response to medication.

evaluation (p. 165) The result of critically analyzing, 
monitoring, and assessing interventions.

evidence-based practice (p. 293) Process used to 
choose and evaluate the most effective treatment 
available.

eye movement desensitization and reprocessing 
(EMDR) (p. 459) Treatment in which clients focus 
on troubling memories, images, or feelings while 
they follow an external stimulus, usually the thera-
pist’s fingers, with their eyes.

family (p. 193) System of individuals who are inter-
related and have significant relationships.

Family and Medical Leave Act (p. 237) Law that  
allows people unpaid time off from work to care for 
dependent parents or newborn children.

family preservation services (p. 200) Services to 
provide support to families so crises can be averted 
or to help families cope and stay together if crises 
do occur.

fee-for-service (p. 269) Health insurance coverage 
that allows the insured person to choose a doctor 
and receive services, while the insurance company 
pays all or part of the bill.

feminization of poverty (p. 75) Trend that poverty is 
more likely to happen to women.
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living will (p. 244) Formal statement written and 
signed while a person is mentally competent that 
specifies how the person wishes to have his or her 
own death handled in the event that the person can-
not participate in the decision making.

long-term care (p. 238) Set of health and social 
services delivered over a sustained period of time at 
home or in a medical or nursing facility.

macro practice (p. 3) Work to change the larger so-
cial environment so that it benefits individuals and 
families.

mainstreaming (p. 340) Removing a child with 
a disability from special education classes and 
placing him or her in one or more regular 
education classes.

maltreatment (p. 199) Ways that people are hurt 
by the people who are expected to care for them; 
includes physical abuse, sexual abuse, emotional 
abuse, or neglect.

managed care (p. 269) Health care delivery system 
designed to screen out unnecessary and inappropri-
ate care and thereby reduce costs.

Matthew Shepard and James Byrd, Jr. Hate Crimes 
Prevention Act (PL 111‑84) (p. 115) The 2009 federal 
law that empowers the Department of Justice to in-
vestigate and prosecute bias-motivated violence and 
aid state and local jurisdictions with investigations 
and prosecutions of bias-motivated crimes.

Medicaid (p. 236) Federal- and state-funded needs-
based health insurance program for people whose 
incomes and assets fall beneath a set amount, added 
to the Social Security Act in 1965.

medical model (p. 263) Approach to health care 
traditionally used by doctors that locates sickness in 
the patient, which a physician or medical expert has 
the authority to heal or cure.

Medicare (pp. 236) Universal, federally funded 
compulsory health insurance program for older 
people, added to the Social Security Act in 1965.

Medicare Modernization Act (MMA) (p. 231) Leg-
islation that provides prescription drug benefits 
for Medicare eligible seniors by implementing a 
Part D benefit to the Medicare program, by which 
members enroll with private companies to obtain 
prescription medications.

mental disorders (p. 295) Health conditions charac-
terized by alterations in thinking, mood, or behav-
ior associated with distress or impaired functioning.

hospice (p. 277) Services for people with terminal 
illnesses who are expected to die within six months.

human immunodeficiency virus (HIV) (p. 282)  
Viral antibodies that lead to AIDS.

human growth hormone (p. 391) Performance-
enhancing drug used primarily by athletes.

immigration (p. 134) Movement of people away 
from their native lands to become permanent  
residents of another country.

inclusion (p. 340) Making every effort to educate a 
child with a disability in his or her own neighbor-
hood school and with his or her own peers.

individualized education plan (IEP) (p. 330)  
Outline for expected level of educational perfor-
mance goals, objectives, and outcomes for a child 
with disabilities.

Individuals with Disabilities Education Act 
(IDEA) (p. 340) Law reauthorizing Education for 
All Handicapped Children Act; sets legal standards 
and requirements for education of children with 
disabilities.

information and referral (I & R) (p. 167) Providing 
information on availability, location, and eligibility 
to clienwts to enhance their access to services.

in-kind benefits (p. 54) Aid in the form of tangible 
items.

institutional (p. 39) Preventive social welfare ser-
vices built into the institutional structures of society.

institutional discrimination (p. 102) Discrimination 
built into the norms and institutions of society and 
enforced by those in power.

internalized homophobia (p. 383) Self-hatred by 
lesbians and gay men.

intervention (p. 156) Actions taken by social workers 
to enhance client capacities.

juvenile corrections (p. 415) Wide range of interven-
tions for young people who have broken the law.

juvenilization of poverty (p. 75) Tendency for chil-
dren to be disproportionately represented in the 
ranks of those who are poor.

learning disability (p. 334) Significant difference 
between overall intelligence and ability to read and 
write, or do mathematical calculations.

least restrictive environment (p. 331) Educational 
environment that permits a child with disabilities 
the most freedom he or she can handle.
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ombudsman (p. 247) Long-term care advocate for 
residents of nursing homes, board and care homes, 
and assisted living facilities.

oppression (p. 101) Systematic and pervasive mis-
treatment of people based on their connection, 
identity, or belonging to a certain group.

parole (p. 412) Conditional release of a prisoner 
from incarceration to supervision after part of his or 
her sentence has been completed.

passive euthanasia (p. 241) Intentional termination 
of one’s own life with means provided by another 
person, such as a doctor.

Patient Protection and Affordable Care Act  
(p. 262) The 2010 federal law passed to increase 
health insurance coverage for millions of uninsured 
people and improve health care.

peer counselors (p. 303) Consumers who them-
selves have recovered from disorders and who assist 
others facing the same disorder.

permanency planning (p. 200) Effort to achieve 
child welfare goal of placing children in the most 
stable and safe living situation.

person-in-environment (p. 7) Perspective used  
by social workers to understand clients experienc-
ing difficulties with their roles, self-perceptions, 
and expectations in their interactions with 
others and in the context of their surrounding 
environment.

police social work (p. 413) Social work services pro-
vided to victims and offenders who are referred.

poverty guidelines (p. 73) Guidelines for use of 
Department of Health and Human Services poverty 
line to determine eligibility for social services.

poverty threshold (p. 73) Census Bureau absolute 
measure of poverty, used for statistical purposes.

preferred provider organization (PPO) (p. 270) 
Form of managed care.

prejudice (p. 101) Attitude of judging or dislik-
ing groups and individuals based on myths and 
misconceptions.

preventive medicine (p. 462) Behaviors that pro-
mote healthy living and the prevention of illness 
and disease.

primary care (p. 270) First medical care provided by 
professional in a managed care system.

privilege (p. 107) Social and economic advantages 
that are ascribed to members of dominant groups.

mental health (p. 293) Successful performance of 
mental function, resulting in productive activities, 
fulfilling relationships with other people, and the 
ability to adapt to change and cope with adversity.

Mental Health Parity and Addiction Equity Act  
(p. 317) Law that prohibits insurers from impos-
ing lifetime and annual benefit limits on mental 
health services that differ from limits on physical 
health care.

mental illness (p. 293) Collective term for all diag-
nosable mental disorders.

micro practice (p. 3) Work to help individuals, 
families, and small groups function better within 
the larger environment.

mindfulness (p. 458) State of being aware of every-
thing in the present moment without judgment or 
analysis.

misdemeanor (p. 405) Least serious type of crime, 
usually punishable by a fine or a combination of a 
fine and less than one year of incarceration.

multicultural education (p. 343) Teaching that  
challenges and rejects racism and other forms of  
discrimination in schools and society and teaches 
the value and appreciation of cultural diversity.

multiculturalism (p. 138) Acknowledgment, appre-
ciation, and understanding of cultural diversity.

multiethnic or transracial adoption (p. 146)  
Permanent placement of children of one ethnicity 
or race with parents of a different ethnicity or race.

National Association of Social Workers (NASW)  
(p. 5) Membership organization of professional 
social workers with more than 150,000 members; 
works to enhance the professional growth and 
development of its members, creates and main-
tains professional standards, and advances social 
policies.

neglect (p. 246) Not providing basic necessities such 
as food or medical attention.

network linkages (p. 167) Connections between  
social service systems for a client.

Nineteenth Amendment (p. 113) Constitutional 
amendment of 1920 that guaranteed women the 
right to vote.

nursing home (p. 276) Residential health care facil-
ity that provides medical care.

Older Americans Act (OAA) (p. 230) Law that estab-
lished the federal Administration on Aging (AOA).
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relative poverty (p. 72) State of being poor deter-
mined by comparisons.

reparations (p. 146) Payments made to redress past 
injustices.

residual (p. 40) Social welfare services designed to 
address an identified problem.

risk prevention (p. 462) Taking measures to prevent 
or minimize loss or problems.

school social work (p. 328) Services in educational 
settings by credentialed school social workers.

secondary traumatic stress (STS) (p. 454) Stress 
from secondhand exposure to traumatic events.

self-determination (p. 27) Client’s making own 
choices, respect value of social workers.

separatism (p. 111) Situation in which social groups 
live in the same country, but do things as separately 
as possible.

Settlement Movement (p. 59) Organized social  
welfare efforts begun in the late 1800s to help 
people who were poor, particularly immigrants, 
included workers living within the community and 
providing services from their dwelling or settlement.

sexism (p. 105) Oppression that grows out of the be-
lief that men are superior to women.

single-payer plan (p. 266) Health insurance cover-
age provided by one insurer, typically the federal 
government.

social construction (p. 128) Image of group’s  
characteristics and value determined by people who 
have power in society.

social insurance programs (p. 54) Social welfare 
programs designed to prevent poverty that are based 
on shared contributions made while people are 
working to be used later to provide services and 
benefits.

social justice (p. 99) Level of fairness that exists in 
human relationships and overall in society.

social learning theory (p. 197) Belief that behavior 
is learned through socialization.

Social Security Act of 1935 (p. 47) Legislated federal 
policy that provides long-term protections through 
social insurance and aid to people in poverty 
through public assistance.

social welfare system (p. 38) Collection of pro-
grams, resources, and services available to help 
people.

probation (p. 412) Legal sentence that does not re-
quire incarceration.

problem-solving method (p. 160) Pragmatic ap-
proach to social work direct practice that emphasizes 
identifying the client’s present difficulties, which are 
a natural part of life, and providing knowledge and 
resources to help with them.

psychogeriatrics (p. 234) Combination of psychiatric 
and mental health care and services for older people.

psychosocial assessment (p. 274) Investigation of 
psychological and social challenges faced by a client.

psychosocial theory (p. 197) Belief that human  
development progresses through a series of psycho-
social crises that must be resolved.

psychosocial treatment (p. 160) Form of direct 
practice that emphasizes explanation of the internal 
determinants of people’s behaviors, with focus on 
early life experiences and childhood memories.

psychotropic drugs (p. 298) Chemicals used to treat 
mental disorders.

public assistance programs (p. 54) Means-tested so-
cial welfare programs designed to alleviate poverty.

pupil health or services team (p. 331) Interdisciplin-
ary team in schools.

race (p. 130) Umbrella term that includes multiple 
ethnic groups.

racism (p. 103) Systematic mistreatment of people 
based on their race.

recidivism (p. 418) Return of a criminal offender 
to criminal behavior after a period of correctional 
treatment.

recovery movement (p. 299) A wellness and recovery-
based model for mental health practitioners.

recovery (p. 299) Symptom remission and improved 
functioning in life for people with serious mental 
illness, the desired outcome of treatment.

referral (p. 204) Request or demand by other profes-
sionals that social services be provided for a client.

refugees (p. 118) Person who is fleeing persecution 
from countries considered to be oppressive.

rehabilitation (p. 413) Treatment that helps criminal 
offenders change their antisocial style of thinking, 
feeling, and acting.

reintegration (p. 413) Services designed to provide a 
bridge to help with the transition to the community 
for adults released from prison.
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Temporary Assistance for Needy Families (TANF)  
(p. 85) Cash assistance program for poor families.

termination (p. 208) Final stage of the problem-
solving model for treatment.

trauma (p. 441) Injury to the body or psyche by 
some type of shock, violence, or unanticipated 
situation.

truth and reconciliation (p. 445) Opportunities for 
victims of trauma to publicly face those who have 
harmed them and talk about what happened to them.

unemployed (p. 78) Physically able to work, but  
unable to find employment.

underemployed (p. 78) Working but not earning a 
sufficient income.

universal health care (p. 266) Health insurance cov-
erage for all people, regardless of preexisting condi-
tions and employment status.

victim (p. 420) Person against whom a criminal of-
fense has been committed.

Voting Rights Act of 1965 (p. 49) Legislation that 
prohibits denying people of color the right to vote.

vulnerable (p. 193) Needing special attention and 
advocacy; needing others to recognize and respond 
to one’s needs.

War on Poverty (p. 49) General term used to de-
scribe the social welfare policies and programs of 
the 1960s that were designed to alleviate poverty.

wellness model (p. 263) View that authority and re-
sponsibility for health rests with each individual.

working poor (p. 78) Employed, but earnings are 
not sufficient for meeting basic needs.

Standards and Indicators for Cultural Compe-
tence in Social Work Practice (p. 13) Behaviors, 
knowledge, skills, and attitudes that allow social 
workers to respond effectively across cultures.

status offenses (p. 415) Violations of the law only 
for people young enough to be considered minors.

steroids (p. 391) Medication that when used for 
performance enhancement by athletes is illegal.

stigma (p. 312) Discredit that occurs when an indi-
vidual’s diagnosis or condition becomes an enduring 
label.

stimulants (p. 368) Drugs that increase alertness, 
wakefulness, and energy.

strengths perspective (p. 11) View that empha-
sizes using clients’ strengths, resources, support 
networks, and motivations to meet challenges; 
focus on clients’ assets rather than problems or 
dysfunction.

stress (p. 441) Physiological response to a real or 
perceived threat that leads to anxiety, which in-
cludes physical discomfort experienced because of 
the increased production of stress hormones.

substance abuse (p. 364) Continued use of alcohol 
or other drugs in spite of adverse consequences.

Supplemental Nutrition Assistance Program 
(SNAP) (p. 88) Food assistance program run by the 
Department of Agriculture.

Supplemental Security Income (SSI) (p. 85) Cash 
assistance to people who are poor and older, or 
poor with disabilities.

task-centered casework (p. 160) Short-term treat-
ment focused on client-acknowledged problems.
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Note: Bold numbers indicate pages on which 
subjects are identified as key terms.

A

AA. See Alcoholics Anonymous (AA)
AAA. See Area Agencies on Aging (AAA)
AARP. See American Association of Retired  

Persons (AARP)
Ableism, 106
Absolute poverty, 72
ACA. See Affordable Care Act (ACA)
Academy of Forensic Social Work, 414
ACE. See Adverse Childhood Experiences  

(ACE) Study
Acquired immune deficiency syndrome  

(AIDS)
African Americans, 282
as critical issue in health care services, 

282–283
deaths from, 282
definition of, 282
disease prevention education, 350–351
drugs and, 388–389
Latinas/Latinos, 282
prison inmates with, 408, 409
substance abuse and, 381
women with, 388–389, 409

ACT. See Assertive community treatment  
(ACT)

Active euthanasia, 241
Activity theory, 229
Acute care settings, 273–276
ADA. See Americans with Disabilities Act 

(ADA) of 1990
ADAAA. See Americans with Disabilities 

Amendment Act (ADAAA)
ADAMHA. See Alcohol Drug Abuse Mental 

Health Administration (ADAMHA)
ADD. See Attention deficit disorder (ADD)

Addams, Jane, 58, 59, 182, 183, 264, 412
Addiction, 364

causes of, 371–372
comorbidity between mental illness and, 375
dependence and, 369
sugar and caffeine, 369–370

ADEA. See Age Discrimination in Employment 
Act (ADEA)

ADHD. See Attention deficit hyperactivity  
disorder (ADHD)

Adjudication, 415
Administration, 25
Adolescents

delinquency and, 216
dropout prevention, 352
homelessness of, 173–174
juvenile offenders, 422–423
lesbians, gay men, bisexuals, and transgender, 

217–218, 347
school violence, 328, 349–350
stage of development, 196
stress in, 443
with substance use disorders, 375
teenage pregnancy and disease prevention, 

350–351
tobacco, alcohol, and illicit drug prevention, 

351
Adoptions, 146, 200
Adult corrections, 417–418
Adult Protective Services (APS), 246
Advance directive, 244
Adverse Childhood Experiences (ACE) Study, 

443
Advocacy

in child welfare, 203–209
efforts by school social workers, 331
in mental health settings, 303
for older individuals, 232
social workers and, 90–91, 178
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AFDC. See Aid to Families with Dependent 
Children (AFDC)

Affirmative action, 116–117
Affordable Care Act (ACA), 185, 245–246, 262, 

267–268, 317
Afghanistan war, 51, 446, 448
African Americans

affirmative action programs and, 116–117
criminal justice system, 407
effects of Hurricane Katrina on, 451
employment rates of, 80
female inmate population, 408–409
forced relocation and enslavement, 133
foster care, 214
hate crimes and, 98, 115, 117
health care, 116–117
HIV/AIDS, 282
influence of history on, 136
juvenile justice system, 407
legacy of slavery, 44
median income of, 80
mental health care system, 312
older individuals, 235
oppression and violence, 102, 103
prevalence of diabetes, 285
racism and, 103–104
receipt of below-poverty level benefits, 236
redress or reparations for past social  

injustices, 146
at risk, 239, 240
Sandra Bland case, 104–105
substance abuse and, 379–380
use of term, 14
violent female prisoners, 404

Age Discrimination in Employment Act 
(ADEA), 113

Ageism, 106, 227
AHCA. See Americans Health Care Act  

(AHCA)
AIDS. See Acquired immune deficiency  

syndrome (AIDS)
Aid to Families with Dependent Children 

(AFDC), 50, 85–86
Alcohol abuse

alcoholism, 365, 371
alcohol-related deaths, 362

historical background of treatment  
and prevention, 372–374

Indigenous peoples and, 382–383
issues facing children and families, 214–215
Latinas/Latinos, 380–381
lesbians, gay men, bisexuals, and transgender 

individuals (LGBT), 383–384
prevention, 351
substance abuse and, 379–380
in workplace, 386–387

Alcohol and other drugs (AOD), 362–363, 
371–372, 375, 386–387. See also Alcohol 
abuse

Alcohol Drug Abuse Mental Health  
Administration (ADAMHA), 373

Alcoholics Anonymous (AA), 371, 373
Alzheimer’s disease, 249–250
Ambulatory care settings, 275
American Association of Retired Persons 

(AARP), 231
American Association of School Social  

Workers, 329
American Association on Intellectual  

and Developmental Disabilities, 349
American Geriatrics Society, 242
American Psychiatric Association, 303
American Psychological Association  

(APA), 443
American Red Cross Disaster Mental Health 

(DMH) program, 460
Americans Health Care Act (AHCA), 317
American Sign Language, 346
Americans with Disabilities Act (ADA) of 1990, 

113–114, 144, 281–282, 374, 409
Americans with Disabilities Amendment  

Act (ADAAA), 281
Amphetamines, 368
Antidiscrimination legislation, 114–117
Anti-Semitism, 106
Anxiety disorders, 294
AOD. See Alcohol and other drugs (AOD)
APA. See American Psychological Association 

(APA)
APS. See Adult Protective Services (APS)
Area Agencies on Aging (AAA), 230
Arizona State Legislature, 411
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Ashcroft, John, 242
Asian Americans

immigration of, 134
mental health care system, 312
older individuals, 234, 235
oppression of, 103
population in United States, 130, 131
prevalence of diabetes, 285
racism and, 104
use of term, 14

Assertive community treatment (ACT), 308–309
Assessment, 165–167, 206–207
Assisted living facilities, 277
Ataque de nervios, 297
Attention deficit disorder (ADD), 334
Attention deficit hyperactivity disorder 

(ADHD), 334
Augustus, John, 412
Autism, 333–334

B

Baby boomers, 232
Barriers to service, 136–138
Beck Depression Inventory, 251
Bell Curve: Intelligence and Class Structure in 

American Life, The (Hernstein & Murray), 
109

Benzodiazepines, 367
Bilingual education programs, 344–345
Binge drinking, 363
Biological determinism, 109, 147
Biopsychosocial perspective, 295
Bipolar disorder, 294
Black Lives Matter movement, 98
“Blaming the victim,” 76–78
Broken window theory, 405
Brown, Micheal, 98
Burnout, 453–455
Bush, George W., 50, 63, 232, 245, 343, 417
Bush, Jeb, 279

C

Caffeine, addiction to, 369–370
CARA. See Comprehensive Addiction  

and Recovery Act (CARA) of 2016

Case management, 156, 164–168
criminal justice system, 418–420
engagement and assessment, 165–167
evaluation and monitoring, 168
information and referral, 167–168
intervention and, 167–168
in mental health settings, 302
network linkages and, 168
for older individuals, 237–239

Casework: A Psychosocial Therapy (Hollis), 160
Cash assistance

definition of, 53
programs, 55–56, 85–88

CBTs. See Cognitive behavioral therapies 
(CBTs)

CDAPC. See Comprehensive Drug Abuse  
Prevention and Control Act (CDAPC)

Challenges in working with individuals and 
families, 169, 171–172

commitment to social justice, 100, 119
confidentiality, 169, 171, 172, 348
issue of profiling and, 464
social work values and ethical principles  

in, 18
Change agents, 28–29
Charity Organization Society (COS), 58–59, 63
Chemical dependency, 364
Childhood, 193
Child maltreatment, 199–200, 211–212
Child protective services (CPS), 200
Children

abuse, 211
advocacy in welfare of, 203–209
alcoholism, 371
with attention deficit hyperactivity  

disorder, 334
bilingual education and immigration, 

344–345
case management with, 201
costs of poverty and, 81, 216–217
critical issues facing, 211–218
with developmental disabilities, 333–334
direct practice with, 201–202
with disabilities, 332–337
homeless, 337, 341–343
intervention process, 204
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Children (Continued)
juvenile offenders, 422–423
with learning disabilities, 334
learning from, 202–203
legislation for, 86–87
mental health of, 295, 314–316
referral, 204–205
at risk, 332–337
roles of social workers and, 201–209
school violence, 328
sexual orientation and gender identity, 

217–218
social work career with, 21–22
status in United States, 192
strengths perspective framework, 218
stress in, 443
theories of child development, 193–197
trauma in, 215–216
values and ethics when working with, 209–211

Children’s Defense Fund, 204
Child welfare, 21–22, 199–201
Child Welfare League, 204
Child welfare system, 197–201

child welfare, 199–201
historical background, 197–199
juvenile justice system, 201

Chronic stress, 444
Cis normativity/cisgender privilege, 106–107
Civil rights

definition of, 112
legislation, 112–114
for lesbians, gay men, bisexuals, and trans-

gender individuals, 114–115, 144–145
and social justice in twenty-first century, 

120–121
Civil Rights Act, 49
Civil Rights Act of 1964, 113, 144
Civil Rights Act of 1968, 113
Civil War and post–Civil War period, 43–44
Civil Works Administration, 46
Classism, 105
Clinton, William J., 115, 342
Coalition building, 180–181
Cocaine, 367
Code of ethics of the National Association of Social 

Workers

challenges in working with individuals and 
families, 169

commitment to social justice, 119–120
confidentiality, 169
issue of profiling and, 464
social work values and ethical principles  

in, 18
Cognitive-behavioral theory, 161–162, 308, 

309
Cognitive behavioral therapies (CBTs), 

458–459
Cognitive development theory, 197
Colonial period, 41–43
Colonization, 132–133
Columbine High School, 328
Community change, 176
Community corrections, 418–420
Community development, 176
Community liaison, 180
Community Mental Health Center Act, 301
Community organization, 25
Community organizing, 176, 178–179
Community planning, 176
Community practice, 176–182

ethical challenges in working with  
communities, 181–182

methods, 176–177
models of, 178–181
roles, 177–178

Community social and economic development, 
179

Compassion, 27
Compassion stress, 454
Comprehensive Addiction and Recovery Act 

(CARA) of 2016, 387
Comprehensive Alcohol Abuse and Alcoholism 

Prevention, Treatment, and Rehabilitation 
Act, 373

Comprehensive Drug Abuse Prevention and 
Control Act (CDAPC), 373

Confidentiality, 169, 171, 172, 210–211,  
318–319, 348

Constitution of the United States
Eighteenth Amendment, 373
Fifteenth Amendment, 113
Fourteenth Amendment, 113

67046_index_ptg01.indd   506 1/26/18   11:19 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� INDEX    507

Nineteenth Amendment, 113
Twenty-First Amendment, 373

Consumer, 298
Controlled Substance Act (CSA), 242
Co-occurring disorders substance abuse  

and, 375
COS. See Charity Organization Society (COS)
Council on Social Work Education (CSWE), 3, 

230. See also CSWE Educational Policy and 
Accreditation Standards

Court system, 414–415
CPS. See Child protective services (CPS)
Creativity, 27
Crime, 400–401
Crime prevention, 462
Criminalization, 301, 389–390
Criminal justice system

court system, 414–415
crime and mental illness, 425–426
death penalty, 426–429
domestic violence and, 423–425
extent and variety of crime in United States, 

401–402
historical background of criminal justice 

social work, 412–414
inmates with chronic health problems, 409–410
inmates with disabilities, 409
juvenile offenders, 422–423
overcriminalization and privatization, 426
policy issues, 421–430
practice settings for social workers, 414–418
punishment vs. rehabilitation in, 406–407
racial imbalance, 407–408
social work career in, 24
social work roles and skills, 412–421
theories of criminal behavior relevant to 

social work and, 402–406
undocumented immigrants and crime, 410–411
values and ethics of social workers in, 431
women in, 408–409

Crisis, 441
Crisis intervention, 24, 162–163
Crisis theory, 162–163
CSA. See Controlled Substance Act (CSA)
CSWE. See Council on Social Work Education 

(CSWE)

CSWE Educational Policy and Accreditation  
Standards, 6, 18, 101, 135, 182

Culbert, Jane Fullerton, 329
Cultural competence

awareness of self and, 140–141
definition of, 138
ecological framework, 139
empowerment practice, 140
multiculturalism, 138–139
stages of cultural understanding in, 142–143
steps to enhance, 140–144
understanding cultural differences and, 

141–142
Cultural humility, 143–144
Cultural pluralism, 111
Culture-bound syndromes, 311

D

D.A.R.E. See Drug Abuse Resistance Education 
(D.A.R.E.) program

Deaf and hearing impaired students, 345–347
Death penalty, 426–429
Death with Dignity Act, 241–242
Defense of Marriage Act (DOMA), 115
Deinstitutionalization, 298, 301
Delinquency, 216
Delinquent youth, 412
Dementia, 249–250
Denial, 375–376
Department of Health and Human Services, 73
Dependence

addiction and, 369
causes of, 371–372
DSM criteria for, 370

Depressants, 368
Depression, 250–251, 294, 375
Deterrence theory, 404
Developmental disabilities, 333–334
Developmental Disabilities Assistance and Bill 

of Rights Act, 333
Developmental disability, 277–278
Devolution of services, 50, 86
Devos, Betsy, 353
DHS. See U.S. Department of Homeland  

Security (DHS)
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Diabetes, 283–285
Diagnostic and Statistical Manual of Mental  

Disorders (DSM), 303–304, 369, 446
Digilantism, 430
Dignity, 209–210
Direct practice, 201–202
Direct services, 167
Disability

children with, 332–337
claims for signature injuries, 318
definition of, 281
definition used by Supplemental Security 

Income program, 85
developmental, 333–334
diversity in United States and, 132
learning, 334
oppression of people with, 106
students with, 340–341
use of term, 15

Disasters, 441
international events, 452–453
intervention following, 456–462
Iraq war, 453
natural and human made, 448–449
social work practice, 454–462
social work values and ethics, 464–465
terrorist attacks, 449–450
unexpected nature of, 450–452

Discharge planning, 275
Discrimination. See also Prejudice

age, 227
cultural competency and, 138, 143
definition of, 101
and diversity in educational system, 343–347
institutional, 102–103
protection from, 112–114
racial imbalance in criminal justice system, 

407–408
Disease prevention, 350–351
Disengagement theory, 229
Diversion, 413
Diversity

achieving cultural competency, 140–144
bilingual education and immigration, 

344–345
cultural competency, 138–140

dimensions of, 128–148
emerging issues of, 144–147
genetic makeup and research on  

human, 147
historical background in United States, 

132–138
implications for social work practice,  

135–138
lesbians, gay men, bisexuals, and transgender, 

347
multicultural education, 343–344
older individuals, 234–235
perspective framework, 13
respect for, 27
social construction of differences, 128–130
students who are deaf or hearing impaired, 

345–347
substance abuse and, 378–384
in United States, 130–132

Diversity perspective framework, 13, 159–160
Divorce, 216
Dix, Dorothea Lynde, 298
DMH. See American Red Cross Disaster Mental 

Health (DMH) program
DOMA. See Defense of Marriage Act (DOMA)
Domestic violence, 423–425
“Don’t Ask, Don’t Tell” policy, 115
Dropout prevention, 352
Drug abuse prevention, 352
Drug Abuse Resistance Education (D.A.R.E.) 

program, 351
Drug legalization, 385–386
Drug misuse, 364
Drugs. See also Substance abuse

commonly used, and their effects,  
366–368

criminalization or treatment, 389–390
definition of, 364
HIV/AIDS and, 388–389
types of, 365–368
U.S. government classification  

system, 365
Drug use, 364. See also Substance abuse
DSM. See Diagnostic and Statistical Manual of 

Mental Disorders (DSM)
Due process, 412–413
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E

EAPs. See Employee assistance programs (EAPs)
Ecological framework, 139
Ecological systems framework, 11, 158–159, 

194
Economic Opportunity Act (EOA), 49, 230
Economics, poverty and, 71–91
Education for All Handicapped Children Act, 

330, 340
Education of Homeless Children and Youth 

(EHCY) program, 341–342
EFT. See Emotional freedom techniques (EFT)
EHCY. See Education of Homeless Children 

and Youth (EHCY) program
Eighteenth Amendment, Constitution of the 

United States, 373
Elder abuse, 246–247
Elder Justice Act, 246–247
Elementary and Secondary Education Act 

(ESEA), 342
Elizabethan Poor Laws, 42, 50, 63, 65
EMDR. See Eye movement desensitization  

and reprocessing (EMDR)
Emotional freedom techniques (EFT), 459
Empathy, 27, 165, 166
Employee assistance programs (EAPs), 374
Employment, 78–80
Employment Non-Discrimination Act (ENDA), 

115, 144–145
Empowerment, 12
Empowerment practice, 140
ENDA. See Employment Non-Discrimination 

Act (ENDA)
Energy Psychology, 459
Engagement, 165–167, 206–207
Entitlements, 54
Environmental justice, 147
EOA. See Economic Opportunity Act (EOA)
Erikson, Erik, 160, 197
ESEA. See Elementary and Secondary Education 

Act (ESEA)
Ethics. See also Code of ethics of the National  

Association of Social Workers; Values
challenges in working with communities, 

181–182

challenges in working with groups, 175–176
challenges in working with individuals and 

families, 169, 171–172
criminal justice system, 431
decision-making in social work practices, 

62–65
in health care settings, 278–280
mental health care system, 318–319
punishment vs. rehabilitation, 406–407, 430
racism and, 144
self-sufficiency/neglect, 90
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Social insurance programs, 54
Socialization, 109
Socialization groups, 173
Social justice. See also Social injustice

barriers to, 101–108
and civil rights in twenty-first century, 

120–121
cultural competency and, 138–144
definition of, 99–100
models of intergroup relations, 111–112
overcoming, 112–117
social work roles in fighting, 119–120
social work’s mandate for, 100–101
theories of, 109–111

Social learning theory, 197
Social planning, 179–180
Social reform years, 48–49
Social Security Act of 1935, 47, 49, 50, 55,  

236, 265
Social Security Administration (SSA), 73, 85
Social Security Disability Insurance program, 

85
Social Services Block Grant program, 237
Social welfare system

approaches to providing services, 39–40
definition of, 38
history of, 41–53
programs, 53–57, 85–89

Social work. see also Social workers
careers, 21–26
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central concepts and theories of, 7–13
choosing as career, 30
criminal justice system, 412–421
culturally responsive practice, 311–312
education, 6
forms of practice, 183–184
generalist practice, 155–185
historical influence of theories of human 

behavior in practice, 160–164
history of profession, 57–62
macro-level interventions, 460–462
micro-level interventions, 456–458
military, 463–464
persistence, 335–336
personal characteristics suited to practice, 

26–28
pharmacological interventions, 460
practice of, 2–3
practice of prevention, 462
probation, parole, and community corrections, 

418–420
as profession, 2–6
rural, 173–174
task-centered, 160, 161
techniques for reducing stress, 458–460
theories and, 405–406
theories of criminal behavior relevant to, 

402–406
values and ethics of, 18–21

Social Work Dictionary, 28
Social workers. see also Social work

advocacy and, 90–91
awareness of self and, 140–141
commitment to social justice, 119
in court system, 414–415
diversity in United States and, 135–138
diversity perspective framework and, 13
education and training of, 3–5
employment with a gerontological background, 

233–234
ethical responsibilities, 19–20
gerontological, 237–241
in health care settings, 272–280
knowledge and skills needed in school  

settings, 337–339

mental health care system and, 293, 303
in mental health settings, 364
roles of, 83–91
salaries of, 5
strengths perspective framework,  

312–314
substance abuse interventions and, 374–375
in substance abuse settings, 364
understanding cultural differences  

and, 141–142
working with children and families, 201–209
working with students at risk, 332–337

Sociological theories, 404–405
SSA. See Social Security Administration (SSA)
SSI. See Supplemental Security Income (SSI)
Status offenses, 415
STDs. See Sexually transmitted diseases (STDs)
Steroids, 391
Stewart B. McKinney Homeless Assistance Act, 

82, 341
Stigma, 312, 320
Stimulants, 368
Strengths perspective framework, 11–12,  

159–160, 210, 218, 312–314
Stress

cognitive behavioral therapies for, 458–459
definition of, 441, 442–444
energy psychology and, 459
eye movement desensitization  

and reprocessing for, 459–460
mindfulness and, 458
pharmacological treatment, 460
techniques for reducing, 458–460
trauma-releasing exercises for, 459–460

Substance abuse, 361–392
African Americans and, 379–380
definition of, 364
diversity issues and populations at risk, 

378–384
drug abuse issues facing children  

and families, 214–215
emerging issues and future concerns,  

386–391
historical background, 372–374
human development and, 364–372
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Substance abuse (Continued)
Indigenous peoples and, 382–383
Latinas/Latinos, 380–381
lesbians, gay men, bisexuals, and transgender 

individuals (LGBT), 383–384
pregnancy and, 384–385
prescription drugs, 362
roles of social workers, 375–377
social work career in treating, 23
social work values and ethics, 384–386
steroids and human growth hormone, 391
treatment and prevention, 372–377
U.S. government drug classification  

system, 365
in workplace, 386–387

Substance Abuse and Mental Health Services 
Administration (SAMHSA), 374

Sugar, addiction to, 369–370
Suicide

among soldiers, 317–318
physician-assisted, 241–244, 280

Supplemental Food Program for Women,  
Infants, and Children (WIC), 57

Supplemental Nutrition Assistance Program 
(SNAP), 38, 88

Supplemental Security Income (SSI), 56, 85, 
231, 237, 240

Support groups, 174

T

TANF. See Temporary Assistance for Needy 
Families (TANF)

Tapas acupressure technique (TAT), 459
Task-centered casework, 160, 161
TAT. See Tapas acupressure technique (TAT)
Teenage pregnancy, 350–351
Temperance movement, 372, 373
Temporary Assistance for Needy Families 

(TANF), 3, 9, 10, 50, 54, 56, 85–88
Termination, 208–209
Terrorism, 51, 120, 464
TFT. See Thought field therapy (TFT)
Theories

basis for social work practice, 8–13
biological determinism, 109

of child development, 193–197
cognitive-behavioral, 161–162
conflict perspective, 110
of criminal behavior, 402–406
crisis, 162–163
ecological systems framework, 11,  

158–159, 194
functionalist perspective, 110
general systems, 8–9
human development, 195–196
importance of, 192–193
individualistic, 402–404
mindfulness-based, 163–164
models of intergroup relations, 111–112
person-in-environment perspective, 7–8
psychodynamic, 160–161
psychological perspectives on social  

injustice, 110
socialization process, 109
social work and, 405–406
sociological, 404–405
sociological perspectives on social  

injustice, 110–111
strengths perspective, 11–12, 159–160,  

210, 218, 312–314, 417
Thought field therapy (TFT), 459
Tobacco/nicotine, 366
Tobacco prevention, 351
Tolerable stress, 442
Tolerance, 370
Tornadoes, 450
Toxic stress, 442
Transracial adoptions, 146
Trauma, 215–216

definition of, 441, 444–446
recovery from, 445
social work practice, 464
social work values and ethics,  

464–465
Trauma-informed practice, 440
Trauma-releasing exercises (TRE), 459
TRE. See Trauma-releasing exercises (TRE)
Treatment

mental health settings, 305–306, 307–310
substance abuse, 389–390

67046_index_ptg01.indd   520 1/26/18   11:19 AM

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s).
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.

Copyright 2019 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part.  WCN 02-200-203



� INDEX    521

Treaty of Guadalupe Hidalgo, 134
Truman, Harry S., 236
Trump, Donald J., 98, 353
Truth and reconciliation interventions, 445
Tsunami, 450
Twenty-First Amendment, Constitution of the 

United States, 373

U

UCR. See Uniform Crime Report (UCR)
Underemployed, 78–79
Undocumented immigrants, 135, 410–411
Unemployed, 78
Unemployment insurance, 54, 55
Uniform Crime Report (UCR), 401
Universal health care, 266
USA Patriot Act, 120
U.S. Census Bureau, 73, 232
U.S. Department of Education, 334
U.S. Department of Health and Human  

Services, 214, 374
U.S. Department of Homeland Security  

(DHS), 410
U.S. Department of Housing and Urban  

Development (HUD), 231
U.S. Department of Justice, 401, 413

V

VA. See Veterans Administration (VA)
Values. See also Ethics

blaming the victim and, 76–78
of Civil War and post–Civil War  

period, 44
of Colonial period, 42–43
criminal justice system, 431
crisis/ongoing need, 65
of Great Depression and the  

New Deal, 47
in health care settings, 278–280
impartial professional/advocate,  

64–65
mental health care system, 318–319
of New Millennium, 52–53
personal change/systemic change, 64

personal/impersonal connection, 65
of pre–Civil War period, 43
of Progressive Era, 45
public funding of religious organizations/

separation of church and state, 63–64
punishment vs. rehabilitation,  

406–407, 431
of retrenchment years, 50
of social reform years, 49
of social welfare and social work,  

62–65
substance abuse-related issues  

and, 384–386
when working with children and families, 

209–211
for working with diverse populations, 143
of World War II and Postwar Economy, 48
worthiness/unworthiness of assistance, 63

Veterans Administration (VA), 447, 463
Victim assistance programs, 413–414, 420–421
Victim of Crime Act (VOCA), 413–414
Victims’ rights, 429–430
Violence, 101, 102, 400–401
Violence prevention, 349–352
VOCA. See Victim of Crime Act (VOCA)
von Bertalanffy, Ludwig, 8–9
Voting Rights Act of 1965, 49
Vouchers, 353
Vulnerable, 193

W

War
Afghanistan, 51, 446, 448
Iraq, 51, 52, 53, 446, 448, 453
Mexican–American, 133–134
veterans and mental health, 317–318

War on Poverty, 49, 88, 329
Watson, John, 162
Webdale, Kendra, 319
Web Therapy, 310
Welfare, 38. See also Social welfare system
Wellness model, 263–264
WHCRA. See Women’s Health Care and Cancer 

Right Act of 1998 (WHCRA)
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White House Conference on Aging, 230, 231, 
232, 240

WIC. See Supplemental Food Program for 
Women, Infants, and Children (WIC)

Withdrawal, 369, 370
Women

affirmative action programs and, 116
domestic violence, 423–425
female inmate population, 408–409
feminization of poverty, 75
health care and, 244, 278
with HIV infection and AIDS,  

388–389, 408
legislation for, 85–88
median income of, 75
mental illness and, 292, 293–294, 296, 303
at risk, 240

sexism and, 105
Social Security benefits, 236
substance abuse and, 378–379
use of term, 14
violent prisoners, 404
in workplace, 110–111

Women’s Health Care and Cancer Right Act of 
1998 (WHCRA), 267

Working poor, 78–79
Works Progress Administration, 46
World Health Organization, 362
World War II and Postwar Economy, 47–48
Wraparound services, 199

Z

Zimmerman, George, 98
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Competency 6—Engage with Individuals, Families, Groups, Organizations, 
and Communities:

10

a.	 Apply knowledge of human behavior and the social environment, person-in-
environment, and other multidisciplinary theoretical frameworks to engage with 
clients and constituencies. 

1, 5, 6, 7, 10, 11, 13

b.	 Use empathy, reflection, and interpersonal skills to effectively engage diverse 
clients and constituencies. 

1, 3, 6, 7, 8, 9, 10, 12, 13

Competency 7—Assess Individuals, Families, Groups, Organizations, and Communities: 10

a.	 Collect and organize data, and apply critical thinking to interpret information from 
clients and constituencies. 

6, 12

b.	 Apply knowledge of human behavior and the social environment, person-in-
environment, and other multidisciplinary theoretical frameworks in the analysis of 
assessment data from clients and constituencies. 

1, 4, 6, 7, 8, 9, 10, 11, 12, 13, 14

c.	 Develop mutually agreed-on intervention goals and objectives based on the 
critical assessment of strengths, needs, and challenges within clients and 
constituencies. 

3, 6, 7, 8, 11, 12, 13, 14

d.	 Select appropriate intervention strategies based on the assessment, research 
knowledge, and values and preferences of clients and constituencies.

Competency 8—Intervene with Individuals, Families, Groups, Organizations, 
and Communities: 

1, 2, 5, 6, 7, 8, 10, 13, 14

a.	 Critically choose and implement interventions to achieve practice goals 
and enhance capacities of clients and constituencies.

b.	 Apply knowledge of human behavior and the social environment, person-in-
environment, and other multidisciplinary theoretical frameworks in interventions 
with clients and constituencies. 

1, 6, 7, 10

c.	 Use interprofessional collaboration as appropriate to achieve beneficial practice 
outcomes. 

1, 3, 7, 9, 11, 13, 14

d.	 Negotiate, mediate, and advocate with and on behalf of diverse clients and 
constituencies.

e.	 Facilitate effective transitions and endings that advance mutually agreed-on goals.

Competency 9—Evaluate Practice with Individuals, Families, Groups, Organizations, 
and Communities:

a.	 Select and use appropriate methods for evaluation of outcomes.

b.	 Apply knowledge of human behavior and the social environment, person-in-
environment, and other multidisciplinary theoretical frameworks in the evaluation 
of outcomes.

c.	 Critically analyze, monitor, and evaluate intervention and program processes and 
outcomes.

d.	 Apply evaluation findings to improve practice effectiveness at the micro, mezzo, 
and macro levels.
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